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STRENGTHENING THE EVIDENCE 
FOR FAITH-INSPIRED HEALTH

ENGAGEMENT IN AFRICA
By Dr. Jill Olivier and Quentin Wodon

Large non-state networks of health providers in Africa tend to be faith-
inspired (FI). There has long been a perception that patients walk long 

distances to get to mission clinics even though these clinics charge more 
than public facilities and are located further away. This would suggest 
that the quality of the services provided may be higher in faith-inspired 
institutions.  But do we have strong evidence that this is indeed the case?

One way to measure the quality of the services provided by health 
providers is to rely on measures of patient satisfaction. Satisfaction may be 
related to the quality of care itself, but it may also be related to how well 
patients are treated, whether their dignity is respected, and whether they 
are listened to. These aspects of satisfaction matter as well because they 
affect the demand for care and the likelihood that the patients will follow 
the advice of health providers. 

Case studies suggest that health-seekers often prefer Faith Inspired 
Institutions partly because the quality of the interactions between health 
providers and patients is higher. Recent examples include work by 
Gemignani and Wodon (2012) in Burkina Faso and Sojo and Wodon (2012) 
in Ghana.  In these two countries, patients commended faith-inspired 
facilities for the attention paid to them by medical staff, and they often 
came from far away to attend these facilities for that very reason.  But 
beyond case studies, does nationally representative survey data confirm 
in a robust way that indeed, patient satisfaction is higher in faith-inspired 
facilities?

The following table from Olivier, Tsimpo, and Wodon (2012) provides 
evidence from six nationally representative surveys on satisfaction rates 
among patients with public, faith-inspired, and private secular health 
facilities. For the population as a whole, satisfaction rates among faith-
inspired providers is five percentage points above that of public providers 
in Burundi and Niger, while it is higher by 15 points in Mali, and more 
than twenty points in Senegal and the Republic of Congo. Only in Ghana 
is the national satisfaction rate comparable for faith-inspired and public 
facilities. In many countries, faith-inspired providers also do better than 
other private providers, although differences tend to be smaller. In some 

      

  

               



countries, differences in satisfaction rates are larger for the poor (those in the bottom quintiles of the welfare 
distribution), suggesting that faith-inspired facilities make special efforts to provide better quality services to 
the poor. The evidence on the comparative performance of various types of healthcare providers in Africa is 
still patchy – and this area requires additional work before jumping to policy conclusions.  But the evidence 
available to-date, both qualitative and quantitative, does suggest that on average, satisfaction rates tend to be 
higher among patients in faith-inspired facilities, and that this is in large part related to the way in which patients 
are treated with respect in these facilities.
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A snapshot of satisfaction rates from selected  faith inspired health services of selected African countries. Source: 
Authors’ estimation using household surveys.Note: * indicates less than 20 observations- these cells are likely not 

to be reliable but provided for completeness
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Faith-inspired Health Engagement in Africa (Volume 2), HNP Discussion Paper, Washington, DC: The World 
Bank. The publication is available at http://ideas.repec.org/p/wbk/hnpdps/76223v2.html.



ACHAP COORDINATES FAMILY PLANNING PROJECT 
IN UGANDA,KENYA

A community health worker explains to his colleagues how a cycle-bead works 
during one of the trainings conducted by CHAK in its member health facility.

The Africa Christian Health Associations Platform 
(ACHAP) is coordinating a 3 year Family Planning 

project that is being undertaken by the Christian 
Health Association of Kenya- CHAK as well as the 
Uganda Protestant Medical Bureau- UPMB. UPMB is 
the coordinating body for Protestant health services 
in Uganda. The project is supported by the David 
and Lucille Packard Foundation. The project started 
running in January 2013 and is supported to the tune 
of US$ 500,000 over 3years for both countries.
The project is being overseen by Jane Kishoyian who 
is the project 
coordinator 
at CHAK. 
The Family 
planning  
projects aims 
to among 
other things 
strengthen 
the capacity 
of faith-
based health 
networks 
and workers 
to provide 
high quality, 
sustainable 
family 
planning (FP) 
information, 
counseling 
and services, strengthen the capacity of religious 
leaders to increase demand for Family Planning.

