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Introduction 

Good afternoon sisters and brothers: 

Many thanks to Dr. Allan Handysides for inviting me here to talk about the power of interfaith action 
and its critical role in global health systems delivery.  In organizing this extraordinary global gathering, 
the Seventh-day Adventist Church has demonstrated its commitment to the full engagement of the 
religious sector—Christians and other faiths working together with public sector and secular NGOs in the 
fight against disease and poverty. 

We salute Dr. Jan Paulsen, President of the Seventh-day Adventist World Church, who speaking recently 
in Nigeria about the role of his church in the fight against disease said,  “there are ways by which we can 
be partners in combating HIV/AIDS and malaria, and we are committed to work with others. We will 
work with organizations across the nations, across religious value systems to obtain the best possible 
results. Our commitment is inextricably linked to our faith structure. That is our mooring, because we do 
it as an act of obedience to God.” 

We at CIFA are privileged to partner with the Adventist Church. The Church was represented by Ray 
Dabrowski when Archbishop Ndungane called the leaders of worldwide Christian communions together 
for the 2005 Consultation among Religious Leaders on Global Poverty, held at Washington National 
Cathedral. There, the leaders drafted a consensus statement which said that, in view of the scale and 
urgency of the challenge of Global Poverty, and the necessity of meeting the MDGs, the faith community 
must scale up to meet the challenge, and that collaboration among faith-based providers of care is now 
an urgent moral necessity.1  The Adventist Church has been a faithful partner in mobilizing their health 
assets and congregational infrastructures to do even more through interreligious collaboration. CIFA 
also partners with ADRA in a groundbreaking interreligious program in Mozambique, about which you 
will hear much more from Mark Webster in the coming days. 

I would also like to take this opportunity to thank our host today, the World Health Organization. 
Recognizing the important contributions of faith-based institutions to the health and wellbeing of 
communities, WHO has led on developing faith-based partnerships, tools, standards and case studies of 
faith-based care. The polio eradication program is a good example of WHO’s sensitivity to the faith 
community, and resulting positive intervention. After the 2003 outbreak of polio in 23 Islamic countries, 
following the Muslim Hajj, WHO gathered the Health Ministers and developed a strategy of engagement 
of religious leaders. WHO guided the process of consultation of the Religious councils, resulting in the 
Imams issuing of fatwas concerning the safety and necessity of the polio vaccine.  WHO has also 
provided leadership on the complex problem of data regarding faith-based service delivery. In a 2008 
study, the WHO estimated that faith-based organizations provide approximately 40 percent of health 
services in sub-Saharan Africa.2  As the faith sector scales up, and as Primary Health Care is revitalized as 
a key public health strategy, WHO’s leadership role in technical support, data collection and partnership 
development remains a critical necessity. Thank you WHO. 

You may not be familiar with our organization, the Center for Interfaith Action on Global Poverty.  CIFA, 
as we call ourselves, is an independent, not-for-profit development organization recently founded by Ed 

                                                           
1 Berndtson, K. & Duff, J. (2009). Leadership Consultation on Scaling up Faith Community Impact against Malaria. 
Washington DC: Center for Interfaith Action on Global Poverty. 
2 Bandy, G., Crouch, A., & al, e. (2008). Building from Common Foundations: the World Health Organization and 

Faith-based Organizations. (T. Karpf, & A. Ross, Eds.) 
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Scott, the well-known development philanthropist, and housed at the Washington National Cathedral. 
CIFA’s mission is to improve the capacity and effectiveness of the faith community in its collective 
efforts to reduce global poverty and disease. Not a religious organization per se, CIFA is directed by a 
Board leadership from Muslim, Christian and Jewish faith-based international development 
organizations, as well as congregational leaders, such as Ray Dabrowski, and development experts. We 
work to increase interfaith coordination and to scale up collaboration between governments and the 
faith sector. CIFA does this by acting on behalf of the interfaith community as their advocate and 
resource hub by creating new mechanisms for large scale, cross-sector collaboration, shaping a more 
effective case for the religious sector, sharing case studies, technical advances, news, relevant policy and 
systematic knowledge of religious health assets at work in the developing world, and by convening 
partners. 

