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Introduction

Faith-based organizations (FBOs) provide a
significant portion of healthcare services in low-
and middle-income countries (LMICs), but the
scope and scale of these services are difficult to
track, leading to decreased understanding and
integration of services with host-country assets.
This analysis looks at the current understanding of
FBOs’ reach, their limitations, and the role that the
newly formed Christian Health Asset Mapping
Consortium (CHAMC) hopes to fulfill. CHAMC
is a voluntary association of organizations that will

work to address urgent needs for information on
and help improve the quality of data about the
Christian health asset landscape.

Current Understanding

FBOs provide healthcare services via faith-

owned health facilities, congregations,
community-based organizations, and national and
international ~ organizations.'? Their scope

includes clinical services at primary, secondary,
and tertiary levels, as well as preventative care like
immunization initiatives and cancer screenings,
disaster preparedness, HIV/AIDS education and
medical care,
emergency care, family planning services, and
more.>® FBOs also run training institutions for
different cadres of health and allied-health care
workers.

FBOs are poised to continue to provide a

maternal and newborn care,

substantial amount of the healthcare services in
LMICs and have a profound impact because of

their remote locations, long term commitments,
influential role in communities, and ability to reach
and connect with hard-to-reach populations. FBOs
operate in austere and underserved populations and
are sometimes the only entry point for rural
populations.>* Furthermore, FBOs are frequently
rooted in the communities in which they work and
are, thus, able to implement interventions that take
into account the local culture and customs.!! In
addition to FBOs, clergy, and other religious
leaders have strong voices in communities and
help promote health and wholeness in areas such
as vaccine access and acceptance and family
planning services.”!'"!? In one study, contraceptive
use was 1.7 times higher in women whose religious
leaders discussed family planning compared to
women who were not exposed to family planning
discussions in religious settings.'

Current Limitations

While there is potential for FBOs to have this
profound impact, there are multiple limitations in
FBOs’ health service delivery that need to be
addressed, including identifying sustainable
funding structures, integrating with national health
services, and complete documentation of FBO
services throughout LMICs. For effective health
system strengthening, FBOs should try to partner
with government organizations to fill gaps as
needed and focus on building capacity.'*!> While
some governments have working relationships
with FBOs, other governments struggle to
integrate FBOs into the healthcare system. While
there are many ways governments can have
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relationships with FBOs, an example of a robust
partnership is in Ghana, where the government
funds over 70% of the work of the Christian Health
Association of Ghana facilities. In contrast, we
understand that partnerships between FBOs and
local governments are not always possible due to
the political climate. Still, partnerships among
faith actors are possible in these instances.

There are also significant limitations of our
knowledge of FBOs, to include the number and
location of community-based health programs and
preventive services, the scope and capacity of
faith-affiliated health worker training institutions,
and the status of supply chains that serve faith
owned (and all private non-profit) health services.

The lack of understanding and quantification
of the scope and practice of FBOs is a pressing
need for FBOs. Olivier et al.! is often cited as the
best resource for quantifying the scope of services,
but this data is quickly becoming outdated. When
Kagawa et al.'® completed their analysis in 2012,
an initial 2637 articles were identified through
PubMed and Google Scholar, but only 3 had
quantitative analysis of health systems, which
shows the dearth of information on the impact of
faith-based healthcare services. Other articles
work to quantify the scope of healthcare services
provided by FBOs,*"!""1 but this is usually done
one country at a time. These articles are not
consistent and do not all delineate between the type
of service provided, if it is rural or urban, what
each service location offers, how each location is
organized, nor how to engage with these services.
Some articles report the number of hospital beds,
while others report on the number of facilities.

Many authors, policy makers, and FBOs
want to cite a proportion of health services
provided by FBOs, e.g., 20-70%, but that becomes
difficult to interpret, especially as it varies widely
from urban to rural areas. For example, in sub-
Saharan Africa this proportion can be much higher
in more rural areas, where the only hospital or
clinic nearby is run by an FBO.!° Furthermore,
because each faith-based organization has its own
areas of emphasis or population focus, it can be
difficult to compare services across FBOs. This
lack of understanding was further brought to light
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at the start of the COVID-19 pandemic when
health  systems  implemented fragmented
responses.*>2%2! Finally, the number of faith-
based healthcare facilities is dynamic, as facilities
are closed and opened on a daily basis around the
world.

Understanding the limitations and gaps of
faith-based healthcare services allows us to address
them and ultimately strengthen health systems —
health systems flourish when all of their
components are known and recognized for the
important part they play. FBOs serve a significant
proportion of the population in many countries and
should have a seat at the table for health system
governance and decision making, but in order to
advocate for that seat, we have to clearly show the
impact FBOs make.

