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The following narrative report attempts as faithfully as possible to reflect, or cite directly, the key 
points made in the different workshops, and recommendations for action.  Much of the material 
contained has been elaborated from notes taken by facilitators and/or by their accompanying note-
ǘŀƪŜǊǎΦ  ¢ƘŜ ǊƛŎƘƴŜǎǎ ƻŦ ǘƘŜ ŦƛƴŘƛƴƎǎ ƛǎ ŀ ǇǊƻŘǳŎǘ ƻŦ ǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊǎΩ ǎǳccessful leadership of the 
workshops as well as the contributions and disciplined sharp focus of workshop participants for which 
both the hosting organisations, the Tony Blair Faith Foundation and Yale University, are deeply 
appreciative.  A summary of recommendations teased out from these fruitful workshop discussions 
may be found in the executive summary of the report.   
 
¢ƻ ŀ ƎǊŜŀǘ ŜȄǘŜƴǘ ǘƘŜ ƳŜŜǘƛƴƎ ŎǊŜŀǘŜŘ ŀ άǎŀŦŜ ǎǇŀŎŜέ ŦƻǊ ǾŀƭǳŀōƭŜ ŀƴŘ ŦǊŀƴƪ ŎƻƴǾŜǊǎŀǘƛƻƴǎ ōŜǘǿŜŜƴ 
people in leadership positions.  These conversations are too often constrained by interaction taking 
place either in more formal settings, or not at all.  In order to respect the spirit of the meeting, 
matters raised by participants during the meeting, and featuring in the following narrative, will not be 
attributed with the exception of extraordinary examples and some keynote addresses.  Several 
participants committed to pledges of concrete action, and it is hoped the recommendations will 
furnish helpful indicators for the next steps to be taken to create integrated action engaging faith 
communities in malaria prevention in sub-Saharan Africa. 
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Introduction 
 

The intention of the consultation held at Yale over two days, 8-ф {ŜǇǘŜƳōŜǊ нллфΣ άCŀƛǘƘ ŀƴŘ aŀƭŀǊƛŀ ς 

¢ƻǿŀǊŘǎ ŀƴ LƴǘŜƎǊŀǘŜŘ {ƻƭǳǘƛƻƴέΣ ǿŀǎ ǘƻ ƳƻǾŜ ōŜȅƻƴŘ ƎŜƴŜǊŀƭ ŘƛǎŎǳǎǎƛƻƴ ƻŦ ǘƘŜ ǘƻǇƛŎ ƻŦ ŦŀƛǘƘ ŎƻƳƳǳƴƛǘƛŜǎ1Ω 

participation in the struggle against malaria to focus on key policy oriented questions and practical, fundable 

and sustainable next steps. It was hosted by the Tony Blair Faith Foundation όά¢.CCέύ and Yale University in 

association with the Center for Interfaith Action on Global Poverty (άCIFAέ) and Yale World Fellows and 

sponsored by KPMG.  

 

The core themes that emerged from the meeting were: 

 What is the unique contribution of faith communities to health? And how can their comparative 

advantage be best quantitatively measured, documented and thus convincingly communicated to 

donors, governments and other stakeholders? 

 What is the optimum role for faith communities in an effective and integrated approach to malaria 

prevention locally, nationally and globally? And what are the immediate training and resource needs 

to achieve this? 

 How is it possible to design, pilot and refine initiatives that draǿ ƻƴ ŦŀƛǘƘ ŎƻƳƳǳƴƛǘƛŜǎΩ ƛƴǾƻƭǾŜƳŜƴǘ 

nationally and locally? And how to scale up or replicate them? 

 

By bringing a wide range of experts together for an intensive study of obstacles and solutions, the aim was to 

make a practical contribution to the ongoing processes of policy development for those funding, supporting 

or implementing multi-faith malaria initiatives in malaria endemic countries.  For this reason priority was 

given to working in small groups comprising: African Ministers of Health and public health experts, religious 

leaders and theologians, FBOs, NGOs and foundations, plus private sector representatives, multilateral 

international donors, academics and researchers.  The geographical focus was on the continent with the 

most intense incidence of the parasite, sub-Saharan Africa. 

 

The themes of the four workshops were Financial and Economic Resources, Religious and Cultural 

Imperatives, and two workshops on Models of Success in Joint Action covering different questions and sub-

ǘƘŜƳŜǎ ƻŦ ōŜǎǘ ǇǊŀŎǘƛŎŜΣ Ƙƻǿ ǘƻ ǎǳǇǇƻǊǘ ŀƴŘ ǊŜǇƭƛŎŀǘŜ ƛǘΣ ŀƴŘ Ƙƻǿ ǘƻ ǎŎŀƭŜ ǳǇ ǘƘŜ ŦŀƛǘƘ ŎƻƳƳǳƴƛǘƛŜǎΩ ƛƳǇŀŎǘΦ 

 

 

 

 

 

 

 

 

                                                 
1
 Throughout the document, the terms faith community and faith sector are used interchangeably.  Both are meant to include 

the full array of actors in the faith sector ï faith leaders, faith based organisations, faith communities,  and faith individuals.   
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Executive Summary 
 

Background   

The consultation seized the moment when a critical number of different agencies interested in the role of 

faith in malaria eradication came together with a desire to act. All participants were ready to build on 

previous work with a sense of urgency evoked by the proximity of the Millennium Development Goal 2010 

and 2015 deadlines. For faith communities the opportunities opening up were an intimation of a new 

movement of people of faith committed to sustainable, long term, action for justice and health. 