In today’s presentation I hope to accomplish four things: 

1.  Give a brief overview of the strengths and challenges of the faith sector in health; 

2.  Sketch a strong case for the necessity and opportunity of large-scale collaboration among faith-based 
institutions so as to fully partner with national and regional public sector health programs; 

3.  Explore the requirements for that scale up, using the Nigerian Inter-Faith Action Association as a key 
example; and 

4.  Present a series of recommendations of action for your consideration. 

 I want to start by acknowledging and celebrating the vast extent and the extraordinary diversity of 
faith-inspired organizations, both faith-based development organizations and congregational 
infrastructures, like the churches and mosques,  caring for sisters and brothers in need—many of which 
are represented by members of the audience today. 

There is no other more powerful resource for the central topic of this conference—positive health and 
wellbeing—than the ubiquitous faith-inspired networks of service and care.  The scale of their 
engagement is vast.  Look at just a few of the numbers from the faith-based development organizations: 

 Christian Health Associations serve an estimated 20 million people in 14 African countries3;  

 Islamic Relief International allocated $32 million to development in 20 countries in 20074;  

 Catholic Relief Services serves 100 million people worldwide, working in nearly 40 African 
countries, and with Caritas and CAFOD the Catholics do much, much more5;  

 Compassion International serves more than 1 million children worldwide, with programs in 8 
African countries6;  

                                                           
3 Walkup, R. B. (2000). Faith in the Field: Faith-Based Health Organizations in the Developing World. Christian 

Connections for International Health . 
4 Islamic Relief International. (2007). Annual Report and Summary Financial Statements 2007. Birmingham: Islamic 

Relief. 
5 Catholic Relief Services. (2009). About Us. Retrieved July 2009 , from Catholic Relief Services: http://crs.org/about/ 
6 Compassion International. (2009). About Us. Retrieved July 2009, from Compassion International: 

http://www.compassion.com/about/aboutus.htm 
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 American Jewish World Service provides advocacy, education, and small grants to organizations 
in 16 African countries7; 

 World Vision provides care to 100 million people around the globe8;  

 Tearfund has committed to raise 50 million people  from poverty working though 100,000 
churches9; 

 The Adventist Development and Relief Agency serves nearly 24 million people in 125 
countries10; 

 And the Seventh-day Adventist Church has 5,000 health facilities around the world11.  

These faith-based development organizations make up just one fraction of the capacity of faith-based 
congregational infrastructures when it comes to care for the poor. The church, the mosque and their 
informal, voluntary networks of care for community members reach literally billions of people to the 
farthest corners of the universe.  Combined, faith-based development NGOs and congregational 
institutions engaged in community care constitute what we call the “health assets of the religious 
sector”. 

 All here in this room understand the special attributes of the faith community in caring for people.  But, 
to summarize, the faith sector has four critical qualities: it is extensive, committed when called to serve, 
trusted, and effective. 

The Faith Community is Extensive 

Religious leaders and faith communities constitute the largest and best-organized civil institutions in the 
world today.  The world’s religious communities claim the allegiance of billions of people, bridging the 
divides of race, class, and nationality, thus wielding enormous potential to improve conditions for 
billions, by acting as distribution points for material goods and services as well as social mobilization 
messages. 

They can mobilize extensive resources.  This is demonstrated by the UMC commitment to raise $100m 
for mosquito nets, and Lutheran Church’s $75K.12 

They deliver care to the end of the road: 

 45 percent of care in Zimbabwe;  

 50 percent of care in the Democratic Republic of Congo; and  

 75 percent of care in South Sudan.13 

                                                           
7 American Jewish World Service. (2009). Where We Work: Africa. Retrieved July 2009, from American Jewish World 

Service: http://www.ajws.org/where_we_work/africa/ 
8 World Vision. (2009). Who We Are - World Vision. Retrieved July 2009, from World Vision: 

http://www.worldvision.org/content.nsf/about/who-we-are?OpenDocument&lpos=top_drp_AboutUs_WhoWeAre 
9 Tearfund. (2009). About Us. Retrieved July 2009, from Tearfund: http://www.tearfund.org/About+us/About+Us.htm 
10 Adventist Development and Relief Agency. (2009). Where We Work. Retrieved July 2009, from ADRA: Adventist 