A way forward

In response to this information gap, the
Christian Health Asset Mapping Consortium
(CHAMC) was launched in January 2022 by six
founding organizations: Africa Christian Health
Associations Platform (ACHAP), Catholic Health
Association International Outreach (CHAIO),
Christian Connections for International Health
(CCIH), International Christian Medical and
Dental Association (ICMDA), the Dalton
Foundation, and the World Council of Churches
(WCC). The Consortium hopes to create a better
understanding of the nature, scope, and location of

Christian health assets in LMICs at a summary
level. The goal of the Consortium is to promote
resources, learning, and partnerships in Christian
health services in LMICs. By quantifying the
healthcare services, CHAMC hopes to better the
understanding of where and how Christian health
assets operate within their diverse and dynamic
contexts and systems. One feature that makes this
initiative unique is CHAMC’s emphasis on
registering all types of health assets in the Christian
health landscape, not just facilities and hospitals.
The following graphic demonstrates visually the
Christian health assets landscape.
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CHAMC set three initial objectives at its
launch. First, it will create a metadata “registry”
(or “database of databases”). Organizations and
individuals can access this platform to better
understand the known data sets that are already
present, where the data comes from, how it is
maintained, if it is accessible to the public, and the
types of entities in a database. This database will
be summary, protected, and will not identify
individuals or facility contacts to protect their
privacy. Second, it will support and inform
stakeholders and policy by sharing information
about Christian health services, including
summary reports and referrals to specific data
owners. Third, CHAMC will assess current
available resources on Christian health assets and
work to improve how these resources can be
accessed and used to inform stakeholders.

International
Support
Partners

Christian
Community
Health Programs

To illustrate how this will work, CHAMC
published a data brief in May 2023 to describe the
scale of 22 Christian Health Associations (CHAs)
in 17 countries in Sub-Saharan Africa. The study
found 8,355 health assets ranging from national-
level hospitals to community-level programs,
training programs, and medical supply
organizations.”?> While this is a great starting point,
we know that many health assets were missed.
Data on additional assets and more countries are
needed.

CHAMC receives a lot of questions about
privacy of data. Some information we anticipate
will be publicly available (e.g., a list of health
training institutions in a country drawn from
website data), while others will be managed as part
of the work of local networks (such as health
facilities or community programs). When the
registry has a local dataset, CHAMC will list the
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dataset and who to contact for information about
its constituents. They are best positioned to share
further information.

A comprehensive data and mapping strategy
is needed to accurately reflect the breadth and
complexity of Christian health assets. If you or
your organization are interested in engaging with
the @ CHAMC, please reach out to
mapping.consortium@ccih.org.

References

1. Olivier J, Tsimpo C, Gemignani R, Shojo M,
Coulombe H, Dimmock F, et al.
Understanding the roles of faith-based health-
care providers in Africa: review of the
evidence with a focus on magnitude, reach,
cost, and satisfaction. Lancet.
2015;386(10005):1765-75.
https://doi.org/10.1016/S0140-
6736(15)60251-3

2. Christian Connections for International Health
[Internet]. McLean, VA. Christian health asset
mapping consortium. [cited 2023 Jan 10],
Available from:

https://www.ccih.org/christian-health-asset-
mapping-consortium/

3. Hydarav R, Igweonu O, Anand S, Jemimah
M, Merdekios A, Abrar L, et al. Establishment
and use of polio communication network in
response to polio in outbreak countries of the
Horn of Africa: 2013-2014. J Immunol Sci.
2021;S(2):47-53.
https://doi.org/10.29245/2578-
3009/2021/82.1117

4. LevinJ. The faith community and the SARS-
CoV-2 outbreak: part of the problem or part of
the solution?. J Relig Health.
2020;59(5):2215-28.
https://doi.org/10.1007/s10943-020-01048-x

5. Vilakati PN, Villa S, Alagna R, Khumalo B,
Tshuma S, Quaresima V, et al. The neglected
role of faith-based organizations in prevention
and control of COVID-19 in Africa. Trans R
Soc Trop Med Hyg. 2020;114(10):784—6.
https://doi.org/10.1093/trstmh/traa073

Oct 2023. Christian Journal for Global Health 10(2)

10.

11.

12.

Franzese, O’Brien & Fountain

Lindgren T, Schell E, Rankin S, Phiri J,
Fiedler R, Chakanza J. A response to Edzi
(AIDS): Malawi faith-based organizations'
impact on HIV prevention and care. J Assoc
Nurses AIDS Care. 2013;24(3):227-41.
https://doi.org/10.1016/j.jana.2012.05.004
Blevins J, Kiser M, Lemon E, Kone A. The
percentage of HIV treatment and prevention
services in Kenya provided by faith-based
health providers. Dev Pract. 2017;27(5):646-
57.
https://doi.org/10.1080/09614524.2017.13270
27

