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Abstract 
Over the past decade, donors have engaged Christian faith-based organisations (FBOs) in 

health system reforms and health programmes in numerous sub-Saharan African 

countries. They enjoy a good reputation for the assumed quality of care they can provide, 

their ability to reach the poor, and their market share in health systems. However, little 

knowledge is available concerning the process and implications of donor engagement of 

FBOs. This research uses a mixed-method case study approach to describe and analyse 

the reasons, processes, and implications of donor engagement of FBOs in the health sector 

in Cameroon. Three examples of different forms of donor engagement of FBOs in health 

programmes in Cameroon are used to offer further knowledge on the subject. The study 

makes three significant findings: Firstly, it identifies a very diverse range of FBOs that 

participate in the health sector: faith-based networks, faith-based health training schools, 

faith-based service providers that are integrated into the health system, and faith-based 

”Centres of Excellence”, which operate with little interaction with the state. This diversity 

suggests that a re-examination of the “FBO” buzzword is necessary. Secondly, the study 

shows that FBO engagement by donors has often been done with many assumptions about 

their faith attributes, their role in the health system, their relationship with the state, and 

their capabilities. Donor’s flawed assumptions have had negative ramifications for the 

equity and quality of health care provision in Cameroon. Thirdly, I argue, although many 

donors have embraced FBOs, the evidence suggests that controversies regarding the 

relationship between religion and gender, and the relationship between FBOs and the state 

still matter. This work provides a non-instrumental perspective, which includes the views 

of FBOs of their various engagements; it shows that the role of the donors in shaping 

these organisations and their relationships is core to furthering our knowledge about 

FBOs.  
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Chapter 1 – Introduction: Beyond an instrumental study of faith-based 

organisations in global health 
 

“The focus should not be on whether development works but instead 
how it works.” (Mosse 2005, p. 4) 

 

I would like to begin this PhD by sharing an anecdote of my first encounter with 

faith-based organisations (FBOs) operating in the health sector in Cameroon, which 

happened 10 years ago. My impressions from this field trip motivated me to study these 

organisations and their role in the health system in detail. In 2009, I was employed by the 

German Corporation for International Cooperation (Deutsche Gesellschaft fuer 

Internationale Zusammenarbeit1 [GIZ]) as a public health advisor to lay the foundation 

and implement a reproductive health programme in Cameroon. In consultation with the 

Ministry of Health and with the aim of reducing high rates of maternal mortality and 

morbidity, it was decided that the money should be spent on re-opening2 the midwifery 

schools in the country. Together with a team of health professionals and Ministry of 

Health officials, I embarked on a two-month field trip in 4 of 10 provinces to create a 

situational assessment of the health-professional training institutes and health care 

facilities. These institutions and facilities would then be used to develop the midwifery 

training programme and train midwives in the long term. With research instruments 

provided by the World Health Organisation (WHO), we examined the learning 

environment, the standard of teaching and the resources of existing nursing schools into 

which the future midwifery programme would be integrated. Furthermore, we visited 

district hospitals and health centres to assess their suitability for practical training sites 

for midwifery training. 

Our findings showed that the public-nurse training institutes required support in all areas. 

Their facilities were comparable to primary schools with only simple wooden desks and 

benches. Some schools had no concrete on the floor inside the building, leaving the rooms 

dusty, dirty and humid. They had no skills labs or libraries, both very important for 

theoretical and practical learning. To assess practical training sites, we visited remote 

                                                 
1 GIZ mainly implements technical cooperation projects of the Federal Ministry for Economic 
Cooperation and Development (BMZ), its main commissioning party.  The organisation is formally 
known as GTZ, short for the German Technical Cooperation.  
2 The midwifery schools closed during the early 1980s due to cuts in public expenditure. 

https://en.wikipedia.org/wiki/Bundesministerium_f%C3%BCr_wirtschaftliche_Zusammenarbeit_und_Entwicklung
https://en.wikipedia.org/wiki/Bundesministerium_f%C3%BCr_wirtschaftliche_Zusammenarbeit_und_Entwicklung
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government clinics that were understaffed and under-resourced. Some clinics reminded 

me of images of war zones with extremely malnourished children scattered around and in 

the facilities, while receiving intravenous fluids containing basic nutrients to treat 

malnutrition. Many clinics we visited were empty because staff were not available and 

because patients knew no one would receive them. The staff who were present appeared 

exhausted and unmotivated. I attended a delivery where a woman was in labour on a 

hospital floor covered in faeces and blood. I was also present when a nursing student did 

not know what to do with a new-born baby in respiratory distress, while her supervisor 

was trying to stop uncontrollable bleeding from the mother.3  

Our trip included a visit to several faith-based facilities, which fall under the umbrella 

term FBOs in the national and international health policy discourse. Many of these 

facilities were as remote as the public facilities; however, visiting some of them was a 

completely different and somewhat surreal experience. Some were like little oases full of 

patients, appearing to be well organised, and staff were very helpful and friendly. Some 

of the technology was state of the art, such as the cardiothoracic surgical facility in the 

most rural point of the North West Province in Shisong, maintained by a full-time 

technician from Italy. We were offered food and lodging in some of these FBOs, which 

by action or default affected our experience.4 Some faith-based clinics and faith-based 

schools that we visited were bubbling with activities and programmes funded by various 

donors, and an abundantly international staff were present in one of the faith-based health 

providers. This diversity gave the impression that many international exchanges were 

taking place. The faith-based health training schools were equally impressive, with large 

libraries, a well-developed curriculum and a skills lab, all of which are necessary for a 

health professional training facility. However, not all faith-based clinics we visited were 

as impressive; many of them struggled to get by and received considerably less funding 

than some of the faith-based Centres of Excellence.  

The report from this fieldtrip was used for the basis of the discussions that would help 

decide which schools and hospitals should be the primary recipient of the funding for the 

reproductive health programme. The German Cooperation was faced with a dilemma: 

should we support midwifery training in the selected number of FBOs that are clearly 

                                                 
3 The obstetrician who was part of our team intervened and supported this student and the midwife. The 
bleeding of the mother was stopped. The baby was transferred to the neonatal ICU; we never found out 
what happened to the baby, but the obstetrician suspected that it would not survive the delay in care. 
4 It took us 12 hours to travel to Shisong from Bamenda due to poor road conditions and car troubles.  
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more developed, or should we support the public clinics that urgently require support? 

Several other donors completed the same situational assessment in their allocated 

provinces, and their reports were similar to ours. The United Nations Fund for Population 

Activities (UNFPA) decided to support the FBOs, namely the Catholic health professions 

schools and hospitals with which they were already collaborating. The Ministry of Health 

was keen to get the GIZ’s support for the public clinics. We selected two public clinics 

and one FBO. This decision was in large part due to the firm belief of the GIZ’s head of 

programmes in strengthening the public sector, I would argue, as opposed to this person’s 

belief in investing in the non-state sector. The decision was made not to choose “the easy 

way out” by selecting a well-established nursing school and facilities that were already 

benefiting from various international engagements. 

This dilemma and the subsequent months of debate around who should be included in the 

programme stimulated many questions and concerns about the processes of development 

policy making and the assumptions that are made about those involved. Even though I 

too was impressed with many of the FBOs we visited, I had a number of questions about 

these organisations: How and why had many of them become key recipients of significant 

amounts of funding by donors? What implications would this status have for the health 

system as a whole? How would such funding, earmarked only for FBOs, influence their 

relationship with the state? Where does FBO engagement of donors leave the rural public 

clinics in urgent need of support (the public clinics with the malnourished children 

receiving IV fluids in Northern Cameroon)? I was also concerned about assumptions 

about quality of care in these facilities. What role does the Christian faith play, and how 

does it affect patient care for reproductive health, for example? Did all faith-based 

providers function the same way? These questions created the foundation for this research 

project, which I will describe in this PhD thesis.   

1. Why study faith-based organisations in Cameroon? 
There is a substantial literature about what a faith-based organisations (FBOs) 

constitutes.5 Faith-based organisations are faith-inspired non-governmental organisations 

(NGOs) or non-state actors (NSA) that provide services in the social sector independent 

from the state. It is the faith-attributes of those organisations that sets them apart from 

                                                 
5 For the purpose of clarity, this research will use the acronym FBOs to describe Christian FBOs that 
operate in the Cameroonian health sector in a general sense. I will spell out the name of the specific type 
of FBO in question whenever I discuss these. 
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secular NGOs and other NSAs. Moreover, FBOs that are engaged in the health sector do 

not operate completely independently from the state, many of them are in fact part of the 

national health system through memorandum of understandings (Green et al. 2002). 

There is a discussion about what an FBO constitutes in literature on development and 

religion and some varying definitions of what FBOs constitute in the global health and 

religion literature. In the religion and development literature, efforts have been made to 

classify these organisations into different types of organisations (ranging from 

representative, to charitable or development organisations, political and missionary 

organisation) (Clarke 2006). Conversely, the global health and religion literature tends to 

define these as health service providers or networks (of these providers) that are inspired 

by religion (Duff and Buckingham 2015, Olivier and Wodon 2012c, Olivier 2011). Those 

definitions with their associated challenges will be further discussed in Chapter 2, where 

I will present literature on the definitions and the narrative of FBOs by examining its 

history. This thesis will focus on the FBOs defined in my personal account, as described 

above: that is, Christian6 FBOs which constitute part of the health system through their 

provision of health services and training of staff. In that sense this PhD focuses on the 

FBOs that are discussed in the global health and religion literature-that is faith-based 

providers of health and health professions education services that are integrated into the 

national health system. However, it draws on the critical literature in religion and 

development that has questioned this category and definition, and thus does not define 

them as a static category. 

Most FBOs in Cameroon are officially part of the health system through memorandums 

of understanding (MoUs) with the Ministry of Health. However, there are debates as to 

how they are linked to the Cameroonian state, as explored in Chapter 2 and 4 of this 

thesis. For example, one major challenge that hampers an effective relationship between 

FBOs in Cameroon and the state, is the fact that they have to pay the same tax as a private 

business, although they provide services to the Cameroonian population that the state 

should be able provide. In fact, all non-state actors in Cameroon fall into this bracket 

(Communication with DCOOP/MINSANTE, October 2015). Yet, many FBOs have 

provided health care long before the modern state and continue to constitute an important 

actor in the health system. According to official data from the Ministry of Health, they 

                                                 
6 I exclude other religious denominations because Islamic organisations are not formally embedded in the 
health system. There are, however, private Islamic health centres. However, due to their geographical 
remoteness in Northern Cameroon, which is not a safe area to travel to, they were excluded. 
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provide up to 40%7 of health care in Cameroon and train up to one-third of all paramedical 

health staff [Interview DCOOP MoH, October 2016].  

Despite economic growth, with gross domestic product (GDP) growth accelerating from 

4% in 2011 to 6.2% in 2015, expected to continue at that level from 2016 to 2018 (World 

Bank 2016a), Cameroon presents some of the worst health indicators in the world. The 

under-5 child mortality rate lies at 89 deaths per 1,000 children, and maternal mortality, 

at 660 per 100,000 live births, is amongst the highest in the world (DHS 2011). The health 

system is systematically underfunded, and there is a chronic shortage of staff. There are 

approximately 1.1 physicians and 7.8 nurses and midwives per 10,000 people (WHO 

2010).8 Cameroon spends only 5.1% of the country’s GDP on health and heavily depends 

on foreign aid.  

Cameroon’s political economic environment has been plagued by poor governance and a 

strongly centralised state. Following the political instability decade after independence in 

1960, the country has until recent years had relatively few episodes of instability. This 

stability was arguably due to the powerful incumbent president Paul Biya, which held the 

country together through a delicate balancing of various competing interests. Cameroon 

is a hugely diverse country, it has around 250 ethnic groups, a sizeable Anglophone 

minority in the North West and South West regions and a significant Muslim population 

the three Northern regions. Personal allegiances with local elites, co-option of opposition 

figures and repression against dissenting voices have ensured stability (Dahlin 2019). 

However, this form of governance has come at the expense of the development of formal, 

independent institutions, which are able to hold the presidency to account. Furthermore, 

senior appointments of the civil service, the military and regional governors are made by 

the president. Given that the current president, Paul Biya, has been in power since 1982, 

this authoritarian and highly centralised presidential system has been honed over time and 

is deeply entrenched and well-developed (Dahlin 2019).  

While this system contributed to political stability by keeping local elites across the 

country sufficiently content, it has been far less beneficial for the overall economy and 

                                                 
7 This figure is used in official documentation; however, it was not possible to trace the exact source and 
time this data was collected. This inability to verify this data is something I talk about in Chapter 2 when 
discussing the problem with assumptions about these organisations.  
8 The WHO stipulates a minimum of one doctor per 1,000 people in a population, as well as three nurses 
or midwives per 1,000 people (WHO 2018). 
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equity within Cameroon. The misuse of public funds have become widespread and in all 

sectors including the health sector. Consequently, economic reforms that could help 

unlock the country’s potential but would also hurt powerful elites have often stalled. The 

regime’s preoccupation with ensuring its domination and managing its internal power 

dynamics have left it out of touched with the hardships facing most Cameroonians (Dahlin 

2019). The provision of basic public services such as health, water, education and 

sanitation is inefficient and unequitable. Formal job opportunities for young people are 

very limited. Despite the Government’s pro-poor rhetoric there have been very few 

meaningful impacts for those affected by poverty. In fact, despite economic growth and 

the government’s objective to reduce the poverty rate to 29% by 2020 and 10% by 2035, 

the share of the population living in poverty has only decreased from 40.5% in 2001 to 

37.5% in 2014 (World Bank 2016a) Moreover, the rate of those living in poverty 

increased in rural areas and the overall number of poor people rose by some 800,000 

people (World Bankd 2016a).  

In a context plagued by some of the worst health indicators in the world as well as a 

political climate of an authoritarian state with a record of abuse of public funds, non-state 

actors such as FBOs have thus caught the attention of donors investing in Cameroon. 

Over the past decade, FBOs throughout Cameroon have been recipients of various forms 

of aid, ranging from large-scale programmes—such as the World Bank’s $20 million per 

year project Performance-Based Financing (PBF) initiative (over a period of several 

years); multilateral aid by the UNFPA; or programs from bilateral actors such as the 

French and German Cooperation and the United States—to receiving large sums from 

non-governmental organisations (NGOs) and international missionary networks. Some of 

these collaborations will be detailed in this thesis. 

The surge in funding for FBOs in Cameroon is no anomaly. Today, it is widely accepted 

by many donors that FBOs play an important role in international development. Many 

bilateral and multilateral organisations have created job positions that manage the 

relations with FBOs (Benn 2017). Financial investment for FBOs has increased 

significantly since the 2000s, an example of that being The Global Fund, which has 

channelled $1.3 billion through FBOs since 2002 (Benn 2017). Similar trends can be 

observed in many European countries, with the UK bilateral donor Department of 
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International Development (DFID)9 recently investing £184.9 million into FBOs in the 

health system in the Democratic Republic of Congo (DFID 2009, ASSP 2018). Sweden, 

Norway, the US, the World Bank and other UN agencies have all followed a similar 

trajectory.  

This seemingly unequivocal presence of FBOs in international development has not 

always existed. Whilst FBOs have been actively engaged in charitable, philanthropic, 

humanitarian and developmental work since colonial times (Gifford 2015), it is only since 

the early 2000s that bilateral and multilateral donors have increasingly allocated 

significant amounts of funding to FBOs. When the idea of international development and 

cooperation came about with the creation of Bretton Woods and the UN system after the 

Second World War, development considered a strictly secular project. Religion was seen 

as something that would become obsolete with modernity, and the field of development 

treated it as taboo (Ver Beek 2000). In fact, the publication of an issue of World 

Development exploring the relationship between religion and development was ignored 

in 1980 by the field of development (Clarke 2006). Furthermore, core development 

thinkers like Amartya Sen (2000) largely ignored religion in the famous capability 

approach, an important theory in development studies.  

Donors’ shift from a strict secular approach in development to advocating to its 

importance can explained with reference to a number of reasons. First, space for FBOs 

has been growing due to the retreat of the state in the 1980s, as a result of global political 

and economic reforms. The rise of the religious right in the United States in the late 1980s 

led to the development of policies that allowed funding for religious organisations. 

During the Bush presidency, funding nearly doubled for Christian faith-based groups 

(James 2009). The fragmentation of states and their ability to provide social and health 

services in countries in sub-Saharan Africa has further provided donors with no 

alternative than to include FBOs as recipients of funds. For example, in the Democratic 

Republic of Congo, a country with a fragmented state, The Global Fund has 

predominantly worked with non-state actors (NSAs), and approximately 75% of all its 

resources are channelled through FBOs (Benn 2017). The importance of civil society 

actors has further been strengthened through their inclusion in various campaigns, such 

as Make Poverty History and Jubiliee2000, as well as in the creation of the Sustainable 

                                                 
9 The Access to Health Care in the Democratic Republic of Congo (for Accès aux soins de santé 
programme en République Démocratique du Congo [ASSP]). 
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Development Goals. Not least were a number of influential individuals who began to 

advocate for these actors, for example Katherine Marshall, who drove this advocacy in 

the World Bank over several decades (Marshall 2005), and Sally Smith, who urged the 

importance of religious communities in the fight against human immunodeficiency virus 

infection / acquired immune deficiency syndrome (HIV/AIDS) in The Joint United 

Nations Programme on HIV and AIDS (UNAIDS) (Olivier and Smith 2016). 

In the context of health provision, FBOs have been seen to play an important role in health 

services, occupying in many settings between 30% and 40% of the market share in sub-

Saharan African countries (Kagawa et al. 2012, Olivier et al. 2015). They have given rise 

to prominence in the context of the HIV/AIDS epidemic in sub-Saharan Africa, where 

donors started to engage with these actors in the fight against the disease. Over the past 

decade, research on FBOs and health has further matured, and various accounts have been 

offered regarding their added value for global health ranging from HIV/AIDS to health 

systems and on to palliative care (Olivier et al. 2006, de Sardan 1995, Olivier et al. 2015, 

Olivier et al. 2012, Olivier and Wodon 2012d, Olivier and Wodon 2012b, Beyeler et al. 

2018). In the words of Jill Olivier who has published widely on FBOs in sub-Saharan 

Africa in the health sector, “the advocacy work of getting faith to the table has largely 

been done” (Olivier 2017, p. 778). 

2. How to study them?   
Despite this enthusiasm for FBOs in international development and global health, there 

are several problems with these organisations, detailed in Chapter 2. However, one of the 

most important problems that has undermined a more nuanced understanding of FBOs is 

that they have been largely studied from an instrumental perspective. An instrumental 

view of development is concerned with defining a problem and implementing 

programmes as solutions (Mosse 2005). It thus takes a pragmatic approach and stipulates 

that by improving implementation, outcomes will inevitably improve as well. In the 

context of research concerning FBOs, much funding for religion and development has 

been affiliated with the interests of donor agencies. In other words, FBOs need to be 

understood to improve the way development is done. Hence, the focus of much research 

has been on how one can make best use of FBOs to improve health and education. This 

observation echoes a call for more research not affiliated with the interests of 

development agencies (de Sardan 1995). Jones and Petersen (2011) argue that research 

on religion and development has been not only instrumental, but also narrow and 
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normative: instrumental in that it aims to use religion to improve approaches to 

development; narrow in that much research has focussed solely on FBOs; and normative 

in that research is based on the assumption that religion and ‘mainstream’ development 

co-exist, and religion is a tool for development (Jones and Petersen 2011). Olivier (2017) 

adds to this critique by highlighting that much research about FBOs has been descriptive, 

with a lack of studies examining the how and why questions and building an evidence 

base that examines the implementation of programmes that include FBOs, as well as 

measures impact.  

A substantial amount of literature has challenged an instrumental study of development,10 

and several studies engage with the complexity of policy, the social lives of projects, and 

a focus on actors and their perceptions in the process of development. In Crewe and 

Harrison’s words (1998, p. 19),  

... this involves examining the ‘interface’ between many different 
group of actors – for example, the relationship between planners, 
project personnel, groups within local communities and so on. 