 

Two fundamental perspectives emerged from this meeting: 

 From faith communities to governments and donors: άƘƻǿ Řƻ ǿŜ Ǝŀƛƴ ŀŎŎŜǎǎ ǘƻ ǘƘŜ ǇƭŀƴƴƛƴƎ ŀƴŘ 

funding table so that we understand the demands and requirements from the funders and national 

planners and thus are able to act more effectivelyΚέ   In short how can we move beyond general 

commitment to a common cause to the practice of common planning? 

 From government and donors to the faith sectorΥ   άǿƘŀǘ ŜǾƛŘŜƴŎŜ ƛǎ ǘƘŜǊŜ ǘƘŀǘ ϻм Ƴƛƭƭƛƻƴ ƎƛǾŜƴ ǘƻ ŀ 

faith community, in an integrated health system, will be more effective than the same sum placed 

ǎƻƭŜƭȅ ǘƘǊƻǳƎƘ ŀ ƎƻǾŜǊƴƳŜƴǘ ƻǊ bDh ǇǊƻƎǊŀƳƳŜΚέ  Is it possible for faith communities to meet the 

standards of governments and donors in service delivery?  

 

Much of the Consultation revolved around the practical side of the faith sector.  This is not meant to detract 

from the extraordinarily spiritual and religious conviction that is found within the sector.    

 

 
 

 

 

 

 

What faith communities distinctively offer: 
Enduring and embedded presence complementing short term, vertical interventions;  
 
Potential for innovation and sustainability; local, national and transnational links; 
 
Facilities and delivery systems reaching remote rural areas;  
 
Credibility, generosity, moral authority, and conviction; 
  
Grounding in local communities, texture of deep relationships in different cultures giving the ability to 
deliver authoritative, trusted health messages;  
  
Exceptional mobilisation of women - who tend to be more religious - and who provide the majority of 
primary health care workers. 
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Recommendations & Action Steps  

 

The following gives a summary of the six main points that emerged from the Consultation.  Under each,   a 

brief explanation of the aim has been given with an example of actions decided.  For a full list, please see the 

relevant section within the main report.   

 

Please note that in each instance, a number of actors have been tasked with the need to drive forward the 

action point.  This is by no means an exhaustive list and it should be noted that it only comprises actors 

present or otherwise involved in the conference.  We are actively seeking additional partners to drive some 

of these areas forward.  

 

1. Making the Case   

Aim: To demonstrate ŦŀƛǘƘ ŎƻƳƳǳƴƛǘƛŜǎΩ ǇƻǘŜƴǘƛŀƭ ŦƻǊ ƳŀƪƛƴƎ ŀ ƎǊŜŀǘŜǊ ŎƻƴǘǊƛōǳǘƛƻƴ ǿƛǘƘƛƴ ƛƴǘŜƎrated 

national health systems, and to elucidate the comparative advantage of the faith sector.  

 

Action(s) Decided: Develop well researched documents with quantitative and qualitative evidence that make 

the case as to why faith communities should be integrated into national plans.  Urgent steps need to be 

undertaken to institute effective data collection and to collect reliable health statistics from faith community 

health interventions. Effective transmission to government and donors needs to be prioritized via 

standardised reporting and collection formats using shared definitions.   

 

Who?  TBFF, KPMG, Tearfund, CIFA, ARHAP, WHO. TBFF/CIFA to pursue dialogue on how with WHO. 

 

2. Research  

Aim:  To promote current research, and to develop new research that furthers work done in making the case 

of the effectiveness of the faith sector in national health systems.  

 

Action(s) Decided: Expand research on the effectiveness of faith community interventions in health care in 

close co-ordination with the agenda of problem solvers and in liaison with funders and policy makers such as 

the WHO.  Best done by creation of consortia, of which ARHAP is an outstanding existing example.   

 

Who? Consortia and working groups e.g. ARHAP, TBFF-linked universities and others with interdisciplinary 

expertise in faith and health.  