Development and Relief Agency: http://www.adra.org/site/PageNavigator/our_work/where_we_work 
11 General Conference of Seventh-Day Adventists. (2009). Mission and Service: Health. Retrieved July 2009, from 

Seventh-Day Adventist Church: http://www.adventist.org/mission_and_service/health.html.en 
12 Martin, R. (2009). Churches and Faith-Based Organizations and the Global Fight against Malaria. Christian 

Connections for International Health . 
13 CIFA acknowledges, with thanks, the work of Frank Dimmock, Africa Health Liaison of the Presbyterian Church and 

ARHAP consultant, in obtaining and compiling this data.  
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The Faith Community is Committed and Called to Serve 

Together, faith-based providers carry out the mandate of all religious traditions to care for those in 
need. Whether it is Islam’s foundational Pillar of Zakat, or tikkun olam, the Jewish call to heal the world 
through acts of Mitzvot, or the Christian imperative to “serve the least of our brothers and sisters,” 
driven by these core values of compassion for the poor, dignity of all mankind, and excellence in service, 
the faith community offers both commitment to quality care and continuity in its provision.   

The Faith Community is Trusted and Sustainable 

This is particularly true in Africa, where 95 percent of people affiliate themselves with a religion, and 75 
percent of Africans identify religious leaders as the group they trust the most.14 

And the faith community remains in place long after health program funding comes and goes …it’s the 
sustainable solution.  

The Faith Community is Effective 

This commitment, and the trust that results from it, makes faith communities extremely effective 
conduits of health services and behavior change communication messages—often an important and 
necessary complement to national ministry of health efforts.  

In 2004, the American Journal of Public Health conducted a systematic literature review to examine the 
efficacy of FBOs in providing community-based health care.  The review found that faith-based programs 
were effective in improving measurable health outcomes, as well as in  

άLncreasing knowledge of disease, improving screening behavior and readiness to change, and 
reducing the risk associated with ŘƛǎŜŀǎŜ ŀƴŘ ŘƛǎŜŀǎŜ ǎȅƳǇǘƻƳǎΦέ15 

Of course, the faith community has its challenges too… 

Challenges to faith-based health interventions 

The impact and potential of international and local faith-based organizations is greatly diminished by 
being undocumented, fragmented and underutilized, perpetually under-resourced and inadequately 
represented at the funding table, and by the interaction of all three of these challenges. 

The Faith Community Lacks DOCUMENTATION   

The fact is: we lack the data to make the case for the sector. 
 
When we speak of the assets and the effectiveness of the faith sector, the scientists in the audience 
begin to squirm in their chairs, and rightly so! 

There are very few analytic assessments of FBO activities. An examination of the full extent of the 
impact of the faith sector, therefore, is hampered by the lack of empirical or evaluative information on 

                                                           
14 BBC/Gallup Poll 2005.  
15 DeHaven, M., Hunter, I. B., Wilder, L., Walton, J. W., & Berry, J. (2004). Health Programs in Faith-Based 

Organizations: Are They Effective? American Journal of Public Health , 94 (6), 1030-1036. 
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the work these entities do.  Often operating among remote and under-served populations outside the 
reach of government health facilities and monitoring, the faith community’s impact goes undocumented 
and unrecognized.  In a review of the work of FBOs in sub-Saharan Africa conducted by the World 
Council of Churches, the authors concluded that:  

άLƴŦƻǊƳŀǘƛƻƴ ǿŀǎ ƴƻǘ ŀƭǿŀȅǎ Ŝŀǎƛƭȅ ŀŎŎŜǎǎƛōƭŜ ŀǎ C.hǎ ŀǊŜ ōǳǎȅ ΨŘƻƛƴƎΩ ōǳǘ ŀǊŜ ƴƻǘƻǊƛƻǳǎƭȅ ōŀŘ 
ŀōƻǳǘΣ ƻǊ ŀǊŜ ƴƻǘ ǘǊŀƛƴŜŘ ŦƻǊΣ ƳƻƴƛǘƻǊƛƴƎΣ ŜǾŀƭǳŀǘƛƴƎΣ ŀƴŘ ŘƻŎǳƳŜƴǘƛƴƎ ǘƘŜƛǊ ŜŦŦƻǊǘǎΦέ16   

The Faith Community is FRAGMENTED and therefore UNDERUTILIZED  

This limits its capacity to partner on large scale with national and regional health programs. 