In a similar vein, in Cultivating Development, Mosse (2005) proposes a new approach for 

analysing development interventions. He questions the usefulness of critical approaches 

to development studies, which have argued that development planning achieves social 

control, domination similar to colonial rule, and reproduction of knowledge (scientific 

over traditional) and society (developer over developed) (Mosse 2005; Ferguson 1994; 

Long 2003; Crewe and Harrison 1998). According to that logic, development planning 

cannot be ‘improved’ and should instead be resisted because it perpetuates an inherently 

unequal relationship between those who are developed and those who are not (Mosse 

2005). He proposes a move away from critical studies of development that feature 

monolithic notions which focus on hegemony, dominance, and a strong focus on the 

Foucauldian approach to studying development. The emphasis should therefore not be on 

whether development works but instead how it works (Mosse 2005). A closer analysis of 

the narrative that organisations construct to describe a problem, an intervention, success, 

and failure is thus required because as his work shows, policy interpretations are socially 

produced and sustained (Mosse 2005).  

                                                 
10 But not specifically global health. 
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Critical literature on NGOs and development may provide a useful trajectory for research 

on FBOs and development. Jules and Petersen (2011, p. 5) argue that 

Religion and development finds itself travelling along a similar 
path to work on NGOs and development, which faced similar 
criticism for being overly normative and instrumental in its 
approach in the early years. 

Lewis and Mosse (2006) take a non-normative, empirical, and ethnographic approach to 

the study of NGOs and development. They claim that NGOs have been approached 

instrumentally—similar to considering religion to improve development—and that more 

examples which describe and analyse the engagement of actors and the development 

process are needed. The various chapters in their book highlight the importance of 

studying the discourse and policy language of the development process and engaging with 

the perceptions of all actors involved the recipients of funding in particular. Rossi (2006), 

for example, presents a case study whereby aid recipients in Niger have manipulated 

development discourse to their own benefit by adapting to the language and requirements 

of donors. In a similar vein, Hilhorst (2003) highlights the need to ask why NGOs are 

formed, how they are given meaning, and how they operate, rather than assume that 

NGOs constitute a separate reality. Hilhorst (2003) argues for a more dynamic approach 

to the study of NGOs and for paying more attention to how NGOs are shaped by global 

complexities and values. In the words of Tvedt (1998), NGOs have to be analysed 

…as an outcome of complicated processes where factors like 
international ideological trends, donor policies and agendas 
interact with national historical and cultural conditions in 
complex ways. (Tvedt 1998, p. 4) 

This thesis thus draws on such a non-instrumental and critical yet pragmatic (Mosse 2005) 

approach by asking how FBO engagement of donors for improved health in Cameroon 

has been done. It does not seek to assess whether it worked, but instead discusses people’s 

perceptions of how it worked and the effects of the engagement for FBOs and the health 

system. It will examine what factors—such as international ideological trends, donor 

policies, agendas, and national historical and cultural factors—may affect the definition 

and identity of FBOs. In other words, this study seeks to understand how the development 

industry informs FBOs and shapes their activities and identities. Lastly, it investigates the 

implications of FBOs becoming incorporated into development projects for these 

organisations, including the health systems they are embedded in and the populations they 
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serve. The research question for this PhD thus asks why, how, and with what effect FBOs 

have been engaged by donors in the context of health programs in Cameroon. 

3. What this study adds 
The conceptual framework that guides this research is influenced by the theoretical 

underpinnings of a non-instrumental approach (Mosse 2006) and draws on two different 

sets of literature; literature on religion and development, and global health and religion. 

In doing so, the study adds a context specific perspective to our understanding of what 

FBOs constitute in a specific sector, the health sector. It shall not simply use one 

definition of what an FBO constitutes, instead it draws on how differently this term is 

defined in the two sets of literature. In the international development narrative a 

generalised notion of what an FBO constitutes is applied. In some of that literature, 

increasing recognition is drawn to the history of religion and development and how an 

understanding of that shapes our notion of what these organisations constitute. In the 

global health and religion literature FBOs are defined as health service providers inspired 

or guided by faith attributes. This research draws on both those notions of what an FBO 

constitutes. It focuses on FBOs as defined in much of the global health and religion 

literature that is faith-inspired/faith-based organisations that are actively engaged in the 

delivery of health care through the provision of goods, services or education, and which 

are connected to the national health system. In addition to that, FBOs in this study are not 

seen as static but rather they are viewed as part of a complex development process. In 

simply taking one definition of FBOs, this PhD would fall into the trap that much research 

on religion and development, and religion and global health has done and that is too be 

too normative, too instrumental and too narrow (Jones and Petersen 2011). 

In addition to contributing to broader debates about how to study development actors, this 

thesis contributes substantially to the literature and academic debates on the definition of 

FBOs (Clarke et al. 2007) and the usefulness of understanding FBOs as a category 

(Haustein and Tomalin 2017). The findings provide a case study example of Christian 

FBOs in just one sector in Cameroon, and this research confirms the results of previous 

research arguing that FBOs have been shaped by historical and economic changes in the 

country and its health system (Jennings 2013a, Grieve and Olivier 2018, Haustein and 

Tomalin 2017). However, given the large variations of types of FBOs operating in just 

one sector and in just one country (the Cameroonian health sector), this study shows that 
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the diversity of the category of FBOs is arguably much larger than current literature 

suggests.  

This research further contributes to the discussion of the assumptions made about FBOs, 

in particular donor’s assumptions about the quality of care they provide, the extent to 

which they reach the poor, and the coverage of the health market share. It confirms that 

donors make many assumptions in the process of engaging FBOs in health reforms, 

without any evidence to substantiate these assumptions. However, this study not only 

identifies assumptions being made about quality of care, market share, and equity (Olivier 

et al. 2015, Olivier and Wodon 2012c), but also specifies a range of assumptions that have 

not been widely discussed in the literature about FBOs’ position in the health system, 

their operational capacities, and their faith identities.  

A more in-depth analysis of how these assumptions develop is presented in a departure 

from previous research that has taken an instrumental approach to understanding FBOs 

and how they can be better collaborated with in international development and be 

integrated into the health system. Instead, this research provides an alternative 

perspective, highlighting the role of the FBO narrative in international development and 

local development practice in shaping not only assumptions about these actors but also 

FBOs’ identities. Drawing on lines of arguments by Mosse (2005), Crewe and Harrison 

(1998) and Lewis and Mosse (2006), FBOs as a category have been constantly 

renegotiated depending on development narratives about FBOs and the local and often 

pragmatic constraints of the everyday life of development practice.  

If we work off the premise that the global FBO narrative and donors’ pragmatism shapes 

FBOs’ identities and practice, we gain a new perspective on how we should think about 

some of the controversies that the literature has raised about FBOs (Tomkins et al. 2015, 

Morgan et al. 2013, Summerskill and Horton 2015). There are two specific controversies 

upon which this research reflects: firstly, the debate surrounding women’s rights and 

health if associated with FBO engagement in reproductive health programmes; and 

secondly, the argument surrounding FBOs creating a parallel system to the national health 

system and arguably undermining the role of the state. The current focus in the literature 

within these two controversies is on questions of how to achieve gender equity in FBOs 

and how FBOs can better fit into the health system. In other words, how we can make 

sure they do not hide behind the faith moniker, and how do we regulate them? How do 
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we engage them to achieve the best results? How do we assess assumptions about them? 

This research provides an alternative view of these questions by drawing on a non-

instrumental study of these organisations. It shows that FBOs are very diverse and 

dynamic actors that constantly re-negotiate their identities; therefore, the more pertinent 

question regards how they are shaped by the development process—in other words, how 

donors have engaged them and contributed to some of the challenges with which the 

literature concerns itself. 

This research shows that donor engagement of FBOs varies, partly influenced by a global 

narrative to engage NSAs such as FBOs but also influenced by practical constraints; there 

is no alternative actor to perform. Some donors systematically engage with specific FBOs 

only because they provide a good alternative to the state. While the literature highlights 

the need for better partnerships and more regulation (Whyle and Olivier 2017), this 

research shows that it is in fact donor’s engagement that creates some of these tensions. 

Constant engagement of specific FBOs, for example, by default fuels a parallel system, 

which leads to poorly regulated “FBO empires”, as shown in Chapter 6. Similarly, whilst 

the literature states that we need to engage with faith controversies (Summerskill and 

Horton 2015, Pearson and Tomalin 2008), this research shows that donor engagement 

affects the faith narrative by either strengthening that narrative—for example, with the 

attitude, “We are faith-based networks but actually ‘hidden Catholics,’” as shown in 

Chapter 4—or by ignoring it all together by adapting a “faith-blind” approach, as 

stipulated in Chapter 5.  

Consequently, this research makes three arguments. Firstly, we need to rethink the 

usefulness of the category of FBOs and the way in which the buzzword “FBO” is used. 

As this research suggests, there is significant breadth and diversity among FBOs, and a 

single acronym does not do it justice. Secondly, a simplification of what FBOs are seen 

to be has fed a trend and assumptions about them, many of which are false and have 

negative effects for FBOs and populations accessing health care. Thus, current FBO 

engagement by donors in these case studies is not based on evidence but rather on 

assumptions about the presumed benefits of these organisations. Thirdly, by action or 

default, donors do not pay sufficient attention to problems related to engagement of FBOs 

in health programmes; rather, they contribute to some of them, which has implications 

for health equity. This research shows that any study of FBOs operating in global health 
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needs to consider them in the light of the donors with which they engage, since this 

engagement shapes their identities and practice.  

4. Overview of thesis 
The thesis is organised in seven chapters. Chapter 2 presents the literature that describes 

and discusses the current discourse of FBOs in international development. It shows that 

the current narrative about FBOs is a result of important historical changes in international 

development and changes in the global political economy. It also shows that the narrative 

is not based on evidence but rather on assumptions about the added value of these 

organisations. Moreover, the review of the literature notes limited engagement with some 

important problems that donors should consider when engaging FBOs, especially in terms 

of reproductive health and religion and in terms of engagement of FBOs and how this 

engagement may affect the broader health system and health equity.  

Chapter 3 presents the methodological approach, the study design, the study setting and 

the data collection processes and analysis used to conduct this research. It starts by 

explaining where this research is positioned in relation to other approaches to research on 

religion, development and global health. It then goes on to justify the overall research 

strategy with a description of the study design. It describes the study setting, which is 

Cameroon, and the rationale for selecting it. It then puts forth the methods and sampling 

processes applied to answer the research question and the rationale for selecting those. A 

section that outlines approaches to data analysis is then presented. Lastly, it provides 

reflections on the role of the researcher, a discussion of ethical considerations and the 

limitations of the study. 

Chapter 4 presents the results of the analysis of the largest financial donor programme in 

support of FBOs in Cameroon, the Debt Relief and Development Contracts Initiative 

(CD2). In 2003, in agreement with the Ministry of Health, French debt relief funds were 

invested in support of three FBOs, specifically faith-based networks. The French 

Development Cooperation (Agence France pour le Development [AFD]) involved in the 

process of allocating the funds to the FBOs made two assumptions: firstly, that FBOs 

throughout the country would benefit from these funds and that given Cameroon’s history 

of poor governance, FBOs would constitute NSAs, independent of the state and 

subsequently less prone to poor governance. The chapter will show that faith-based 

networks, in particular, are poorly governed, have weak links to their members and are 
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not necessarily independent of the state. It can, therefore, be argued that donor 

engagement in this case has fostered poor governance of funds because the faith-based 

networks were weak institutions at the time and subsequently not able to absorb these 

funds. 

Chapter 5 of this thesis presents findings from an analysis of the case study of donor 

engagement of FBOs at the district level. The example of a sexual and reproductive health 

programme implemented by GIZ, and the World Bank’s PBF programme will be used to 

explore the process and effects of engagement of FBOs at the district level. This chapter 

will draw on qualitative interviews with various bi- and multilateral donors, along with 

programmatic data provided by GIZ and the World Bank. This chapter suggests that some 

donors engage with FBOs in Cameroon because they are embedded in a national health 

system with a long history of providing care. They are not engaged because of any 

assumed comparative advantage; in fact, this chapter shows that there is no engagement 

with the specific attributes of these organisations. Although to varying degrees, both GIZ 

and the World Bank show no particular interest in the faith attributes of FBOs, the 

programmatic data shows that in both examples, family planning provision is 

significantly lower than in the public sector. Despite FBOs’ formal integration into the 

health system, faith attributes should, therefore, not be ignored, and they arguably 

continue to determine the practice of many FBOs. Given the significant contribution of 

FBOs to the health system, a failure to notice and engage with such specific challenges, 

because donors take a “faith-blind” approach, may result in missed opportunities for 

greater impact of family planning programmes.  

Chapter 6 presents the findings of the analysis of the third case study, donor engagement 

of FBOs, described by the Ministry of health as faith-based “Centres of Excellence” that 

are part of the national health system. Most of these faith-based Centres of Excellence 

operate in rural areas. Such faith-based Centres of Excellence hold a prominent position 

in the national health policy discourse. Donors have engaged these on the premise that 

these faith-based Centres of Excellence—faith-based health providers and faith-based 

health professional training institutions—are well integrated into the national health 

system. Moreover, donors and government assume that due to their infrastructure and 

funding they provide a very high standard of care and training. Chapter 6 will describe 

examples of donor engagement of these FBOs and will discuss the implications of these 

assumptions. As previous chapters about assumptions concerning FBOs show, Chapter 6 
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further confirms that assumptions about FBOs, which qualify as Centres of Excellence 

are equally problematic.  

The final chapter will present the key findings and arguments of the thesis and explain 

how these fill gaps in current literature. It will draw on the results from all three case 

studies and present a comparative analysis to answer the research question of this thesis. 

It will present the three core arguments and the evidence to support them, and it will 

reflect on explanations for those findings.  
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Chapter 2 – A review of the history, narrative and evidence of faith-

based organisations in global health 
 

Blessed is he who has concern for the poor. In times of trouble, 
the Lord will rescue him. The Lord will guard him, give him life, 
and make him blessed in the land, not give him up to the will of 
his foes. The Lord will help him on his bed of pain; you will bring 
him back from sickness to health. –Psalm 41:2 

NGOs have to be analysed as an outcome of complicated 
processes where factors like international ideological trends, 
donor policies and agendas interact with national historical and 
cultural conditions in complex ways. (Tvedt 1998, p. 4)  

 

It is now widely accepted in international development that faith-based 

organisations (FBOs) are important for development, especially for the social sectors such 

as education and health. At the 2015 Conference on Religion and Development at the 

World Bank, the president of the World Bank made clear that there are serious intentions 

to expand engagement of partnerships with religious institutions:  

Faith-based organisations and religious communities are often 
doing the essential work on the frontlines of combatting extreme 
poverty, protecting the vulnerable and delivering essential 
services and alleviating suffering. (Joint Learning Initiative on 
Faith and Local Communities 2015, p. 6) 

In a more recent statement, Christopher Benn (2017, p. 1) noted, “Today it seems 

completely uncontroversial that faith communities around the world are recognised for 

making a great contribution to development.” In the context of global heath, Jill Olivier 

(2017, p. 778) has stated that “the advocacy work for FBOs in global health is done”. 

Moreover, many multi- and bilateral partners now have official strategies and definitions 

of FBOs and advocate for their engagement in development programmes, including 

health programmes. Many organisations even have positions for staff who are responsible 

for managing the relationships with FBOs and faith-based communities.  

Despite the affirmative narrative in the international development of FBOs and religion, 

there are also challenges. The literature presented in this chapter, forming the foundation 

for this thesis, stipulates three things: Firstly, donors have sought to create a definition 
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for FBOs that seems to simplify what appears more complicated. Secondly, donors’ 

premise of a simplistic categorisation and narrative defining FBOs has inevitably led to 

many assumptions about what FBOs can do, without evidence to sustain these 

assumptions. Thirdly, because there is a largely positive FBO narrative among donors, 

there has been limited engagement by donors with some of the problems regarding faith 

and health.  

This chapter will explain these three points, showing how the FBO narrative has come 

about by reviewing the history of religion, development and global health.11 It will then 

describe efforts to define FBOs and the effects these efforts have had on the tendency to 

make assumptions about FBOs without much evidence to sustain them. The chapter will 

further explain that despite the large-scale engagement of FBOs, the literature highlights 

problems and controversies that need addressing. This thesis contributes to analysis of 

two controversies. It looks at the concern regarding FBOs and their relationship with the 

state, specifically apprehension about the creation of a parallel health system; it also looks 

at the challenging relationship between religion, gender and health, more specifically the 

concern over how a focus on faith affects the provision of equitable health care. 

This chapter demonstrates literature that suggests that FBOs are a product of their history 

and the narrative of the development industry. It also shows that the existing FBO 

narrative in global health is flawed and lacks a solid base of evidence. The remainder of 

this PhD draws attention to this literature and makes a contribution in the analysis of the 

definition of FBOs, their comparative advantage over other NSA and the two 

aforementioned controversies.  

1. A short history of religion, development and global health 
Christianity in itself is considered a global movement committed to social justice and the 

alleviation of poverty, as summarised in the Great Commandment and the Great 

Commission12 (Bradbury 2013). A fundamental teaching of The Bible is Luke’s 10th 

                                                 
11 For the purpose of this research I use Koplan’s definition of “global health”: Koplan et al. define 
“global health” as “an area for study, research, and practice that places a priority on improving health and 
achieving health equity for all people worldwide”. This is a useful definition with a broad focus 
on health improvement and health equity. KOPLAN, J. P., BOND, T. C., MERSON, M. H., REDDY, K. 
S., RODRIGUEZ, M. H., SEWANKAMBO, N. K. & WASSERHEIT, J. N. 2009. Towards a common 
definition of global health. The Lancet, 373, 1993-1995. 
12 The Great Commandment  in the New Testament describes the first of two commandments cited 
by Jesus in Matthew 22:35–40 and Mark 12:28–34. These two commandments are phrases taken from 
the Old Testament and are commonly seen as the foundation of Christian ethics. The two phrases state, 
“Hear, O Israel! The Lord our God, The Lord is One; Thou shalt love the Lord thy God with all thy heart, 

https://en.wikipedia.org/wiki/New_Testament
https://en.wikipedia.org/wiki/Jesus
https://www.biblegateway.com/passage/?search=Matthew+22%3A35-40&version=9
https://www.biblegateway.com/passage/?search=Mark+12%3A28-34&version=9
https://en.wikipedia.org/wiki/Old_Testament
https://en.wikipedia.org/wiki/Christian_ethics
https://en.wikipedia.org/wiki/Shema_Yisrael
https://en.wikipedia.org/wiki/The_Lord


37 
 

commandment “to love God and to love your neighbour”, whereby the biblical definition 

of love for one’s neighbour encompasses both compassion and justice, the feeding of the 

hungry and the denunciation of inequality (Bible 2011). The Christian faith has been a 

missionary movement from its beginnings and has flourished among the poor throughout 

history. Christian organisations were engaged in the provision of social and public 

services long before their inclusion in international development policy. Anglicans, 

Catholics, Presbyterians and Methodists have a long history of doing “development 

work” in sub-Saharan Africa (Gifford 2009). Such work has consisted of building 

schools, roads, health centres and, naturally, churches. There was arguably a “strong” and 

consistent connection between religious organisations and colonialism in Africa in New 

Imperialism in Africa (roughly, the middle of the nineteenth century) until the 1960s 

(Tomalin and Deacon 2015). In this sense, it has been argued that Christianity was a driver 

of historical colonialism. While the spread of Christianity can be closely associated with 

the expansion of the European empires, the Christian faith has remained long after the 

independence of former colonies and has become an integral part of the lives of both the 

rich and the poor in Asia, Africa and Latin America (Bradbury 2013). Some argue that 

Christian missionary work has in fact shaped much of development practice in Africa 

today, in that it “it represents a continuity of work of their precursors, the missionaries 

and voluntary organisations that cooperated in Europe’s colonisation and control of 

Africa” (Manji and O’Coill 2002, p. 568). 

Nonetheless, in post-colonial Africa, a dominant discourse of modernisation prevailed 

that stipulated the presence of religious actors would become obsolete through 

development, modernisation and secularisation. As a consequence, mainstream 

development and development studies as a discipline have long avoided engagement with 

religion and the meaning of religion in the lives of those living in low-income countries. 