 

3. Negotiation and High Level Advocacy  

AimΥ  ¢ƻ ŎƻƴǾŜƴŜΣ ŎƻƻǊŘƛƴŀǘŜΣ ŀŘǾƻŎŀǘŜ ŀƴŘ ŎŀǘŀƭȅǎŜ ǘƘŜ άŦŀƛǘƘǎ ǎŜŎǘƻǊέ ŀƴŘ ǘƻ ƳŀƪŜ ǎǳǊŜ ƛǘ ŎƻƭƭŜŎǘƛǾŜƭȅ Ƙŀǎ ŀ 

place at key important tables (e.g. Global Fund, RBM, PMI, World Bank, USAID, DfID, Gates Foundation, 

Governments/ African Leaders Malaria Alliance (ALMA).    

 

Action(s) Decided: Use the convenor power of leaders and organisations to build bridges between donors, 

governments, private sector, voluntary sector, faiths, public health experts and academic researchers.  For 
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example, the development of regional health and faith fora is proposed by gathering health and faith leaders in 

each of East, West, Central and Southern Africa together.   

 

Who?  Convenor power particularly identified as residing in TBFF and CIFA.    

  

 

4. Model-building and Scaling up 

Aim: To scale up national action models such as the Interfaith Action Association (IFAA) model and introduce 

them to other countries.  To replicate successfully provincial and local models such as PIRCOM, Project 

Muso, Copper Belt Education Association.   

 

Action(s) Decided: To succeed in current models and to develop strategies for expansion and replication.  

 

Who? CIFA with support from TBFF, in discussion with WHO and World Bank. 

 

5.  Training and Capacity 

Aim: Extensive training in public health systems and how to work effectively with governments for religious 

ƭŜŀŘŜǊǎ ŀƴŘ άǊŜƭƛƎƛƻǳǎ ƭƛǘŜǊŀŎȅέ ŦƻǊ ǇǳōƭƛŎ ǎŜŎǘƻǊ ƘŜŀƭǘƘ ƳŀƴŀƎŜǊǎ ƛƴ !ŦǊƛŎŀƴ ŎƻǳƴǘǊƛŜǎ and major donor 

organisations. 

   

Action(s) Decided: Use private sector expertise in financial management and organisation e.g. KPMG as well 

as existing NGO capacity-building organisations working at grassroots e.g. the Copper Belt Education 

Programme.  Standardised toolkits, modified culturally and educationally for local level use.   

 

Who? Largely determined by geographical presence. TBFF and CIFA to support.  

 

6. Communications 

Aim: The generation of high-level support for multi-faith action through modern communications. 

 

Action(s) Decided: Target both faith communities and the public health sector.  Seek to use the moral 

authority of religious leaders and the energy of youth in campaigns and mass mobilisation. 

 

Who? TBFF, CIFA, Odyssey Networks, communication departments of all FBOs, with inputs from all 

participant actors. 
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Background  
 

Background on Faith Engagement in the Fight against Malaria 

Figures for global deaths from malaria are often rehearsed as standing between the 2008 WHO estimate of 

some 880,000 per annum up to one million.  Despite the problems of accurate data collection one thing is 

certain: the vast majority of these deaths, some 90%, are in sub-Saharan Africa and occur predominantly 

amongst children under five years old and pregnant women.  These deaths are entirely preventable. 

Focussed and well-resourced interventions to prevent them, as for example on the island of Zanzibar, can 

drastically reduce the incidence of infection.  

 

The global incidence of malaria infection at between 300-500 million people annually has an incalculable 

ƛƳǇŀŎǘΣ ŘƛǊŜŎǘ ŀƴŘ ƛƴŘƛǊŜŎǘΣ ƻƴ ŎƘƛƭŘǊŜƴΩǎ ŘŜǾŜƭƻǇƳŜƴǘ ŀǎ well as costing sub-Saharan African economies at 

least $12 billion annually in lost productivity2.  This has become a major moral as well as a medical and 

economic challenge for the first decade of the 21st. century.  But there are promising signs that in this 

generation concerted action will enable the struggle against malaria to be won.    

 

The creation of the Roll Back Malaria (RBM) Consortium in 1998 by the World Bank (WB), the World Health 

hǊƎŀƴƛǎŀǘƛƻƴ ό²IhύΣ ¦ƴƛǘŜŘ bŀǘƛƻƴǎ /ƘƛƭŘǊŜƴΩǎ CǳƴŘ ό¦bL/9Cύ ŀƴd the United Nations Development 

Programme (UNDP), heralded a new stage in the struggle against malaria.  It drew to itself almost one 

hundred partner organisations and opened up a new phase of cooperation enabling a co-ordinated global 

strategy against parasite and vector.  Its strategic potential was realised ten years later by the adoption of a 

Global Malaria Action Plan (GMAP), a comprehensive prevention and treatment strategy.  