In addition, it also aims at strengthening the capacity 
of religious leaders and other community stakehold-
ers to increase demand for FP. 

In Uganda, the  project is being implemented in two 
health centres found in the Eastern part of Uganda 
in Busoga district. The health centres are Nabigwali 
health centre 2 and Nasuti health centre 3. UPMB 
targeted  12 facility based health workers who were 
trained to offer integrated Family Planning in line with 
national guidelines. In addition 31 Community Health 
Workers were trained, based on site specific capacity 
building plans.30 religious leaders were also trained 

in referral, mobilization and conducting sensitization on 
family planning.

In Kenya, the project is being undertaken in the western 
part of Kenya and has targeted two facilities, Dophil 
Nursing home and Namasoli health centre where 
60 Community Health Workers and 20 religious 
leaders have been trained on referral and sensitization 
initiatives.  Religious leaders were also trained on the 
use of cycle beads.

Challenges 
in the two 
countries.
- Long 
distances 
covered by 
community 
health workers 
in their 
drive to do 
sensitization 
and a need 
to facilitate 
them through 
provision of 
cheap means 
of transport. 
Difficulty 
in travelling 
during rainy 
seasons.  This 

may contribute to low morale
- Dispelling of myths and misconceptions about Family 
planning.

- Erratic supply of Family Planning Commodities
The project will start its third year in October 2014 and 
will end in September 2015. 

A  model for replication of strengthening Family 
Planning  within other Christian Health Associations 
in other Sub-saharan countries will be developed and 
shared at the next biennial conference of the Christian 
Health Associations. At least 3 other Christian Health 
Associations will be chosen to integrate FP into their 
existing reproductive health programs.
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By Michael Mugweru: ACHAP Communications Offi cer
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BIBLE STUDY

WHO IS MY NEIGHBOUR?
By Didier Ouedraogo, Action against Aids, Burkina Faso.

Text: Luke 10:25-37

A certain lawyer stood up and tested Jesus, saying, 
‘Teacher, what shall I do to inherit eternal life?’ 

He said to him, ‘What is written in the law? What is 
your understanding of it?’ So he answered and said, 
‘You shall love the Lord your God with all your heart, 
with all your soul, with all your strength, and with all 
your mind,’ and ‘your neighbour as yourself.’”

Introduction
A neighbour is: “Someone close, close to me, 
close to you” i.e. someone we considered to be our 
brother or our fellow man. Jesus Christ explains this 
to the lawyer: “Love your neighbour as yourself.”  
Paul writes in the Galatians 5:14 “The whole law is 
fulfilled in one word:  ‘Love your neighbour as your-
self.’” 

Loving one’s neighbour demonstrates generosity, 
friendship, humanity, courtesy, mercy and affection.  
“And who is my neighbour?”  Daniel-Rops answers:  
“Anyone from the man who passes by whose face 
you don’t like, to some stranger or even your worst 
enemy whom you want to hurt but whom you have 
to embrace”.

At the time of our Lord Jesus Christ, the notion of 
“neighbour” had fallen into obscurity. For Jews a 
neighbour had always meant an associate, a friend, 
a family member or a person from the same social 
circle or group, living in the same community.
This idea did not evolve over time. Jews still only 
saw other Jews as their neighbours. Rabbis would 
still discuss whether a Jew, when passing a gentile 
in distress, should stop and help; they would say it 
wasn’t necessary.

In the New Testament, it is well established that it was 
our Lord Jesus Christ who first taught humanity (by 
his doctrine and by example) to consider every man 
and every woman a neighbour, and to love them.
The Lord Jesus Christ did not come to destroy or 
undermine the law of God, but to ‘perfect’ and fulfil 
it. The lawyer knew the commandments, but he 
wanted to know what he would have to do to inherit 
eternal life.

Christ’s answer surprised him: ‘Love God and your 
neighbour’. The lawyer then asked: “And who is my 
neighbour?”

Generosity  does not succumb to revenge; instead it 
seeks to transform one’s enemy into a friend and to 
overcome evil with good. 