As noted by Georgetown University’s Berkley Center in a recent report on scoping new partnerships in 
malaria:  

άtŜǊƘŀǇǎ ǘƘŜ Ƴƻǎǘ ǎƛƎƴƛŦƛŎŀƴǘ barrier to increased participation by faith communities at the local 
level is a lack of organizational capacity.  The fragmentation of programs that are by their nature 
local and community-based is problematic when it confronts the current global consensus that 
concerted and coordinated efforts are needed, especially to combat endemic diseases like 
malaria.έ17   

The Faith Community is UNDER-RESOURCED and NOT WELL REPRESENTED AT THE FUNDING 
TABLE   

We lack the resources to reach all those in need. 

Furthermore, despite widespread acknowledgement of the critical role the faith community plays in 
providing care to Africa’s poorest and most vulnerable populations, FBOs receive a much smaller share 
of the global resources than their secular counterparts.  
 
Let’s look at the Global Fund, the largest funder of programs against HIV/AIDS, TB and Malaria: 

Since its creation, out of the hundreds of government and NGOs acting as Principal Recipients of funds, 
there have been only eleven different FBOs. In the last analysis of 2006 funding,  

 9 FBO were selected as PRs and  

 488 FBO Sub Recipients accounting for a total of only 5.4% of GF resources18 

When it comes to representation at the decision-making and funding tables, the faith sector is at a 
disadvantage: While 78% of the Global Fund’s Country Coordinating Mechanisms have one faith 
representative, only 6% of the CCM representatives worldwide represent the religious sector. Tanzania 
may be the only country to have representatives of both Christian and Muslim communities in the CCM. 

                                                           
16 Parry, S. (2003). Responses of the Faith-Based Organizations to HIV/AIDS in Sub-Saharan Africa. Geneva: World 

Council of Churches. 

17 Berkeley Center. (2009). Malaria: Scoping New Partnerships. Georgetown University, Washington, DC. 

18 The Global Fund. (2007). The Global Fund Annual Report 2007. Geneva: The Global Fund. 
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Single member representation often results in the failure to include the assets and perspectives of 
diverse national faith communities.19 

Smaller FBOs in particularτboth U.S. and Africa-basedτface even greater funding 
challenges. 

These are all significant limiting factors and must be urgently addressed if the faith community is to 
scale up and deliver the full potential of its service to the poor. Later I will conclude by offering some 
specific recommendations for action.  

Governments have largely been reluctant to engage with the faith community concerning development 
on a systematic basis because of political sensitivities, the sector’s fragmentation and lack of 
management and financial controls. I give you this as a result of the various economic and political 
changes in the world well discussed by other speakers. The development and health sectors are 
changing the way they view and work with the religious sector as a partner in the global delivery of 
health services.  

In his recent speech in Cairo, Egypt, President Obama demonstrated his keen understanding of the 
power of interfaith action when he said:    

άΧŦŀƛǘƘ ǎƘƻǳƭŘ ōǊƛƴƎ ǳǎ ǘƻƎŜǘƘŜǊΧ !ǊƻǳƴŘ ǘƘŜ ǿƻǊƭŘΣ ǿŜ Ŏŀƴ ǘǳǊƴ ŘƛŀƭƻƎǳŜ ƛƴǘƻ ƛƴǘŜǊŦŀƛǘƘ ǎŜǊǾƛŎŜΣ ǎƻ 
bridges between people lead to actionτwhether it is combating malaria in Africa, or providing relief 
ŀŦǘŜǊ ŀ ƴŀǘǳǊŀƭ ŘƛǎŀǎǘŜǊΦέ20  

 Simply put, the development field and public sector is beginning to recognize that with billions of 
peoples served daily by faith communities globally, the urgent and persistent challenges of extreme 
poverty, and the projected shortfall in attaining the MDGs, it is time to do a much better job of 
harnessing and leveraging the faith networks’ capacity to supplement the work of national governments 
to alleviate poverty and to provide critical health services.  