 

In this sense 2008 opened up a new chapter in malaria prevention by building on the critical mass achieved 

by RBM.  The appointment of Ray Chambers, the founder of the dynamic US NGO Malaria No More (MNM), 

ŀǎ ǘƘŜ ¦b {ŜŎǊŜǘŀǊȅ DŜƴŜǊŀƭΩǎΣ .ŀƴ-Ki-aƻƻƴΩǎΣ ƳŀƭŀǊƛŀ ŜƴǾƻȅΣ ŎƻƴǘǊƛōǳǘŜŘ ǘƻ ǘƘŜ ƳƻƳŜƴǘǳƳΦ  ¢ƘŜ 

September 2008 UN General Assembly Malaria Summit inaugurated the first World Malaria Day and heard a 

pledge of $3 billion for malaria prevention from assembled Heads of State and Government and private 

sector leaders. GMAP had a good funding wind in its sails. 

 

By this time funding for research on malaria prevention and treatment from the Bill and Melinda Gates 

Foundation, first coming on stream in 2001, had passed $1 billion.   In order to achieve Millennium 

Development Goal Six3, the Global Fund to Fight Malaria, HIV/Aids and Tuberculosis, had been created in 

2002.  It now has a budget of more than $11 billion.  The malaria component of this major world fund was 

ŎƻƳǇƭŜƳŜƴǘŜŘ ƛƴ нллр ōȅ ǘƘŜ tǊŜǎƛŘŜƴǘΩǎ aŀƭŀǊƛŀ LƴƛǘƛŀǘƛǾŜ όtaLύ ŀƴŘ ǘƘŜ ²ƻǊƭŘ .ŀƴƪΩǎ .ƻƻǎǘŜǊ tǊƻƎǊŀƳ ŦƻǊ 

Malaria Control in Africa.  Resources were lining up behind strategy.  It was noticeable that the faith 

communities, responsible for a significant share, some 40%, of the health care in sub-Saharan Africa, did not 

initially benefit greatly from this money. 

                                                 
2
 Source:  World Health Organisation  

3
 Referring to 6c, ñto halt and begin to reverse the incidence of malaria and other major diseasesò 
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The engagement of the different faith communities in new international alliances against malaria began 

tentatively in 2006 with the creation of the Interfaith Council against Malaria (PIRCOM) in Mozambique.  In 

2007 MNM put American Muslims in touch with malaria programmes in Mali.  This vision of the potential of 

the faith communities to play a key role in malaria prevention was extended to that of multi-faith 

engagement by one of the programmes of the Tony Blair Faith Foundation in London in early 2008, and 

shortly afterwards by the newly formed Centre for Interfaith Action on Global Poverty in Washington DC.  

They were soon working closely together.  

 

In the last three years several large faith-inspired organisations have strengthened the malaria element of 

their health programmes in Africa: for example Catholic Relief Services in their health work in several African 

countries, Episcopal Relief and Development in Anglican dioceses in Africa, as have the Seventh Day 

Adventists particularly in Tanzania, and some Evangelical Churches, most notably the Saddleback Church in 

Rwanda.  In Mozambique a local Together Against Malaria (TAM) initiative brought together religious 

leaders from different faiths to train for leadership roles in health education in their communities.  In the 

USA the Lutheran Malaria Initiative, Union of Reform Judaism and United Methodist Committee on Relief 

teamed up with the UN Foundation, with support from the Gates Foundation, in a multi-faith effort to raise 

funds for malaria prevention in April 2008.  ¢ƘŜǎŜ ŜŦŦƻǊǘǎΣ ƻƴ ǘƻǇ ƻŦ ǘƘŜ ŦŀƛǘƘ ŎƻƳƳǳƴƛǘƛŜǎΩ ƻǳǘǎǘŀƴŘƛƴƎ ǿƻǊƪ 

in HIV/AIDS, were increasingly putting the role of people of faith on the map as potential allies in the 

struggle against malaria. 

 

The 2008 GMAP strategy was to achieve time-bound and measurable outcomes for prevention measures 

and access to effective treatment, along with achieving alignment with commensurate funding for the task 

ahead.  The task was ambitious: to achieve sustainable universal coverage for at risk populations with 

impregnated long lasting bed-nets (LLINs) and indoor spraying.  In addition there was the daunting goal of 

ƘŀǾƛƴƎ ŀǇǇǊƻǇǊƛŀǘŜ ŀƴŘ ŀŘŜǉǳŀǘŜ ǘǊŜŀǘƳŜƴǘ ŀǾŀƛƭŀōƭŜ ŦƻǊ ŀƭƭ ƛƴŦŜŎǘŜŘ ǇŀǘƛŜƴǘǎΦ  ¢ƘŜ ²ƻǊƭŘ .ŀƴƪΩǎ .ƻƻǎǘŜǊ 

Program was a key component of this strategy.  The deadline for this mammoth task was 31 December 2010, 

not more than a few hundred days away from the first World Malaria Day.  