We live in different times today: the mixture of ethnic 
groups and families from different communities living 
in close proximity are a challenge to all believers 
who love and serve one God, and adhere to Jesus’ 
commanded to: “Love one another as I have loved 
you.”  

So, brothers and sisters, we can show our generosity 
especially to people living with AIDS in several ways: 
spiritually, economically and socially.

On a spiritual level, James calls on us to pray for the 
sick: “Is anyone among you sick? Let him call for the elders 
of the church, and let them pray over him, anointing him 
with oil in the name of the Lord. And the prayer of faith will 
save the sick, and the Lord will raise him up. And if he has 
committed sins, he will be forgiven.” (James 5:14-15).

James 2:14-17 reminds us of the need to combine faith 
with works. To care for widows and orphans is true 
religion. 

Let us therefore refrain from refusing to help and from 
stigmatising these vulnerable people. The church must 
create an atmosphere of openness and acceptance. 
We must break down the barriers that separate us 
from people living with HIV/AIDS because, after all, 
AIDS affects us all. (Matthew 7:1-2)

Conclusion
Jesus said that if we help and take care of those who 
are hungry, thirsty and sick, naked, homeless or in 
prison, then he in turn will help and take care of us. 
On the other hand, he condemned those who failed 
to demonstrate this kind of love:  “For I was hungry 
and you gave me no food, I was thirsty and you 
gave me no drink, I was a stranger and you did not 
welcome me, naked and you did not clothe me, sick 
and in prison and you did not visit me.”  (Matthew 
25:31-46). 
What would Jesus Christ say to you?
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CONTRIBUTION OF THE COUNCIL OF PROTESTANT 
CHURCHES IN CAMEROON TO HEALTH

The 90’s was a period of multi-sectorial crisis in 
the Cameroon that took many forms and severe-

ly affected all segments of society, including govern-
ment entities. Health and education services offered 
by the Conseil des Églises Protestantes du Cameroon 
(CEPCA) [Council of Protestant Churches of Camer-
oon] were most severely affected. The end of govern-
ment subsidies in addition to the withdrawal of our 
churches’ traditional partners resulted in diminished 
services, particularly in the health sector.  

That period was marked by a generalized bankruptcy 
of our health care structures, characterized by:

- The decay of basic infrastructure (buildings, 
technical and logistical means).
- A dramatic reduction in the number of visits to 
our health care units. This was a natural and direct 
consequence of the government policy to create 
health care clinics and hospitals across the country. 
- The massive exodus from all sectors of our best 
human resources.

2.HUMAN RESOURCES RETENTION 
STRATEGIES 

CEPCA decided to be active with respect to human 
resources retention. As a result of Cameroon 
officially joining the ranks of heavily indebted 
poor countries (HIPC) in April 2006, a series of 
negotiations were launched in April 2007 between 
the government and its traditional partners in the 
health sector. These partners included:

- The Conseil des Églises Protestantes du Cameroon 
(CEPCA)

- The Organisation Catholique pour la Santé au 
Cameroon (OCASC) [Catholic Organization for 
Health in Cameroon] 

- The Fondation Médicale au Cameroun (FALC) 
[Cameroon Medical Foundation] 

These three organizations reach 40% of the 
population and 60% of the country’s territory. 

The negotiations culminated in the so-called “public-
private partnership” agreements, better known as 
PPP agreements. They also resulted in a plan to 
restructure and gradually redeploy our health care 
units. 

One of the key results of the restructuring 

process was the rational 
management of human 
resources. 

In pursuing this policy, the 
CEPCA network intends to 
affix a job description to 
every position. The primary 
hospitals are currently 
studying ways to streamline human resources in a 
process that will result in the following interventions:  

- Redeployment of resources wherever necessary.
- Abolition of superfluous positions, while respecting 
the rights of those affected.
- Systematic retirement of ageing personnel, etc. 
- Definition and adoption of job descriptions for all 
technical and administrative staff.

