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Executive Summary 
 
The efforts to scale up the response against major diseases and achieve the MDGs 
have drawn attention to the need for strong country monitoring of health service, 
covering the public, private and faith based sectors.  Among the latter, religious 
health assets are major suppliers of health care services in many countries. By some 
measures, at least 40% of health services are provided by faith-based organizations 
(FBOs).  However, exact figures are difficult to come by owing to a current deficiency 
in measurable data and inconsistencies in terms used to define religious health 
assets.  
 
Standard approaches to data collection, management, use, and dissemination are 
needed to quantify the value added by FBOs in health services delivery.  Mapping the 
ǎŜǊǾƛŎŜǎ ǘƘŜȅ ǇǊƻǾƛŘŜ ƛǎ ŀ ǾŀƭǳŀōƭŜ ǿŀȅ ǘƻ ƭƛǘŜǊŀƭƭȅ ōŜ Ǉǳǘ άƻƴ ǘƘŜ ƳŀǇέ ǘƻ ƛƴŎǊŜŀǎŜ 
their visibility to government partners, donor agencies, and their own communities.  
It also allows them ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ƘŀǾŜ ŀ άǎŜŀǘ ŀǘ ǘƘŜ ǘŀōƭŜέ ŀƴŘ ǘƘŜǊŜōȅ 
participate in national, regional, and local government agency planning and funding 
negotiations. 
  
Representatives from 39 international partners including governments, faith-based 
organizations (FBOs), academic partners, and international organizations, convened 
to discuss mapping standards for assessing, monitoring and mapping health services, 
including those used to describe religious health assets provided by the faith-based 
or faith inspired organization.  
  
Service delivery is one of the core building blocks of health systems and a key area 
for health systems strengthening.  However, information on key health services is 
still incomplete or lacking. Information about religious health assets in the health 
services sector is especially incomplete or difficult to access.  WHO and its partners 
have been working to develop tools and methods to collect data on the health 
infrastructure, service availability and readiness.  Mapping of services availability is a 
key mechanism for filling these gaps and for supporting monitoring of service 
delivery.  
 
Based on WHO's  tool and methodology for assessing and mapping health services 
availability and readiness( "SAM"), working groups discussed standard approaches to 
data collection, management, use, and dissemination for mapping data that 
represent the value added by FBOs in health services delivery, especially those 
religious health assets deemed to be intangible or at least difficult to quantify.   
Specific mƻŘƛŦƛŎŀǘƛƻƴǎ ǘƻ ǘƘŜ {ŜǊǾƛŎŜǎ !Ǿŀƛƭŀōƛƭƛǘȅ ŀƴŘ wŜŀŘƛƴŜǎǎ !ǎǎŜǎǎƳŜƴǘ όά{!aέύ 
core instrument were suggested  including the addition of a module to represent 
specific interests of FBOS (e,g provision of free or concessional care, capacity for 
spiritual care providers and volunteer staff, and provision of psychosocial services, 
including bereavement services). 
 
Regarding data collection and management, recommendations included emphasizing 
the participation of FBOs at all stages of data collection and management and 
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increasing capacity building.  Also, better communication and partnerships among 
FBOs, Ministries of Health, donor agencies, and WHO were recommended to 
capitalize on mutual resources, as was improved planning through coordinating 
committees and National Mapping Task Forces.  
 
Recommendations regarding data needs of FBOs included prioritizing assessments of 
service consumers, linking service availability mapping with disease mapping, 
identifying service gaps, and developing frameworks to better understand and 
increase data availability through data clearinghouses.  Recommendations for data 
uses included improving catchment area assessment, prioritizing data consolidation 
at the national level to prepare for crisis readiness, and encouraging joint 
assessments of service performance at facilities.  Improvements in accurately 
interpreting data could come through the development of frameworks through 
National Mapping Task Forces to procure data, and developing more comprehensive 
interdisciplinary and inter-sector maps.  Recommendations for data integration 
included improving delays in the feedback process by identifying bottlenecks and 
improving capacity for analysis, encouraging alignment between FBOs and MOHs on 
national health plans, and balancing political issues with data sharing needs. 
Data sharing and dissemination recommendations included encouraging the use and 
further development of standards for Memoranda of Understanding (MOUs) 
between public Health Ministries and the faith based community, evaluating ways to 
simplify the MOU process, and encouraging the use of metadata in data 
dissemination.  The use of web-based data repositories may better establish 
transparency that individual stakeholders seek. 
   
Immediate next steps included rolling out of the WHO SAM Tool with modifications 
as recommended at the Consultation and convening a working group to discuss 
standards for mapping community-based services of FBOs.  Furthermore, 
partnerships need to be strengthened, both within the faith community, with 
national networks, and with international partners.  This will be facilitated through 
increased communications among FBOs through the use of a new electronic mailing 
list and a web-based information clearinghouse to be developed. 
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Introduction 
 
On 10 November 2009, representatives from 39 international partners including 
governments, faith-based organizations (FBOs), academic partners, and international 
organizations convened for three days at the Château de Bossy, just outside of 
Geneva, as part of a joint consultation between the World Health Organization 
(WHO) and the Center for Interfaith Action on Global Poverty (CIFA).  The purpose of 
this consultation was to discuss mapping and monitoring standards used to describe 
religious health assets as they relate to facility-based primary health care provision.   
 
Faith-based organizations have been prominent in the health sector for as many as 
150 years, often serving the most marginalized and rural populations.  Yet 
historically, many of the resources they provide have remained invisible to the 
ƻǳǘǎƛŘŜ ǿƻǊƭŘ ƻǊ ōŜŜƴ άǘŀƪŜƴ ŦƻǊ ƎǊŀƴǘŜŘέ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ƴƻǊƳŀƭ ŀƴŘ ƭƻƴƎǎǘŀƴŘƛƴƎ 
service structures of faith community services.  Mapping the services they provide is 
ŀ ǾŀƭǳŀōƭŜ ǿŀȅ ǘƻ ƭƛǘŜǊŀƭƭȅ ōŜ Ǉǳǘ άƻƴ ǘƘŜ ƳŀǇέ ǘƻ ƛƴcrease their visibility to 
government partners, donor agencies, and their own communities.  It also allows 
ǘƘŜƳ ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ƘŀǾŜ ŀ άǎŜŀǘ ŀǘ ǘƘŜ ǘŀōƭŜέ ŀƴŘ ǘƘŜǊŜōȅ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ 
national, regional, local government agency planning and funding negotiations.  This 
is especially crucial in the current economic climate, since like other NGOs, FBOs are 
under increasing pressure to provide accountability to donor agencies to maintain 
the resources used to provide necessary services to their constituents.   
 
This report details the events and recommendations that came out of this historic 
meeting.  It begins with a brief section providing the background for the consultation 
and the reasons why collaboration between faith-based organizations and 
international organizations like WHO is so crucial in the development of systems to 
monitor health services delivery around the world.    
 
Chapter 1 features perspectives on health services delivery from the World Bank and 
UN agencies and those from faith-based or faith-inspired organizations.    
 
Chapter 2 describes current experiences and practices by faith-based organizations 
working in countries like United Republic of Tanzania, Bolivia, Kenya, India, and 
Zambia, including case studies showing the benefits and challenges of mapping.  
Such examples provide a flavor of the work that is currently being undertaken and 
the lessons learned from these projects. 
 
Attendees assembled into working groups during the Consultation in order to better 
discuss and make recommendations on the standards needed for mapping facility-
based health services provided by faith-based organizations.  Chapter 3 focuses on 
summaries of the recommendations by the working groups for (1) defining a 
minimum core data set for health services, (2) the main technical considerations for 
data collection and management, (3) data analysis and use and (4) data sharing and 
dissemination, and also documents (5) preliminary discussions on the mapping of 
community-based services provided by FBOs. 



 

 Health Partnership Series 

 

 

  

9 

Finally, Chapter 4 discusses implications of mapping religious health assets for the 
future and the next steps based on the recommendations made from the 
Consultation.  The report ends with web links to key documents used as part of the 
Consultation.  As progress is made in developing mapping standards for health 
services delivery, we hope that the reach of faith-based community and the value 
added by its services to improve the health of the most marginalized populations will 
be recognized by the international community. 
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Background to Consultation 
 
Sound information on the supply and quality of health services is essential for health 
systems management, monitoring and evaluation.  The efforts to scale up the 
response against major diseases and to achieve United Nations Millennium 
Development Goals (MDGs) through global health partnership have drawn attention 
to the need for strong country monitoring of health services, covering the public, 
private-for profit and the private not-for-profit sectors.  Among the latter, religious 
health assets, also described as faith-based or faith-inspired organizations (FBOs), 
are major suppliers of health care services in many countries.  

 
The World Health Organization (WHO) and partners have been working with 
countries to develop tools and methods to collect data on the health infrastructure, 
service availability and readiness.  A country monitoring system should comprise four 
components: (1) data collection strategies to meet critical data needs; (2) 
interoperable databases covering key aspects of health service functioning; (3) data 
synthesis and analysis; and (4) dissemination, communication and use of the results. 

 
Even though progress has been made in several countries, much more needs to be 
done to help countries develop systems to monitor service delivery, one of the core 
building blocks of health systems and a key area for health systems strengthening.  
Information on key health services is still incomplete or lacking.  Information about 
these religious health assets in the health services sector is especially incomplete.  
Mapping of services availability is a key mechanism for filling these critical data gaps.   
 
Mobilization of international partners, governments, non-governmental 
organizations (NGOs), faith-based organizations, and academic partners and WHO 
Centres of Excellence will be necessary to rapidly move this agenda forward, 
especially in the context of the International Health Partnerships at country level. 

 
The overall objective of this workshop was to initiate an open consultation between 
WHO and international partners including governments, NGOs/FBOs, academic 
partners and international organizations, towards agreeing on a standard protocol 
for assessing, monitoring and mapping faith-based or faith-inspired services in the 
health sector. 
 
This includes identifying: 

 instruments and tools for assessment of core services availability 

 technical issues and standards for conducting service availability mapping in 
the field 

 standard protocols for archiving and synchronizing data 

 best practices for data dissemination, sharing, and use of data. 
 
Expected outputs and outcomes of the workshop were: 

 outline for a standard protocol for mapping health services 

 minimum standard datasets for mapping core health services 

 minimum data set for religious health assets  in the health sector 
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 standardized instruments for collecting data 

 improved accessibility to datasets. 
 

The Center for Interfaith Action on Global Poverty (CIFA) is a Washington DC based 
organization that supports faith institutions internationally to increase their impact 
on global poverty. WHO invited CIFA, as a neutral convener of inter faith-based 
institutions, to assemble the international representatives faith based organizations 
for the Consultation. 
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Chapter 1: Setting the Stage for the Consultation 
   
TED KARPF, PARTNERSHIPS OFFICER, PROGRAMME ON PARTNERSHIPS AND UN REFORM, 
WORLD HEALTH ORGANIZATION 
 
I. We are gathered in this international consultation with Member States, health 
services providers, donors and international organizations to establish a common 
understanding and build consensus on Mapping Standards for NGOs, which includes 
and better describes or captures the work by these 'faith health assets'. 