 

Rationale 
It was the urgency and the magnitude of the task, coupled with a sense of the relatively unrealised potential 

of the faith communities, that prompted the Center for Interfaith Action on Global Poverty (CIFA) to organise 

ŀ ά[ŜŀŘŜǊǎƘƛǇ /ƻƴǎǳƭǘŀǘƛƻƴ ƻƴ {ŎŀƭƛƴƎ ǳǇ CŀƛǘƘ /ƻƳƳǳƴƛǘȅ LƳǇŀŎǘ ŀƎŀƛƴǎǘ aŀƭŀǊƛŀέ ŀǘ ǘƘŜ .ŜǊƪŜƭŜȅ /ŜƴǘǊŜ 

for Religion and Peace and World Affairs at Georgetown University in December 2008.  The thinking behind 

this meeting was that national malaria prevention programmes were seeking to confront the obstacle for 

universal coverage ς i.e. reaching those most distant from urban centres and transport, the least literate, 

and those for whom poverty was, and remains, a block to access to health care.  Faith communities are 

closer to the poor, have their trust, and potentially can be engaged to a far greater extent in health 

education and service delivery.  The case could be made, and in some instances needed urgently to be made, 

that without the faith communities the 2010 target date was unrealistic.  Nigeria and the DRC were seen as 

priority countries for multi-faith action given the scale of malaria in these countries. 
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Yet it was impossible to see how faith communities, their leaders and organisations, could increase their 

current effectiveness and impact on health without more funding.  This required scaling up and co-

ordination of their efforts to a point where large funders and governments were able to engage easily with 

ǘƘŜƳΦ  ¢ƘŜ ƳǳƭǘƛǇƭƛŎƛǘȅΣ ŎƻƳǇƭŜȄƛǘȅ ƻŦ ǎǘǊǳŎǘǳǊŜǎΣ ŀƴŘ ŦǊŀƎƳŜƴǘŀǘƛƻƴ ƻŦ !ŦǊƛŎŀΩǎ /ƘǊƛǎǘƛŀƴ ŀƴŘ aǳǎƭƛƳ 

communities was an obvious impediment to any integrated programme involving governments and donors.  

Or to state the problem more specifically, how could the faith communities in the most populous country 

with endemic malaria in Africa, with huge and almost equal populations of Muslims and Christians, Nigeria, 

participate in the forthcoming booster programme of the World Bank scheduled to be rolled out in May 

2009?  How was this to be achieved? 

 

There was not a great deal of detailed research available to answer this question.  In 2005, the South African 

research consortium African Religious Health Assets Project όά!wI!tέύ was commissioned to produce a 

report on FBOs by the WHO and began producing quality research covering the whole field of faith 

community health interventions: mapping with country profiles, definition and analysis to effectiveness, and 

papers on clarification of concepts and methodology in data collection.  The World Faiths Development 

Dialogue had also touched on health interventions in their work.  In January 2009 the Berkley Center for 

Religion, Peace and World Affairs and the Edmund A. Walsh School of Foreign Service at Georgetown 

University published Malaria: Scoping New Partnerships, a clear and up-to-the minute overview of the field.  

  

hƴ !ǇǊƛƭ нпΣ нллфΣ ǘƘŜ hŦŦƛŎŜ ƻŦ ǘƘŜ ¦b {ŜŎǊŜǘŀǊȅ DŜƴŜǊŀƭΩǎ {ǇŜŎƛŀƭ 9ƴǾƻȅ ŦƻǊ aŀƭŀǊƛŀ Ŏƻ-hosted the One 

World Against Malaria Summit at National Geographic Society in Washington DC with CIFA, TBFF and partner 

organisations, marking World Malaria Day and bringing the capacity and resources of the faith community in 

achieving the 2010 and 2015 goals to the attention of government and international powers.  African and US 

faith leaders made significant pledges toward meeting the malarial goals. This included The Sultan of Sokoto, 

Archbishop of Abuja, and the Nigerian Minister of Health announcing of the launch of the Nigerian Interfaith 

Action Association, and a $2 million commitment from the National Malaria Control Program towards its 

ŜǎǘŀōƭƛǎƘƳŜƴǘΦ CƻƭƭƻǿƛƴƎ ǘƘŜ ƳƻǊƴƛƴƎ ŜǾŜƴǘ ǿŀǎ ŀ άtƻǎǘ ς{ǳƳƳƛǘ /ƻƴǎǳƭǘŀǘƛƻƴΣέ Ŏƻ-hosted by CIFA and the 

Tony Blair Faith Foundation, which convened more than 100 high-level faith and faith-based development 

leaders to commit themselves to key action steps toward great interfaith collaboration on malaria 

eradication programs.    