Intended objectives include: 

- Bring current resources in line with actual workloads, 
while adhering to standards set out by the WHO and 
the Ministry of Public Health.
- Eliminate the numerous salary arrears that have 
become the norm throughout our network of health 
care units.
- Render those health care units attractive 
internationally, so that they can find both national and 
international partners to support them.

At the end of 2011, Cameroon adopted a new ap-
proach; 25,000 graduates were hired into the civil ser-
vice. As a result, the CEPCA lost over 1000 personnel, 
including key figures such as doctors in all specialties 
and nurses of all kinds.  

Nonetheless, the restructuring under way at our health 
care units will allow us to:

- Increase revenues through digital management of our 
pharmacies and all other services 
- Manage expenses and pay salaries on time
- Ensure transparency with regard to hiring, training 
and promoting personnel 
- Generate healthy competition among our staff 

We believe that once these measures have been 
implemented, we will be in a position to focus on 
measures to increase motivation and retention of 
CEPCA network personnel.  
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MEMBER PROFILE: CEPCA

By Rev. Paul Ngando: CEPCA
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ENHANCING LOGISTIC COMPETENCIES TO STRENGTHEN 
UGANDA’S HEALTH SYSTEM

A well functioning health system is a prerequisite 
for socio-economic transformation. Achievement 

and maintenance of a functioning health system is a 
multi-stakeholder engagement requiring unwavering 
support and commitment from all players includ-
ing government, development partners, civil society 
organisations, health training institutions, drug sup-
ply organisations, health service delivery institutions, 
health insurance agencies, health consumer organisa-
tions and the general public.

Joint Medical Store (JMS) as part of its socio-
corporate responsibility and ethical business 
practices undertakes and promotes the provision of 
technical assistance to hospitals and health facilities 
as part of the contribution to national efforts to 
strengthen the health system of Uganda.  This is 
achieved through training and mentorship of health 
workers, provision of internships to fresh graduates 
and placement opportunities to students at health 
training institutions, as well as dissemination of drug 
information.  JMS also carries out independent and 
collaborative research to provide clues on how 
hospitals and health facilities can increase quality 
of care including access to essential and lifesaving 
medicines and treatments.

As a drug supply organisation, JMS’ emphasis for 
capacity enhancement is usually on management of 
medicines and related commodities at hospital and 
health facility levels. The appropriate management of 
these commodities is important for the achievement 
of the national health system goals.
Medicines and related commodities are fundamental 
to the delivery of health care and their versatility is 
underpinned by the fact that they are used in the 
entire spectrum of healthcare delivery which covers 
prevention, diagnosis, and treatment of diseases 
and disorders. In order for these vital inputs to be 
relevant, they must be available whenever needed 
and in adequate quantities as necessary.  In addition 
the process of availing them should not cost the 
community more money than the actual value in 
terms of health benefits. 

These variables can only be adequately controlled 
where systems are in place to manage all the aspects 

related to the selection, procurement, storage, physical 
distribution and use of these inputs. 
The contribution of medicines and health supplies 
to the performance of a healthcare delivery system 
is therefore undisputable.  However, as already 
noted, availability of these commodities is negatively 
affected by deficiency of the required competencies 
and capacities for selection, procurement, storage, 
distribution and use.  

In terms of competencies, JMS provides training 
programmes for logistics management. The training 
provides health workers with the required know how 
to perform the various activities in the logistics cycle. 
The health workers are educated on the use of tools 
and techniques for appropriate selection of medicines, 
such as standard treatment guidelines, diagnostic 
protocols, and assessment of epidemiological status of 
the catchment population. This facilitates the selection 
of the right and most cost-effective medicines for the 
most common conditions that are normally present in 
the catchment area. In addition, the health workers are 
guided on the use of forecasting methods such as those 
based on service statistics, morbidity, demographic and 
consumption data. 

This increases accuracy in forecasting thus minimising 
overstocking and avoiding expiry.  Regarding storage, 
training in good storage practices enables the logistics 
officers to avoid damage and deterioration of 
medicines during storage.  The training on rational 
medicine use promotes rational prescribing and 
professional dispensing of medicines, two important 
but often uncontrolled aspects of medicine use. 
In conclusion, JMS is involved in improving medicine 
management practices through increased knowledge 
and enhanced capacity at the health service delivery. 
The efficient use of the medical commodities translated 
into better health outcomes thus facilitating the 
attainment of the national health system goals.
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In its Guidelines for Engaging FBOs as Cultural Agents 
of Change (UNFPA 2008b), principles and policy 

considerations for engagement are outlined.