 
Rationale: 
The truth is, "If you are not on the map, then in the eyes of donors and Member 
States,  you do not exist!  If you do not exist, you are not accountable or known, thus 
NOT invited to the health services table with donors, communities and Member 
States." 
 
Commentary:  
If there is an international standard for data sets, agreed on in collaboration with 
those who administer these health assets, then all future collections of data can be 
submitted to WHO and other organizations for possible inclusion on the health maps 
which are used by donors and Member States.  This activity will also ensure useful 
comparison of data sets, more effectively described, and stimulate inclusion of this 
"hidden" health system. 
 
Sound information on the supply and quality of health services is essential for health 
systems planning, supply chain and system management, along with more useful 
monitoring and evaluation activities.  Efforts to scale up responses against major 
diseases and achieve the MDGs through global health partnerships have drawn 
attention to the need for strong country-level monitoring of health systems and 
services, covering the public, private-for profit as well as the private and not-for-
profit sectors. Among the latter, religious health assets, described as faith- based or 
faith-inspired organizations, are often the leading providers of health care services.  
 
WHO and its many international partners have been working with countries to 
develop tools and methods to collect data on health infrastructure through services 
availability mapping and readiness.  A country monitoring system should comprise 
four components: data collection strategies to meet critical data needs; 
interoperable databases covering key aspects of health service functioning; data 
synthesis and analysis; and dissemination, communication and use of the results.  
Today marks a new beginning as WHO is soliciting input from those representing 
these religious health assets to ensure a clear and more precise disclosure and 
analysis of these health systems. 
 
II. More effective and compelling mapping, including data on value-added by 
religious health assets, are needed to substantiate basic health services and 
demonstrate advantages and quality of care among all providers.  
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Rationale: 
International health systems leaders need data to evidence value-added and 
evidence of quality of care. Why?  How can we expect donors and governments to 
invest in "unknown" or spurious services based on anecdotal evidence alone? 
 
Commentary:   
Even though there has been progress in several countries, much more needs to be 
done to help countries develop systems to monitor service delivery, one of the core 
building blocks of health systems and a key area for health systems strengthening.  
Information on key health services is still incomplete or lacking.  Information about 
these religious health assets in the health services sector is especially incomplete.  
Mapping of services availability is a key mechanism for filling these critical data gaps.  
Mobilization of international partners such as governments, NGOs/FBOs and 
academic institutions and WHO Centres of Excellence will be necessary to rapidly 
move this agenda forward, especially in the context of the International Health 
Partnerships at country level.  The result is much more honest and effective national 
and local health planning for all.  
 
III. Transparency of data and sound financial accounting systems are crucial to 
demonstrate accountability and clear lines of ownership. 

 
Rationale: 
Government and donors will not invest with what cannot be seen and understood.  
For too long, some religious health assets have shielded their financial accounting 
systems and sources of funding, as well as the amounts from public and 
governmental scrutiny, fearing reprisal and reduced funding. This has led to a 
perception that there is something to hide and has cost fundamental trust or 
confidence in the very structure to be supported.  On the other hand, strengthening 
management systems can ensure continued funding flows from governments and 
donors in an era of government contracting out and donor systems (e.g., just look at 
PEPFAR and the GFATM CCMs). 
 
IV. Better documentation of health data and alignment with national health plans is 
crucial for future programming and stability over the long haul.  

 
Rationale: 
Governments need to see how what is being done is reported, and how programmes 
and services align and even harmonize with national plans and aspirations. 
 
Why?  Because it is easier and more efficient to support programmes and services 
that are aligned with national health policies.  Religious health assets must begin to 
see themselves as part of the national health plan and participate in its creation, 
execution, and monitoring. 
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Conclusion 
So I invite you on behalf of the international community to lend an ear, make choices 
and join international efforts to bring focus and credibility and evidence to those at 
the health table. 

 
About this consultation    
Finally, the overall objective of this event is to initiate an open consultation between 
WHO and international partners including governments, NGOs/FBOs, academic 
partners and international organizations, towards agreeing on a standard protocol 
for assessing, monitoring and mapping religious health assets often seen as faith-
based or faith-inspired services in the health sector. 

 
1.1. Stakeholder perspectives 
 
1.1.1. Perspective of WHO: Monitoring and evaluation of health systems 
strengthening: Global and country context 
 
aǎΦ YŀǘƘȅ hΩbŜƛƭƭ, Coordinator, Public Health Information and GIS, World Health 
Organization 
 
Service delivery is one of the core building blocks of health systems and a key area 
for health systems strengthening.  Despite its importance however, information on 
key health services is still incomplete or lacking.  Information about these religious 
health assets in the health services sector is especially incomplete.  Mapping of 
services availability is a key mechanism for filling these critical data gaps.  
Mobilization of international partners such as governments, NGOs/FBOs and other 
partners will be necessary to rapidly move this agenda forward.  
 
In order to frame the discussions of the Consultation on assessing, mapping and 
monitoring services delivery, it is important to consider the global and country 
contexts in terms of monitoring and evaluation  of health systems strengthening 
efforts.  
 
Recent increases in international funding for health have been accompanied by 
increased demand for data at country and global levels for better management of 
services, tracking progress and performance of health systems. The use of results-
based financing mechanisms by major global donors has created further demand for 
timely and reliable data for decision-making.  Such demands have often led to a 
fragmentation and lack of coordination of donor-driven monitoring and evaluation 
activities.    
 
At country level, data generation, data analysis and synthesis, and data use can all be 
improved. There are usually limited data for sub-national concerns, and existing data 
tend to be program-specific (e.g., for TB or HIV/AIDS programs) or focusing on one 
particular element of the health system.   Data gaps span the range of input, process, 
output, outcome and impact indicators.  Data quality assessments and transparency 
are often weak.  Analytical capacity of country institutions are limited and it is often 
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difficult to have access to those data and information that do exist. Figure 1.1 shows 
a schematic of the complexities that exist at the country level in integrating data and 
the needs of stakeholders during crisis. 

 
Figure 1.1.  Schematic of multiplicity of players at the national level during crisis. (Source, 
Porignon WHO 2008) 
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Better harmonization of processes among partners and countries is necessary to 
improve decision making processes.  International Health Partnership (IHP+) is a 
collaboration among donor agencies, sovereign states, and UN agencies that aims to 
harmonize donor funding to support one national health plan. A key component of 
IHP+ is one results framework for monitoring and evaluation of health systems 
strengthening. The framework is intended to be relevant for countries and for global 
health partnerships, donors, and agencies. It will result in better alignment of 
country and global monitoring systems and can be used both for monitoring HSS 
joint programming as well as for tracking specific programmes.  
 
The framework (Figure 1.2) shows how health inputs are reflected in outputs, 
outcomes and impact. The framework addresses indicator selection, related data 
sources, analysis and synthesis practices (including quality assessment), and 
communication and use. 
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Figure 1.2.Framework for monitoring and evaluating health systems strengthening 
(IHP+) 
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Operationalizing this framework will be done through a global community of practice 
ǿƻǊƪƛƴƎ ǘƻ ǎǳǇǇƻǊǘ άŎƻǳƴǘǊƛŜǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳǎ ǎǳǊǾŜƛƭƭŀƴŎŜέ ό/IŜ{{ύΦ  Lƴ ŘƻƛƴƎ ǎƻΣ ǘƘŜ 
availability, quality and use of the data needed to inform country planning processes. 
   
In terms of  standards for assessing and mapping services availability and readiness, 
it is important to consider the different elements of the M&E framework as they 
relate to data collected, the data sources, data synthesis and analysis and 
communication of use of data. 

 
1.1.2. Perspective of UN Agencies and the World Bank: Towards a consistent approach 

 
Ms. Sally Smith, Partnership Adviser, Civil Society Partnerships Team (CSP), United 
Nations Joint Programme on AIDS (UNAIDS) 

 
¦b!L5{Ωǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ IL± ŜǇƛŘŜƳƛŎ ǿŀǎ ǎƘŀǊŜŘ ǿƛǘƘ /ƻƴǎǳƭǘŀǘƛƻƴ ƳŜƳōŜǊǎΦ  Lǘ 
was noted that data are often political, and that maps may display uncomfortable 
facts that governments may consequently be reluctant to publish.  Various 
publications produced by UNAIDS have been important tools, yet have not been 
taken seriously by some due to these political issues.  UNAIDS is interested in putting 
together a framework with other large organizations that includes not only a focus 
on health delivery systems but also a roadmap to better communicate with groups 
that have religious health assets.  Three levels of work by FBOs were described: 

 
1. Religious leaders (who are often gatekeepers to a community) 
2. Health care delivery by FBOs 



 

 Health Partnership Series 

 

 

  

17 

3. Grass roots community work 
 

The first and third levels are sometimes overlooked by outsiders but they play 
important roles and can be crucial in reaching out to faith-based communities.  The 
language used by FBOs also plays an important role and has sometimes generated 
misunderstandings in the past, for example, related to beliefs about HIV/AIDS and 
human sexuality.  Therefore UNAIDS has been working with FBOs to enhance 
communication skills to be able to bridge gaps created when agencies and FBOs 
ǎǇŜŀƪ άǘǿƻ ŘƛŦŦŜǊŜƴǘ ƭŀƴƎǳŀƎŜǎέΦ   
 
Dr. Quentin T. Wodon 
Adviser & Program Manager, Development Dialogue on Values and Ethics, World 
Bank 
 
TƘŜ ²ƻǊƭŘ .ŀƴƪΩǎ ǊŜƭŀǘƛƻƴǎƘƛǇ ǿƛǘƘ C.hǎ Ƙŀǎ ǘǊŀƴǎƛǘƛƻƴŜŘ ŦǊƻƳ ŀ ǎǇŜŎƛŦƛŎ ŦƻŎǳǎ ƻƴ 
dialogue with faith leaders to more policy-relevant empirical work with FBOs and 
country teams.  This work includes examining the role of FBOs in service delivery, the 
impact of faith and behavior, and ethics of development policy.  To achieve the full 
value added by FBOs, steps are needed to (1) document the role of FBOs in health, 
(2) evaluate its performance, (3) help improve programs through capacity building, 
and (4) elevate voices of FBOs in national discussions with governments and in 
international forums. 
 
Not only is collecting relevant data difficult, but analysis is also; improper data 
analysis can give the wrong results.  Three common assumptions are prevalent with 
respect to faith-inspired service delivery but have not been proven:  

 
1. FBOs address the needs of the poor more than the public sector 
2. FBOs better target the poor than other providers  
3. FBOs provide better services than public providers. 

 
Documenting and evaluating the roles of FBOs is essential to assess performance.  
Examples from education and health in countries like Bangladesh, Venezuela, 
Colombia, Sierra Leone, Demographic Republic of Congo, and Cameroon were 
shared to demonstrate that this can be done.  Proper analysis techniques were 
emphasized (e.g., econometric control of other characteristics likely to be associated 
with income) to show the true effect of FBO services on health.  Also, assessing the 
market share of religious health assets is important for geographic targeting of 
services, as is the quality of the actual services being provided, though this is more 
difficult to measure.   
 