The development-studies research agenda has followed the secular and modernist views 

that have driven that trend. In 1980, for example, World Development published a special 

issue on religion and development and proposed a research agenda largely ignored until 

the early 2000s (Clarke et al. 2007, p. 2). Following the Second World War, international 

                                                 
and with all thy soul, and with all thy mind”, before also referring to a second commandment, “Thou shalt 
love thy neighbour as thyself.” Most Christian denominations consider these two commandments the 
most important teachings of the Christian doctrine, which should be lived in everyday life. BIBLE 
ENCYCLOPEDIA. 2019. Available: https://www.biblestudytools.com/encyclopedias/isbe/ [Accessed 
February 2019]. 

https://en.wikipedia.org/wiki/Christian_denomination
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development institutions perceived religion as a threat to the secular development project. 

It was assumed that with the introduction of modernity, religion and traditional cultures 

would diminish, as happened during the Enlightenment period in Europe. Most 

mainstream aid agencies embraced this view, and, as such, religion became a 

development “taboo” (Ver Beek 2000). Religion did not completely disappear, as it may 

have been the motivation for individuals working in development; however, it was hidden 

and not talked about in the public domain. Furthermore, key development thinkers such 

as Amartya Sen (2008) wrote religion out of the development narrative, arguing that when 

a religious leader engages in development, the act should be seen as political rather than 

religious. 

Since the 1990s, a range of factors contributed to a significant re-engagement with 

religion by American and European governments, international development institutions 

and NGOs (Tomalin and Deacon 2015). This re-engagement can be in part attributed to 

the retreat of the state in many low-income countries in the late 1980s. The introduction 

of structural adjustment programmes (SAPs) as a response to a global economic crisis the 

1980s led to a reduction in public spending and involved an emphasis on privatisation 

and a reduction of the role of the state, thus paving the way for NSAs such as FBOs 

(Clarke 2008). As SAPs did not deliver expected results, the World Bank introduced the 

good governance policy agenda in the early 1990s. This agenda stressed that for economic 

reforms to be successful and economic growth and development to occur, governments 

needed to be democratically governed and transparent, with the support of a vibrant 

private sector and civil society. This emphasis on the importance of private actors and 

civil society further promoted the role of NSAs such as FBOs in low-income countries in 

sub-Saharan Africa (Palmer et al. 2006, Hearn 1998). The FBOs therefore became an 

increasingly important recipient of bilateral and multilateral aid.  

 

A further reason for the resurgence in the academic interest of the discussion over the role 

and importance of religion in public life globally can be traced to political events in the 

United States. This discussion can be traced to the election of U.S. President Ronald 

Reagan, a born-again (evangelical) Christian who mobilised the Christian right in support 

of his political projects. The election of Republican U.S. President George W. Bush Junior 

in 2001 further reinvigorated the Christian right in the United States and by 2003. This 

had a strong influence on U.S. foreign policy, including aid as well as national policy. 
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Organisations such as the National Association of Evangelicals became important players 

in international development and strong supporters of the “Make Poverty History” 

campaign (Clarke 2006). 

The terrorist attacks of September 2001 and the growth of political Islam further 

intensified debates about religion and identity in the Western world. This is reflected in 

the literature and the emergence of the clash of civilisations discourse, in which religion 

becomes a source of conflict (Huntington 2000). The growing salience of “identity 

politics” thus created a space for religion in the political space, which subsequently 

influenced funding trends for Christian and Muslim FBOs internationally (Clarke 2008, 

James 2009). In the United States, for example, executives orders from President George 

Bush in January 2001 and the 2001 Faith-Based and Community Initiatives Act ended 

discrimination against FBOs, leading to the award of government contracts and funding 

(Bartkowski and Regis 2003). Funding for FBOs in the United States nearly doubled, 

from 10.5% of official government aid in 2001 to 19.9% in 2005 (James 2009). In her 

role as a cabinet minister of DFID (1997–2003), Clare Short (2003) supported claims 

made by the World Bank (Narayan et al. 2000) that FBOs should become agents of 

transformation for better governance and accountability, due to their moral values. In 

Short (2003, pp. 8-9) ‘s words, 

Faith groups have to move beyond charity… Real charity is 
justice. We need to mobilise that core of moral teachings that lies 
at the heart of each of the world’s great religions: that life must be 
just and fair and that all human beings deserve respect and the 
opportunity to enjoy their humanity and practice spirituality… 
The challenge must fall at least partly on faith groups in rich 
countries to embrace higher ambitions, to convince those 
countries to back the right policies, to spend money well. 

 

Consequently, in the context of the United Kingdom, DFID’s 2009 White paper promised 

to double funding to FBOs (DFID 2009). In addition to this, DFID funded a £3.5 million 

research programme on “Faith and Development” in collaboration with the Birmingham 

University in 2005 (Clarke 2007). Other bilateral agencies such as Norwegian Aid and 

Australian Aid have also significantly increased funding for FBOs and research 

programmes similar to the one funded by DFID. The Global Fund to fight AIDS, TB and 

Malaria also has made significant investments into FBOs, in particular in countries with 
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a weakened state, such as the Democratic Republic of Congo (Benn 2017). The religion 

and development discourse was further revitalised through faith-based activism, for 

example the Jubilee 2000 campaign for debt relief. The campaign was largely supported 

by secular leaders but was notable in successfully mobilising congregations globally 

(Clarke 2006). 

 

The relationship between religion and development was further strengthened as a result 

of changes to the World Bank’s leadership and their views on religion. During the late 

1990s, the president of the World Bank, James Wolfensohn, emerged as an advocate for 

increasing collaboration between religious institutions and World Bank development 

policies and programmes (Haynes 2013). Wolfensohn sought collaboration with the 

World Council of Churches and created two World Bank faith-focussed entities in 1998: 

The World Faiths Development Dialogue (WFDD) and the Development Dialogue on 

Values and Ethics (DDVE) (Haynes 2013). Although this interest did not necessarily 

remain constant following the end of Wolfensohn presidency and the closure of the 

WFDD programme, the current president of the World Bank, Jim Yong Kim, has taken a 

clear stance on the importance of religion in their programmes and policies:  

 

Faith leaders and the World Bank Group share a common goal – 
to realise a world free of extreme poverty in just 15 years. The 
moral imperative can help drive the movement to end poverty by 
2030 by inspiring large communities to act now and to advocate 
for governments to do the same. These commitments from 
religious leaders come at just the right time – their actions can 
help hundreds of millions of people lift themselves out of poverty. 
(World Bank 2015) 

 

Various UN institutions have followed a similar narrative and have actively sought to 

engage with religion in their development work. In the early 2000s, UNFPA, for example, 

sought to collaborate with faith-leaders in their activities to improve global reproductive 

health. In 2014, they held a roundtable consultation titled “Religion and Development 

Post-2015: Challenges, Opportunities and Policy Guidance” (UNFPA 2014). Although 

they do discuss some controversies, especially with regard to family planning and religion 

(discussed Chapter 5), UNFPA advocates for a partnership with religious institutions 

(UNFPA 2014). 
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Multi- and bilateral donors have increasingly made claims about the added value of faith 

and FBOs. Initial statistics have claimed that the faith sector provides around 50% of 

education and health services in sub-Saharan Africa (James 2011). It was also claimed 

that these services are more likely to be embedded in communities and thus able to reach 

the poorest. Faith institutions are seen to create a longer term social capital, which creates 

a more trusting relationships between communities and service providers (James 2011). 

Many of these claims were supported with The Voices of the Poor study (Narayan et al. 

2000). This study, commissioned by the World Bank, collected qualitative data from 

communities around the world to understand their perceptions of poverty. The study 

concluded that religion plays a central role in the lives of many communities. Moreover, 

religious leaders as a broker in communities were seen as invaluable (Narayan et al. 

2000). In other words, the international development industry now sees religion as one of 

the most important aspects of the lives of many poor communities worldwide. Whilst 

there has been an absence, for many years, in seeing the role of religion in international 

development, religions had in practice been getting on with their work, albeit quietly and 

often unnoticed by donors and the aid system, long before the creation of the modern state 

in sub-Saharan Africa. This observation rings particularly true for the health sector and 

the role religion has played in the provision of health care in sub-Saharan Africa.  

1.1 Religion and global health 

Health and healing are central tenets of the Christian doctrine. Christian missionary 

hospitals throughout the world were often the first providers of modern health care in sub-

Saharan Africa, which laid the foundation for national health systems (Schmid et al. 

2008). Yet it is only since the late 1990s that global health13 has started to engage with 

religion. This is largely because religion was seen an obstacle to progress, and it was 

believed that it would eventually become obsolete in the context of development (Melkote 

and Steeves 2001). Public health emerged following the Enlightenment period and was 

thus largely driven by ideas of modernisation and secularism (Petersen and Lupton 1996). 

The secularisation paradigm that prevailed in academia and in public health led to 

“blindness” towards the place of religion and faith in these disciplines (Cochrane 2006). 

Olivier (2015) argues that the one of the reasons that religious actors in health became 

                                                 
13 Global health is a relatively new discipline that focusses on not only prevention of illness, which is 
traditionally the role of public health, but also on treatment and care at a global level (Koplan et al. 2009). 
In this literature review, I mirror the language used in the existing literature, since it is only very recently 
that there has been a discussion of religion in global health.  
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invisible in international development in the 20th century was that public health flourished 

during that time, especially in the 1970s and 1980s, because of various successes in the 

fight against smallpox, polio and poor sanitation. As Coffman (2002, p. 2) puts it, 

 

In the midst of this flood of discovery and progress, a tragedy 
occurred. Many of the bridges between faith and health were 
washed out. In the excitement and thrill of the explosion of 
scientific knowledge, the church relinquished her position as the 
centre of healing for individuals and communities. The bridges 
that existed for centuries collapsed in a matter of a few decades. 
Faith and health were segregated… We take our bodies to doctors, 
our souls to church, and our minds to school. 

 

Yet, with the rapid spread of HIV/AIDS in the 1980s, the crumbling of health systems in 

the late 1990s and early 2000s, and the need for constant reforms, public health entered a 

period of crisis. Some historical background on health system reforms is useful to explain 

the context of this crisis. Health sector reforms in post-colonial sub-Saharan African can 

be divided into three generations: the establishment of national health systems following 

independence; the development of primary health care systems from the 1970s onwards; 

and the introduction of market-oriented models of health care delivery from the 1990s 

onwards (Green 1999, WHO 2000, Frenk et al. 2003). Reforms varied between countries 

and were experienced differently, but similar lessons can be drawn. At the time of 

independence, many sub-Saharan African countries, including Cameroon, were 

committed to building a national health care system run by the state. However, due to 

limited financial and human resources, the initial focus was set on providing health 

services in urban areas. This focus created inequalities between urban and rural areas in 

accessing health care. However, faith-based health providers arguably filled an important 

gap in the health system during that time, due their geographical location in rural areas. 

Faith-based health providers underwent a process of indigenisation after independence, 

however, in which they lost both missionary personnel and access to funding (Green et 

al. 2002, Hastings 1979). Many faith-based providers had to close down, and most faith-

based health providers have introduced user fees to ensure sustainability of health service 

provision (Green et al. 2002). It was faith-based providers’ connections to global church 

networks that ensured the survival of many of these providers, but certainly not all.  
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Following independence and initial attempts to build national health systems, many post-

colonial nations found themselves increasingly unable to finance their national health 

systems, as their economies underperformed, national debt levels rose, and many were 

hit by the effects of oil crises in the 1970s. In response, the international community at 

the time emphasised the need for more cost-effective health systems, while also 

improving access to services, culminating in the 1978 Alma Ata Primary Health Care 

Declaration. This declaration, accepted by most members of the WHO, sought to 

encourage community participation, invest in preventative health services, focus on the 

provision of essential drugs, and train community health workers (Green 1999). It was 

assumed that preventative health care and the reliance on community health workers 

would make the health system more cost-effective. Given the poor links between public 

health and religion, there is little information on what role faith-based health providers 

played during that time. 

The African debt crisis, which evolved over the 1980s and weakened many sub-Saharan 

African countries’ public finances, led to the introduction of SAP reforms. These SAPs, 

in turn, caused reductions in public expenditure, rendering many governments unable to 

implement the Alma Ata declaration due to inadequate funding to train health workers 

and provide equipment. Health systems were further characterised by inefficient 

bureaucracies, which undermined the cost-effectiveness of the health system. Inability to 

pay health workers led to high levels of absenteeism and the beginning of global 

migration of health workers, which caused a human resources crisis in the health sector 

in many sub-Saharan African countries (Buse et al. 2012). The implementation of SAPs 

in sub-Saharan Africa also led to health system reforms that strengthened the role of 

private sector actors in the provision of health care services, such as private hospitals and 

faith-based health providers. These reforms entailed market-oriented models of service 

delivery such as the contracting of NSAs by the government, which led to increasing 

engagement of FBOs by international donors (Bennett et al. 1997). 

The rationale behind this third generation of health reforms was that non-state providers 

deliver higher quality care and are more cost-effective than the state. Non-state providers 

would further be able to overcome the inefficiencies plaguing public bureaucracies, whilst 

the government could focus on other aspects, such as planning, standard setting and 

regulation (Buse et al. 2012). Health services in the context of these reforms shall be more 

enhanced for users with a strong emphasis on provision of high quality of care in 
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exchange for user fees. Moreover, regulatory mechanisms including audits, supervision 

and in some instances payment for performance (P4P)14 have flourished in the context of 

these reforms (Gilson and Mills 1995, Mills et al. 1997, Meessen et al. 2011). Service 

delivery contracts and delivery of “health packages”, for example child immunisation 

packages, have been promoted by bilateral and multilateral agencies since the late 1980s. 

Additionally, since the early 2000s, there has been a significant growth of private global 

health initiatives, for example the Bill and Melinda Gates Foundation, in support of 

market-driven models of health care. 

Market-driven reforms have made use of private actors, NSAs and civil society 

organisations, such as faith-based health providers. Faith-based health providers formally 

became integrated into national health systems in many sub-Saharan African countries; 

some received status as district hospitals and received official contracts from the Ministry 

of Health (ACHA 2008, Hearn 1998, Boulenger and Criel 2012). The growing reliance 

of government on faith-based health providers has arguably made them key recipients of 

bilateral and multilateral aid over the past two decades. This trend is based on a number 

of assumptions about these actors and their ability to provide health care. In the context 

of development policy, faith-based health providers were classified as NGOs that would 

form part of a strong civil society. However, in the context of health system reforms, they 

were largely classified as private actors or private non-profit actors, since they were in 

many cases viewed as part of the health system. For example, many faith-based health 

providers continued to keep their positions as district health hospitals (Olivier et al. 2015). 

With the inclusion of faith-based health providers into health systems, in different ways, 

and with the growing number of global health actors, health systems have become 

increasingly complex and plural. Collaborations between faith-based providers and the 

state are not always straightforward, as will be discussed in a later section of this chapter. 

The history of religion and development and the re-emergence of religion in international 

development, specifically global health, shows that the current trend that embraces FBOs 

as a tool for development has not always been the case. The sea change from FBOs as an 

obstacle to development of a tool for development can thus be traced to a series of political 

and economic events that has created a need for these organisations, especially in the 

                                                 
14 Payment for performance is a health-financing mechanism used to motivate health care providers 
through a reward system. For example, if a clinic increases outputs in terms of attended deliveries and 
satisfaction of client, it receives a bonus for its staff, usually in the form of salary top ups. 
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context of health system reforms. Let us now turn to what an FBO constitutes, how they 

have come to be described as such and some of the challenges with that description. 

2. Terminology and discourse of faith-based organisations 
In recent years, more attention has been drawn to the language that is used in the 

development sector. Attention has been paid to the need to deconstruct buzzwords that 

are often used to get donors’ attention. Buzzwords are often the key to accessing funding 

and influence; they comprise specialist jargon used in any profession (Cornwall 2007). 

Many of these development buzzwords, such as poverty reduction, development, good 

governance, empowerment, gender mainstreaming and religion and faith-based 

organisations (FBOs), have been largely accepted in the development industry. However, 

as Cornwall and Eade (2010, p. 472) argue, 

 

…development’s buzzwords gain their purchase and power 
through their vague and euphemistic qualities, their capacity to 
embrace a multitude of possible meanings, and their normative 
resonance. The work that these words do for development is to 
place the sanctity of its goals beyond reproach.  

 

Let us thus turn to how FBOs have been defined and narrated in both academic and policy 

literature.  

 

Faith-based organisations represent a complex set of actors in the political and 

international development context. According to Clarke (2006), FBOs are commonly 

involved in public policy debates concerned with national and international development; 

they are engaged in social and political processes that impact the poor and directly 

support, represent or engage the poor. Clarke (2006) classes five types of FBOs: First, 

there are the faith-based representative organisations or apex bodies which rule on 

doctrinal matters, govern the faithful and represent them through engagement with the 

state and other actors. These include, for example, mainstream churches, which are 

hierarchically organised, have an official status and are thus difficult to challenge (Clarke 

2006, p. 840). Second, there are faith-based charitable or development organisations 

which mobilise the faithful in support of social groups. Some of these organisations were 

focussed on local charity work until recent years, when they became more involved in 

international dialogue through poverty reduction activism, such as the Jubilee 2000 and 
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the “Make Poverty History” campaign (Clarke 2006, p. 841). The category of faith-based 

charitable or development organisations may also play a direct role in alleviating poverty 

through the provision of social services in both high and low-income settings. The third 

category, faith-based socio-political organisations, captures those which interpret and 

deploy faith as a political construct, organising and mobilising social groups on the basis 

of faith identities but in pursuit of broader political objectives (Clarke 2006, p. 840). 

These may manifest themselves as political parties such as the Christian Democratic 

parties that can be found throughout the world. Making up the fourth category, faith-based 

missionary organisations spread key faith messages beyond the faithful by actively 

promoting the faith and seeking converts to it (Clarke 2006, p. 840). Some of these 

organisations focus on promoting their faith, whilst others promote their faith and provide 

social services such as health care. The fifth category, according to Clarke (2006), is faith-

based radical, illegal or terrorist organisations which promote radical or militant forms of 

faith identity, engage in illegal practices on the basis of faith beliefs or engage in armed 

struggle or violent acts justified on the grounds of faith (Clarke 2006, p. 840). The latter 

group is less common in Christian traditions. 

In a similar vein, Marshall (2015) differentiates between five FBOs: first, religious 

structures, which constitute strictly hierarchical religious networks that may be limited to 

one country or span across the world; second, faith-inspired organisations, a group of 

transnational organisations that play a key role in development work; third, religious and 

spiritual movements, which are not formally linked to structures and hierarchies but are 

often led by a charismatic leader; fourthly, community organisations which do not have 

any formal structures; and fifthly, interfaith and intra-faith organisations, which 

contribute to global development themes such as peacebuilding and treatment of 

HIV/AIDS. 

Whilst these categories provide an overview of the different types of FBOs, these 

classifications are malleable, and one single FBO may fit more than one type. A number 

of authors have challenged the categorisation and have called for further discussion about 

typologies of FBOs (Jeavons 2004, Sider and Unruh 2004, Tomalin 2012, Jennings 

2013b). Jennings (2013), for example, highlights that Clarke’s matrix does not account 

for how the context shapes the way in which faith is deployed. Moreover, he questions 

Clarke’s distinction between active, passive, persuasive and exclusive deployment of 

faith—whereby “passive” implies that faith is not a key driver, and “active” indicates that 
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faith plays a major role in shaping the activities of the organisation. Jennings (2013) 

problematises the difficulty of making these distinctions, as those terms may be 

interpreted differently within various organisations, by outsiders and in different contexts. 