Tabatabai P, Henke S, Susac K, Kisanga OM,
Baumgarten I, Kynast-Wolf G, et al. Public
and private maternal health service capacity

and patient flows in Southern Tanzania: using
a geographic information system to link
hospital and national census data. Glob Health
Action. 2014;7:22883.
https://doi.org/10.3402/gha.v7.22883
Ruark A, Kishoyian J, Bormet M, Huber D.
Increasing family planning access in Kenya
through engagement of faith-based health
facilities, religious leaders, and community
health volunteers. Glob Health Sci Pract.
2019;7(3):478-90.
https://doi.org/10.9745/GHSP-D-19-00107
Schmid B, Thomas E, Olivier J, Cochrane J.
The contribution of religious entities to health
in sub-Saharan Africa [Internet]. Study
Commissioned by Bill & Melinda Gates
Foundation. ARHAP. 2008. Available from:
https://www.researchgate.net/publication/2370
90449 The contribution_of religious_entities
to_health_in_sub-Saharan_Africa
Bormet M, Kishoyian J, Siame Y, Ngalande N
Jr., Erb K, Parker K, et al. Faith-based
advocacy for family planning works: evidence
from Kenya and Zambia. Glob Health Sci
Pract. 2021;9(2):254-63.
https://doi.org/10.9745/GHSP-D-20-0064 1
Levin J, Idler EL, VanderWeele TJ. Faith-
based organizations and SARS-CoV-2
vaccination: challenges and recommendations.
Public Health Rep. 2022;137(1):11-6.
https://doi.org/10.1177/00333549211054079

CHRISTIAN JOURNAL
GLOBAL HEALTH



about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank

Franzese, O’Brien & Fountain

13.

14.

15.

16.

17.

Adedini SA, Babalola S, Ibeawuchi C,
Omotoso O, Akiode A, Odeku M. Role of
religious leaders in promoting contraceptive
use in Nigeria: evidence from the Nigerian
Urban Reproductive Health Initiative. Glob
Health Sci Pract. 2018;6(3):500-14.
https://doi.org/10.9745/GHSP-D-18-00135
Laleman G, Kegels G, Marchal B, Van der
Roost D, Bogaert [, Van Damme W. The
contribution of international health volunteers

to the health workforce in sub-Saharan Africa.

Hum Resour Health. 2007;5(19).
https://doi.org/10.1186/1478-4491-5-19
Herzig van Wees S, Jennings M. The
challenges of donor engagement with faith-
based organizations in Cameroon’s health

sector: a qualitative study. Health Policy Plan.

2021;36(4):464-72.
https://doi.org/10.1093/heapol/czab006
Kagawa RC, Anglemyer A, Montagu D. The
scale of faith based organization participation

in health service delivery in developing
countries: systemic review and meta-analysis.
PLoS ONE. 2012;7(11): e48457.
https://doi.org/10.1371/journal.pone.0048457
Widmer M, Betran AP, Merialdi M, Requejo
J, Karpf T. The role of faith-based
organizations in maternal and newborn health
care in Africa. Int J Gynaecol Obstet.
2011;114(3):218-22.
https://doi.org/10.1016/].ij20.2011.03.015

19.

20.

21.

22.

84

. Anugwom EE, Anugwom K. Beyond

morality: assessment of the capacity of faith-
based organizations (FBOS) in responding to
the HIV/AIDS challenge in southeastern
Nigeria. Iran J Public Health. 2018;47(1):70-
6.

Winiger F, Peng-Keller S. Religion and the
World Health Organization: an evolving
relationship. BMJ Glob Heal.
2021;6(4):¢004073.
https://doi.org/10.1136/BMJGH-2020-004073

Rachmawati E, Umniyatun Y, Rosyidi M,
Igbal Nurmansyah M. The roles of Islamic
faith-based organizations on countermeasures
against the COVID-19 pandemic in Indonesia.
Heliyon. 2022;8(2):¢08928.
https://doi.org/10.1016/].heliyon.2022.e08928.
Vitillo RJ, Merico F, Levine AS, Buonocore
T. A comprehensive response: the role of
nonstate actors in the global plan. J Acquir
Immune Defic Syndr. 2017;75(Suppl 1):S99-
S105.
https://doi.org/10.1097/QAI1.00000000000013
31

Summary report from 22 Christian health
networks in Sub-Saharan Africa [Internet].
CCIH; 2022. Available from:
https://www.ccih.org/wp-
content/uploads/2023/05/SSA-Data-
Summary-May-2023.pdf

Submitted 28 Mar 2023, Revised 6 Aug 2023, Accepted 15 Aug 2023, Published Oct 2023

Competing Interests: None declared.

Correspondence: Dr. Samone Franzese, Baltimore, MD, USA sfranze2@jhmi.edu

Cite this article as: Franzese S, O’Brien C, Fountain D. Enhancing our understanding of the faith-
based healthcare landscape: a call to action. Oct 2023; 10(2):80-84.
https://doi.org/10.15566/cjgh.v10i2.763

© Authors. This is an open-access article distributed under the terms of the Creative Commons
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium,
provided the original author and source are properly cited. To view a copy of the license, visit
http://creativecommons.org/licenses/by/4.0/



https://doi.org/10.9745/GHSP-D-18-00135
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
mailto:sfranze2@jhmi.edu
https://doi.org/10.15566/cjgh.v10i2.763
http://creativecommons.org/licenses/by/4.0/