The World Bank also shared additional ideas on actual outputs that may be useful for 
outcomes assessments, including cost-effectiveness analyses.  Quality of services 
could be measured through report cards from service beneficiaries themselves if this 
data can be collected.  Sampling might be a more feasible approach to collect such 
quality indicators than a census, due to the economies of scale saved.  Consequently, 
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mapping could not only be used for geographic targeting of service provision, but 
also for the identification of higher (and lower) quality services.   The World Bank is 
willing to collaborate with FBOs to facilitate these sorts of analyses. 

 
Dr. Azza Karam, Senior Culture Advisor, United Nations Population Fund (UNFPA) 
 
The new mandate of UNFPA to integrate culture (faith and religion) into the 
organization at the behest of the new Secretary General was described.  Three areas 
ǊŜƎŀǊŘƛƴƎ ¦bCt!Ωǎ ƴŜǿ ŘƛǊŜŎǘƛƻƴ ǿŜǊŜ ǊŜǾƛŜǿŜŘΥ ǿƘȅ ǘƘŜȅ ŀǊŜ ŘƻƛƴƎ ǘƘƛǎΣ Ƙƻǿ ǘƘŜȅ 
are doing this, and what are the lessons they are learned so far. 
 
One reason why UNFPA is integrating faith and religion into the organization is the 
sheer reach of FBOs.  UNFPA has recorded at least 75 country offices that have a 
partnership with at least one FBO, and this number may be an undercount because 
some country offices have deliberately chosen not to publicize partnerships with 
FBOs in the past.  This may be because UNFPA has been criticized for its sexual and 
productive health mandate, and it also deals with other sensitive issues like 
migration, youth, and urbanization.  Nonetheless, UNFPA plans to engage with 
cultural and religious communities as a component of its family and reproductive 
health work. 
 
UNFPA is integrating culture into its programs through partnerships with established 
interfaith networks that are regionally based.  It also launched a global effort in 
Istanbul involving 450 organizations last year.  For its own colleagues, it has 
established guidelines for engaging with FBOs, addressing key mechanisms and 
modalities.  Capacity building has been a key focus, to develop further knowledge 
and advocacy skills.  UNFPA has also tried to bring together various UN colleagues so 
that its work is informed by their experiences as well. 
 
Some issues moving forward include how it can partner better with FBOs to make 
sure that its partnerships deliver.  Some challenges exist from within the UN system, 
such as the difficulty among some employees to adjust to the idea of working with 
religious entities.  Furthermore, some FBOs are also political actors, which can 
impede progress, especially when tensions escalate to the point of violence, as has 
occurred in some UNFPA offices.    
 
Lƴ ǘƘŜ ŜƴŘΣ ¦bCt!Ωǎ ƳŀƴŘŀǘŜ ƛǎ ǘƘŜ ¦b 5ŜŎƭŀǊŀǘƛƻƴ ƻŦ IǳƳŀƴ wƛƎƘǘǎΦ   ¦bCt! ƘƻǇŜǎ 
to achieve its goals by partnering with both FBOs and other UN agencies, and 
expanding its empirical, technical, and theoretical knowledge bases. 
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1.1.3. Perspective of Faith-Based Organizations 
 

Religious health assets: Faith-based/faith-inspired organizations in health service 
delivery 

 
Ms. Jean Duff, Executive Director, Center for Interfaith Action on Global Poverty 
(CIFA) 

 
FBOs combined with congregational community services reach hundreds of millions 
of people in the delivery of health care.  Faith-based values shape service delivery, as 
ǘƘŜȅ Ǉǳǘ ǇŜƻǇƭŜ ŦƛǊǎǘ ŀƴŘ ǇǊƻǾƛŘŜ άŜƴŘ ƻŦ ǘƘŜ ǊƻŀŘέ ŎŀǊŜ  CǳǊǘƘŜǊƳƻǊŜΣ ŎŀǊŜ ƛǎ 
ǇǊƻǾƛŘŜŘ ŦƻǊ ǘƘŜ άǿƘƻƭŜ ǇŜǊǎƻƴέΦ  aǳŎƘ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ŀǊŜ ŎƻƳƳǳƴƛǘȅ-
based by trusted providers. 
 
The faith sector faces many challenges including lack of data, fragmentation and 
under-utilization.  It also has inadequate funding and a lack of representation at 
decision-making and funding tables.  To address these challenges, CIFA works to 
improve the capacity and effectiveness of the faith sector in its collective effort to 
reduce global poverty and disease.  CIFA provides a neutral (all-faith) convening 
platform for use by FBOs for sectoral purposes.  Four strategies are used to 
strengthen the faith sector: 

 
1. Strengthening and scale-up of development effectiveness of the faith sector 

through the formation of large scale multi-faith coordinating mechanisms. 
2. Mobilizing public and private financial resources to support an expanded 

development role of the religious sector  
3. Building the evidence base for the faith sector as effective development 

partners. 
4. Making the case for investment in the faith sector as partners with 

governments against poverty and disease.  
 

CIFA defines an FBO as any organization from any faith tradition that self-identifies 
ŀǎ άŦŀƛǘƘ-ōŀǎŜŘέ ƻǊ ŦŀƛǘƘ-inspired, among them faith-based development 
organizations (e.g., national and international NGOs), faith-based health facilities 
(e.g., hospitals, clinics), and congregational infrastructure (e.g., faith leaders, faith-
based community case, faith-based home outreach).  CIFA defines religious health 
assets (RHAs) as private, non-governmental, civil society FBOs delivering (at least) 
primary health care, including FBO facilities-based health services (e.g., hospitals, 
clinics) and FBO community-based health services (e.g., mobile health care, home 
health care, care delivered at house of worship and in other community settings).   
 
The presence of and magnitude of gaps in RHA data were noted, including issues 
such as the proportion of health assets (and specifically of RHAs) not counted in 
national facilities censuses, and the proportion of all health assets that are not RHAs.  
/ƭƻǎƛƴƎ ǘƘŜǎŜ ƎŀǇǎ ǿƛƭƭ ǎǘǊŜƴƎǘƘŜƴ C.hǎΩ ŀōƛƭƛǘȅ ǘƻΥ 
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 Integrate into public sector national facilities census 

 Study fit between actual health needs and available health services 

 Scale up collaboration among FBOs and other private and public partners 

 Participate in public funded community health strategies and vertical health 
programs 

 Have a baseline database for FBO community health assets 

 IŀǾŜ ŀ άǎŜŀǘ ŀǘ ǘƘŜ ǘŀōƭŜέ  ŀƴŘ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ƴŀǘƛƻƴŀƭΣ ǊŜƎƛƻƴŀƭΣ ƭƻŎŀƭ 
government agency planning and funding negotiations 

 Better function as a religious sector, if desired. 
 
Ms. Jill Olivier, Researcher, African Religious Health Assets Programme, University 
of Cape Town, South Africa 
 
Issues related to terminology and translation when discussing religious entities were 
discussed.  Scores of terms are used to describe religious entities.  There is a clear 
ƴŜŜŘ ǘƻ ōŜ ŀōƭŜ ǘƻ ƎǊƻǳǇ ŀƭƭ άǊŜƭƛƎƛƻǳǎ ŜƴǘƛǘƛŜǎέ ǿƛǘƘ ŀ ŦŀƛǘƘ ŦŀŎǘƻǊ ǿƛǘƘ ǎƻƳŜ ǎƻǊǘ ƻŦ 
ƎŜƴŜǊƛŎ ǘŜǊƳ ƭƛƪŜ άŦŀƛǘƘ-ōŀǎŜŘ ƻǊƎŀƴƛȊŀǘƛƻƴέΦ  CǳǊǘƘŜǊƳƻǊŜΣ ǘȅǇƻƭƻƎƛŜǎ of FBOs are 
also needed to capture the variation in different groups.   
 
Certain groupings already exist in the literature but each has its own limitations.  
²Ƙƻ ƻǊ ǿƘŀǘ ƛǎ ōŜƛƴƎ ƴŀƳŜŘΣ ŀƴŘ ǿƘƻ ƻǊ ǿƘŀǘ ƛǎ ǘƘŜ άŦŀƛǘƘ ŎƻƳƳǳƴƛǘȅέΣ ŀǊŜ 
complex and often controversial questions.  FBOs are diverse ς they are fluid in 
nature and differ in many ways including regionally and denominationally.  Religious 
ŜƴǘƛǘƛŜǎ ŀǊŜ ƴƻǘ ŀƭǿŀȅǎ άƻǊƎŀƴƛȊŀǘƛƻƴǎέΣ ŀƴŘ ǎƻƳŜ ƻǊƎŀƴƛȊŀǘƛƻƴǎ Ƴŀȅ ƴƻǘ ǎŜƭŦ-identify 
ŀǎ άŦŀƛǘƘ-ōŀǎŜŘέ ŘŜǎǇƛǘŜ ƘŀǾing a faith component.  Ultimately, collective statements 
ŀǘǘǊƛōǳǘƛƴƎ ǎŜǊǾƛŎŜǎ ǘƻ άC.hǎέ Ƴŀȅ ƻƴƭȅ ŘŜǎŎǊƛōŜ ŀ ǎǳōǎŜǘ ƻŦ ǊŜƭƛƎƛƻǳǎ ŜƴǘƛǘƛŜǎΦ  
 
¢ƘǊŜŜ άŎŀǳǘƛƻǳǎέ ǉǳŜǎǘƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ŎǳǊǊŜƴǘ ǘŜǊƳƛƴƻƭƻƎȅ ǳǎŜŘ ǿŜǊŜ ǇƻǎŜŘΥ 

 
1. Iŀǎ ǘƘŜ ǘƛƳŜ ƻŦ ǘƘŜ ǘŜǊƳ άC.hέ ǇŀǎǎŜd? 
2. Can we still make general statements about the nature of so-called FBOs? 
3. !ǊŜ ǿŜ ŘƻƛƴƎ ǘƘŜ ǊƛƎƘǘ ǘƘƛƴƎ ōȅ ƎŜƴŜǊŀƭƛȊƛƴƎ ǘƘŜ άŦŀƛǘƘ ŎƻƳƳǳƴƛǘȅέ ƛƴ ǘƘƛǎ 

context?   
 

It is clear that for policy and for advocacy, some sort of generic term is still needed, 
along with more complex precision to capture sub-classifications of the faith 
community.  Battling over terminology is unproductive and only perpetuates the lack 
of solid evidence for the contribution of FBOs to the health marketplace.  Agreeing 
on terminology and typologies will allow for better comparative research and 
ƛƳǇǊƻǾŜ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ ŀǎǎŜǎǎ ǘƘŜ ŀŎǘǳŀƭ άǾŀƭǳŜ-ŀŘŘŜŘέ ōȅ ǎǳŎƘ ƻǊƎŀƴƛȊŀǘƛƻƴΦ  CǳǊǘƘŜǊ 
research is urgently needed to better understand religious entities and conduct more 
meaningful engagement and collaboration among groups.   
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Mr. Frank Dimmock, Health Adviser, Christian Health Association of Lesotho 
(CHAL), Lesotho Consultant, African Christian Health Associations (ACHA) Platform 
 
Religious health assets (RHA) in sub-Saharan Africa associated with Christian Health 
Associations (CHAs), which comprise both Protestant and Catholic churches, were 
described.  Almost half of the 46 countries in sub-Saharan Africa have some 
association with ACHA.  Historically involved in rural areas, they conduct a variety of 
health activities including facility-based, community-based, and home-based care.  
Some supply pharmaceuticals as well.  The African continent varies with respect to 
the percent of health services provided by CHAs, with consistently higher 
percentages observed in East and southern Africa. 
 