A missionary organisation, for example, may deploy faith “actively” at times through 

religious teachings and “passively” at other times, whilst providing health care (Jennings 

2013). This differential understanding leads Jennings (2013) to conclude that differences 

should also be made between Clarke’s above-mentioned categories and whether or not 

they are embedded within institutional religious hierarchies or non-institutional 

hierarchies. This differentiation provides a more nuanced overview of the organisational 

structure, including its funding structure and sources. Such an overview is important since 

distinctions have to be made between development activities that are officially supported 

by the government and those which are not. This need for further distinction raises a 

further question about the concept of FBOs, namely whether some of their activities are 

truly “faith-based” or whether they should be considered part of the wider “voluntary 

sector private provider” type service (Jennings 2013).  

 

In a similar vein, Tomalin (2012) points out that Clarke’s definition speaks to mainstream 

donors with categories in which they are familiar: for example, the fifth category of 

radical or illegal organisations is not a definition by which an FBO would self-identify. 

As pointed out by Jennings (2013b) and Berger (2003), establishing the extent and 

manner in which people deploy their faith is a very subjective exercise. Tomalin (2012) 

further questions the usefulness of the concept of FBOs in context of countries where 

secularism is neither evident nor practiced. This line of questioning leads to the question 

of the origin of the definition of FBOs and the extent to which these organisations are 

shaped by international development or a product of the “NGOisation”15 of development 

practice (Tomalin 2012). There are examples of FBOs that have adapted to the 

international development discourse by avoiding faith expression, in order to qualify for 

funding (Grills 2009, Tomalin 2012, Hovland 2008). According to Tomalin (2012, p. 

696),  

                                                 
15 Julie Hearn has coined the phrase of “NGO-isation of development and welfare provision”, arguing that 
NGOs, in the context of Kenya, have colonised the state and taken over its role as a regulator HEARN, J. 
1998. The ‘NGO‐isation’ of Kenyan society: USAID & the restructuring of health care. Review of African 
Political Economy, 25, 89-100. She further argues that the proliferation of NGOs or the “NGO 
revolution” has fragmented the health system and has led to a comparative advantage of NGOs over the 
state in the acquisition of funds, due to their strong position in the national health system.  
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The perceived bias towards organisations that do not explicitly 
articulate their faith identity and a model of religion that neatly 
separates the religious from the secular suggests that donors are 
attempting to manage and contain religion in ways that do not 
correspond with the way it manifests in many developing 
contexts. 
 

In other words, there is some concern about the language of “FBOs” in international 

development and their reality in practice. Some concern also arises with in that FBOs 

may be a product of development. Not much has been written about this topic, and this 

PhD thesis aims to help fill this information gap. Let us now turn to how FBOs have been 

defined in the health sector. 

2.1 Faith-based organisations in the health sector 

The literature that attempts to define and discuss faith-based organisations (FBOs) in the 

health sector suffers from generalisations, limited subtlety and very few context-specific 

case studies. Looking at both Clarke’s and Marshall’s categories, it is unclear where 

organisations providing for health fit into the provided classifications, since many FBOs 

in sub-Saharan Africa are formally embedded in the national health system and have a 

long history of providing health care, as pointed out by Jennings (2013a). There is a large 

literature on FBOs in the health sector, although somewhat limited to a few authors 

(Olivier et al. 2006, Olivier et al. 2015, Olivier et al. 2012, Olivier and Wodon 2012c, 

Schmid et al. 2008, Wodon and Olivier 2012a, Kagawa et al. 2012). This literature 

discusses the FBO terminology However, it appears that this literature has not engaged 

much with the terminology or definition of FBOs in the health sector. They are often 

described as faith-based or faith-inspired health providers independent of the state, 

placing the emphasis on FBOs as service providers. This literature focusses on service 

provision, although it is not always clear what types of services are being provided. In the 

faith-based health care special issue of the Lancet Commission (2015), they use the 

terminology “faith-based groups” and defines these as 

…entities that are self-defined by common religiously informed 
profession (faith) and practice (ethics or worship), their leaders 
and congregational infrastructures, and faith-linked health-care 
providers and non-governmental organisations. (Duff and 
Buckingham 2015, 1787)  
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The general terminology “faith based groups” lumps together service providers and 

community faith leaders, but these are arguably very different categories. 

The literature review identified no studies that included an analysis of FBOs providing 

health-professions education. There also appears no discussion pertaining to different 

denominations and their organisational structures. There is a simplistic differentiation 

between Muslim and Christian groups (Balchin 2010), yet very little discussion of 

different Christian denominations, which (as this research shows) is relevant to improve 

our understanding of these actors. Some health system literature tends to describe FBOs 

as faith-based health providers belonging to the private providers or private non-profit 

providers that are part of the health system, paying little or no attention to faith attributes 

(Mackintosh et al. 2016). However, there is some acknowledgement of, but no details on, 

the fact that FBOs can be involved in all sorts of provisions of health services, including 

in the pharmaceutical market, health professions education and health care provision 

(Mackintosh et al. 2016).  

The policy literature does not create a separate sector-specific group for FBOs, but instead 

uses broad categories. For instance, the World Bank (2014) defines FBOs as follows: 

Faith-based organisations are often structured around 
development and/or relief delivery programmes and are 
sometimes run simultaneously at the national, regional and 
international levels. Moreover, faith-based and religious entities 
contribute distinctive assets, resources, and capabilities in 
combatting poverty and boosting shared prosperity. 

 

Similarly the UNFPA’s definition states, “Faith-Based Organisations (FBOs) are 

religious, faith-based or faith-inspired which operate as registered or unregistered non-

profit institutions” (UNFPA 2014).  

A review of the literature of the terminology and discourse of FBOs shows that the 

definitions that the development industry uses are broad and simplistic, which may be 

because “FBO” has become a buzzword embedded in development language, one that is, 

therefore, no longer closely examined (Cornwell 2007). The academic literature that has 

attempted to define these actors discusses the challenges in doing so. However, efforts to 

define FBOs have been hampered by the limitation that definitions have been made for 

an instrumental purpose, in other words to help donors make sense of the actors. This was 
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largely implemented to help donors understand how FBOs can help advance development 

ideas and programmes. Therefore, this research draws on two ways of thinking about 

FBOs: Firstly, it views FBOs as an outcome of a complex development process. 

Secondly, it focuses on gaining a better understanding of FBOs operating in the health 

sector that is faith-based organisations that provide health services or health professions 

education. This research does not take one definition but instead draws on its theoretical 

(non-instrumental) framework and the literature that highlights some conceptual 

problems there are when considering the identities and activities of these actors.  

3. Comparative advantage and assumptions about faith-based organisations 

– narrative and evidence 
The effects of categories and simplified definitions is that the definition of what FBOs 

are has created a narrative about what FBOs can do. Let us now turn to the assumptions 

that have been made about FBOs and the evidence available to sustain these. There has 

been a growing body of literature that explores the assumptions and comparative 

advantage of faith-based organisations (FBOs). One of the main assumptions about FBOs 

is that the compassion and empathy which the Christian faith predisposes renders FBOs 

more committed to those they serve (Ferris 2005, Bornstein 2002). Tyndale (2000) further 

argues that faith can add a new understanding of development and can thus provide an 

alternative approach to an economically focussed understanding of development. In other 

words, faith-values such as generosity, integrity, compassion and justice can offer an 

alternative understanding of development. Ver Beek (2000) also argues that faith-values 

can motivate voluntary service of individuals, an important part of community 

development. Faith attributes may also support development in that they give individual 

hope and meaning (James 2011). Matthew Parris (2008, p. 113-114), in an article entitled 

“As an atheist I truly Believe Africa needs God,” writes, 

Now a confirmed atheist, I’ve become convinced of the enormous 
contribution that Christian evangelism makes in Africa… In 
Africa Christianity changes people’s hearts. It brings a spiritual 
transformation. The rebirth is real. The change is good. 

 

Faith-based organisations, in particular those which have been embedded within 

communities since prior to independence, are also believed to be in a better position to 

achieve sustainable poverty reduction and social development. Tyndale (2003), for 
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example, suggests that FBOs are more embedded in communities and therefore receive 

more trust, which enables them to make a more lasting impact on the communities in 

which they work. Jennings (2013a) further points out that FBOs are effective because the 

relationship between the community and the FBOs may be stronger than the relationship 

between the community and the state, potentially making an FBO a more trustworthy, 

and effective, health service provider than the state. A further assumption about FBOs is 

that their link to the global faith networks allows them to access resources that secular 

NGOs cannot (Olivier 2014). It is assumed that this comparative advantage renders FBOs 

better equipped, making them more effective and efficient than other NGOs. The 

international community has taken on this narrative of a comparative advantage; the 

World Bank’s definition of FBOs, for example, states that “faith-based and religious 

entities contribute distinctive assets, resources, and capabilities in combatting poverty and 

boosting shared prosperity” (World Bank 2014).16  

There is, however, very limited evidence to support the claims about the comparative 

advantage or distinctive nature of FBOs in comparison to other NSAs. Faith-based 

organisations and other NGOs are not necessarily so distinct from each other in the way 

they operate. This is particularly true for organisations that operate in religious countries 

(Tomalin 2012). A comparative analysis of FBOs and other non-for-profit organisations 

in Tanzania has shown little difference between the ways in which they operate (Green et 

al. 2012). The notion of increased trust, because of FBOs’ long-term local engagement 

with communities, can also be challenged. Jennings (2013b), for example, points out that 

the notion of trust needs to be examined in context of the effectiveness of the state and 

the extent to which the state is able to establish an effective relationship with its citizens, 

something which varies from country to country. Moreover, trust may have little to do 

with the duration of service provided to a community (Jennings 2013). An example of 

this lack of correlation is the recent proliferation of the Pentecostal church in sub-Saharan 

Africa, which has set up millions of churches and networks within only a decade. De 

Cordier (2009) highlights another problem with the assumption about the comparative 

advantage of FBOs; they, in some contexts, have been seen to exclude non-adherents in 

                                                 
16 The full definition is as follows: Faith-based organisations are often structured around development or 
relief-delivery programmes and are sometimes run simultaneously at the national, regional, and 
international levels. Moreover, faith-based and religious entities contribute distinctive assets, resources, and 
capabilities in combatting poverty and boosting shared prosperity (World Bank 2014). 
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the provision of services, thus calling into question how equitable they are. This potential 

inequity could pose a significant problem where a faith-based health provider is the only 

service provider, potentially leaving some members of a community without access to 

health services.  

3.1 Assumptions about market share, quality of care and equity of care of faith-

based organisations  

A further assumption about faith-based health providers regards their actual contribution 

to the health system, which has a very weak evidence base. Data from the African 

Christian Health Association (ACHA) estimates that approximately 40% of health 

services in the Democratic Republic of Congo, Sierra Leone and Cameroon are provided 

by faith-based organisations (FBOs) (ACHA 2008). Other authors estimate the market-

share of faith-based health providers at up to 70% (Asante 1998, Belshaw et al. 2001). 

Whilst these estimates have been cited as evidence of the growing importance of FBOs 

in the provision of health care, many problems trouble these numbers (Olivier and Wodon 

2012c, Olivier et al. 2015). Most evidence for market share estimates stem from studies 

from the 1960s and 1980s, and these studies were conducted by faith-based health 

providers or Church councils themselves, which may therefore lead to biased estimates, 

namely overestimates (Olivier and Wodon 2012c). Moreover, the percentages are 

misleading, as they do not account for the percentages of all health services provided in 

the health system, which includes all private health services, such as private hospitals and 

clinics, which have grown significantly since the 1980s (Olivier and Wodon 2012c).  

Market-share estimates are also often based on estimates of utilisation of services without 

considering utilisation of other private services and the informal sector (Olivier and 

Wodon 2012c). A systematic review by Kagawa et al. (2012), measuring the extent of 

participation of faith-based health providers in the overall health system in sub-Saharan 

Africa, highlights that its contribution is unclear, finding large discrepancies between the 

supply and the utilisation of health care services, such as measures on infrastructure and 

bed capacity. These provisions do not automatically translate into utilisation and may 

therefore lead to overestimations of the proportion of health care provided by faith-based 

health providers. The assumption that FBOs contribute to 40–70% of the market share of 

the health system has become a status quo assumption, and it has subsequently distracted 

donors from the complexity of faith-based health providers and their role in the health 

systems, preventing them from asking specific questions regarding the quality of care, 
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equity, cost-effectiveness and sustainability of faith-based health providers in the health 

system.  

The second often-cited assumption that donors make is that FBOs provide a higher quality 

of care or a more holistic or integrated quality of care. It is often assumed that the 

Christian principles of compassion and love are apparent into the care provided. Lipinsky 

(2011) has evaluated the potential comparative advantage of health services provided by 

FBOs, suggesting that FBOs provide higher quality of health care due to a higher moral 

and ethical standing than other NSAs. To summarise in the words of Lipsky (2011, p. 

30), “When an FBO is both credible and influential, and when workers are committed 

through faith, their influence on health outcomes can be invaluable”. Although it is 

assumed that faith-based health providers provide high-quality health care due to their 

compassionate nature, there is very limited evidence on the comparative quality and 

satisfaction of health care provided by faith-based health providers in comparison to 

government or other private facilities and NGOs. Widmer et al. (2011) assess the extent 

to which faith-based health providers have contributed to improved quality of maternal 

and new-born care, and they find that whilst the type of services provided by faith-based 

health providers were similar to those offered by the government, the quality of the care 

they provide and patient satisfaction were better. Olivier and Wodon (2012d) further 

report that patients—in five out of six countries—perceived the quality of the health care 

provided by faith-based health providers to be higher than that provided by the 

government (Olivier et al. 2015).  

It is, however, very difficult to attribute higher quality of care to faith, in other words to 

prove a causal association between the two. For example, a more in-depth analysis of the 

reasons for higher satisfaction shows that this perception could in some contexts be linked 

to the availability of drugs rather than to the services provided (Bazant and Koenig 2009). 

It further remains uncertain whether the quality of care provided by faith-based health 

providers is a product of staff satisfaction, which is a direct result of institutional 

characteristics, such as of faith-based health providers that positively influence the 

working environment, in contrast to the poor working environment in government clinics. 

A literature review revealed no studies investigating the link between quality of care and 

how it influences people’s trust and their health-seeking behaviour in the absence of a 

functioning health system (Gilson 2005). 
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A further assumption about FBOs is that they are expected to provide equitable care due 

to their rural location, in comparison to other health care providers. Evidence for this 

assumption is very thin and often based on anecdotes. Olivier et al. (2012) addressed this 

question by analysing 14 national household surveys in Africa. The results of this study 

show that faith-based health providers may not be so different from public providers in 

the patients they serve. The evidence summarised in Table 1 shows that faith-based health 

providers in the listed countries do not serve the poor proportionately more than the 

wealthier segments of society. The analysis of the survey in Cameroon, for example, 

shows that the use of health care services provided by faith-based health providers in the 

top quintile (richest) is nearly twice that in the bottom quintile (poorest). Hence, whilst 

the “mission” to serve the poor remains an important objective of many faith-based health 

providers, this mission is not always possible. This gap in care could be a result of 

financial struggles which are poorly understood. It is therefore important to learn more 

about faith-based health providers’ funding constraints. 

The literature on comparative advantage of FBOs over other NSAs and the assumptions 

that have been made about them shows that there is a gap in knowledge about the evidence 

that sustains these findings. In some instances, FBOs do seem to perform “better”, but 

with the current evidence, it is very difficult to conclude whether it is due to faith or other 

confounding factors. In other words, the relationship between faith and high-quality 

health care is not necessarily causal. This research will provide views on these and other 

assumptions that have been made by donors and the Cameroonian Ministry of Health 

about FBOs in Cameroon. It will also shed light on this discussion by presenting the 

Table 1. Benefit incidence by quintile of well-being of services provided by faith-based 
health providers (%) 
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perceptions of these assumptions of FBOs themselves, which have, to the best of my 

knowledge, not previously been captured.  

As seen in the preceding section, the problem of a simplified definition of FBOs has led 

to a simplification of the role of faith, and subsequently to the emergence of many 

assumptions about the added value of faith in FBOs as compared to other NSAs. This 

simplification has, in turn, created a narrative about FBOs that is largely based on 

assumptions that have a very weak base of evidence. Let us now explore how this 

simplified definition of FBOs has had an effect on some of the controversies that exist in 

religion and international development.  

4. Controversies surrounding faith-based organisations in development and 

global health 
Whereas the international development industry portrays faith-based organisations 

(FBOs) as an added asset and thus of value for development and global health, the 

subsequent literature shows that several problems prevail. Many of these controversies 

are both poorly researched and poorly understood. Drawing on broader literature that 

informs these debates, this research engages with two specific challenges in detail: Firstly, 

it examines the often challenging relationship between FBOs and the state, and it 

discusses whether FBOs in the health sector undermine the role of the state. Secondly, it 

engages with some of the problems pertaining to gender and religion, more specifically 

the question whether FBOs undermine women’s access to equitable and high quality 

health care.  

4.1 Who should donors engage? State and non-state actor debate 

There is a long standing debate in the development studies literature about the role of 

non-state actors (NSAs) in international development. With that, there is also a question 

as to whom donors should support: the state or NSAs? With the failure of SAPs, the 

emergence of democratisation, and an increasing focus on good governance as the model 

for development, civil society has become a thoroughly studied topic to improve the 

understanding of development in sub-Saharan Africa. Working on the premise that many 

states in sub-Saharan Africa are weak and poorly governed, an investment in NSAs such 

as NGOs and FBOs has been viewed by many donors as an essential component for 

democratic reform. Conversely, some scholars object to treating NGOs and NSAs such 
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as FBOs as a panacea for social, economic and political development in sub-Saharan 

Africa.  

The proponents of fostering the development of a strong civil society through NGO 

engagement claims that these are critical for democracy building. In the words of 

Harbeson et al. (1994, p. 1-2):  

Civil society is the hitherto missing key to sustained political 
reform, legitimate states and governments, improved governance, 
viable state-society and state economy relationships, and 
prevention of the kind of political decay that undermined new 
African governments a decade ago.  

 

This approach has been adopted by actors in international development in the post-Cold 

War era and was used to explain the failure of SAPs. It was argued that these reforms did 

not work because of poor governance. Subsequently, aid was increasingly invested in 

NSAs as opposed to traditional bilateral recipients. Non-governmental organisations were 

therefore made key recipients of significant amounts of funding, as they were seen as 

more efficient, less bureaucratic and better governed than the state. The 1990s thus 

observed a rapid growth of service-provision NGOs; this era is also referred to as that of 

the “global NGO revolution” (Hearn 2001, Hulme and Edwards 1997, Hearn 2002, Igoe 

and Kelsall 2005). Donors believed that by strengthening civil society through investment 

in NGOs, they would have the power to challenge the state and hold them accountable, 

which would influence policy. 

Recent literature presents evidence that suggests that non-state providers can facilitate 

and finance access to state-delivered services (Cammett and Mac Lean 2014). Brass 

(2012), for example, shows how the increasing presence of NGOs in Kenya has bolstered 

the state, encouraging democratic accountability among Kenyan civil servants. The 

successful collaboration was, however, a result of a number of factors, such as a relatively 

open political climate; a central government granting autonomy to service providers; and 

civil servants who are willing to learn from NGOs (Brass 2012). Brass (2012) further 

highlights that boundaries between actors are extremely blurred—civil servants consider 

the work of NGOs completely integrated within government—rendering the question of 

the “retreating state” obsolete.  
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The critics of the state civil society debate argue that the surge in NGOs needs to be 

understood in the context of African political systems of neopatrimonialism. In the words 

of Patrick and Daloz (1999, p. 23),  

The explosion of NGOs is not a reflection of the flowering of civil 
society in the sense in which it is usually understood in the West. 
It is in reality (rather than fiction) evidence of the adaptation by 
African political actors to the changing complexion of the 
international aid game. 

 

In other words, NGOs are an invention of international development and an 

imported Western idea, which does not reflect the reality in the particular contexts 

in which they operate. Edwards and Hulme (1996) go on to argue that NGOs are 

problematic because they are unable to undertake research, network with other 

NGOs and have weak links to the policy sector. Any effect of NGOs, in their 

opinion, would therefore be very minimal.  