 

In July ARHAP held their own conference ά²ƘŜƴ wŜƭƛƎƛƻƴ ŀƴŘ IŜŀƭǘƘ ŀƭƛƎƴΥ ƳƻōƛƭƛǎƛƴƎ wŜƭƛƎƛƻǳǎ IŜŀƭǘƘ !ǎǎŜǘǎ 

ŦƻǊ ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴέ ŘǊŀǿƛƴƎ ƻƴ ǘƘŜƛǊ !ŦǊƛŎŀƴ ǊŜǎŜŀǊŎƘ ŜȄǇŜǊǘƛǎŜΦ  wŜǎŜŀǊŎƘ ǇǊƛƻǊƛǘƛŜǎ ǿŜǊŜ ƳƻǾƛƴƎ ƛƴ ǘŀƴŘŜƳ 

with malaria funding initiatives though not often benefiting from them. 

 

The same terrain was again touched on in Accra in July 2009 in a conference sponsored by the World 

Bank/World Faiths Development Dialogue - in association with DFID (the UK Department for International 

Development)  - ŜƴǘƛǘƭŜŘ  άCŀƛǘƘ LƴǎǇƛǊŜŘ bŜǘǿƻǊƪǎ ŀƴŘ hǊƎŀƴƛsations: Their Contribution to Development 

tǊƻƎǊŀƳƳŜǎ ŀƴŘ tƻƭƛŎƛŜǎέΦ  ¢ǿƻ ǎŜǎǎƛƻƴǎ ƻŦ ǘƘŜ ƳŜŜǘƛƴƎ ŘŜŀƭǘ ŜȄǇƭƛŎƛǘƭȅ ǿƛǘƘ ƳŀƭŀǊƛŀΦ ¢ƘŜ ǇǊƻōƭŜƳŀǘƛŎ 
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ǉǳŜǎǘƛƻƴǎ ǿŜǊŜ ōŜŎƻƳƛƴƎ ŎƭŜŀǊŜǊ ōǳǘ ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ŘŜǘŀƛƭŜŘ ŀƴŘ ƛƴǘŜƴǎƛǾŜ άǿƻǊƪǎƘƻǇǇƛƴƎέ ƻŦ ǘƘŜ 

issues amongst key players on the terrain was lacking.  

 

Meanwhile CIFA had begun working in Nigeria with a range of partners to establish a Nigerian Interfaith 

!Ŏǘƛƻƴ !ǎǎƻŎƛŀǘƛƻƴ όbLC!!ύΣ ŀ άƻƴŜ ǎǘƻǇ-ǎƘƻǇέ ŦƻǊ ƎƻǾŜǊƴƳŜƴǘ ŀƴŘ ŘƻƴƻǊǎΣ ǇǳƭƭƛƴƎ ǘƻƎŜǘƘŜǊ ǊŜƭƛƎƛƻǳǎ ƭŜŀŘŜrs 

from almost all the faith communities into a multi-faith national structure.  By September 2008, a board was 

in place with committed co-chairs, and the CEO and several staff had been appointed.  This created a 

national multi-faith FBO with considerable potential, funded by an annual grant of $1 million for two years 

by the World Bank - passed through a supportive Ministry of Health to NIFAA. 

 

Lǘ ǿŀǎ ƛƴ ǘƘƛǎ ŎƻƴǘŜȄǘ ǘƘŀǘ ŀ ƘƛƎƘ ƭŜǾŜƭ ǎǘǊŀǘŜƎƛŎ Ŏƻƴǎǳƭǘŀǘƛƻƴ ǿƛǘƘ ǘƘŜ ǘƘŜƳŜ ƻŦ άCŀƛǘƘ ŀƴŘ aŀƭŀǊƛŀ ς Towards 

anŘ LƴǘŜƎǊŀǘŜŘ {ƻƭǳǘƛƻƴέ ǿŀǎ ǇƭŀƴƴŜŘ ŀƴŘ ƘƻǎǘŜŘ ōȅ ǘƘŜ ¢ƻƴȅ .ƭŀƛǊ CŀƛǘƘ CƻǳƴŘŀǘƛƻƴ ŀƴŘ ¸ŀƭŜ ¦ƴƛǾŜǊǎƛǘȅ ƛƴ 

ŀǎǎƻŎƛŀǘƛƻƴ ǿƛǘƘ /LC! ŀƴŘ ¸ŀƭŜ ²ƻǊƭŘ CŜƭƭƻǿǎΣ ŀƴŘ ǎǇƻƴǎƻǊŜŘ ōȅ YtaDΦ   .ȅ άƛƴǘŜƎǊŀǘŜŘ ǎƻƭǳǘƛƻƴέ ǿŀǎ ƳŜŀƴǘ 

the integration of government, private sector, religious organisations, NGOs, and university researchers in 

joint action against malaria at various levels from global to grassroots.   
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Consultation Overview 
 
The 80 plus participants, including representatives from 9 African countries,  were welcomed by Ruth Turner, 

Chief Executive of the Tony Blair Faith Foundation and formerly Director of Government Relations in the 

tǊƛƳŜ aƛƴƛǎǘŜǊΩǎ hŦŦƛŎŜΣ ŀƴŘ ŦƻǊ ¸ŀƭŜ ¦ƴƛǾŜǊǎƛǘȅΣ ōȅ tǊƻŦŜǎǎƻǊ aƛŎƘŀŜƭ /ŀǇǇŜƭƭƻΣ tǊƻŦŜǎǎƻǊ ƻŦ Paediatrics, 

Microbial Pathogenesis, and Public Health at the Yale School of Medicine.   