The breadth of health services provided by these networks necessitates their 
synchronization with national health systems in terms of mapping.  Most have 
developed provider directories, and some have recorded GPS coordinates on these 
providers, including those in Kenya, United Republic of Tanzania, Malawi, Zambia, 
and Lesotho.  Adapting existing data and collecting additional data on service 
availability are priorities so that service maps at the national level are 
comprehensive.   Some CHAs have had success in collaborating with their Ministries 
of Health, such as in Kenya, but most have systems that are less mature and that will 
require additional capacity to get to the same level. 

 
1.1.4 Summary of the opening presentations 

 
Rapporteurs: Dr. Sarla Chand, Vice President, International Programs, IMA World 
Health & Mr. James Lattimer,  Management Officer, Office of the Director-
General's Representative for Partnerships and UN Reform, World Health 
Organization 
 
Dr. Chand noted that the purpose of the Consultation is to make decisions on what 
global health standards are for mapping information on health care services.  These 
standards will be crucial to further develop the infrastructure needed to improve the 
health status of those served by FBOs.  Improved reporting, transparency, data 
sharing, and building of trust are all necessary.  While national data gathering is the 
ŦƻŎǳǎΣ ǘƘŜ άŀŎǘƛƻƴέ ǊŜŀƭƭȅ ƻŎŎǳǊǎ ŀǘ ǘƘŜ ŘƛǎǘǊƛŎǘ ƭŜǾŜƭΦ  ¢ƘŜ ŎƘŀƭƭŜƴƎŜ ƛǎ Ƙƻǿ ǘƻ ƛƴǾƻƭǾŜ 
and enable district teams to look at all health assets, whether public, private, or 
faith-based, in order to improve the health of everyone in that district.    
 
Mr. Lattimer noticed the commonality of messages being transmitted, both by UN 
agencies and by individual organizations.  FBOs clearly have a broad reach even 
though not all of the data may have been collected yet.  He noted the uniqueness of 
ǘƘŜ ƳŜŜǘƛƴƎΩǎ ǘƘŜƳŜǎ ŀƴŘ ŜȄǇǊŜǎǎŜŘ ƘƻǇŜ ǘƘŀǘ ƛǘ ǿƛƭƭ ǊŜǎǳƭǘ ƛƴ ŀ ǿƛƭƭƛƴƎƴŜǎǎ ƻŦ C.hǎ 
to reach out and work together.  More specifically, some of the same challenges in 
mapping also came up repeatedly, such as reliance on anecdotal evidence, 
fragmentation and incompleteness of data, differences in language or vernacular, 
overlaps of data, and difficulties in accessing data that already exist. 
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Consequently, the work of FBOs is not fully recognized, there is a lack of 
representation, and funding opportunities may be lost due to missing data.  The 
results of this Consultation should help to move forward in addressing these 
problems.   
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Chapter 2:  Gathering data on religious health assets: current experiences and 
practice 
 
Six presentations offered a variety of perspectives on the challenges of FBO health 
services data collection, and on the application of mapping tools. 
 
2.1. άIŜŀƭǘƘ ŦŀŎƛƭƛǘƛŜǎ ŀƴŘ ƘǳƳŀƴ ǊŜǎƻǳǊŎŜǎ ƎŜƻƎǊŀǇƘƛŎ ƛƴŦƻǊƳŀǘƛƻƴ ǎȅǎǘŜƳ ŦƻǊ 

the /ƘǊƛǎǘƛŀƴ {ƻŎƛŀƭ {ŜǊǾƛŎŜǎ /ƻƳƳƛǎǎƛƻƴ ƻŦ ¢ŀƴȊŀƴƛŀέ 
 

Scott Todd, Senior Program Officer, HMIS/GIS, IMA World Health 
 
A case study of a GIS for health facilities and human resources in the United Republic 
of Tanzania that IMA World Health developed for the Christian Social Services 
Commission of Tanzania (CSSC) in collaboration with five other global partners was 
reviewed.  The project began in 2006, and by 2009 it had mapped all 932 CSSC 
member health facilities in the United Republic of Tanzania and collected data on 
approximately 85% of human resources.  The database includes basic identification 
for health facilities and GPS coordinates and can generate maps showing human 
resource capacity and service availability at site locations, as well as linkages to 
population-based data (e.g., population density and transportation infrastructure).  
The GIS is currently being used by CSSC and is maintained at its headquarters in Dar 
es Salaam and in five zonal offices in the United Republic of Tanzania.   
 
During the development process, various information needs had to be addressed, 
such as data collection, program needs, Ministries of Health (MoHs) and donor 
requirements, infrastructure issues (e.g., power, phone, Internet), and systems 
needs.  A Memorandum of Understanding (MOU) was signed in 2008 between CSSC 
and the United Republic of Tanzania Ministry of Health and Social Welfare (MoHSW) 
for data sharing and development.  For example, the MOU defined ownership by 
MoHSW and data utilization by CSSC.  A further MOU is planned to document 
development and sharing of data collaboratively with other supporting partners.  
There was collaborative review of data collection tools, and a Mapping Task Team 
was created to coordinate, define policy and designate responsibilities.  The MoHSW 
is currently considering ways to integrate the database information into national 
processes. 

 
2.2.  άaŜŘƛŎŀƭ !ǎǎƛǎǘŀƴŎŜ tǊƻƎǊŀƳƳŜǎ όa!tύ LƴǘŜǊƴŀǘƛƻƴŀƭέ 

 
Ms. Luz Stella Losada, Community Health Specialist, Map International 

 
The mission of Medical Assistance Programs International (MAP International) was 
ŘŜǎŎǊƛōŜŘΥ ǘƻ ǇǊƻƳƻǘŜ ǘƘŜ ά¢ƻǘŀƭ IŜŀƭǘƘέ ƻŦ ǇŜƻǇƭŜ ƭƛǾƛƴƎ ƛƴ ǘƘŜ ǿƻǊƭŘΩǎ ǇƻƻǊŜǎǘ 
communities by partnering to: (1) provide essential medicine, (2) promote 
community health development, and (3) prevent and mitigate disease, disaster, and 
ƻǘƘŜǊ ƘŜŀƭǘƘ ǘƘǊŜŀǘǎΦ  ¢ƻǘŀƭ IŜŀƭǘƘ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ άǘƘŜ ŎŀǇŀŎƛǘȅ ƻŦ ƛƴŘƛǾƛŘǳŀƭǎΣ 
families and communities to work together to transform the conditions that 
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promote, in a sustainable way, their physical, emotional, economic, social, 
ŜƴǾƛǊƻƴƳŜƴǘŀƭ ŀƴŘ ǎǇƛǊƛǘǳŀƭ ǿŜƭƭ ōŜƛƴƎΦέ 
 
This particular MAP program is based on Bolivia but also does work in Ecuador, 
Honduras, Kenya, and CôǘŜ ŘΩLǾƻƛǊŜΦ  A description of the state of health in Bolivia 
was given, including data on child mortality and infectious disease incidence and 
prevalence.  MAP International trains Health Promoters to increase knowledge and 
skills in areas such as diarrhea diagnosis, prevention, and management.  By allowing 
clients to gain control over health determinants, they can construct healthy 
environments and lifestyles. 

 
2.3. ά/ƘǊƛǎǘƛŀƴ IŜŀƭǘƘ !ǎǎƻŎƛŀǘƛƻƴ ƻŦ YŜƴȅŀ ό/I!Yύέ 

 
Dr. Stanley Kiplangat, Health Services Manager, CHAK 

 
¢ƘŜ ǿƻǊƪ ƻŦ /I!YΣ ŀƴ ŀǎǎƻŎƛŀǘƛƻƴ ƻŦ tǊƻǘŜǎǘŀƴǘ /ƘǳǊŎƘŜǎΩ ƘŜŀƭǘƘ ŦŀŎƛƭƛǘƛŜǎ ŀƴŘ 
programs in Kenya, was reviewed.  It has 431 members, including 23 hospitals, 45 
health centers, 310 dispensaries, and 55 churches//church health programs.  It is the 
only FBO that has been successful in becoming fully integrated in a national health 
plan.  This was accomplished through its Mission for Essential Drugs and Supplies 
(MEDS) program, which promotes access to essential drugs in Kenya. 
 
Some issues that arose during the implementation of this program included a lack of 
necessary skills in-house for data collection and analysis, lack of hardware and 
software infrastructure (which limited access to GIS technology), data accessibility 
issues since there was no central repository, a lack of clarity in the beginning of what 
data to collect, incompleteness of data, and parallel donor systems.  Ways that these 
issues have been addressed since then include partnering with the MoH (which has 
trained staff and has access to a master facility list), further capacity building for 
staff, investment in hardware and software for ongoing GIS technology, and 
solicitations for support from development partners. 
 
Data collected by CHAK include information on outpatient and inpatient services, 
health outcomes, physical infrastructure and equipment, human resources, and the 
commodity supply chain (e.g., through the government, through MEDS).  Data 
collection tools include MoH data registers, CHAK data registers, questionnaires, 
databases, and GPS data.  Data are disseminated through quarterly and monthly 
reports, at an annual health conference, through presentations at stakeholder 
ŦƻǊǳƳǎΣ ǘƘǊƻǳƎƘ ŎƻƭƭŀōƻǊŀǘƛƻƴǎ ǿƛǘƘ ƻǘƘŜǊ ǿƻǊƪƛƴƎ ƎǊƻǳǇǎΣ ŀƴŘ ƻƴ /I!YΩǎ ǿŜō ǎƛǘŜΥ 
http://www.chak.or.ke. 
 
To date, results have been used to plan resource allocation, advocate for 
governmental resource support, account for donor funds, identify training and 
resource gaps, and monitor trends in indicators and programs. 
 

http://www.chak.or.ke/
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2.4. ά9ȄŀƳǇƭe from field: Kenya and the United Republic of ¢ŀƴȊŀƴƛŀέ 
 

Mr. Andrew Inglis, GIS Specialist, MEASURE DHS, North Carolina, USA 
 

Experiences from the work of MEASURE DHS in two countries, Kenya and the United 
Republic of Tanzania, were shared.  For example, initiatives to map both facility-
based and community-based (i.e., non-facility-based) activities by FBOs have been 
undertaken in Kenya.  FBO mapping can be challenging because many participate in 
both types of activities, and different mapping techniques are appropriate for each.   
 
hƴŜ ǇǊƻƧŜŎǘΣ ŎŀƭƭŜŘ ǘƘŜ άaŀǎǘŜǊ CŀŎƛƭƛǘȅ [ƛǎǘ LƴƛǘƛŀǘƛǾŜέΣ ǿŀǎ ŀ ƎƻǾŜǊƴƳŜƴǘ-led data 
management activity aiming to assign a unique identifier to all government and 
private facilities for use in multiple databases (http://www.kenyahealthfacilities.net).  
Such work is important to minimize redundancy of facility data.  The list is managed 
at the district and central office levels and updated quarterly, although there is an 
aim to institute real-time updating.  Currently, 51% of facilities are geo-coded, with a 
goal of 75-80%. Standards and definitions have been developed from this project.  
Key activities moving forward are continued capacity building and ongoing geo-
coding and other GIS-related training, including using open source GIS software at all 
levels.   Maintaining facility lists requires strong leadership that can support 
coordination at different levels, create feedback loops, and encourage data sharing 
and exchange.   
 