Drawing on NGO and development literature, it has been argued that increased 

engagement of NSAs by donors may undermine the role of the state as a provider of 

services to its citizens (Mathews 1997). Julie Hearn has coined the phrase “NGO-isation 

of development and welfare provision”, arguing that NGOs, in the context of Kenya, have 

“colonised” the state and taken over its role as a service provider (Hearn 1998). She 

further claims that the proliferation of NGOs, or the “NGO revolution,” has fragmented 

the health system and has led to a comparative advantage of NGOs over the state in 

mobilising funds, due to their stronger position than the national health system (Hearn 

1998). She argues that the main reason for the proliferation of such powerful actors is the 

overwhelming influence of neoliberal principles of international development policy, 

which emphasise the importance of private service providers. In a later work, Hearn 

(2002) describes how these neoliberal policies with their emphasis on strengthening the 

civil society have created a space for “invisible” NGOs, referring to faith-based health 

providers which, despite their importance, have a relatively low profile in the national 

health policy debate. These FBOs in the context of Kenya constitute one of the most 

important health care providers in the country. Hearn (2002) describes how faith-based 

health providers are more powerful than the state and how health policy making at the 

national and regional level was influenced more by U.S. foreign policy—the United 
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States being the key donor of faith-based health providers from 1990–1995—rather than 

the health needs of the country. 

The concept of the NGO-isation of the welfare state is also supported by James Pfeiffer’s 

work on the growing number of health NGOs in Mozambique (Pfeiffer 2003). Pfeiffer 

argues that the proliferation of NGOs in Mozambique has not only complicated the health 

governance landscape but further fragmented the primary health care system. 

Furthermore, social inequalities have increased, in particular between local hospital staff 

and staff at internationally funded clinics, due to the differences in remuneration (Pfeiffer 

2003). Working for local hospitals has become less attractive, so the state’s ability to 

provide health services has been indirectly undermined by the rise of NGOs. Hearn (1998) 

supports this observation by showing how some parts of Kenya benefit from NGO 

interventions whilst other areas, where NGOs are largely absent, remain impoverished, 

as the state is unable to provide care. In a similar vein, Wood (1997) introduces the 

concept of the “franchise state” describing how state services, such as health and 

education in the context of Bangladesh, have been contracted out to NGOs. Wood (1997) 

questions the extent to which franchising of health services may affect the basic political 

rights of citizens, considering that the accountability of private actors is more likely to be 

to the state rather than to those with service entitlements. Furthermore, he asks what role 

the state can play in terms of policy-making if it is no longer involved in the delivery of 

health services, given that practice is policy (Wood 1997). These example suggest that in 

some countries, such as Mozambique and Kenya, the proliferation of NGOs has had 

negative implications for local health systems. It also shows that the rise of NSAs, in the 

example of Bangladesh, leads to complex questions regarding accountability and 

governance. 

4.2 Faith-based organisations in plural health systems 

To summarise the preceding sections, the key question that this literature concerns itself 

with is whether donor engagement of NSAs undermine or strengthen the role of the state. 

In other words, should donors continue to support NSAs or not. The above literature 

focusses on state building, while this section explores this question by exploring the role 

of FBOs in the health system. The health policy literature has increasingly explored the 

problems in view of the growing complexity of health systems and focusses on how some 

of the problems can be addressed.  
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Health systems in many parts of the world, including sub-Saharan Africa have become 

increasingly complex because of neoliberal health care reforms and the introduction of 

market-based reforms that have led to increasingly using market-based models of health 

delivery. The non-state health sector is very heterogeneous, ranging from traditional faith 

healers and illicit drug sellers to not-for-profit faith-based providers, and to for-profit 

corporate hospital chains (Mackintosh et al. 2016). With the introduction of market-based 

models of health delivery, there has been a growing expansion of a variety of actors, 

which has culminated in complex health systems, also referred to as plural health systems 

or mixed health systems (Buse et al. 2012). In plural health systems, services are thus 

provided by a variety of actors from both the public and the private (not-for-profit and 

for-profit) sector (Buse et al. 2012). Whilst some argue that pluralism can make a health 

system more efficient (Ahmed et al. 2013), others stipulate that pluralistic health systems 

have historically failed to improve efficient delivery of services (Homedes et al. 2005, 

Ahmed et al. 2013, Homedes and Ugalde 2005). Plural health systems raise a number of 

concerns for the delivery of health care (Morgan et al. 2016, Montagu and Goodman 

2016).  

Firstly, the more plural as system becomes, the more difficult it becomes to govern 

effectively. If a plural health system is poorly governed and lacks regulation, a major 

concern is duplication of service provision (Bennett et al. 1997). Efficiently managed 

health systems should make the best use of the limited resources available (Morgan et al. 

2016). For example, an efficiently managed health system would make best use of faith-

based health providers and effectively integrate them into a health system to avoid any 

form of duplication. However, the more complex health system heightens the risk of poor 

governance and lack of collaboration. Weak governance affects how services are 

delivered, and it may also affect the relationship between different service providers. 

There is some evidence to suggest that there are significant frictions between faith-based 

health providers and the state (Bennett et al. 1997, Boulenger and Criel 2012). Whilst 

some argue that market-driven health reforms and the strengthening of the role of NSAs, 

such as faith-based health providers, constitutes the cornerstone of health-system building 

in sub-Saharan Africa (Leonard and Leonard 2004), others highlight frictions between 

states and faith-based health providers and the possibly serious implications thereof 

(Boulenger and Criel 2012, Green et al. 2002, Palmer et al. 2006). Several factors cause 

these frictions. Firstly, faith-based health providers are not automatically part of health 
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decision-making although they contribute significantly to the health system. Some 

governments have not officially recognised FBOs’ contribution to the health system, let 

alone integrated them in health policy-making (Green et al. 2002). Those faith-based 

health providers recognised by the government have been promised subsidies but have 

not actually received them (Green et al. 2002, Boulenger and Criel 2012). Another point 

of contention is related to human resources for health. Although some faith-based health 

providers train their own paramedical17 health staff, they depend on some human 

resources, especially doctors, provided by the government. Harmonisation of government 

and faith-based health providers’ curricula for health professionals—which is necessary 

to ensure that all health professionals obtain the same set of skills—has been a struggle 

due to points of contention, such as inclusion of family planning training for nurses and 

midwives.  

A second major challenge of a plural health systems is that quality of care may be 

compromised if regulation and accreditation are not effectively carried out by the national 

health system (Montagu and Goodman 2016). Quality in health care may concern either 

service quality or technical quality (Morgan et al. 2016). Service quality manifests itself 

in promptness of delivery of care and is usually measured using patient satisfaction 

surveys. Technical quality refers to the medical and therapeutic efficacy that is provided 

by the service (Morgan et al. 2016). Private providers often receive better outcomes for 

service quality but not necessarily for technical quality (Basu et al. 2012). In other words, 

if the relationship between the government and the various actors, including faith-based 

providers, is poor, the fraying of this relationship can affect the quality of care provided 

in those services, because there are no accreditation standards. This problem can be 

illustrated with the example of health professions training. Many faith-based health 

providers train their own paramedical health staff, so efforts to harmonise government 

and faith-based health providers’ curricula for health professionals are necessary to 

ensure that all health professionals obtain the same set of skills to ensure high-quality 

training and service provision. The research will engage with some of the challenges 

regarding quality of care provided by faith-based health providers. 

As a third challenge of plural health systems, the delivery of health systems may become 

inequitable if service provision varies in terms of efficiency, effectiveness and quality 

                                                 
17 Paramedical health staff include all health professions (nurses, midwives, paramedics, nurse assistants, 
laboratory technicians) except doctors. 
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(Bennett et al. 1997, Olivier et al. 2015). For example, if faith-based providers only serve 

one district in a region or a country, what does that mean for the rest of the health system, 

if all resources are spent in only one place? Although there is some discussion about 

equity and some data on who accesses faith-based health service providers (Olivier et al. 

2012), as presented above, there is little reflection on how investment in FBOs may affect 

the resources state providers receive. In other words, investing in FBOs as opposed to the 

state benefits only those living near an FBO, as opposed to building the long-term 

capacity of a health system. This is a point to which this research aims to contribute. 

As a consequence of the governance challenges, efforts have been made to effectively 

manage plural health systems, including integrating faith-based health providers in 

several sub-Saharan African countries. In theory, government engagement of non-state 

providers may take place on four levels: services may be prohibited, integrated and 

regulated, encouraged and subsidised, or purchased through contracts (Montagu and 

Goodman 2016). Little evidence is available for examples of prohibition of faith-based 

services in the literature. There is some literature that describes attempts to regulate, 

subsidise and engage providers through contracts (Boulenger and Criel 2012, Duff and 

Buckingham 2015, Whyle and Olivier 2017). It is difficult to establish from the literature 

when contracting of faith-based health providers by governments and their Ministries of 

Health in sub-Saharan Africa was officially underway. There is some indication that 

contracts between government and faith-based health providers have been in place since 

shortly after independence in some countries, but this supposition is poorly documented 

in the academic literature (Green et al. 2002). There is, however, a consensus that official 

contracts or subventions from governments to faith-based health providers flourished in 

the 1990s, mostly as a result of health reforms and international donor policies. The 

research and evaluations of contracting experiences indicate various results. Mills et al. 

(1997), for example, show that contracting arrangements have worked efficiently, 

although they raise some concerns about the effects on the culture of the mission and 

subsequently concerns about proselytism. Green et al. (2002) analyse the relationship 

between the Christian health associations (CHAs) and governments in selected sub-

Saharan African countries, finding that processes of collaboration vary from highly 

effective to dysfunctional. They argue that the factors affecting the collaboration between 

faith-based health providers and government services include the level of agreement on 
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objectives in terms of providing health services,18 the types of services provided and the 

organisational culture and management style of FBOs (Green et al. 2002). Moreover, the 

quality of collaboration often appears to depend upon the building of strong personal and 

professional relationships between individuals in the government and faith-based health 

providers, rather than types of contractual agreements. 

There is evidence to suggest that efforts to include FBOs in health programmes funded 

by international donors have created tensions rather than simplified plural health systems. 

For example, FBOs’ inclusion in PBF and sector-wide approaches19 has created a threat 

for the Ministry of Health, because funding has increasingly been invested in NSAs. 

However, not all FBOs have been included, and weak faith-based health providers have 

been excluded from these development programmes altogether (Green et al. 2002). 

Where FBOs have been included in development programmes they have in some 

instances, such as in context of the debt relief funds in Cameroon, been made key 

recipients of funds (as discussed in Chapter 4). This competition for funding has created 

difficulties in the relationship between faith-based health providers and government, 

something highlighted in an evaluation of contractual relationships between donors, 

governments and FBOs in Cameroon, Chad, Tanzania and Uganda, specifically in a study 

commissioned by Medicus Mundi International (MMI)20 (Boulenger and Criel 2012).21 

It was shown that the competition for funding led to poor collaboration between faith-

based health providers and government and subsequently led to fewer instances of 

collaboration and even duplication of services. Although, donors arguably have a direct 

effect on FBOs and the relationship they have with the state, their role is rarely addressed 

in the literature. This research will contribute to filling this gap by focussing on the role 

of donors and how they engage FBOs. It will also explore the implications of this 

engagement. As this research will show and discuss in the last chapter of this thesis, they 

play a pivotal role in shaping the role of FBOs in the health system. 

                                                 
18 The primary objective of some FBOs may be evangelism, as opposed to providing health care. If 
evangelism is explicit, the relationship between FBOs and the state may be hampered. 
19 Sector-wide approaches aim to harmonise aims and funding of various donors for specific sectors such 
as the health sector.  
20 MMI is the network of private not-for-profit organisations working in the field of international health 
cooperation and advocacy. 
21 The results of this case study were not published in a peer-reviewed journal. 
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4.3 Gender, religion and development 

The second critique of FBO engagement by donors that this research will address is the 

controversy over gender, health and religion. Religion has been viewed as an obstacle to 

gender studies, and only in recent years has there been a growing and somewhat more 

nuanced engagement with this topic (Bradley 2010). Studies have shown that the church 

is often a refuge for women experiencing domestic violence and should thus be seen as a 

safe place (Walker 2011). Similarly, one could argue that the growing engagement of 

FBOs is positive for women, given that it opens up space for so-called religious feminism. 

The current challenge is that there is little knowledge about the implications for gender 

of the current development initiatives that engage with religion (Tomalin 2011). 

Moreover, many donors do not mention issues of gender in their official statements 

advocating for their engagement. For example, the World Bank, GIZ and even the 

UNFPA encourages collaboration but does not discuss the challenges of engagement in 

great detail (World Bank 2018; GIZ 2011; UNFPA 2012).  

In the context of growing engagement of FBOs, there has, however, been concern raised 

that donors have engaged FBOs without paying sufficient attention to the sensitivities and 

complexities of this process (Pearson and Tomalin 2008). The development process itself 

can influence the relationship between gender and religion. As Tomalin (2011, p. 10) 

points out, it can strengthen conservative reactions against women’s rights agendas if 

these are, for example, perceived as Western interference. Other similar concerns have 

been raised as well, stipulating that engaging with FBOs risks a collusion with essentialist 

ideas concerning the role of women in development, which thus may undermine the 

pursuit of strategies that would promote a more equal approach (Bartelink and Buitelaar 

2006). Similarly, Tadros (2010) expresses the need for caution with the growing 

engagement between religion and gender, as these may give the impression that engaging 

with religion through a gendered lens may try to remedy symptoms rather than dealing 

with the underlying problems and tensions.  

There are several debates at the interface between gender, faith and health care, and they 

regard family planning, child protection (child marriage, female genital mutilation, and 

immunisation), violence against women, sexual and reproductive health, and HIV 

(Tomkins et al. 2015). Within Christianity are various viewpoints on where human life 

starts, which affects positions surrounding family planning and abortion. Catholics teach 

that natural family planning and abstinence during fertile periods should be practiced. 
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Protestants accept oral and injectable contraceptives, as well as condoms, but vary on 

their positions of the use of the emergency contraceptive pill (Burton and Fergusson 

1996). There is very little knowledge about the relationship between FBOs and family 

planning. For example, there is little or no assessment of how much delivery of 

information, services and supplies is influenced by faith perspectives (Tomkins et al. 

2015). There is particularly limited knowledge on this question in the context of sub-

Saharan Africa. This research will contribute to filling this knowledge gap. 

Controversies remain surrounding the Christian doctrine and their teachings of the 

position of women in society and the household, and how that position affects their health 

care. Marshall and Taylor (2006a) discuss the work of the faith-based NGO Tearfund and 

their attempt to explore attitudes towards gender and HIV/AIDS in several sub-Saharan 

African countries. The study shows that the Evangelical church teaches women to serve 

their husbands and not challenge their unfaithfulness, thus affecting their ability to 

negotiate safe sex. Although the Christian doctrine denounces violence against women, 

their inherently unequal position in the household may undermine this position altogether.  

In a reproductive health programme in Malawi, Tadros (2010) examined the effect of 

FBO engagement on gender inequality. The study finds that the FBO in question does not 

provide condoms. Moreover, in the context of the studied community, it is socially 

acceptable for men to have extra-marital affairs but not for women. The FBO does not 

account for these gender imbalances, which leave women more vulnerable to unwanted 

pregnancies and sexual transmitted infections, including HIV/AIDS (Tadros 2010). 

Marshall and Taylor (2006b), in their study on gender equity on sexual health of an FBO 

in South Africa, Zimbabwe and Burkina Faso found that FBOs chose to ignore 

controversial topics such as extra-marital sex. In some rural communities, it was found 

that faith leaders practiced gender discrimination in their relationships and justified this 

while citing selected passages from the bible (Marshall and Taylor 2006b). Nevertheless, 

Tadros (2010) also points out that women are not simply passive voices in the context of 

conservative teachings, and there are examples in which FBOs have empowered women, 

in particular in the context of reproductive health and HIV/AIDS programmes in South 

Africa (Burchardt 2010).  

 

Debates around engagement of religious actors in the fight against HIV/AIDS have 

received significant attention in the literature (Tomkins et al. 2015, Morgan et al. 2013). 
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The introduction of Bush Jr’s President’s Emergency Plan for AIDS Relief (PEPFAR) in 

2004, for example, formally framed the discourse around HIV/AIDS and prevention, 

emphasising the importance of “faith-based” initiatives of abstinence and monogamy 

over the use of condoms and sexual education (Epstein 2007). In Uganda, for example, 

the U.S. PEPFAR heavily supported American evangelicals’ faith-based health service 

providers, which further complicated matters due to their denunciation of homosexuality 

(Bompani 2015, Henry et al. 2012). This denunciation links to a related area of 

controversy, namely homosexuality and religion. Men who have sex with men (MSM) 

are at higher risk of contracting HIV/AIDS, yet they receive very little support in many 

low-income countries, for religious reasons that strongly denounce homosexuality. Henry 

et al. (2012) in their study regarding on MSM disclosure and access to HIV/AIDS services 

in Doula, Cameroon, found that many men were excluded from their churches if they 

chose to make their sexual identity public. They also experienced significant challenges 

in accessing health care. Homophobic sentiment is also particularly marked in Uganda, 

and some argue that this is due to the missionary work of U.S.-based FBOs (Cahill et al. 

2010) and PEPFAR funding for preventative methods. During her fieldwork in Uganda, 

Bompani (2015) further observed that many medical doctors stigmatised MSM by 

refusing to treat them. Whilst there is literature on the potential pitfalls of engaging 

religious organisations in the fight against HIV/AIDS, there is a scarcity of research on 

the effects on gender, family planning and reproductive health and rights more broadly 

(Tomkins, Duff et al. 2016; Tomalin 2011 2012; Tadros 2010).  

Consequently, there are several problems that remain when considering engaging FBOs 

in the context of health programmes, especially reproductive health programmes. This 

PhD research will explore how donors negotiate some of these challenges when 

collaborating with FBOs in health programmes in Cameroon. Chapter 5 will add to this 

literature and show that this controversy has not received sufficient attention in practice 

and that by avoiding consideration of religion, some women may lose out on accessing 

reproductive health services.  

5. Conclusion 
This PhD contributes to the literature on FBOs and global health, as presented in this 

chapter, in three areas. Firstly, as the first part of this this chapter shows, there is evidence 

to suggest that donors are not sufficiently engaging with the definition of FBOs. There is 

instead a tendency to lump many different organisations under a simplified and very broad 
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definition. Some literature has attempted to challenge this simplification, as shown in this 

Chapter, and my PhD research will add to this discussion. More specifically, Chapters 4, 

5 and 6 will illustrate the diversity and complexity that accompany these actors. The 

problems and limitation of creating a category for FBOs will be discussed in the final 

chapter.  

The second contribution this PhD makes, is that the simplification of the FBO category 

has created a generalised acceptance amongst donors that FBOs constitute value added to 

development and global health. This simplification and acceptance have led to the 

development of a specific narrative about the assumed comparative advantage FBOs, as 

shown in the second part of this chapter. This narrative stipulates that these organisations 

provide holistic and high quality care in which people trust, that they provide around 50% 

of the market share in sub-Saharan Africa, and that they reach the poor. This chapter 

shows that there is some evidence to sustain this narrative; however, it is very thin and 

limited to a few national contexts. Thus, broad generalisations are constantly made on the 

basis of limited evidence, and the narrative remains unquestioned by many donors. 

Chapters 4, 5, and 6 will explore this narrative and the assumptions made about FBOs 

when they were engaged in health programmes in Cameroon.  

The third contribution of this PhD thesis is that the narrative of FBOs as a valuable 

addition in development efforts has hampered effective engagement with some of the 

faith controversies discussed in this chapter. Specifically, the relationship between FBOs 

and the state, and the relationship between FBOs and reproductive health programmes. 

The findings presented in Chapters 4, 5 and 6 will highlight this limited engagement and 

thus contribute to existing concerns and discussions. 