1. Strategic issue-based alliances: 
Focusing on the common ground (instead of divisive 
aspects) allows consideration of joint efforts to achieve 
the ultimate goal. It is clear that women’s equal rights, 
and reproductive rights in particular, are not usually the 
issues which generate consensus among religious leaders 
– and especially not publicly. UNFPA has however found 
that leaders of faith-based and interfaith organizations 
are open to discussing reproductive health, if issues 
are addressed with care and sensitivity. One effective 
approach is to use scientific evidence, on issues such as 
infant and maternal mortality, violence against women, 
and HIV and AIDS prevalence rates for instance, to
tap into ethical positions. This is a valid and necessary 
aspect of any strategic alliance.

2. A level playing field: 
While UNFPA recognizes the differences between 
its mandate and approach and those of FBOs, it 
nevertheless seeks to cooperate as equal partners,
depending on each other’s comparative advantage 
and respective strengths. This entails that neither side 
is utilized or instrumentalized, but both are relevant 
agents of action based on their different, and in many 
instances, complementary strength.

3. Diversity of outreach:
This should be made explicit in the terms of reference 
of the programmes. One of the lessons learned is that 
a multi-faith outreach approach cannot be implicit. 
UNFPA also recognizes that in order to identify 
like-minded partners and continuously enhance the 

working modality and programme delivery, working 
with already established multi-faith organizations 
andcommunities which already work on an inter- 
and intra-faith basis is critical.

4. Clarity, accountability and consistency: 
Moreover, the engagement with FBOs needs to be 
consistent,not a one-off, event-oriented alliance 
which creates false expectations. An engagement
that is designed with a collective sense of ownership 
and responsibility for specific outcomes in mind, 
is also one that is sustainable. Together, clarity, 
accountability and consistency are essential for 
building the trust necessary to establish a legacy of 
realistic partnerships.

5. Throughout these partnerships, UNFPA 
maintains two important dimensions and targets 
of its commitment which significantly enrich the 
experience and inform its policy considerations:

- South-South engagement: Within each region, 
and amongst its five regions (e.g. Africa, Arab 
States, Asia and Pacific, Eastern Europe and Central 
Asia, and Latin America and the Carribean), there 
is much scope for knowledge sharing, creation of 
knowledge networks, and the strengthening of 
alliances.

- Global perspectives, comparisons and 
continuity: There is much to be said for a continuous 
feedback loop where the national, regional and the 
global/international enrich one another. 

Adapted from the text “Comparative nature of Faith Inspired 
Healthcare provision in Africa, by Dr. Jill Olivier & Quentin 
Ouodon

PRINCIPLES OF PARTNERSHIPS WITH FBO’s

POSITIVE VOICES; A TOOL KIT FOR CHURCH LEADERS 
LIVING WITHIN A HIV/AIDS CONTEXT

The CALLED TO CARE toolkit consists of practical, action-oriented booklets and mini-manuals on issues 
related to HIV/AIDS, designed for use by church leaders, especially in sub-Saharan Africa.The purpose of 

the materials is to enable pastors, priests, lay church leaders and the religious congregation to:

• Understand the spiritual, theological, ethical, health, social and practical implications of the HIV epidemic and 
the Christian call to respond with compassion.
• Overcome the stigma, silence, discrimination, denial, fear and inertia that inhibit church and community ac-
tion to address church and HIV-related issues more effectively.
• Guide their congregation and communities through a process of learning and change, leading to practical, 
church-based action to help individuals, families and communities reduce the spread of HIV and mitigate the 
impact of the pandemic.  To download the materials click on the following link: http://www.stratshope.org/b-
cc-01-positive.htm
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platform, hosted by the Christian Health Association of Kenya(CHAK). The editor welcomes feedback and 
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