A project undertaking mapping of community-based HIV/AIDS and TB service 
organizations is being done by the Kenya AIDS NGOs Consortium (KANCO), in order 
ǘƻ ŀƴǎǿŜǊ ǘƘŜ ǉǳŜǎǘƛƻƴǎΣ άǿƘƻ ƛǎ ŘƻƛƴƎ ǿƘŀǘΣ ǿƘŜǊŜΣ ŀƴŘ ƘƻǿΚέΥ 
http://www.kanco.ushahidi.com. 
 
A project mapping community-based activities related to orphans and vulnerable 
children in the United Republic of Tanzania was also described.  It involved building 
capacity within community programs to encourage them to map their own data, 
based on a one-day intensive GIS training (based on open source GIS software) and 
on-site follow-up.  Training personnel in open source GIS software can allow them to 
become comfortable in mapping their own data.   

 
2.5. άwŀƳŀƪǊƛǎƘƴŀ aƛǎǎƛƻƴέ 

 
Dr. Sujata Mazumdar, Resident Physician, Ramakrishna Mission, Seva Pratishthan 
Vivekananda Institute of Medical Science, India  

 
¢ƘŜ wŀƳŀƪǊƛǎƘƴŀ aƛǎǎƛƻƴΣ ƘŜŀŘǉǳŀǊǘŜǊŜŘ ƛƴ YƻƭƪŀǘŀΣ LƴŘƛŀΣ ŀƛƳǎ ŦƻǊ άƘŀǊƳƻƴȅ ƻŦ ǘƘŜ 
ancient and modern, spiritual fulfillment, all-around development of human 
faculties, social equality, and peace for all humanity, without distinction of caste, 
ŎǊŜŜŘΣ ǊŀŎŜΣ ƻǊ ƴŀǘƛƻƴŀƭƛǘȅΦέ  Lǘ ƛǎ ǇŀǊǘ ƻŦ ǘƘŜ ŎƻǊŜ ƻŦ ŀ ǎǇƛǊƛǘǳŀƭ ƳƻǾŜƳŜƴǘ ŎŀƭƭŜŘ ǘƘŜ 
Ramakrishna Movement.  The Mission provides medical services in its 15 hospitals, 
мнп ŘƛǎǇŜƴǎŀǊƛŜǎΣ ро ƳƻōƛƭŜ ƳŜŘƛŎŀƭ ǳƴƛǘǎΣ ŀƴŘ т ƴǳǊǎŜǎΩ ǘǊŀƛƴƛƴƎ ƛƴǎǘƛǘǳǘŜǎΦ  !ƳƻƴƎ 

http://www.kenyahealthfacilities.net/
http://www.kanco.ushahidi.com/
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the kinds of specialized services it provides are programs in TB control, leprosy 
eradication, blindness control, HIV/AIDS control, child nutrition, maternity and child 
welfare services.  Other services include medical camps, educational work, work in 
rural and tribal areas, and disaster relief and rehabilitation. 
 
Geographically, the Ramakrishna Mission works in 164 branches throughout India 
and in 42 centers outside of India, with a focus on the economically poor.  While the 
Mission is 100 years old, it has yet to incorporate mapping into its programs. 

 
2.6. άIŜŀƭǘƘ ŦŀŎƛƭƛǘȅ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ ǊƻǳǘƛƴŜ Řŀǘŀ ǎȅǎǘŜƳǎΥ /ŀǎŜ ǎǘǳŘȅ ƻŦ ½ŀƳōƛŀέ 

 
Dr. Jason Pickering, Consultant, World Health Organization 

 
! ŎŀǎŜ ǎǘǳŘȅ ƻŦ ǘƘŜ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ²IhΩǎ {ŜǊǾƛŎŜǎ !Ǿŀƛƭŀōƛƭƛǘȅ !ǎǎŜǎǎƳŜƴǘ ǘƻƻƭ ƛƴ 
Zambia, aiming to fill critical data gaps required for monitoring health systems 
strengthening, was provided.  Steps involved in planning and conducting this 
assessment included convening a coordinating group at the country level, 
constructing a list of all public and private health facility sites to be visited, arranging 
site visits, reviewing and adapting the core health facility questionnaire, identifying 
teams and equipment (e.g., PDAs, GPS, laptops), training data collection teams, and 
discussing analysis and dissemination.   
 
Data were collected using questionnaires on PDAs by district health teams, and GPS 
units were used to record geographic locations.  The PDAs were synchronized with 
computers for data transfer.  Finally, data were analyzed and maps and charts were 
produced.  A variety of maps could be generated, showing diverse metrics such as 
locations of HIV counseling and testing sites compared with population density, and 
the percent of facilities in districts with electricity. 
 
In Zambia, the routine facility reporting system has undergone major revisions in the 
past two years and has evolved into a comprehensive monthly reporting system in all 
72 districts, which contain 1,700 primary health care facilities.  However, it currently 
excludes many private facilities and 1st and 2nd level hospitals.   
 
CŀŎƛƭƛǘȅ ǎǳǊǾŜȅǎ ŀǊŜ ŀ ǾŀƭǳŀōƭŜ ǇŀǊǘ ƻŦ ŀ ŎƻǳƴǘǊȅΩs semi-permanent dataset but 
ǊŜǉǳƛǊŜ ǎƛƎƴƛŦƛŎŀƴǘ ǊŜǎƻǳǊŎŜǎ ǘƻ ŎƻƴŘǳŎǘΦ  5ŀǘŀ ƻōǘŀƛƴŜŘ ŦǊƻƳ ǎǳǊǾŜȅǎ Ŏŀƴ ōŜ άǊŜ-Ŏǳǘέ 
for other purposes, such as routine data collection, and such surveys should be 
conducted with integration, reuse, and dissemination in mind.  

 
2.7.  Plenary session and concluding remarks 
 
Below are comments given by Consultation attendees during the plenary session: 

 

 Poor data quality and completeness may be related to breaks in feedback 
loops ς therefore there may be disincentives to share data currently. 

 aŀȅōŜ άōŜƛƴƎ ƻƴ ǘƘŜ ƳŀǇέ ƛǎ ƴƻǘ ŜƴƻǳƎƘ ƻŦ ŀƴ ƛƴŎŜƴǘƛǾŜ ŦƻǊ ǎƻƳŜ 
organizations ς something more needs to be provided. 



 

 Health Partnership Series 

 

 

  

27 

 Some organizations may not want to share their data with the government ς 
it may be a matter of trust. 

 If the benefits of data sharing can be explained to organizations (and 
resources are provided), then more groups may be more receptive to data 
sharing (unless there are political reasons not to share data).   

 Donors are demanding greater accountability but without the resources 
needed to support this.  If we are going to ask for common standards of 
measurement, then we will have to offer common support to those whom we 
are requesting the data from. 

 Accreditation may or may not be an incentive to organizations for data sharing 

 Local-level mapping can give people what they need or what they want, 
based on experiences with participatory mapping and integration.  This 
process is very instrumental in creating feedback loops ς so that the 
facility/organization and the community both benefit. 

 Community-based services require a different sort of mapping, but because 
the basic information is not yet known, it is important to start with facility-
based mapping. 

 Duplication of efforts should be avoided when possible.  This may mean 
making a choice as to who does the technical mapping and how.  Having a 
central repository that contains comprehensive mapping could facilitate this. 

 hƴŎŜ ǇŜƻǇƭŜ άƻƴ ǘƘŜ ƎǊƻǳƴŘέ ŀǊŜ ƛƴǾƻƭǾŜŘΣ ǘƘŜȅ ǿƛƭƭ ǿŀƴǘ ǘƻ ōŜ ǇŀǊǘ ƻŦ ǘƘŜ Řŀǘŀ 
collection ς this sort of work is very exciting to people at the facility level. 

 Assisting organizations with their own data gets them excited about the 
possibilities ς they get energized.  It is a matter of feeling part of the system 
as opposed to having something extracted from you. 

 Politics may play a role in how FBOs work with mapping 

 It is important for all stakeholders to be at the initial planning meeting with 
MoHs in the process, including FBOs. 

 In some countries, there needs to be authority that mapping is important ς 
either from the Ministry of Health or directly from WHO ς otherwise data 
collection will be a struggle. 
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Summary from Rapporteurs 
 
Dr Sarla Chand and Mr James Lattimer 

 
5ǊΦ /ƘŀƴŘ ƴƻǘŜŘ ǘƘŀǘ Ƴŀƴȅ άƘƛƎƘ-ǘŜŎƘέ ǘƻƻƭǎ ǿŜǊŜ ǇǊŜǎŜƴǘŜŘΦ  {ƘŜ ŜƳǇƘŀǎƛȊŜŘ ǘƘŜ 
need in facility assessment to include not only religious health assets but also non-
religious health assets in order to provide a comprehensive picture of service 
availability.  The importance of unique identifiers (currently missing in many 
programs) was also noted, as was the need for governments to work with FBOs to 
define them.  While Christian Health Associations are the largest FBO networks in 
Africa, such groups also exist in Asia, but Asia is often not a focus of this work 
ōŜŎŀǳǎŜ ƛǘ ƛǎ ƻŦǘŜƴ ǾƛŜǿŜŘ ŀǎ άǘƻƻ ŎƻƳǇƭŜȄέΦ  More work should be done to identify 
groups in other areas like Asia and do interfaith assessment.  Finally, there will be 
faith-based or faith-inspired individuals or groups that will not want to share 
information.  This will always be the case but if a goal of perhaps 80% participation is 
reached, this might be considered a success.   

 
Mr. Lattimer noted the examples of real work being done using various GIS tools.  
These presentations were helpful to set the stage for more concrete discussions on 
data collection and analysis occurring later in the Consultation.  Real barriers have 
been raised by several individuals including lack of staff, lack of trust, and lack of 
motivation.  Creating the demand for mapping work is essential, through motivation 
and incentivizing, and might be facilitated through public/private partnerships.  
Motivational incentives can be self-generating; improved quality of care is an 
obvious benefit of this work.  Also, seeing this as a part of broader goal of the 
άǇǊƻƧŜŎǘ ƳŀƴŀƎŜƳŜƴǘ ŎȅŎƭŜ ƳŀƴŀƎŜƳŜƴǘέ Ƴŀȅ ōŜ ǳǎŜŦǳƭΦ  ¢Ƙƛǎ ǘȅǇŜ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴ 
can feed directly into project design and generate new outputs and new activities 
and lead to real project delivery.  Finally, there is recognition that the discussions at 
this Consultation are not all-encompassing but only a first step dealing with facility-
based services.  Challenges in defining catchment areas and mapping the inter-
delivery of community services remain. 
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Chapter 3: Summary of Working Group Process and Recommendations 
 
Working Group Process 
 
During the Consultation, five Working Groups were formed to devise standard 
approaches to data collection, management, use, and dissemination for mapping 
data that represent the value added by FBOs in health services delivery.  Specifically, 
the groups addressed the following questions: 
 
1. What is the minimum core data set for health services? 
2. What are the main technical considerations for data collection and management? 
3. What are the standard approaches for data analysis and use? 
4. What are the standard approaches for data sharing and dissemination? 
5. How can community-based participation be incorporated? 
 