To conclude, this chapter has presented the literature that guides this PhD research; it also 

forms the basis for the argument of this PhD thesis: namely, that donors create simplistic 

FBO categories which do not allow for a deeper engagement with the reality of the context 

in which they work; moreover, that as a result, donors create a false narrative of 

comparative advantages that feeds flawed assumptions about FBOs lacking a basis of 

evidence; and lastly, that donors fail to engage with the controversies surrounding FBO 

engagement. The remainder of this PhD provides evidence from three case studies of 

different forms of donor engagement of FBOs in health programmes in Cameroon to 

substantiate this argument.  
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Chapter 3 – Methodological approach and research procedures  
 

A complete description of human experience requires both 

qualitative and quantitative data. (Bring 1995, p. 463) 

The essence of a case study, the central tendency among all types 
of case study, is that it tries to illuminate a decision or set of 
decisions; why they were taken; how they were implemented; and 
with what results. (Schramm 1971, p. 54) 

 

This chapter presents the study design, the study setting and the data collection 

processes and analysis used to conduct this PhD research. It starts by explaining where 

this research is positioned in relation to other approaches to research on religion and 

global health. The remainder of the chapter is divided into four sections. Firstly, I describe 

the study setting, which is Cameroon, and the rationale for selecting it. Secondly, I 

describe the methods and sampling processes applied to answer the research question, 

along with their rationale. Thirdly, I outline approaches to data analysis. Lastly, I reflect 

on my role as researcher and discuss the ethical considerations and limitations of this 

study. 

1.  Methodological approach 
Research on religion and development is not traditionally associated with a specific 

methodology (Hefferan 2015). Conversely, research on faith-based health providers and 

public health has received inquiries of a more quantitative nature (Olivier 2012, Olivier 

et al. 2006, Olivier et al. 2015, Olivier et al. 2012, Olivier and Wodon 2012a, Kagawa et 

al. 2012, Montagu and Goodman 2016). Given that religion, development and 

public/global22 health lie at a complex interdisciplinary interface, the literature draws on 

frameworks and methodologies found within anthropology, economics, history, political 

science, religious studies, sociology, medicine and public and global health. 

Consequently, a methodological diversity is inherent in research on religion, development 

and global health, which draws on both positivist and interpretivist epistemologies. In 

                                                 
22 Even within disciplines such as global health and public health, there are discussions as to how to 
define themselves. Global health is a relatively new discipline that focusses on not only prevention of 
illness, which is traditionally the role of public health but also treatment and care at a global level (Koplan 
et al. 2001).  
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studies of religion and public health, for example, positivist approaches have been applied 

to objectively and statistically measure the relationship between faith-based health 

providers and specific variables (Kagawa et al. 2012). Here, it is assumed that a scientific 

method, objectively and systematically applied, will reveal the true objective result that 

are likely to be generalisable (Bernard 1995). Conversely, interpretivist approaches to the 

study of religion and development argue that objectivity is an illusion. Instead, 

interpretivists believe that knowledge construction depends on both context and time, 

rendering any form of generalisation impossible (Krauss 2005). In other words, for 

positivists there is one objective truth, whereas for interpretivists there are multiple 

realities, which constantly shift and evolve (Hefferan 2015).  

Traditionally, positivist inquiry has relied on generating a hypothesis and collecting 

quantitative data to test it, whereas interpretivist inquiry has relied heavily on qualitative 

methods. However, recent years have seen a move away from such dichotomous thinking, 

and it has been argued that both qualitative and quantitative methods can be used in 

positivist and interpretivist paradigms (Guba and Lincoln 1994, Ritchie et al. 2013). That 

is, social scientists are increasingly applying a mixed-methods approach, arguing that “a 

complete description of human experience requires both qualitative and quantitative data” 

(Bring 1995, p. 463).  

This PhD research takes an interpretivist approach to the study of religion, development 

and global health. The research design and choice of methods are a result of hermeneutic 

enquiry: The research began with a research question, through gathering data and 

returning to analyse the data, then collecting further data based on analysis, continuing 

this iterative process until the question was sufficiently answered (Flick 2013). Its aim is 

to understand reasons, process and effect of donor engagement of FBOs in the context of 

health programmes in Cameroon. My research question is particularly suitable for a case-

study approach, as defined by Yin (2009), as the aim of this research is to understand 

why, how and what effect donors have engaged FBOs in health programmes in 

Cameroon. This PhD thesis takes a mixed-methods approach to inform my data-collection 

process. I initially intended to focus only on qualitative methods, but decided that 

quantitative methods would support my argument in a useful way because I was granted 

access to a data set that proved very valuable to the discussion of my findings. This 

research, therefore, adopted an emergent mixed-methods design (Creswell and Clark 

2017). Hefferan (2015) shows that religion and development haves been studied at the 
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micro (local), meso (between local and global) and macro (global) levels. Jones and 

Petersen (2011) argue that much literature is situated only at meso- and macro-levels and 

lacks the micro-level perspective. My research looks at all three levels through a deeper 

analysis of FBOs in the health sector in Cameroon. 

2.  The research question and study design 
This research project has adopted a case study strategy23 using mixed methods as its 

research design. A case study is a research tool often used to study complex social 

phenomena (Hamel et al. 1993, Perry and Kraemer 1986, Yin 2009). The literature review 

chapter highlights the need for more case examples to gain a more nuanced understanding 

of FBOs and how they operate within the health system and the broader donor landscape. 

Given the unique nature of FBOs, in terms of size, financing, historical legacy and current 

role in the health system, a case study approach is most suitable. Moreover, a case study 

strategy is appropriate when a researcher poses “how” and “why” questions, when 

investigators have limited or no control over events, and when the focus is on an event in 

a real-life context (Yin 2009).  

This rationale for a case study approach speaks exactly to the aim of this doctoral thesis, 

which is to explore, why, how and with what effect donors have engaged FBOs in health 

programmes in Cameroon. Drawing on the literature presented in the preceding chapter, 

this research aims to identify and explain the reasons, processes and effects of donor 

engagement of FBOs in health programmes in Cameroon.  

Drawing on existing literature in the field, the following sub-questions are asked: 

• Why do donors and government engage with FBOs, and what assumptions are 

being made about these organisations when they are being engaged or 

collaborated with? What are the assumption related to FBOs and faith attributes? 

How are FBOs defined, how do they define themselves? 

• How do donors and the Cameroon government engage FBOs? What forms of 

engagement are there, and what are their processes? Who makes the decisions in 

these processes?  

                                                 
23 The case study is neither a data collection tactic nor merely a design feature but a comprehensive 
research strategy. STOECKER, R. 1991. Evaluating and rethinking the case study. The sociological 
review, 39, 88-112.  
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• What are the implications of donor and government engagement of FBOs for 

FBOs and the health system, in particular with regard to collaboration between 

actors in the health system and to gender and health? 

Yin (2009) differentiates between explanatory, exploratory and descriptive case studies. 

The type of strategy used depends on the questions asked. Explanatory case studies speak 

to “why” and “how” questions; exploratory ones speak to “what” questions; and “what” 

and “how many” questions, to descriptive case studies. For this research, an explanatory 

case study strategy will be adopted, as I explore why and how donors have engaged FBOs. 

This research investigates three case studies under the umbrella of one larger case study, 

to allow for a comparison and analysis (Yin 2009). Each of the three case studies explores 

each of the above research questions, but in different contexts. I initially selected two case 

studies for in-depth study: the engagement of FBOs in the French debt relief programme 

and the engagement of specialist centres by missionary networks (Case Study 1, Chapter 

4; and Case Study 3, Chapter 6). However, I identified the systematic engagement of 

FBOs by GIZ and the World Bank at the district level as a further case study that showed 

a different and interesting form of engagement from these actors (Case Study 2, Chapter 

5). The reasons for selecting Case Studies 1 and 2 were two: Firstly, there has been much 

discussion as to the level of enquiry at which research on religion, development and global 

health should take place—the micro-, meso-, or macro-level (Hefferan 2015). Few studies 

explore all three levels, however (Jones and Petersen 2011). This research aims to fill this 

gap by presenting case studies that span the three levels: the micro being the FBOs at the 

district level, providing care; the meso, FBOs at the national level or the networks and 

the Ministry of Health; and the macro, the international donors and international 

missionary networks. The three selected case studies allow an engagement with all three 

levels. A second reasons for selecting these case studies is pragmatic, because I knew 

about these examples from my time as a public health advisor working for GIZ, easing 

access to the information. The methods section provides an overview of the research 

questions, data sources and methods. The sources of evidence used are secondary data 

(i.e., data sets) and primary data including focus group discussion (FGD), semi-structured 

interviews, and a Knowledge Attitude and Practice (KAP) survey. The rationale for the 

selection of these methods will be explained below. 
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This PhD applied an emergent mixed-methods design (Cresewell 2011). In other words, 

it only became apparent during the data collection process that the collection and analysis 

of quantitative methods would prove useful to answering my research question. During 

my interviews, I was provided with programmatic data by two donors; upon analysis of 

these, I realised that the findings were very pertinent to answering my research question. 

A further example of the emergent mixed-method design occurred when I started 

experiencing constraints in accessing remote faith-based service providers at district 

levels. At this point, I decided to engage research assistants to support the data collection 

with the use of a survey to complement the findings of my interviews. The research thus 

applied an exploratory sequential design (Creswell 2011). Specifically, the research 

started with an overall objective and a set of research questions, which I initially aimed 

to analyse qualitatively. A second phase—the quantitative phase which included the 

survey at district level and the analysis of the data set—aimed at generalising (survey) 

and testing (data set) findings (Creswell 2011). 

Several considerations support a mixed-methods strategy for my PhD research. Firstly, 

by clarifying and answering more questions from different perspectives, a mixed-method 

strategy allowed this study to be more thorough, offering a more comprehensive account 

of the studied topics (Creswell 2011). Secondly, my findings were further enhanced by 

building on qualitative findings, through the introduction of the survey (Bryman 2006). 

Thirdly, a mixed-methods approach is at times applied for reasons of convenience or 

pragmatism (Rossmann and Wilson 1985). The introduction of the survey, for example, 

was a necessity because it was difficult to access the districts within the timeframe and 

budget I had allocated, due to the inaccessibility of some of the districts.24 At the time, a 

survey appeared to be a suitable alternative to collect the data I intended to collect. 

Finally, the use of mixed methods further allowed this study to overcome some of the 

traditional criticisms of case-study strategies, stipulating that case-study strategies are 

biased and not scientifically robust. Triangulation and mixing of methods was thus 

considered positive to mitigate construct validity (i.e., to ensure the methods assess what 

they intend to assess) (Yin 2009).  

                                                 
24 Some districts were inaccessible due to heavy rainfall. Others suddenly became inaccessible for 
political reasons (i.e. it was too dangerous for anyone to travel to these places, so they were excluded 
completely).  
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3.  The study setting: Rationale and background  
Cameroon makes a suitable case study for this doctoral project for several reasons. Faith-

based organisations in Cameroon are important actors in the health system, and there are 

a number of donors that have increasingly sought to collaborate with FBOs over the past 

two decades. An evaluation of the contracting experience of a single hospital in 

Cameroon—by Medicus Mundi—shows that more research is needed to understand 

relationships between actors and the roles attributed to FBOs (Boulenger and Criel 2012). 

To date, in addition to the large-scale debt relief programme, FBOs are increasingly 

engaged by bilateral and multilateral donors to improve human resources for health, by 

the PEPFAR to improve HIV/AIDS management, and by the World Bank’s effort to 

introduce PBF. The details of these programmes will be provided in the subsequent 

chapters. Cameroon also seemed to represent a suitable case study given its diversity in 

the faith-based sector, ranging from networks, faith-based health providers, health 

professional institutions and missionary hospitals. Thus, there is something unique about 

this case study subject. Moreover, the literature on the faith-based sector from 

francophone West and Central Africa is scarce, even though estimates of the market share 

of FBOs providing for health are similar here as to Anglophone regions.  

A further important reason Cameroon is suitable is that the accessibility of the data for 

me as a researcher. I worked in Cameroon as an epidemiologist and public health advisor 

for the GIZ for three years and have a well-established network of contacts. I am also 

familiar with the necessary research procedures and rules, as well as the local culture and 

the unwritten rules that govern research procedures.25 Given the time and resource 

constraints imposed by the nature of the PhD programme, it seemed sensible to build 

upon my existing knowledge. The rationale for the selection of the specific study sites is 

discussed below. It is important to note that for logistical reasons and safety reasons, not 

all parts of the country I initially intended to include in this study could be accessed.  

The following brief outline of the economic landscape of Cameroon, the health sector 

reforms and the limited knowledge that exists about FBOs in Cameroon is necessary to 

provide information about the context and specificities that frame the aim and research 

                                                 
25 For example, it is very important to respect hierarchies in medical culture when conducting research in 
facilities, even if one meets all requirements set by the Ethics Committee.  
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questions of this PhD project, which in turn provide the rationale for the research methods 

and procedures. 

3.1 Brief overview of economic and political context 

Since the discovery of oil in Cameroon in the 1970s, hydrocarbon production has been 

the mainstay of the country’s economy, accounting for a large share of government and 

export revenues (OECD 2017). As oil production started falling in the mid-1980s, prices 

for other important commodities—such as cocoa, cotton and rubber—fell as well, and the 

government’s management of the economy was weak. The country entered a decade-long 

period of recession (Konings 1996). The currency was devalued in 1994, and a series of 

reforms were introduced, partly triggered by an SAP with the International Monetary 

Fund (IMF). Although the oil sector remains an important part of the economy, Cameroon 

is today the most diversified economy in Central Africa, with a fast-growing services 

sector and a small manufacturing sector (Konings 1996, OECD 2017).  

The political climate may be characterised as stagnant. The incumbent president, Paul 

Biya, has been in office for nearly 33 years, which has resulted in there being few drastic 

changes in the policy direction of the government, including the Ministry of Health. 

Political instability in Northern Nigeria, the Bakassi Peninsula of Cameroon26—where 

secessionists maintain a presence—and the Central African Republic continue to pose 

threats to the stability Cameroon’s borders. While political unrest is not uncommon in the 

country, there is a curious blend of both stability and instability, a common phenomenon 

that is closely associated with neopatrimonialism (Gabriel 1999). In essence, 

neopatrimonialism is a type of rule that is a very personal and clientelist system involving 

a large redistribution of state resources (Gabriel 1999). With that system in mind, 

Cameroon has a reputation as one of the most weakly governed countries in sub-Saharan 

Africa (Fombad 2000). 

Despite the country’s vast natural-resource wealth and a relatively robust economic 

performance over the past two decades, the health outcomes of the Cameroonian 

population have yielded disappointing results. The under-5 child mortality has decreased 

slightly,27 yet improvements lag behind global performance, as well as similar economies 

in sub-Saharan Africa (DHS 2011, Singh et al. 2013). Maternal mortality rates, 660 per 

                                                 
26 Data was not collected in those areas. 
27 Approximately 16 more children out of every 1,000 under the age of 5 in Cameroon (DHS 2011. 
Enquête Démographique et de Santé et à Indicateurs Multiples (EDS-MICS)Yaounde. 
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100,000 live births, remain one of the highest in sub-Saharan Africa and have actually 

increased in the past two decades (DHS 2011). Life expectancy has remained stagnant at 

54 years from 1990–2013, only marginally higher than life expectancy in conflict-

affected countries such as the CAR. Health outcomes are the worst in rural areas, in 

particular in the remote northern parts of Cameroon (DHS 2011).  

3.2 Health sector reforms in Cameroon 

Cameroon first established a health system under British colonial administration,28 a 

process supported by FBOs. Health services were initially set up in urban and coastal 

areas and later spread to rural areas, once a larger health workforce was established 

(Nzima Nzima 2014). The colonial administration created medical colleges and health 

professional institutions and set up a national health development plan in 1946. The 

development of a health system in “French Cameroon”29 was mostly focussed on 

providing urban health emphasising preventative health care. Policies by the colonial 

administrations were characterised as coercive rather than educative, and indigenous 

populations became resistant to their policies (Nzima Nzima 2014).  

Once independence was achieved in 1960–1961,30 Cameroon experienced the so-called 

three generations of health sector reforms, as outlined in Chapter 2. Initially, the country 

attempted to create a national health system. However, the system was too expensive, and 

the government’s limited financial means and an insufficient number of qualified staff 

led to an unequal distribution of health care, with rural areas being at a particular 

disadvantage. To ensure a more equitable access to health care and more cost-effective 

service provision, the government realised that reforms were required. The Primary 

Health Care Act (i.e., PHC Act) was thus introduced in 1982 with the aim to transform 

the health system and provide free health care across Cameroon (Essomba et al. 1993). 

The PHC Act was initially successful, and health outcomes improved within a year. 

However, with per capita health expenditure reduced by nearly 50% in nominal terms 

between 1985 and 1992 (CFAF 3,971 to 2,061), financing was again a significant barrier 

(Nzima Nzima 2014). Once more, limited finances set the need for renewed reform of the 

                                                 
28 The British Cameroons comprised part of today’s Nigeria and North West Cameroon.  
29 French Cameroon comprised well over 80% of what is today’s Cameroon. 
30 Independence from France was achieved in 1960, while independence from British rule was achieved 
in 1961. 
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health system, which led to the adoption of market-oriented reforms (the third generation 

of health reform).  

International focus on vertical health programmes31 introduced in the 1990s in the context 

of market-driven reforms, and the emergence of the HIV/AIDS epidemic in sub-Saharan 

Africa, further undermined the implementation of the Primary Health Care strategy. 

Market-driven reforms included efforts to decentralise the health system, increase public-

private collaboration, in particular with FBOs, and promote health care packages, such as 

voucher schemes for pregnant women and vaccination packages for children (MoH 

2009). These reforms have continued to be promoted by donors since the late 1990s, and 

FBOs have been made key recipients of funding within them. Details on reforms and the 

involvement of FBOs will be discussed in more detail in the section on FBOs in 

Cameroon. 

Despite the third generation of health reforms, the health system continues to indicate 

weaknesses in regards to health financing, human resources, supply of drugs and health 

information management. Health financing remains reliant upon individuals’ out-of-

pocket expenditure, which hampers access to health care for the poorest. Human-resource 

improvement for health is one of the most urgent problems. The distribution of health 

workers is centralised in urban areas, and where health indicators are worst, health staff 

are least present (Cameroun 2011). Government resources for health are very limited, 

making Cameroon reliant on foreign aid for health.  

  

                                                 
31 Vertical health programmes are programmes that focus on a few diseases only. Initiatives for 
HIV/AIDS are a good example. 
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3.3 Donor landscape  

In 2013, overseas development assistance for Cameroon amounted to $737.5 million, of 

which 11.4% was spent on health (OECD 2016). Table 2 presents the details of top donors 

and their aid contribution (OECD Website). Numerous small and medium-sized NGOs 

also operate in context of health service improvement, and their contribution is not 

captured by the OECD’s data. Moreover, in the past two decades, Cameroon’s health 

sector has received significant attention from the Chinese government, with much 

investment going into health infrastructure, although data as to how much money remains 

opaque. With a $25 million contribution to strengthen health services through PBF, the 

World Bank plays a further key role in the donor landscape.  

Table 2 Top 10 donors gross overseas 
development assistance for Cameroon, 
2012–2013 average, USD million (OECD 
2016) 

 

 

 

 

 

 

 

An attempt to harmonise health-financing efforts through a SWAP and a basket fund has 

failed over in recent years. Embezzlement of donor funds has been a serious problem in 

the health sector, resulting in the imprisonment of a former minister of health. Faith-based 

organisations have increasingly been sought out as partners by the French Cooperation in 

its efforts to disburse debt relief funds, the German Cooperation in its efforts to strengthen 

midwifery training, the World Bank through PBF and the Global Fund to Fight AIDS, 

TB and Malaria through its inclusion of FBOs in its Country Coordinating Mechanisms 

(CCM). 