 

After beginning with Christian, Muslim, and Jewish prayers the conference listened to a brief address by 

Cardinal Peter Appiah Turkson, Archbishop of Cape Coast, Member of the Board of Directors of the Central 

Regional Development Committee and treasurer of the Symposium of Episcopal Conferences of Africa and 

Madagascar (SECAM).  

He emphasised the very high incidence of malaria in Ghana - 17 million out of the 22 million population of 

the country could expect to be infected annually 

at a cost of $93 million in treatment. Yet, a 

significant step forward has been taken with 

almost 60% bed-net coverage of the under-5s 

provided. He stated that the Catholic Church was 

providing 27% of the coǳƴǘǊȅΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ŀƴŘ 

maintained both 32 secondary level hospitals 

and 66 Primary Health Care clinics.   He said 

progress could be made, was being made, and 

the Catholic Church did not stand idle as people 

suffered. 

 

  

Figure 1: Cardinal Turkson with Ar i Johnson and Khizer Husain in background 

 

The participants benefited on this first day from four short inputs: from 

Dr. Maryse Pierre Louis, currently the Programme Leader of the newly 

established Disease Control Program within the Health Nutrition and 

Population Department (AFTHE) of the Africa Region of the World Bank; 

the President of the Catholic Bishops Conference and of the ecumenical 

Christian Association of Nigeria (CAN), Archbishop John Onaiyekan of 

Abuja, Dr. Gilbert Buckle, Director of the National Catholic Health 

Services in Ghana and Sister Margaret Farley, Gilbert L. Stark Professor 

Emerita of Christian Ethics at Yale University and co-director of the All-

!ŦǊƛŎŀ /ƻƴŦŜǊŜƴŎŜΩǎ Sister to Sister network.  Their wisdom and insights 

were also available outside this plenary session in the workshops that 

they attended. 

 

 The intention of the consultation which was to move beyond general 

Figure 2: Dr Maryse Pierre-Louis 



 

13 

 

discussion of the topic of faith-based health interventions and focus on key policy oriented questions, 

required workshops to identify obstacles to future progress and to find practical, sustainable and fundable 

solutions to them.  The format was a minimum of brief specialist inputs.  Small workshops provided safe spaces 

for conversation, and gave time for detailed discussion, followed by plenary sessions for sharing and reacting to 

workshop outcomes. 
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Workshop Details 
 

¢ƘŜ ŎƻƴŦŜǊŜƴŎŜΩǎ ŜƛƎƘǘȅ Ǉƭǳǎ ŜȄǇŜǊǘ ǇŀǊǘƛŎƛǇŀƴǘǎ ŜŀŎƘ ŀǘǘŜƴŘŜŘ ǘǿƻ ƻǳǘ ƻŦ ŦƻǳǊ workshop themes: 

 

1. Financial and Economic Resources 

2. Models of Success in Joint Action 1 

3. Models of Success in Joint Action 2 

4. Religious and Cultural Imperative to Health 

 

There were two workshops given to analysis of Models of Success and their promotion due to the 

significance and range of areas to be discussed.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Workshop Allocations 
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Workshop 1: Financial and Economic Resources:  

 

The key questions informing discussion were:  

 

 What historically have been effective ways and means of financing faith based organisations and 

communities ς and what needs to change in order that, where appropriate, this is increasingly 

standardised? 

 There are extensive claims about the effectiveness of the faith communities as a partner in public 

health.  What management metrics carry enormous weight within the donor community? 

 How can the evidence be obtained that a dollar placed into health/malaria programs via faith 

communities and organisations, or with faith leaders, and working with the national/governmental 

health service is as effective as the same dollar if it were placed solely through a 

national/governmental health service?  

 There is a significant gap between the reporting requirements of funders and what faith 

communities currently provide.  How can this gap be reduced?  

 What practical barriers stand in the way of FBOs providing the information and how can they be 

overcome? Is it a matter of attitude, training, resources, or technology, or a mixture thereof? 

 

Workshop 2: Models of Success in Joint Action Part 1  

 

The key questions informing discussion were:  

 

 Iƻǿ Ŏŀƴ ǘƘŜ ƭƻŎŀƭ ǇǊƛƳŀǊȅ ƘŜŀƭǘƘ ŎŀǊŜ ƳƻŘŜƭ ǿƛǘƘ ƛǘǎ ǇƘƛƭƻǎƻǇƘȅ ƻŦ ǎǳōǎƛŘƛŀǊƛǘȅ ŀƴŘ άŘŜŎŜƴǘ ŎŀǊŜέ 

best be incorporated into government led national health plans and structures whether religious or 

governmental?  What practical steps and resources are needed in policy terms to achieve this? 