The first two groups met concurrently on Wednesday, with the remaining three 
convening on Thursday.  Members discussed the main questions and concerns from 
the perspectives of their individual organizations.  Groups were given the option to 
subdivide into smaller groups to facilitate discussion.  After a final synthesis, 
facilitators reported back to the plenary on key issues and recommendations made 
during each Working Group session as presented below: 
 
3.1 Working Group 1: What is the minimum core data set for health services? 
 
Working Group 1 was given the task of deciding on a minimum core dataset for 
assessing health services availability that meets FBO needs.  The group discussed 
how to represent the value added by FBOs in health services delivery, especially 
those religious health assets deemed to be intangible or difficult to quantify.  After 
ǊŜǾƛŜǿƛƴƎ ǘƘŜ ²IhΩǎ /ƻǊŜ vǳŜǎǘƛƻƴƴŀƛǊŜ ƻŦ ƛǘǎ {ŜǊǾƛŎŜs Availability and Readiness 
Assessment Tool, the group recommended that questions relating to the following 
areas be added to better represent FBO interests: 
 

 self-ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ ŦŀŎƛƭƛǘƛŜǎ ŀǎ άŦŀƛǘƘ-ōŀǎŜŘέ 

 existence of places of worship at facilities 

 provision of free or concessional care 

 capacity for spiritual care providers and volunteer staff 

 provision of psychosocial services, including bereavement services. 
 
Other specific changes to the Questionnaire were recommended to help improve its 
capture of health service delivery.   
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3.2 Working Group 2: What are the main technical considerations for data 
collection and management? 
 
Working Group 2 developed ideas on the technical considerations of data collection 
and management of this minimum core dataset and made the following 
recommendations: 
 
Data collection strategies 

 Encourage and support mapping through FBOs 
o Consider existing strategies as good entry point for some FBOs 
o Use external technical assistance for data collection to enhance neutrality  

 Enhance participation of FBO network members to establish buy-in 

 Recognize that donor cycles can influence data collection 

 Add survey questions related to the definition of catchment areas  
 
Improving coordination of data collection efforts 

 Explain and emphasize the policy importance and implications of joint mapping 
to encourage Ministries of Health, FBOs, and donors to be more inclusive in 
mapping 

 tǊƻƳƻǘŜ ŀ άǇǳōƭƛŎ ŘƻƳŀƛƴέ ǇŀǊǘƴŜǊ-ōŀǎŜŘ άǿƛƪƛέ ǎǘȅƭŜ ǊŜǇƻǎƛǘƻǊȅ ƻǊ ŦŀŎƛƭƛǘȅ ƭƛǎǘ 
including the basic health facility information sufficient for mapping 

 Emphasize importance of a coordinating committee at the district level to use 
the mapping data for improved planning 

 
Systematic processes 

 Organize data collection within countries, with option to combine data or 
conduct searches across country databases made possible by data field 
standardization 

 Encourage development of Memoranda of Understanding between FBO 
networks and Ministries of Health to initiate joint mapping and planning 
processes 

 Encourage creation of national Mapping Task Forces with Ministries of Health 
and FBO joint leadership, but also including all partners doing mapping work 

 
3.3 Working Group 3: What are the standard approaches for data analysis and use? 
 
Working Group 3 was given the task of agreeing on standard approaches for data 
analysis and use with respect to mapping by FBOs.  The group focused on four main 
issues: information needs, uses of data, tools and approaches for accurately 
interpreting data, and integration of data into decision-making processes.  
Recommendations are as follows: 
 
Information needs 

 Prioritize assessment of consumers or users of health services 

 Identify gaps in services through comprehensive mapping 

 Link service availability mapping with disease mapping 
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 Develop frameworks to better understand existing data and increase data and 
map availability, such as through clearinghouses created by National Mapping 
Task Forces 

 
Uses of data 

 Improve assessment of catchment areas 

 Prioritize data consolidation at the national level as preparation for crisis 
readiness 

 Encourage joint assessments of performance at the facility level to improve 
quality of services and of data collection 

 
Tools and approaches for accurately interpreting data 

 Develop frameworks through National Mapping Task Forces for data 
procurement to support decision making 

 Develop interdisciplinary and inter-sector maps for more comprehensive 
information useful for decision making 

 
Integration of data into decision-making processes 

 Improve delays in the feedback process by identifying bottlenecks and 
improving analysis capacity at all levels 

 Encourage alignment between FBOs and Ministries of Health on national 
health plans 

 Balance political issues with data sharing needs 
 

3.4  Working Group 4: What are the standard approaches for data analysis and use? 
 
Working Group 4 focused on developing standard approaches for data sharing and 
dissemination.  Group members discussed ways in which data are currently shared 
and used by entities outside their own organizations.   Recommendations included 
the following: 
 
Data sharing 

 Continue to encourage data sharing between Ministries of Health and FBOs 

 Use data collection (e.g., use of WHO tool) as opportunity to convey reciprocity 
of relationship with respect to data dissemination  

 Develop standards for MOUs between Ministries of Health and FBOs 

 Evaluate ways to simplify the MOU process 

 Encourage provision of metadata during data dissemination 
 
Integration into country health planning processes 

 Prioritize inclusion of FBO data, including educating FBOs that on its importance 

 Establish better communication between key Ministry of Health staff and FBOs 
to promote data sharing and ensure data are adequately fed into the national 
health plan 
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Data sharing challenges 

 Prioritize data standardization early to minimize later questions about data validity 

 Address data sharing concerns when developing MOU 

 Encourage specificity of data requests 

 Consider development of web-based data repository to establish transparency  
 
3.5.  Working Group 5: How can community-based participation be incorporated? 
 
Working Group 5 was formed to initiate discussions on how community-based 
services of FBOs could be mapped to complement mapping of facility-based services.  
The group identified services that FBOs provide to the community, linked them with 
facility-based services, and began the process of categorizing them.  They also 
proposed a module assessing community-based services that could be developed as 
ǇŀǊǘ ƻŦ ǘƘŜ ²IhΩǎ ǎŜǊǾƛŎŜ ŀǾŀƛƭŀōƛƭƛǘȅ ƳŀǇǇƛƴƎ ǘƻƻƭΦ  ¢ǿƻ main recommendations in 
moving forward were made: 

 Establish a technical working group to develop module on community-based 
services that is open to the broad community 

 Develop a strategy in collaboration with the WHO 



 

 Health Partnership Series 

 

 

  

33 

Chapter 4: Implications for the Future and Next Steps 
 
4.1. Mapping religious health assets: Implications for the future 
 Dr. Phyllida Travis, International Health Partnership + Core Team,  
 Health Systems and Services, World Health Organization  
 
Many countries grapple with problems when trying to improve health and health 
services.  For example, progress toward the health MDGs remains inadequate.  Many 
health system constraints are unaddressed.  Global and domestic investment in 
health is insufficient, while international funding is unpredictable and support to 
countries is inefficient.  At the same time, there is a rising number of development 
partners at the country level, who support different providers. 
 
To address these issues, IHP+ was created in 2007 by a group of partners, including 
developing countries, bilateral donors, international agencies and foundations, and 
civil society, who share a common interest in improving health services and health 
outcomes by putting Paris Principles on Aid Effectiveness into practice.  Commitment 
is signaled by signing the "global compact."  
 
IHP+ aims to increase support for one national health plan.  The assumed benefits 
include (1) reduced transaction costs and therefore more time for implementation, 
(2) better results through better use of existing funds (and therefore more money), 
and (3) stronger government leadership in sector coordination. 
 
There are opportunities for greater engagement by civil society (including FBOs) in 
the form of commitments made in country MOUs and global compact, entry points 
for dialogue, and demonstrating value (through health sector monitoring processes 
and in greater mutual accountability).  However, known obstacles on both sides 
include limited mutual trust and a current lack of organizational mechanisms. 
 
The agenda for IHP+ is difficult but worth the effort.  Progress will be messy and 
gradual, but participants must keep a focus on results.  At the heart of IHP+ is 
mobilizing more stakeholders like FBOs to support national health strategies.  
²ƘŜǘƘŜǊ LItҌ άǿƻǊƪǎέ ŘŜǇŜnds on active engagement and some risk taking by IHP+ 
partners. 
 
4.2. Next steps for WHO 
  
aǎΦ YŀǘƘȅ hΩbŜƛƭƭ 
 
Based on input and feedback from the participants , WHO will work to finalize and 
publish a standard instrument for assessing Services Availability and Readiness.  A 
new version is slated for publication in first half of 2010 and will comprise a core 
health facility module as well as a set of related specialized modules for laboratories, 
pharmacies etc.  
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 In addition to the health facility assessment instruments, WHO will work on the 
development of a standard protocol for mapping health services, including 
religious health assets . A draft will be circulated for review by the group by 
end of first quarter of 2010.  The protocol will reflect the many excellent 
suggestions and recommendations made by the working groups during the 
consultation, relating to core datasets and  best practices  for data collection, 
analysis, dissemination and use of health services availability data.  

 

 Work is ongoing within the context of the Country Health Systems Surveillance 
(CHeSS) to improve the availability, quality and use of data for monitoring and 
evaluation of health system strengthening.  As part of this WHO will continue 
to promote the development of national databases of health facilities and 
services that include the FBO services and the development of country 
observatories to facilitate data sharing, analysis and reporting.  

 
At global level, WHO will work towards the establishment of a global data repository 
to host health services availability data and reports and make that available also to 
the FBO community.  In addition, WHO will continue to work with CIFA in the 
development of interoperable databases of health services and the creation of a 
global map of FBO networks.  
 
4.3. Next steps for the faith-based community 

 
Mr. Frank Dimmock  

 

 FBOs need to strengthen partnerships, in order to build trust and ensure 
transparency: 
o within the faith community 
o with networks at the national level (including interfaith networks) 
o with Ministries of Health. 

 

 FBOs should accept the responsibility for providing and sharing factual 
information. 
o There is recognition of numerous weaknesses and the need to 

improve these to be able to strengthen these partnerships and the 
value of data and mapping. 

 

 CIFA will host a web clearinghouse of information that can be shared publicly 
with links to websites and other resources.  This will reinforce the importance 
of communicating broadly. 

 

 A working group will be convened to continue the discussion on formalizing 
the community health module of the data collection tool.   