3.4 Faith-based organisations in Cameroon 

Faith-based organisations (FBOs) in Cameroon have constituted an important part of 

health service provision since prior to independence. Following independence in 1960/61, 

France 167.8 

IDA 126.6 

EU Institutions 103.2 

Germany 86.6 

AfDF (African Dev. Fund) 57.4 

United States 30.8 

Global Fund 29.6 

Japan 28.7 

GAVI 23.1 

Korea 11.3 
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FBOs dominated health provision in rural areas. At the time, the state and FBOs 

collaborated on an informal basis, as the government was initially focussed on 

establishing health care in urban areas. Faith-based organisations received financial 

support from the government, although this support varied from facility to facility and 

disappeared completely during the financial crisis in the 1980s (Boulenger and Criel 

2012). Faith-based organisations relied (and in many cases continue to rely) on user fees 

and financing through international donors. The adoption of the 1993 Primary Health 

Care Reorientation Policy attempted to formalise the relationship between FBOs and 

Ministry of Health through so-called “silent partnerships” without any legal contracts. In 

the early 2000s, FBOs were officially recognised by the government for their invaluable 

contribution to the provision of health care to the Cameroonian people. Some FBOs even 

received the official status of a district hospital and were formally integrated into the 

national health system in the 1990s. A series of official efforts32 to include FBOs in the 

health system were introduced with the arrival of the debt relief funds and the CD2 

project, which started its implementation phase in 2007 (Boulenger and Criel 2012).  

An evaluation of the implementation of government–FBO contracting processes, as part 

of the French debt-relief programme CD2 project, was recently commissioned by MMI 

(Boulenger and Criel 2012). The evaluation examines the process between the Ministry 

of Health and Tokombéré Hospital in Northern Cameroon. The evaluation shows that the 

implementation process was slow, that the communication between the Ministry of 

Health and the hospital was flawed, that the disbursement of funds from the government 

continues to be slow, and that bodies tasked with managing the contracts, such as the 

management committee are dysfunctional (Boulenger and Criel 2012). The government 

has not fulfilled its financial and human resource commitments, and neither has it 

performed its role as supervisor (Boulenger and Criel 2012). The content of the contract 

between the Ministry of Health and Tokombéré Hospital is very vague. The results further 

indicate that the contracting process appears to be driven by the needs of the CD2 project 

and disregards earlier contracts or MoUs between the hospital and the authorities 

(Boulenger and Criel 2012). Despite these weaknesses, Tokombéré hospital continues to 

function due to its strong links with international donors, although the future of the 

                                                 
32 The contracting process was formalised in the following documents: A Collaboration Framework 
(2001), Health Sector Strategy (2001–2010), The Creation of a Sub-Directorate for National Partnership 
(2002), and The Progressive Collaboration of the Sector Partners in the Cooperation Directorate 
(Département Cooperation [DCOOP]). 
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hospital is uncertain, as financing prospects are unclear and aid inflows volatile. The 

hospital’s distrust of the government is causes further uncertainty for the hospital’s future. 

The authors of the evaluation conclude that many of the main challenges arise from a 

strongly centralised government, despite the decentralisation policy of 1996 (Boulenger 

and Criel 2012). 

The details of this process and the findings of this research will be presented in the 

subsequent chapter. The latest available data suggests that FBOs supply roughly 40% of 

health care in Cameroon, of which three key FBOs provide most of the care (Boulenger 

and Criel 2012).33 

Table 3. Key faith-based organisations (FBOs) and their health services 

FBO Health services 

The Catholic Association of Cameroon (Organisation 

Catholique de la Santé du Cameroun [OCASC]) 

13 hospitals and 229 health centres 

Private training school for health personnel 

The Protestant Health Association of Cameroon (Conseil 

des Eglises Protestantes du Cameroun [CEPCA]) 

31 hospitals and 165 health centres 

Fondation Ad Lucem (FALC) 10 hospitals and 25 health centres 

The Evangelical Lutheran Association of Cameroon 

(Oeuvre de Santé de l’Eglise Evangelique Lutherienne au 

Cameroun [OSEELC]) 

3 major hospitals and 15 health centres 

The Baptist Convention Health Services 5 major hospitals and 25 health centres 

Private training school for health personnel 

 

As summarised in Table 3, the The Catholic Association of Cameroon (Organisation 

Catholique de la Santé du Cameroun [OCASC]) is considered the most important, 

providing employment for 3000 people in 13 hospitals and 229 health centres. The 

Protestant Health Association of Cameroon (Conseil des Eglises Protestantes du 

Cameroun [CEPCA]) is a further key actor, with its 31 hospitals and 165 health centres. 

The private faith-based Foundation Fondation Ad Lucem (FALC) runs 10 hospitals and 

25 health centres. Another key actor, though smaller, is the The Evangelical Lutheran 

Association of Cameroon or the Oeuvre de Santé de l’Eglise Evangelique Lutherienne au 

Cameroun (OSEELC—which is supported by the African Christian Health Association 

[ACHA] Platform).34 The OSEELC operates three major hospitals and 15 health centres. 

                                                 
33 This estimate was provided by the Ministry of Health. 
34 The ACHA is a networking forum for Christian health associations and Networks from sub-Saharan 
Africa. 
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The Baptist Convention Health Services is also an important actor, particularly in the 

Anglophone regions, with its 5 major hospitals and 25 health centres. The latter and 

OCASC constitute important actors regarding private training for health personnel for 

midwifery, nursing, laboratory and nurse assistant professions. A series of further smaller 

health centres are associated with Christian missionary activities. It is, however, beyond 

the scope of this doctoral research to include those actors.  

To summarise this section, current knowledge about FBOs in Cameroon is scarce. The 

data that exists is based mostly on a report by MMI from 2012. Data on actual numbers 

of FBOs, as will be discussed in subsequent chapters, is also difficult to obtain due to 

poor health information system in Cameroon. We do know that many FBOs operate in 

the health sector, and we also know that they have increasingly received large-scale 

funding from international donors. The research question of this thesis thus investigates 

why donors have increasingly engaged these actors, on what premises and with what 

effect for both FBOs and the health programmes in which they are engaged.  

4. Methods: Rationale and sampling strategy 
This study used four different methods to collect data: in-depth interviews, FGD, a survey 

and the analysis of a data set. The rational and sampling for each of these is detailed in 

this section. The research themes and questions are informed by the literature review 

presented in Chapter 2, summarised in Table 4. Emerging themes, for example various 

assumptions about FBOs, were gradually added to the interview guides. All recruitment 

and data collection tools can be found in Appendix 3–10. 
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Table 4. Overview of data collection methods and research themes 

 Data sources and 

methods 

Research themes and questions 

Case Study 1: 

Engagement of 

FBOs at 

central level by 

French 

Cooperation 

(Chapter 4) 

 

• Interviews with 

FBOs, MoH, 

donors 

• KAP survey 

with FBOs 

• Reasons for donor engagement of FBOs in 

CD2 

• Assumptions about FBOs 

• Assumptions about relationship between 

faith-based networks and providers at the 

district level 

• Process of engagement during CD2 

• Effects of collaboration on FBOs, health 

system, relationship between Ministry of  

Health and FBOs, place of FBOs in the 

health system, gender and health 

controversy 

Case Study 2: 

Engagement of 

FBOs at 

district level 

by GIZ and 

World Bank 

(Chapter 5) 

• Interviews with 

FBOs, MoH, 

donors 

• Secondary data 

set provided by 

GIZ and the 

World Bank 

• Reasons for donor engagement of FBOs in 

GIZ and PBF programmes 

• Assumptions about FBOs 

• Process of engagement 

• Effects of collaboration, in particular with 

regard to gender and health controversy as 

both GIZ and PBF programmes promote 

family planning 

Case Study 3: 

Engagement of 

FBOs by 

international 

missionary 

networks, 

PEPFAR and 

EGPAF  

(Chapter 6) 

• Interviews with 

FBOs, FBO 

staff, MoH, 

donors 

• FGDs with 

FBOs and FBO 

staff 

• Assumptions about FBOs, providers and 

training institutes 

• Perceptions of staff providing care and 

teaching in FBOs 

• Controversies gender and health 

• Controversy link to broader health system 
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4.1 Literature research strategy 

The search strategy for Chapter 2 included a review of several databases and a 

snowballing approach. Databases included, JStor, PubMed, Google Scholar, the World 

Bank website, the WHO website and the UNFPA website. I also undertook a general 

Google search to identify any grey literature published in the field. Moreover, I included 

sources identified using a snowballing approach; for example, if papers were mentioned 

in articles or books or bibliographies, I explored those in further detail. The search 

included articles in English, French and German. The mesh terms were construed as 

summarised in Table 5.  

Table 5. Summary of search terms for systematic review 

 A B C D 

E International 

development 

Faith based 

organisations; 

faith-based 

organisations; 

FBOs; 

Faith-inspired 

Global health, 

public health, 

international health 

Low income 

settings 

F NGOs, non-

governmental 

organisations 

Religious, 

religion 

organisations 

Health, reproductive 

health, gender 

Developing 

countries 

G Non state actors Christian 

organisations 

Health programmes, 

health projects, 

health system 

Third world (to 

include old 

literature) 

H Private actors Confessional 

(French term for 

FBOs and 

sometimes 

translated as 

such) 

Private providers, 

providers 

Sub-Saharan 

Africa 

I  Missionary 

organisations 
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The search strategy included several steps. Step one consisted of combining columns A 

and B using the AND function and combining various definitions for the rows E to I. That 

generated a general literature on religion, FBOs, NGOs and international development. A 

second step consisted of exploring this literature in the context of health, so I added the 

various terms summarised in column C to the search. That search generated much 

literature on faith-based health care in the United States. Given my focus on Cameroon 

and low-income settings, I added column D to the search.  

4.2 In-depth interviews  

Interviews were chosen as a suitable method to answer the research question of this 

project. Interviews are a suitable way of exploring how people experience and construct 

their lives. They are useful when exploring sensitive topics (Ritchie et al. 2013). This 

research was identified as potentially sensitive for several reasons. Firstly, religion and 

health can be sensitive topics, especially when exploring issues of gender and health, 

including family planning or abortion. Secondly, I wanted to explore the nature of the 

relationship between FBOs and the state and expected sensitive data to be revealed as a 

result of these discussions. Thirdly, I interviewed many high-ranked people, it would have 

been inappropriate to interview them in a different format. Moreover, I chose this method 

because I wanted the conversations to generate themes that had not previously been 

explored in the literature (Ritchie et al. 2013). Interviews were conducted with various 

FBOs, representatives of the Ministry of Health, and donors (see Table 7 for list of key 

informants). A list of themes to explore in the interview was conceived based on the 

literature review as presented in Chapter 2. The protocol explored the following research 

themes: 

• Description of specific case studies of engagement of FBOs by donors and 

exploration of: 

o reasons for engagement between FBOs and government and/or donors; 

o perceptions on definitions of FBOs; 

o assumptions about FBOs (market share, equity, quality – added emerging 

themes faith) 

o relationships between stakeholders involved in the programmes; 

o perceptions on implications of engagement with the state and donors; and 

o perceptions on implications of engagement with the state and donors on 

gender and health. 
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 Appendices 4–7 present the detailed guides. The interview guide was revised along the 

study depending on newly emerging themes. For example, if new themes started to 

emerge, such as faith fluidity amongst FBOs, this was further explored in subsequent 

interviews.  

Over a period of 18 months (between October 2015 and April 2016), I conducted 39 

interviews (in some instances I conducted two interviews within the same organisation 

for completeness or clarification). Participants were FBOs and people working for FBOs, 

officials of the Ministry of Health and donors. I applied purposive and convenience 

sampling techniques. Purposive sampling stipulates that the selection of participants, the 

setting, and possibly other variables are criterion-based and thus purposive (Mason 2002; 

Patton 2002). The criteria for the selection of my participants are summarised in Table 6. 

The participants are also listed in Table 6. This research does not provide a detailed list 

of participants as this could identify some participant, especially by providing titles. For 

example, if I would provide the titles of the participants in the Department of Human 

Resources in the Ministry of Health (DRH), it would be very clear who this person was. 

Several participants wanted to remain completely anonymous, they would not even want 

to be associated with the FBO they worked for. This is probably due to the Cameroonian 

climate of fear of being caught opposing a hierarchy. Assuring anonymity in the event of 

participation is one of the most important features of qualitative research, it is claimed 

that through this assurance participants are more likely to share their own perceptions 

(Ritchie et al. 2013). I guaranteed anonymity and the confidential treatment of the 

perceptions and contributions shared in the interviews (see Ethics Protocol Appendix 2 

and Recruitment Material Appendix 3), thus, I am ethically obliged to withhold that 

information and ensure protection of research participants.   
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Table 6 Overview of participants of study 

 Inclusion Criteria Setting Participants 

(Total number = 39) 

FBOs All 3 FBO networks and 

FBOs (i.e., health service 

providers and health 

professional training 

schools) that collaborate in 

health reform programmes  

 

Networks in Yaoundé 

FBOs from North West 

Region, South West Region, 

South Region and Central 

Region 

OCASC (n = 2) 

CEPCA (n = 2) 

FALC (n = 2) 

CBCH (n = 3) 

St. Elisabeth General 

Hospital, Shisong 

(n = 2) 

EPC (n = 1) 

PPC (n = 1) 

Batouri Hospital 

(n = 1) 

Health professionals 

working for these 

organisations (n = 7) 

Ministry of 

Health 

Actors within the Ministry 

of Health or the health 

system who collaborate 

with FBOs 

Decision makers and policy 

makers responsible for 

partnership and 

collaboration 

Central level – Yaoundé 

Regional level – Bamenda 

(North West Region) 

District level (North West 

Region) 

 

DCOOP (n = 1) 

DRH (n = 2) 

CT2 (n = 1) 

Regional delegate in 

Bamenda (North West 

Region) (n = 1),  

Health professionals 

working at district 

health hospitals 

(n = 4) 

Donors Donors who are known to 

collaborate with FBOs in 

their activities 

 

Donors based in Yaoundé. 

Skype interviews with 

international donors who 

were not available at the time 

of data collection 

AFD (n = 1) 

GIZ (n = 2) 

World Bank (n = 1) 

UNFPA (n = 2) 

The Global Fund 

(n = 1) 

Care (n = 1) 

EGFAF Cameroon 

(n = 1) 
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I selected the North West Region for in-depth study because I was aware of the FBOs 

operating there from my time working for the GIZ. I had a good network and knew the 

region well, which facilitated access to the regional delegation and the FBOs. I included 

some other FBOs from throughout the country, which I could recruit during a conference 

in Yaoundé. Although some of these interviews were interesting, it was difficult to pursue 

any further information due to the inaccessibility to Adamaoua and the Eastern region 

due to safety reasons linked to the conflict in the Central African Republic, affecting the 

Eastern region and borders and Boko Haram threats in Adamaoua. My approach was thus 

inevitably guided by convenience. Once I identified a health intervention or programme 

whereby donors, government, and FBOs collaborated, I investigated it further and 

identified interview participants from there.  

Interviews usually lasted between one and two hours, and they were conducted in French, 

English, or German, languages in which I am fluent. Interviewees were contacted by 

email and asked to participate in my study (see Appendix 2 and 3 for information and 

consent forms). The information and consent forms were accompanied by the ethical 

clearance that I previously obtained from the Cameroonian National Ethics Committee 

(see Appendix 1). This Ethics approval was an important procedure to respect, and I 

would not have been granted access to my study population without it.  

Some participants declined to participate in my study, which was unfortunate and 

arguably represents a limitation of my study (see limitation section). These included the 

PEPFAR, the Elisabeth Glaser Paediatric AIDS Foundation (EGPAF), and Catholic 

international donors for the respective FBOs. I continued to interview participants until I 

reached saturation, that is, until findings and themes started to repeat themselves (Ritchie 

et al. 2013). The number of interviewees was further limited by the fact that I could not 

interview more representatives of the regional or national Ministry of Health who 

operated in certain departments; for example, there is only one delegate, and anyone who 

is hierarchically lower than that delegate would not participate in my interview.  

4.3 Focus group discussion  

Focus group discussions (FGDs) were selected with the objective to generate data through 

the interaction and participation of group participants in an FGD (Finch, Lewis, Turley 

2003). A focus group setting, where people may have lived similar experiences, may 

influence people to make contributions they would otherwise not participate in a one-on-
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one interview. I was particularly interested in exploring whether an FGD setting, whereby 

FBOs and people working in FBOs get together, would generate new data or themes that 

I was not able to obtain in one-to-one interviews (Berg and Lune 2012). Moreover, I was 

keen to explore themes that emerged during in-depth interviews, particularly the 

disconnection between the faith-based networks and FBOs, the faith narrative through 

donor engagement, and gender and health-related topics. However, I also selected this 

method because it was cost-effective and efficient way of collecting much data (Finch, 

Lewis, Turley 2003). Focus group discussions were conducted with FBOs only, as I saw 

no benefit or logistical options to conduct FGDs with donors and members of the Ministry 

of Health. Topics were similar to interview themes (see Appendices 8 and 9 for details) 

and broadly included the following: 

• reasons for engagement with government and donors; 

• perceptions on definition of their own role in the health system; 

• perceptions on their faith narratives, what they may have in common; 

• perceptions of their contribution to the health system; 

• perceptions on collaboration with partners; 

• perceptions on representation at national level; 

• perceptions on implications of engagement with the state and donors; and 

• perceptions on implications of engagement with the state and donors on gender 

and health. 

I conducted three FGDs that lasted approximately two hours. Each FGD involved four 

participants; two FGDs represented FBOs. Table 7 presents an overview of these FBOs. 

One FGD consisted of faith-based health professional training institutions, which are part 

of faith-based health providers from throughout the country. A second FGD included 

faith-based health providers representing five provinces. I had knowledge of these FBOs 

being present at a national conference in Yaoundé and invited them to participate in my 

FGDs by sending them an email with the information and consent forms, as well as by 

making a follow up call (see recruitment material Appendix 3). Focus Group Discussion 

3 included a discussion with staff providing care at FBOs or who had previously worked 

at FBOs. The participants requested that their data would be completely anonymised.35 

                                                 
35 There were two people in the FGD who were very clear that they wanted it to be anonymised. I do not 
know why exactly. As a result, the others in the group also followed that decision.   
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Table 7 Overview of participants of focus group discussions (FGDs) 

FGD 1: Faith-based health 

providers 

FGD 2: Faith-based health 

professional training 

institutions 

FGD 3: Staff providing care 

at FBOs or who previously 

provided care at FBOs 

EPC – South West 

 

OSEAC Catholic University – 

Yaoundé 

Anonymised 

PVC – East 

Presbyterian 

Protestant University / EPC – 

Yaoundé/Bamenda 

 

St. Elisabeth Catholic Hospital 

– North West 

Shisong Health Science School – 

North West 

 

Baptist – Centre/ Yaoundé Baptist Health Science School – 

North West 

 

4.4 Knowledge, Attitude, and Practice survey 

A Knowledge, Attitude and Practice (KAP) survey with the objective to include all 51 

faith-based health providers in 14 health districts in the North West Region was conducted 

to follow up on findings from interviews at a central level. The sampling frame can be 

found in Appendix 11. These interviews included questions surrounding the knowledge, 

attitude, and practice of engagement of FBOs in the debt relief programme (Case Study 

1, Chapter 4). The KAP surveys allow objective data collection on participants’ 

knowledge, attitudes and practices (Boynton and Greenhalgh 2004). These KAP surveys 

may identify gaps in knowledge, cultural beliefs or attitudes (table 8). This survey is a 

common tool used in public health to quantify knowledge, attitude, and practice, which 

are used to develop public health action plans or monitor and evaluate projects (Murray 

and Frenk 2000). Knowledge, attitude, and practice surveys are useful when some prior 

knowledge is available and can be further explored by asking a series of questions. Table 

8 provides an overview of themes covered in my survey. Whilst knowledge is measured 

as a binary variable (i.e., yes or no), attitude and practice questions are measured using 

Likert scales (Likert 1932). Named after Rensis Likert, a sociologist, Likert scales are 

psychometric response scales used in surveys and questionnaires to obtain a level of 

agreement with sets of statements (Subedi 2016, Bertram 2013). For example, Likert 

scales offer a respondent the option of answering a question by indicating whether the 

respondent strongly agrees, agrees, is neutral, disagrees or strongly disagrees with a 

statement. Each response is then allocated a numerical value, which allows for 

quantitative analysis of the data. The survey can be found in Appendix 10.  



88 
 

 

Table 8 Overview of research themes covered in Knowledge, Attitude, and Practice (KAP) Survey 

 Knowledge Practice Attitude 

Objective Assess whether FBOs have 

knowledge of the 

regulations and processes 

in place to support them. 