This being the case: the time is NOW for faith-based entities to set a priority of scaling up their 
capacities and reach, through collaboration both within the faith sector and between the faith sector 
and governments. 

As we consider models of scaling up the religious sector’s engagement, I’d like to begin by sharing very 
good news from Nigeria: 

Scaling up the Faith Community in Nigeria  

As the Nigerian government is in the early stages of launching a universal net coverage campaign to fight 
malaria, we have very exciting news to share about the scale up of the interfaith community as full 
partner with the national government. 

Between now and the end of 2010, the Nigerian National Malaria Control Plan has a goal of distributing 
60 million Long Lasting Insecticide Treated Nets (LLITN) to 30 Million households in 36 states. With a 
population of almost 145 million, and malaria deaths per year estimated at 225,424, this is a vast 

                                                           
19 Johnson, B. A. (August 2008). The Global Fund and FBOs: Improving Collaboration and Access to Resources to Fight 
HIV/AIDS. Geneva: The Global Fund. 
20 Obama, B. (2004, June 4). Remarks by the President on a New Beginning. University of Cairo. Cairo. 
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undertaking. Funds totaling $1.2 billion have been provided to the Nigerian government by the World 
Bank, the Global Fund, The President’s Malaria Initiative and others.21 

Last December, CIFA hosted a meeting of the leaders of the international institutions funding and 
guiding the 2010 Universal Coverage Campaign to discuss the scaling up of the religious sector as a 
partner with national governments. The sense of the meeting was clear: the ambitious goals of the 
campaign could never be achieved without the full scale partnership of the faith community to mobilize 
and educate communities to fight against malaria all over Nigeria. 

CIFA was called to assist faith leaders in high malaria mortality countries to scale up as full partners with 
national malaria control plans, starting first in Nigeria. 

To address this challenge, we developed a new coordinating mechanism known as an Interfaith Action 
Association or IFAA. It’s a flexible model that allows for the interfaith community at the national, state 
and local level to work within existing vertical national government health programs, to deliver 
messages and training about various issues to their congregants to affect permanent behavior change.  

The first IFAA was launched in Nigeria in April of this year, under the leadership of His Eminence 
Mohammaudu Sa’ad Abubakar, Sultan of Sokoto and his Grace John Onaiyekan, the Catholic Archbishop 
of Abuja.  The Nigerian Inter-Faith Action Association or “NIFAA” took combating malaria as its initial 
health program focus.  

Signifying the importance of this asset to the government, and its commitment to engaging with the 
faith community through this entity, the Health Minister, Babatunde Oshetamin, recently announced 
the funding of the NIFAA secretariat for two years at $1m per year.  NIFAA works within the 
government’s National Malaria Control Plan to fully mobilize all the assets of the faith community at the 
national, state and local level to coordinate messaging and training about malarial mitigation. NIFAA’s 
goal is to equip every mosque and church, every imam, pastor and lay faith leader to deliver the key 
malaria prevention and treatment messages, and to prepare their communities for the proper use of 
mosquito nets. No one is better positioned in Nigeria to influence attitudes and behavior relating to 
malaria than the faith community, and now there exists a national scale coordinating mechanism for 
doing just that. NIFAA promises to be the largest collaboration ever between Muslims and Christians on 
health in the world.  

Let’s look at the key requirements for collaborations like NIFAA to be successfully established: 

 Harnessing of the resources of the faith community and government requires a single high level 
point of coordination with the religious sector, as it is politically impossible to engage with one 
denomination or faith community and not with all faiths. This is especially true in Nigeria where 
conflicts among groups defined by their different religions occur frequently and often violent. 