 What do you recommend as best practice to train faith leaders and their communities for effective 

health interventions while respecting their religious traditions and motivations?  What policy steps 

do you recommend to optimise the potential of local and international FBOs and NGOs in this 

process? 

 What model should be adopted in countries with negligible development of FBOs but with a strong 

religious culture, religious leaders and congregational structures?  What first steps in policy terms are 

needed to implement the proposed model? 

 What are the right roles for the different actors in health care provision: FBOs, Ministries of Health, 

religious leaders, major international donors, faith communities, international NGOs? 

 

Workshop 3: Models of Success in Joint Action Part II 

 

The key questions informing discussion were:  
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 What practical steps are needed to create multi-faith health interventions, integrated with 

government initiatives, rather than disparate single faith interventions?  What resources/enablers 

are needed? 

 What is the best way to create national-provincial/regional-local mechanisms involving religious 

structures and leaders that are economically sustainable and allow effective transmission of 

information and resources in both directions?   What obstacles to creation of co-ordinating 

mechanisms are foreseen and how can they be removed? 

 What is the best role of religious leaders in these processes and how should they be supported in 

adopting these roles alongside their other multiple responsibilities?   

 Should relationships between key agents in joint action be contractual, Letters of Agreement or 

Memorandum of Understanding, for example, and who should participate in drawing them up?   

 

Workshop 4:  Religious and Cultural Imperatives to Health  

 

The key questions informing discussion were:  

 

 What resources exist, material, organisational and spiritual, within the different faiths in Africa that can 

be enhanced to enable more effective multi-faith cooperation in health services?  Who will support new 

initiatives and how? 

 What leadership skills and strengths are required to foster multi-faith delivery systems?  What training 

opportunities could be provided?  By whom and where? 

 What steps need to be undertaken to quantify the impact of multi-faith delivery systems and health 

education messaging, and provide a baseline of reliable data from current single faith interventions?   

 How should faith groups elaborate their vision of compassionate action and the spiritual dimension of 

health care so that it is comprehensible to secular actors and agencies and people of other faiths and 

none?  How should religious leaders lead in doing this? 
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Workshop Discussions and Outcomes 
 

Please note that the running of each workshop was left to the discretion of the workshop moderator, and 
thus accounts below will follow slightly different formats. 

 
Financial & Economic Resources  

 

Overview 
Development and public health funders ς 

whether they are governments, 

multinationals, international NGOs, 

foundations or individual philanthropists ς 

have historically been slower to donate to 

faith communities/FBOs than to other 

established public health bodies.  This is for a 

number of reasons: primarily a lack of 

recognition of their potential for community 

outreach and the level of trust and 

acceptance by their constituencies, concern 

about the level of monitoring and evaluation 

standards, and doubts about management capacity and primary motivational goals.     

This workshop examined this default position and the extent to which the above are the real causes, and 

specifically, how the funds of major donors can be even better channelled into developing effective interfaith 

public health mechanisms that mesh effectively with national and global health strategies.   

 

 

The debate in this workshop was framed as a 

preparation for a business proposition by addressing 

two major business/governance themes: accountability 

of faith-based organisations to different stakeholders 

anŘ ǘƘŜ ǇǊƻōƭŜƳ ƻŦ Ƙƻǿ ǘƘŜƛǊ άŀŘŘŜŘ ǾŀƭǳŜέ ƳƛƎƘǘ be 

ƳŜŀǎǳǊŜŘ ŀƭƻƴƎǎƛŘŜ ǘƘŜ άǊate of ǊŜǘǳǊƴέ ŦǊƻƳ ŎǳǊǊŜƴǘ 

and future investment going into them.  The two 

themes were seen equally as both a current problem 

ŀƴŘ ŀ ǊŜǎƻƭǾŀōƭŜ ŎƘŀƭƭŜƴƎŜΦ  Lǘ ǿŀǎ ƴƻǘŜŘ ǘƘŀǘ άŦŀƛǘƘ-

ōŀǎŜŘ ƻǊƎŀƴƛǎŀǘƛƻƴέ ǿŀǎ ƴƻǘ ŀ ǳƴƛǾŜǊǎŀƭƭȅ ǳǎŜŘ 

collective term to define a discrete sector despite being a necessary device for holding this discussion.  Nor, 

at times, did the aggregation of different types of religious organisation under this one heading aid clarity. 

There was a perception that lack of transparency in the use of funds, poor management accountability plus 

negligible measurement of output from available human resources (productivity), still remained stumbling 

Figure 5: Financial & Economic Resources 

Figure 4: Tim Stiles moderating Financial & Economic resources 




















