 

 FBOs will share what has been learned at the Consultation with colleagues at 
the national level. 
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4.4 Next Steps for CIFA 
  
Ms. Jean Duff 
 
CIFA is willing to provide continued support to the Faith based sector and to WHO to 
address some of the key recommendations stemming from this Consultation. CIFA 
will Working in close collaboration with faith-based partners, CIFA will provide 
technical and organizational support to make progress in the following areas: 

 

 ²ƛǘƘ ǊŜƎŀǊŘ ǘƻ ²IhΩǎ {ŜǊǾƛŎŜǎ !Ǿŀƛƭŀōƛƭƛǘȅ ¢ƻƻƭΥ 
o work with WHO and FBOs to resolve the terminology question for the 

ŘǊƻǇ Řƻǿƴ ōƻȄ ŀŦǘŜǊ ƻƴŜ ŎƘŜŎƪǎ ƻŦŦ άCŀƛǘƘ-ōŀǎŜŘέ ς should specific 
religions and denominations be listed, and if so, which ones?   

o support a working group to continue the discussion on a module to 
measure community-based services (led by World Vision 
International). 

 participation by FBOs with national coordinating mechanisms such as the 
Christian Health Associaǘƛƻƴǎ ǎƻ ǘƘŀǘ ǘƘŜȅ Ƴŀȅ ƘŀǾŜ ŀ ΨǎŜŀǘ ŀǘ ǘƘŜ ǘŀōƭŜΩ ƛƴ 
negotiations with MOHs. 

 expansion of national faith based coordinating mechanisms, such as the 
Christian Health Associations and Interfaith Action Associations to include all 
faith based health care delivery systems as well as congregational systems 
where appropriate. 

 work with WHO and faith based partners to encourage composite mapping, 
e.g., a faith-based map of the capacities of FBOs, both in Africa and outside of 
Africa. 

 support an Internet-based clearinghouse with information on MOU 
development, survey advice, monitoring and evaluation partners, advocacy, 
tools, and other links. 

 establish an electronic mailing list to facilitate continued communication 
among the various faith-based organizations and partners. 

 continue to make a case for the faith-based community by compiling and 
producing a report that FBOs can use to demonstrate the unique attributes of 
the faith community and what it has to offer.   
o This will be useful when communicating with government partners and 

most importantly with donors.  

 develop a platform to showcase the work done already so far by FBOs (e.g., 
Zambia, Kenya).  
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4.5. Concluding remarks from WHO 
  
Mr. Alex Ross, WHO 
  

 It is rare that he sees the sort of multi-disciplinary, multi-sector work in such a 
small group of people like those convened at this Consultation ς WHO 
meetings are usually more uniform.  

 WHO has a responsibility to move forward this agenda as a partnering issue.   
o Partnering takes a lot of time ς particularly when everyone has a day job. 
o What is done with it takes major force.  
o WHO has a responsibility to cross-fertilize this information among its 

partners (e.g., UN agencies, other partners, countries, etc.). 

 Donors want hard information, for accountability and management of 
information.  

o These data are a starting point.  IHP+ is trying to demonstrate that this 
is possible.   

o The development world is much bigger than WHO. 

 This meeting is really about diversity ς but there is underrepresentation of FBOs. 
o Additional challenges of the faith community exist. 
o E.g., In Thailand, groups do not consider themselves as faith-based 

organizations, but in a way everyone is faith-based.  How does one 
map that?   

 Regarding the Commission on Social Determinants of Health ς how can we 
make an impact on this?   

 Evidence-based care is absolutely critical for accountability.  But different 
conflicts will emerge along the way. 

 Fundamentally, data are important in the climate for institutional survival and 
for global health aims as well. 

 Regarding partnerships, a lot of work still needs to be done, and WHO has not 
lost sight of that.  WHO awaits the report and will link it in with other UN 
family members and bilateral donors and revisit it in 6 months.   

 
Mr. Ted Karpf, WHO 
 
The vision of WHO is that "the enjoyment of the highest attainable standard of 
health is one of the fundamental rights of every human being."  Thus the objective of 
the World Health Organization shall be the "attainment by all peoples of the highest 
possible level of health." 
o Implicit in this is that health is not just the absence of disease or infirmity, but 

rather the highest attainable level of physical, mental, and social well-being. 
o This is a larger vision than public health usually offers ς it moves to the 

language of the qualitative.  It raises a fundamental question:  How do you 
know when you arrive at well-being? 

o It would appear that there may be something here for the religious/faith 
community to consider. 

o ¢ƘŜǊŜ ƘŀǾŜ ōŜŜƴ ŀǘǘŜƳǇǘǎ ǘƻ ŀŘŘ ǘƘŜ ǿƻǊŘ άǎǇƛǊƛǘǳŀƭέ ǘƻ the definition of 
health, and it will probably come up again in the future. 
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 This Consultation is coming on a tide of goodwill between programmes at 
WHO and between the WHO and faith communities and perhaps marks a real 
hope. 
o There has been a lot of discussion of similarities and not differences at 

this meeting. This is promising. 
o The hope is that this vision does not go away after leaving this 

meeting. 
o Namely, the "attainment by all people of highest possible level of 

health." (from the WHO Constitution) 
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WHO - CIFA Consultation: NGO on Mapping Standards 
Describing Religious Health Assets 

10-12 November 2009 - Château de Bossey, Switzerland 
                                  Final Agenda 
 
 
Tuesday, 10th November 
 
12h45              Lunch 
 
14h00-15h30              Registration & Sign up for small groups  
                                      Pre-meeting with Moderators, Facilitators & Rapporteurs 
 
15h30              Break 
 
16h00-18h00            Convening  
 
16h00-16h15            Welcome 
            - Ms Namita Pradhan, ADG, PUN, WHO                                                                          
  
16h15                      Keynote: "Religious Health Assets and the necessity of Health               

Partnerships"   
 - Mr Ted Karpf, WHO                                          
 
16h35             Session 1: Setting the scene 

- Monitoring and evaluation of health systems strengthening: 
global and country context        
- Ms Kathy O'Neill, WHO  

 
17h10                            UN considerations: towards a consistent approach 
   - Ms Sally Smith, UNAIDS 
   - Dr Quentin Wodon, World Bank 
   - Dr Azza Karam, UNFPA 
 
17h45  Panel: Religious Health Assets: Faith-based/faith inspired 

organizations in Health service delivery/mapping challenges 
 - Ms Jean Duff, CIFA 
 - Ms Jill Olivier, ARHAP 
 - Dr. Nawa Mukumbuta, CHAZ 
 
18h30-21h00 Welcome Reception and Dinner 
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Wednesday, 11th November 
 
9h00-10h45 Report Back and Summary - Day 1                            
 Rapporteurs: Mr James Lattimer / Dr Sarla Chand 
 
9h15 Session 2: Gathering data about religious health assets: 

current experience and practice 
Case study presentations:   

 - Mr Scott Todd, IMA 
 - Luz Stella Losada, MAP international 
 - Dr Stanley Kiplangat, CHAK 
 - Dr Sujata Mazumdar, Ramakrishna Mission Seva Pratishthan, 

Vivekananda Institute of Medical Sciences 
 - Mr Andrew Inglis/ Mr John Spencer, Measure /IHFAN 
 - Dr Jason Pickering, WHO Consultant, Zambia 

Moderators: Ms Jean Duff / Ms Kathy O'Neill / Mr Ted Karpf  
 
10h45              Break 
 
11h15-12h15               [Session Cont'd] Plenary Discussion: Q&A /Feedback 
 
12h15-12h45           Report Back on Session 2 
                                    Rapporteurs: Dr Sarla Chand / Mr James Lattimer 
 
12h45              Lunch 
             - Special interest groups TBD 
 
14h00                            Plenary - Introduce working groups 

Session 3: A) Towards a standard protocol for mapping health 
services, including religious health assets. 

 Moderator: Ms Jean Duff  
 Overview:  Nate Heard, Kathy O'Neill   
 
14h20-16h00              Working group 1:  What is the core data set?  

Introduction of discussion points - Ms Kathy O'Neill 
   Facilitator: Mr Frank Dimmock 

Working group 2: What are the main technical considerations 
for data collection and Management 
Introduction of discussion points: John Spencer/ Kathy O'Neill 
Facilitator: Dr Franklin Baer  

 
16h00 Break  
 
16h30-18H30 Session 3 [cont'd] 
 
16h30-17h15 Synthesis meeting - small groups in Working Groups. 
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17h15-18h30 Working Groups Report Back to plenary on key issues and 

recommendations 
 
18h30-19h30 Dinner 
 
19h45-21h45 Faith based/faith inspired organizations caucus 
 Facilitator:  Frank Dimmock / Richard Omasete 
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Thursday, 12 November 
 
9h00-10h45             Report back and Summary - Day II 

Rapporteurs: Dr Sarla Chand /Mr Alex Ross / Mr James Lattimer 
 
9h15 Plenary  

Session 3: B) Towards a standard protocol for mapping health 
services, including religious health assets. 

 Introduction: Ms Kathy O'Neill 
 Working Groups (Two small groups in each to ensure 

discussion)  
Working group 1: What are the standard approaches for data 
analysis and use? 
Introduction of discussion points: John Spencer 
Facilitator: Lily-Rose Maida Awori 
Working group 2: What are the standard approaches to 
sharing disseminating data? 
Introduction of discussion points: Jason Pickering 

   Facilitator: Ms Mary Hennigan 
 
10h15-10h45 Synthesis meeting - small groups in working    Groups 
 
10h45               Break 
 
11h15-12h45              Session [cont'd] 

Working Groups Report Back to plenary on key issues and   
recommendations                     
Moderators: Ms Kathy O'Neill / Ms Jean Duff /  Mr Ted Karpf

    
             Meeting Evaluation 
 
12h45            Lunch 
             Special Interest Groups TBD 
 
14h00-16h30            Report Back and Summary of the Consultation 
             Rapporteurs: Mr Alex Ross /Dr Sarla Chand 
             Session 4: Implications for the Future - IHP+ 
   - Dr Phyllida Travis, WHO  
             Summary and Next Steps 

- Ms Kathy O'Neill, WHO 
   - Ms Jean Duff, CIFA  
   - Mr Alex Ross, WHO 
 
16h30-16h45           Departure for Airports 
 
18h00-19h30           Dinner for those staying over 
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WHO - CIFA Consultation: NGO on Mapping Standards 
Describing Religious Health Assets 

 
10-12 November 2009 - Château de Bossey, Switzerland 

                    Final List of Participants 
 
 
Dr Shyam Agarwal 
Senior Medical Consultant and Director  
of Medical Education and Research at  
the Vivekananda Polyclinic and 
Institute of Medical Sciences 
Lucknow, 226007 
India 
Tel: + 91 522 232 2505 / + 91 993 564 3480 
Email: agarwal_ss2000@yahoo.com rkmvplko@gmail.com 
 
 
Ms Lily-Rose Maida Awori 
Consultant for GIS Mapping/WHO 
City Square, P.O. Box: 53320 00200 
Nairobi 
Kenya 
Tel: +254 722 872 518 
Email: lilyr1000@yahoo.co.uk 
 
Dr Franklin C. Baer  MHS -TM, Dr PH 
Senior Adviser to IMA World Health and CCIH 
326 7th St. 
Harrisonburg, VA 22802 
USA 
Tel: +1 540 432 9230   
Mobile: +1 540 908 6858 
Email:  FRANK@Baertracks.com 
 
Dr Rachel Baggaley 
Christian Aid UK 
35 Lower Marsh, Waterloo 
London SE 1-7RT 
United Kingdom 
Tel: +44 207 5232 175/2 
Email: rbaggaley@christian-aid.org 
 
 

mailto:agarwal_ss2000@yahoo.com
mailto:rkmvplko@gmail.com
mailto:lilyr1000@yahoo.co.uk
mailto:FRANK@Baertracks.com
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Dr John Blevins 
Research Professor 
Emory University, Hubert Department of Global Health 
Rollins School of Public Health 
1256 Briarcliff Rd, Ste.107 
Atlanta, GA 30306 
USA 
Tel: + 1 404 727 3013  
Email: john.blevins@emory.edu 
 