 Incorporating a neutral party not vested in any one religious tradition in order to set the control 
factor for the organization as a whole.  In this case, CIFA is a political requirement to convene 
and institutionalize the collaboration. 

                                                           
21 Federal Ministry of Health, National Malaria Control Programme. (2009). Revised 5-Year Strategic Plan: 2006-2010. 

Abuja, Nigeria: National Malaria Control Programme. 
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 High level faith leadership must publicly signify personal commitment to collaboration and the 
creation of a highly-inclusive coordinating platform which draws and supports leaders from all 
key faith traditions in the country. The Muslim and Catholic leadership of NIFAA is being joined 
by Adventists, Methodists, Evangelical, Lutheran and all the Nigerian key faith leaders. 

 NIFAA requires ongoing technical assistance to grow a free standing NGO, prepare 
programmatic and financial plans, and move rapidly into implementation in a very time sensitive 
campaign. 

IFAAs create the opportunity to harness the social mobilization capacities of the interfaith network 
down to the last mile. They are specifically designed to adapt to any key development issue identified 
and chosen by the government and community – whether social justice, maternal and child health, 
polio, and/or HIV/AIDs.  We will work with the faith community to support its ability to impact the 
behavior and thinking of its congregants through its armies of Priests, Ministers and Imams. 

There are other notable examples of large scale faith collaborations: 

The Christian Health Association of Zambia’s network of faith-based partners is well documented. 
Funded by the Global Fund with a total $50 Million through 2008, CHAZ contracts with 

 411 local FBOs against AIDS 

 73 local FBOS against TB, and 

 75 local FBOs against malaria22 

In Mozambique the leaders of the 10 largest national faith communities including Muslims, Hindus, 
Bahai’is and Christians have formed an interreligious collaboration known as PIRCOM to address malaria 
on a national scale, using behaviour change communications delivered by faith leaders.  Funded by the 
U.S. Presidents Malaria Initiative, with program support from ADRA, technical support from CIFA, and by 
working through the Together Against Malaria (TAM) project, 5,273 faith leaders have been trained with 
five key malaria prevention messages.  Those faith leaders have reached 503,634 congregants in 21 
districts over the last two years.23  

The Interfaith Network on HIV/AIDS in Thailand consists of 60 Buddhist, Muslim, Catholic and Protestant 
places of worship offering free food, medicine, counselling and other heath services. Trained religious 
leaders and volunteers, as well as People Living with AIDS who act to support home-based care in 
remote areas.  This occurs in partnership with Norwegian Church Aid. 

A word about roles 

Let’s be clear about long term roles and responsibilities of church and state. Strengthening the faith 
sector’s capacity for delivery of care for the poor does not take from the governments’ accountability to 
their citizens for these services.  It is clear, however, that the health system infrastructure in the 
developing world is insufficient to meet the basic needs of the poor and to deliver on the MDGs. The 
faith community has and will continue to plug gaps in service, often delivering the great majority of 
services provided in the absence of public sector capacity. We seek not to dismiss the responsibilities of 
                                                           
22 The Global Fund. Report on the Involvement of Faith-Based Organizations in the Global Fund. Geneva: The Global 

Fund. 
23 (According to current ADRA reporting). 
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central government, but to increase the capacity of the faith community to partner with the public 
sector in doing what it is best positioned to do. This is to namely mobilize communities to change 
health-related attitudes and behaviors, to reach people in most underserved areas and to advocate to 
governments access to care and other health resources. 

Recommendations for Action  

To respond to Dr Etienne’s challenge for an unprecedented scale up, we make 5 recommendations to 
support: 

I.  SCALING UP FAITH-BASED ENGAGEMENT 

1. We must work together, in the words of Dr. Paulsen, “across nations and across religious value 
systems to develop national and regional multi-faith coordinating mechanisms, which include all 
key faith-based entities in the community, both congregational and NGO, so that the public 
sector may readily engage with the faith community on a large scale.” As discussed earlier, one 
approach is to establish Interfaith Action Associations on a national scale, such as the one in 
Nigeria, to serve as a single point of coordination between the faith sector and national 
government. The development of many such IFAAs is already underway. 

2. Once established, these interfaith coordinating mechanisms require continuing technical 
assistance on contracting with the public sector, governance, financial management, linking with 
implementation partners and monitoring and evaluation, to name a few key areas. CIFA would 
be pleased to hear of new entities and to provide technical support as possible. 

3. Capacity Building – We must encourage faith-based groups to draw upon the strengths of NGOs 
and others working in the field, particularly in areas where their own expertise may be lacking. 
Faith-based development organizations especially have skills useful to their own congregations.  
It is exciting to hear that ADRA has among its current strategic objectives the leveraging of the 
assets of its own church system in providing care to the poor. 

4. The faith sector must educate their own public sector leaders of the benefits of these new 
national-scale coordinating mechanisms.  This has already been done by some faith leaders, 
such as Dr. Paulsen, who have spoken to national leaders and health ministers.  It is important 
to assure that representatives of the multi-faith coordinating mechanism will be appointed as 
the faith representatives to Global Fund Country Coordinating Mechanism and to other key 
government advisory bodies. In this event, the interests of the faith sector as a whole will be 
represented rather than just the special interests of one or more strong faith institutions. 

5. International faith leaders must look for creative new ways to intentionally link congregational 
infrastructures across the economic divide for mutual benefit. These include: North/South 
collaborations, faith community twinning opportunities, youth mobilizations, and financial and 
technical partnerships with FBOs in high-income countries that can enable considerable 
expansion of important FBO interventions at the community level.  Strong outreach and 
education efforts, such as the UNC Campaign mentioned earlier, do raise awareness and giving 
within communities of faith globally. 
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II. DATA  

To support this unprecedented scale-up, the faith community needs better data about its activities 
and impact 

We have three principal recommendations: 

1. Monitoring and evaluation tools tailored to the needs of the faith sector must be developed, 
adapted and disseminated. Organizations like WHO and academic institutions with proven 
sensitivity to the special needs and idiosyncracies of the faith sector need to scale up as Centers for 
Applied Research on Faith and Development, with the specific charge of developing monitoring and 
evaluation framework and tools for use by faith-based institutions. 

2. Training in data collection and monitoring and evaluation must be made readily available so that 
the faith-based institutions can document results themselves in a systematic and credible manner; 

3. Provision is being made for the systematic gathering, organizing and exchange of information 
about religious sector health assets, activities and results, by means of a new Religious Sector Data 
Consortium. CIFA is already working with partners to convene this consortium. CIFA encourages 
entities who wish to participate. 

III. RESOURCES 

Finally we need to address the issue of increased financial resources to faith-based development, we 
recommend three things: 

 Increased representation of the faith community at planning and funding tables, 
including Country Coordinating Mechanisms and National Health Planning groups; 

 Educate funders both public and private as to the special capacities of the religious 
sector to deliver cost effective services as an adjunct to public sector systems. Drawing 
on case studies of success in the sector, and evidence newly available through the 
Religious Sector Data Consortium, CIFA and other advocates for the sector will refine 
the Case for the Religious Sector as partner with Public Sector;  

 Proactively address the concerns of funders regarding performance evaluation, financial 
accountability, governance, and separation of church and state by presenting the 
appropriate capacities and controls. 
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Conclusion   

We know that the faith sector has huge comparative advantages and extensive assets to support 
ongoing global public health work. These assets can easily be taken to scale so that the 2010 UN malaria 
goals and the 2015 MDG goals become less of a promise and more of a reality.  

We know what it takes to scale up religious sector engagement. In these times of great need and new 
openness to interfaith collaboration, our opportunities for action are manifold.  

We must act with courage and with love to do more to address the needs of the poorest of the poor and 
we must do this now. 

Faith-based work at its best addresses great need with great love.  

I close with some favorite lines from the American poet Robert Frost: 

My object in living is to unite  
My avocation and my vocation  
As my two eyes make one in sight.  
Only where love and need are one,  
And the work is play for mortal stakes,  
Is the deed ever really done  

For Heaven and the future's sakes.
24

 

                                                           
24 Frost, R. (1936). "Two Tramps in Mud Time." 
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