Dr Sarla Chand 
Vice President, International Programs 
IMA World Health 
500 Main Street, P.O. Box 429 
New Windsor, MD 21776 
USA 
Office: +1 410 635 8720 
Cell: +1 443 244 0540 
Email: SarlaChand@imaworldhealth.org 
 
Dr Teresa F. Cutts 
Program Director of research and Innovative Practice 
Center of Excellence in Faith and Health 
Methodist le Bonheur Healthcare 
1211 Union Avenue, Ste 700 
Memphis, TN 38104 
USA 
Tel: +1 901 516 0553 
Email: CuttsT@methodisthealth.org 
 
Dr Arul Dhas 
Senior Lecturer and Head of Chaplaincy 
Chaplaincy Department, Christian Medical College 
Vellore, 632 004  Tamil Nadu 
India 
Tel: +91 416 228 2016 
Email: aruldhas@cmcvellore.ac.in 
 

mailto:john.blevins@emory.edu
mailto:SarlaChand@imaworldhealth.org
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Mr Frank Dimmock 
Health Adviser 
Christian Health Association of Lesotho 
ARHAP - (African Religious Health Assets Program) 
P.O. Box 1389 
Maseru, 100 
Lesotho 
Tel: +266 2231 5865 
Cell: +266 5865 6990 
Email: fdimmock@TLmail.co.LS /  fdimmock@gmail.com  
 
Dr. Nathan J. Heard 
Public Health Analyst, support contractor 
US Department of State's Humanitarian Information Unit 
301 4th St., SW, Room 602 
Washington, DC 20547 
USA 
Tel: +1 202 203 7788 
Email: HeardNJ@state.gov 
 
Ms Mary Hennigan  
Senior Technical Advisor - health/nutrition 
Catholic Relief Services 
228 W. Lexington St. 
Baltimore, MD 21201-3413 
USA  
Telephone: +1 410 951 7241 
Email: mhenniga@crs.org 
 
Dr Nick Henwood 
Community Health Global Network 
111 Westminster Bridge Road 
London SE1 7HR 
United Kingdom 
Tel: + 44 207 902 9000 
Email: nickh@chgn.org 
 
Reverend   Paul Holley  
Coordinator 
Anglican Health Network 
Chemin du Couchant 7 
1260 Nyon 
Switzerland 
Tel: +41 22 364 0030  
Email: paul.holley@anglicanhealth.org  
 

mailto:fdimmock@TLmail.co.LS
mailto:mhenniga@crs.org
mailto:paul.holley@anglicanhealth.org
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Mr Andrew Inglis 
GIS Coordinator, ICF Macro  
11785 Beltsville Dr  
Calverton, MD USA 
Tel: +1 301 572 0831 
Email: andrew.d.inglis@macrointernational.com 
 
Azza Karam, PhD 
Senior Culture Adviser 
United Nations Population Fund 
220 East 42nd Street 
New York, NY 02222 USA 
Tel:  +1 212 297 5255 
Email: karam@unfpa.org 
 
Dr  Stanley Kiplangat 
Health Services Manager 
CHAK - Christian Health Association of Kenya 
P.O. Box 30690 
GPO 00100 Nairobi 
Kenya 
Tel: +1254 204 44 1920 
Email:  skiplangat@chak.or.ke 
 
Ms Ursula Kohler 
DIFAEM -German Institute for Medical Mission 
P.O.Box 1307, Paul Lechler Strasse 24 
D 72076 Tuebingen 
Germany 
Tel: +497071206512 
Email: kohler@diafem.de 
 
Ms Kimberly Konkel 
Associate Director for Health 
Center for Faith-based and Neighborhood Partnerships 
US Department of Health and Human Services  
200 Independence Ave, SW, #747-D 
Washington, DC 20201 USA 
Tel: +1 202 358 3595 
Email: Kinberly.konkel@hhs.gov 
 

mailto:karam@unfpa.org
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Dr Ian Linden 
Professor 
Tony Blair Faith Foundation 
P.O. Box 60519 
London W2 7JU 
United Kingdom 
Tel: + 44 207 647 7873 
Email: ian.linden@tonyblairfaithfoundation.org 
 
Ms Luz Stella Losada 
Community Health Specialist  
Medical Assistance Programmes (MAP) International 
67 Burkshire Rd 
Towson, MD 21286 USA 
Tel: +1 405 795 7114 
Email: mapbol@verizon.net 
 
Dr Sujata Mazumdar  
Ramakrishna Mission Seva Pratishthan 
Vivekananda Institute of Medical Sciences   
99, Sart Bose Road 
Kolkata, West Bengal 700026 India 
Tel: +91 3324753636/ 9831569985 
Email: dr_mazumdar_sujata@yahoo.co.in; rmksp@rediffmail.com  
 
Dr Nawa Mukumbuta 
Monitoring and Evaluation Advisor,  
Churches Health Association of Zambia (CHAZ) 
CHAZ House, Plot 9306,  Ben Bella Road 
P.O.Box 34511 
Lusaka, 10101 Zambia 
Tel: +260 211 22 3297 /260 977 39 2064 
Email: nawa.mukumbuta@chaz.org.zm 
 
Dr Ernest Nwaigbo 
Anglican Diocese of Owerri, Nigeria 
Uzzi Mission Compound, 38 Mbaise Road 
Owerri, Imo State, Nigeria 
Tel: +234 803 77 96 777 
Email: enestica@yahoo.com 
 

mailto:dr_mazumdar_sujata@yahoo.co.in
mailto:rmksp@rediffmail.com
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Mr Emmanuel Olatunji 
Coordinator, HIV and AIDS Health Projects Coordinator, 
Council of Anglican Provinces of Africa (CAPA) 
Kilimani, Komo Lane, Off Wood Avenue, P.O.Box 10329 - 00100 GPO 
Nairobi 
Kenya 
Tel: +254 722 546 814 / +254 203 873 700 
Email: olatunji@capa-hq.org / otunnuel@yahoo.com 
 
Ms Jill Olivier  
Research Associate  
African Religious Health Assets Programme (ARHAP) 
University of Cape Town (UCT ) 
Department of Religious Studies 
University of Cape Town, Private Bag, X3 
Rondebosch 7707 
Cape Town 
South Africa 
Tel: +27 72 547 5005/+27 21 852 1458 
Email: jill.olivier@uct.ac.za / jilloli@gmail.com 
 
Mr Richard Omasete  
Monitoring and Evaluation Officer 
Uganda Episcopal Conference-Catholic Secretariat 
P.O.Box 2886 
Kampala 
Uganda 
Tel:+256 312 261 092 / +256 752 551 349 
Email: romasete@aidsfocalpoint.ug 
 
Mr Dean Pallant  
Major, The Salvation Army 
The Salvation Army Headquarters 
101 Queen Victoria St. 
London, EC4P 4EP 
United Kingdom 
Tel: +44 782 520 5890 
Email: dean_pallant@salvationarmy.org 
 
Dr Jason  Pickering  
Consultant 
WHO Zambia 
Lusaka 
Zambia  
Tel: +41 22 791 5403 / +260 968 395 190 
Email: pickeringj@who.int/  jason.p.pickering@gmail.com 
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mailto:pickeringj@who.int/


 

 Health Partnership Series 

 

 

  

51 

Ms Martine Polycarpe  
Bureau Chief for Planning and Business Development 
ADRA International 
12501 Old Columbia Pike 
Silver Spring, MD 20904, USA 
Tel: +1 301 680 6388 
Email: Martine.polycarpe@adra.org  
 
Dr Stoy Protor 
Associate Director of Health Ministries, 
General Conference of Seventh Day Adventists 
12501 Old Columbia Pike 
Silver Spring, MD 20904 
USA 
Tel: +1 301 680 6718 
Email: Proctors@gc.adventist.org 
 
Mr Arturo Romboli 
Civil Society Partnerships 
Programme Division 
United Nations Children's Fund (UNICEF) 
5-7 Avenue de la Paix 1211 Geneva, Switzerland 
Tel: +41 22 909 5633  
Fax: +41 22 909 5902 
Email: aromboli@unicef.org 
Website: www.unicef.org 
 
Mr Stefan Sengstmann  
HIV and AIDS Program Officer 
World Vision Germany  
Am, Houiller Platz 4, 61381 
Friedrichsdorf, 
Germany 
Tel: +49 172 617 6386 
Email: Stefan_Sengstmann@wvi.org 
 
Ms Sally  Smith  
Partnerships Adviser 
Civil Society Partnerships (CSP) 
UNAIDS 
20, Avenue Appia,  
1211, Geneva 27 
Switzerland 
Tel: +41 22 791 44 48 
Email: SmithS@unaids.org 
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Mr John Spencer  
Senior GIS Specialist,  
MEASURE, Evaluation 
Carolina Population Center 
University of North Carolina at Chapel Hill 
123 W. Franklin St., Chapel Hill, NC 27516 
USA 
Tel: +1 919 966 1721 
Email: john_spencer@unc.edu 
 
Mr Scott Todd  
Senior Program Officer - HMIS/GIS 
IMA World Health 
500 Main Street, P.O. Box 429 
New Windsor, MD 21776 
USA 
Tel: +1 610 616 3376  
Email: ScottTodd@imaworldhealth.org 
 
Ms Ursula Wagner  
Director 
Affordable Medicines for Africa 
22 Oxford Rd 
Johannesburg 
South Africa 
Tel: +27 11 351 20 03  
Fax: +27 11 351 8022 
Cell: +27 83 280 1446 
Email: ursulaw@hollard.co.za 
 
Dr Quentin T. Wodon 
Adviser & Program Manager 
Development Dialogue on Values and Ethics 
World Bank 
1818 H Street, NW 
Washington, DC 20433 USA 
Tel: +1 202 473 1446 
E-mail: qwodon@worldbank.org 
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Bishop Paul Yowakim  
World Mission Director 
Hope Center-Coptic Hospital 
Coptic Orthodox Church 
P.O. Box 19697 
Nairobi 
Kenya 
Tel: +254 202 727 279 / Cell: +254 733 601 295 
Email: bishoppaul@hotmail.com ; bishoppaul@copticmission.org 
 
SECRETARIAT  
Center for Interfaith Faith Action on Global Poverty 
3110 Wisconsin Ave, NW 
C/O Washington National Cathedral 
Washington, DC 20016, USA 
 
Ms Jean Duff 
Executive Director 
Tel: +1 202 537 6569 
Email: jean.duff@cifa.org 
 
Mr David Hanna 
Special Assistant - Conference Rapporteur 
Tel: +1 917 723 4377 
Email: dhanna@jhsph.edu 
 
Ms Laiah Idelson 
Executive /Program Assistant 
Tel: +1 202 537 6567 
Email: Laiah.idelson@cifa.org 
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Manager of Operations 
Tel: +1 202 537 6566 
Email: Cindy.Paska@cifa.org 
 
Alyson Rose-Wood 
Presidential Management Fellow 
National Cancer Institute  
National Institutes of Health 
Email: Alyson.rose-wood@nih.gov  
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