Assess whether FBOs felt 

that regulations and 

processes to support them 

are being adhered to. 

Assess the attitude of 

FBOs towards 

regulations and 

processes that are in 

place to support them.  

Themes Knowledge of  

• Regulatory 

frameworks 

• Role of the state as 

steward for setting 

standards and norms 

and evaluating these 

• Representation at the 

central level 

Practice of  

• Regulatory 

frameworks 

• Role of the state as 

steward for setting 

standards and norms 

and evaluating these 

• Representation at the 

central level 

Attitude towards 

• Regulatory 

frameworks 

• Role of the state in 

acting as steward 

for setting 

standards and 

norms and 

evaluating these 

• Representation at 

the central level 

 

I initially intended to conduct in-depth interviews with faith-based health providers at the 

district level in the region. Whilst I managed to complete a few, I had to adapt my strategy 

and conduct a survey instead, once I realised that I was not able to access the districts in 

the given time frame and with the available budget. From a methodological point of view, 

I started to reach saturation (i.e. themes started to repeat themselves) with my in-depth 

interviews and felt that a survey would add more strength to my findings. I sent the 

surveys to health districts and asked people at regional level to bring a printed copy to the 

district health centres. Data collection took place between October 2015 and December 

2016. Unfortunately, despite repeatedly contacting faith-based health providers and 

asking them to participate in the study, the response rate was only 42%. The implications 

of this response rate are discussed in the section on the limitations of the study and on 

data analysis. As such, the results are only descriptive and are not statistically significant.  

4.5 Secondary data  

The fourth data source used to answer the research question of this PhD these consisted 

of two data sets provided by two separate donors. The dataset provided by GIZ was raw 
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and required analysis. The data set contains data on coverage of GIZ and Ministry of 

Health family planning programme in two regions. It provides information on 572 health 

facilities that benefitted from the family planning programme between January 2015 and 

July 2017. The data is disaggregated by a public and faith-based provider and thus allows 

statistical comparison of outcomes. The primary outcomes are provision of family 

planning methods by facilities and the mean number of contraceptive methods offered. 

That dataset from the World Bank contains programmatic data from the PBF programme 

on the difference in outcomes between public, private, and faith-based providers. The 

data includes 459 facilities in three regions in the country: Littoral, North West and South 

West, during a period between July 2012 and October 2014. The data is disaggregated by 

outcomes and includes family planning quality score and averages of new and old 

contraceptives provided by facility as outcomes. Given the significant difference in 

performance between providers for family planning indicators, it seemed crucial to 

include this data in my PhD thesis. The data builds on concerns raised during the 

interviews around whether faith-controversies such as women’s access to health care and 

preventative health measures such as family planning were a problem; it also provides a 

different perspective than findings from the qualitative data, as will be shown in Chapter 

5. 

The following sources were also used as secondary data sources: 

• documents on health system reforms in Cameroon (published literature, grey 

literature, literature from archives); 

• documents on the good governance policy and decentralisation policy in 

Cameroon; 

• documents on the history and evolution of the faith-based health sector in 

Cameroon; 

• policy documents and agreements, such as contracts and Memorandum of 

Understandings between faith-based health sector in Cameroon and the Ministry 

of Health (and Education); and 

• documents of international donors actively engaged in Cameroon.  

5. Approaches to data analysis 
To analyse both qualitative and quantitative data, I followed Creswell’s (2011) 

recommended qualitative and quantitative data-analysis procedures for designing mixed-
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methods studies. The general procedures for data analysis include preparation to analyse 

the data, explore the data, represent the data analysis, interpret results, and validate results 

(Creswell 2011). For the qualitative component, I applied the principles of thematic 

analysis. For the quantitative, I applied basic statistical tests. The procedures for both the 

qualitative and quantitative data obtained for this research will be described in this 

section.  

5.1 Qualitative analysis 

In preparation for the data for analysis, the raw interview, and FGDs, data and notes were 

transcribed and, where necessary, translated by me. The data was further anonymised to 

ensure confidentiality. I referenced the interview with the name of the organisation or the 

profession and the date of the interview. For two of the FGDs, I applied a participant-

based group analysis, whereby contributors of individual participants are separately 

analysed within the context of the discussion (Ritchie et al. 2013). This approach seemed 

more suitable because of the notable differences between FBOs—that is, because 

homogeneity was difficult to achieve in this case. The third FGD was treated as whole-

group analysis, where the data is treated as a whole without delineating contributions by 

individuals (Ritchie et al. 2013). This was a more suitable form of analysis because the 

participants wanted to stay anonymous and because there was no audio recording of the 

discussion.  

I began by exploring the data to gain a general understanding of my findings. Even if 

coding is conducted in a software, it is generally advised that one familiarise oneself with 

the data by printing and reading them (Ritchie et al. 2013). I took notes during this process 

and started to think about broad codes in preparation for the coding process using NVivo 

software. It is important to note that a computer assisted software for qualitative research 

such as NVivo does not complete the analysis but rather supports the management of data. 

This is particularly useful if there is a lot of data. NVivo was therefore used as an aid for 

analysis. The analysis followed Saladana’s principles of coding as described in the 

streamline codes to theory/assertions model (see Figure 1) the data is analysed, codes are 
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identified, these codes then create categories which then create themes.

 

Figure 1 Streamline code to theory model by Saldana 2016 

The data was then imported into a data analysis software programme Nvivo 10. Three 

rounds of coding were initially competed; two rounds of coding is the recommended 

minimum (Creswell 2011; Saladana 2016). The first round allowed for the creation of 

initial codes, which were then refined after the subsequent coding process. Coding was 

inductive rather than deductive, which means I did not use a preconceived thematic guide 

(Ritchie et al. 2013) to allow for the data to speak for itself. Once I was content with my 

list of codes, I started to create categories. Upon the creation of categories, I developed 

themes. 

Throughout the three results chapters of this PhD thesis, I present selected codes, the 

categories and themes identified from the analysis. In other words, the coding trees I 

created constitute my research findings. To illustrate how this was done Table 9 presents 

an example of the coding tree, which constitutes the core date presented in Chapter 6. 
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Table 9 Example of codes, category and theme creation of Chapter 5 

Code Category  Theme 

Quotes for FBO’s 

perceptions 

Different perceptions of 

what faith-based Centres of 

Excellence constitute 

Narrative of faith-based 

Centres of Excellence is 

constructed by the types of 

engagement 

Quotes for donor and 

government perceptions 

Quotes from varying 

sources see Chapter 5 for 

details 

Limited collaboration 

between faith-based 

Centres of Excellence and 

the national health system 

Donor engagement of 

faith-based Centres of 

Excellence creates “FBO 

empires”, “FBO bubbles”  

 
Quotes from varying 

sources see Chapter 5 for 

details 

Distrust at clinical level 

between FBOs and public 

providers 

Quotes from varying 

sources see Chapter 5 for 

details 

Issues of accreditation and 

quality of care in health 

professionals education 

programmes in FBOs 

Donor engagement of 

faith-based Centres of 

Excellence has 

implications for the health 

system, equity and quality 

of care 

 

 The research will present specific quotations to illustrate these findings from multiple 

data sources where possible. The data was further analysed by linking it to the aim and 

research questions and by comparing it to findings made in the literature. Furthermore, 

the data was also interpreted through reflection on the findings of the quantitative results 

obtained. 

Validity and reliability are contested subjects in qualitative research. Confirmability (for 

reliability) and credibility (for validity) are sometimes preferred. It is argued that these 

terms have greater resonance with the values of qualitative research (Ritchie et al. 2013). 

The core message of the discussion of these concepts is that efforts should be taken to 

ensure rigour in qualitative research. To ensure this rigor, I adopted a practice of sharing 

interview transcripts with interviewees to ensure that they are accurate. Some 

interviewees explicitly asked me for a copy of transcripts before I use the data. Secondly, 
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I triangulated data from several sources, meaning I ensured that codes consisted of 

evidence from several sources before including them in my findings. Usually, reliability 

in qualitative research is obtained with the inclusion of multiple coders in the coding 

process, but this was not possible in this study due to funding constraints.  

5.2 Quantitative analysis 

The quantitative analysis of the results included the analysis of the KAP survey data and 

the secondary data set obtained from GIZ. Because the analysis of these two sets was 

rather different, I will describe them separately. 

The KAP survey included only a descriptive analysis of the data, due to the small sample 

size (see the limitations section, where this is discussed further). Once the survey data 

was collected, I entered it into Excel and conducted a descriptive analysis of the mean, 

standard deviation (SD), and variance of responses to each section of the survey. This 

analysis was carried out to help determine general trends in the data. I did not conduct 

further analysis due to the small sample size, and I decided instead to describe the findings 

in the form of tables and diagrams.  

The data set from the Sexual and Reproductive Health Programme (SRH) from GIZ in 

Cameroon included information about provision of eight contraceptive methods in 21 

health districts in two regions in Cameroon. That data represents January 2015 through 

July 2017. The data was disaggregated between public and faith-based providers. 

Consequently, the primary objective of the inquiry was to compare provision of 

contraceptive methods between the two providers. A secondary objective was to further 

investigate differences in terms of the types of methods provided. 

The analysis was done using STATA version 14. A chi-square (X²) test was calculated to 

compare these outcomes. The chi-square statistic allows the comparison of the tallies or 

counts of categorical responses between two (or more) independent groups—in this case, 

the comparison of different health clinics (public and faith-based) (Kirkwood and Sterne 

2010). Results are presented either as percentages for categorical outcomes or as means 

for continuous outcomes. Confidence intervals (CIs) of 95% were used to analyse the 

mixture of contraceptive methods provided. A p-value of less than .05 is considered 

statistically significant evidence to reject the null hypothesis. In this case, the null 

hypothesis was that there is no difference in the provision of family planning services 
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between public and faith-based providers. Data was presented in the form of tables clearly 

indicating p-values and confidence intervals. 

6. Reflexivity, ethics and limitations 

6.1 Reflexivity 

Validity and reliability can be addressed, to some extent, as described in the analysis 

section of this chapter. However, there are limits to this analysis in qualitative research 

given that the characteristics of individual interviewer, their social position, assumptions, 

professional beliefs and personal experiences can affect the data collection process 

(Ritchie et al. 2013). To ensure that my role as a data collector is accounted for, I practiced 

Green and Thoroughood’s (2018) reflexive thinking approach, described in Figure 2, 

which I captured in my interview diaries.  

 

The reflexive process identified three factors that may or may have not affected the data 

collection. Firstly, being a young female is usually not an easy position to be in, especially 

in a context such as Cameroon where youth is often associated with lack of competency. 

Cameroon is also a patriarchal society where men enjoy more legal rights and are 

considered the head of the household, even in urban and affluent areas. As many of my 

Cameroonian interviewees were male, this social context may have affected the 

interviews, as our conversations may have been affected by this difference in that it 

Figure 2. Reflexive thinking during interviewing. 
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arguably precluded in-depth conversation. Secondly, my European background may have 

had similar effects on the interview and may have affected depth. In other words, I was 

an outsider. However, given my background as a former GIZ employee who previously 

collaborated with many of these people and had developed networks within the Ministry 

of Health, I would argue that these factors were mitigated by my former position, and 

trust is something I still had from interviewees, as well as respect. The German 

International Cooperation has very good standing in Cameroon due to a positive bilateral 

relationship between Germany and Cameroon.  

6.2 Ethical considerations 

This study is a low-risk study, which therefore did not require high-risk ethics approval 

from the School of Oriental and African Studies. Ethical approval for this research was 

obtained from National Ethics Committee for Social and Health Research in Cameroon 

(Appendices 1 and 2). All participants were provided with information and consent 

sheets. All data was anonymised and presented in a manner that makes identifying the 

participants impossible. The data is anonymised and stored in a sealed box in my home. 

I received verbal authorisation from the GIZ and the World Bank to use the results of 

their programmatic data as part of my research. The German International Cooperation 

asked me to anonymise the intervention sites, as they are not allowed to publish official 

data from the Ministry of Health. The only potential concern was revealing points of 

tension between actors—for example, FBOs may be frustrated with government 

bureaucracy and inefficiency—which will need to be dealt with cautiously. However, if 

results are anonymous and presented in a sensitive manner, this potential area of concern 

will not pose any problems.  

6.3 Anticipated risks 

I anticipated two major risks: firstly, I was concerned about whether participants would 

talk to me, given my status as a foreign researcher. Given that I am European, and thus 

an outsider, as well as female, I had some concerns that participants may have been less 

forthcoming in my interviews with them. The sensitive political climate raised further 

concerns that my interviews would not offer sufficient depth, as I aimed to explore the 

relationship between government and FBOs. Although not all interviews achieved depth, 

I am confident that these concerns were not an issue, on the whole. Given that I had a 

well-established network of people who were very supportive in facilitating my research 

from my time working as a public health advisor for the GIZ in Cameroon for three years, 
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I managed to access all participants at the regional level in Bamenda and the central level 

in Yaoundé who were associated with the FBOs and the Ministry of Health. It helped that 

all my ethical clearance paperwork was in order and that I always presented this first. I 

think this habit showed respect for their research procedures and made people more 

willing to participate in my study. In fact, I struggled more to communicate with certain 

donors (PEPFAR and EGPAF in the United States), despite repeatedly contacting them.  

The second risk that I anticipated was my inability to access certain parts of the country 

that would prove useful for my study. This concern was justified. The two faith-based 

health providers with which UNFPA collaborates most are based in Adamoua Province 

and the East Province. The UNFPA had interesting views on the FBOs’ role in the health 

system, but I could not explore these views in greater detail due to my inability to access 

those parts of the country for safety reasons. Adamoua is considered an unsafe area to 

travel to due to Boko Haram threats, whilst the Eastern province is considered unsafe due 

to violence and looting because of the conflict and mass migration at the border to the 

Central African Republic. I mitigated this risk by focussing my research on the three case 

studies of donor engagement, as presented in Chapters 4, 5 and 6, and by adapting my 

research methods to include quantitative data. I therefore do not think that my study is 

less reliable or valid as a result, but it instead focussed on different and equally relevant 

case studies and findings.  

6.4 Limitations of the study 

As with all research, my study’s methods have limitations. Firstly, regarding the quality 

of my qualitative data, differences may arise in the quality of data from the in-depth 

interviews. This difference in quality emerges from not all participants consenting to 

being audio-recorded during interviews. Conversely, it is possible that those interviews 

revealed data that I otherwise would not have been able to obtain, for example critical 

views pertaining to the actions of the Ministry of Health. Even though I do not have 

detailed transcripts of those conversations, I took meticulous notes and believe I have 

made important findings.  

A second possible limitation is the quality of the programmatic data obtained from GIZ 

and the World Bank. Given that I was provided with the already collected data, I had no 

control over the quality of the data collection process. Some data might be missing due 

to poor data management and reporting of health providers. Nevertheless, even if I would 
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have collected that data myself, the challenge of missing data would have been a difficult 

problem to overcome, given the generally poor state of the health information system in 

Cameroon. It could be argued that programmatic data may be rigorous due to the strict 

monitoring policies required by funding agencies and donors.  

The third limitation of the study is the small sample size for the survey data. I was unable 

to visits all districts and conduct face-to-face interviews; instead, I hoped to reach people 

through email contacts or by telephone. Despite repeatedly contacting faith-based health 

providers, I was able to obtain a response rate of only 42%. Consequently, the power of 

that data was not sufficient to achieve statistically significant findings. As a result, I did 

not perform comparative statistical tests but instead describe the statistics obtained in the 

data, remaining fully aware that findings are not statistically valid, but are instead only 

suggestive.  

Chapter 4 – Donor engagement of faith-based networks at central level: 

Assumptions and effects, Case Study 1 
 

At first we were very Catholic, our founder was Catholic, then 
our mandate was one that focusses on providing professional 
health care. Then with CD2 we became more like… “hidden 
Catholics” (laughs) [Interview with member of FALC, October 
2015]. 

 

This chapter presents the results of the first of three case studies examined in this 

thesis to answer the questions of why, how, and to what effect have donors engaged faith-

based organisations (FBOs) in health programmes in Cameroon. It presents the results of 

the analysis of the largest financial donor programme in support of FBOs in Cameroon: 

The Debt Relief and Development Contracts Initiative, referred to as CD2 for the 

remainder of this chapter. In 2003, in agreement with the Ministry of Health, French debt 

relief funds were aimed at supporting three FBOs, specifically faith-based networks 

representing 72 hospitals, 475 health centres, and six health professional training facilities 

throughout the country (see Table 9). Donors involved in the process of allocating the 

funds to the FBOs made two assumptions: Firstly, that faith-based health providers 

throughout the country would benefit from these funds, because they were believed to be 
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represented by their networks at the central level. Secondly, it was assumed that given 

Cameroon’s history of poor governance, FBOs would constitute a suitable alternative to 

the state, independent of the state and subsequently less prone to poor governance. The 

chapter will argue that both assumptions were wrong. It will show that faith-based 

networks are poorly organised and governed, they have weak links to their members, and 

they are not necessarily independent of the state. It can, therefore, be argued that donor 

engagement in this case has in fact fostered poor governance of funds because the faith-

based networks were weak institutions at the time and subsequently not able to absorb 

these funds. 

This chapter contributes to two discussions. Firstly, it adds to the understanding of FBOs, 

in particular the understanding of faith-based networks, how these may vary, and how 

they differ from faith-based health providers. It also shows how FBOs are influenced and 

arguably shaped by development policy. Secondly, it contributes to a discussion raised 

by development studies and health policy literature, as described in Chapter 2, which has 

expressed increased concern over the growing non-state sector and private sector and the 

possible negative ramifications this growth might have for the role of the state. The thesis 

will return to these discussions in Chapter 7, drawing on issues raised in this and the 

following two chapters. 

The chapter starts with a section that describes the three major faith-based networks in 

Cameroon and the differences between them, especially with regards to their faith 

attributes and their organisational structures. The second section will present an account 

of the debt relief programme -CD2 case study in detail. This includes the background of 

the programme and findings from qualitative in-depth interviews and survey data on 

perceptions of the process of this programme, in particular regarding issues of governance 

and representation of network members. The third section will draw conclusions from the 

second section and present the ramifications of faith-based networks engagement for 

FBOs (both faith-based networks and faith-based providers). It will also present the effect 

of their engagement for the broader health system.  

The research presented shows that faith-based networks are a distinct type of organisation 

best understood in the context in which they operate. A more nuanced understanding of 

the networks at an initial stage would have revealed to donors that the networks were very 

weak and poorly governed and thus not able to absorb the funds. The complexity and 
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power dynamics surrounding debt relief repayments perpetuated a difficult policy space 

for all actors involved, culminating in negative implications for many FBOs in Cameroon. 

Moreover, it has fragmented faith-based networks, in that it has created increasing 

tensions between faith-based health providers in the periphery and their networks at 

central level, thus affecting the broader health system.  

1. Characteristics of faith-based networks in Cameroon  
In many sub-Saharan African countries, faith-based health providers have an 

organisational umbrella—a faith-based network—that represents these organisations at 

national policy level. It has been established that faith-based networks play an important 

role in health systems in Zambia and Ghana (Grieve and Olivier 2018), Uganda (Schmid 

et al. 2008), Kenya (Hearn 2002), Chad, and Tanzania (Boulenger and Criel 2012, 

Jennings 2013b). Almost all faith-based facilities in Uganda and Zambia are coordinated 

by a faith-based network at national level (Schmid et al. 2008). The Christian Health 

Association Nigeria includes more than 300 faith-based health facilities and 3,000 

outreach facilities (Olivier et al. 2006). The Christian Health Association (CHA) in 

Zambia and a faith-based network in Uganda, for example, act as funding vehicles for 

faith-based health facilities, coordinate activities, and provide capacity development for 

their staff (Schmid et al. 2008, Grieve and Olivier 2018). The networks are usually 

organised according to faith attributes; for example, in Tanzania is a Catholic Social 

Service Commission, officially recognised by the government (Boulenger and Criel 

2012), as well as a platform for the CHA. Some of the networks, such as the African 

Christian Health Association (ACHA) span the whole of sub-Saharan Africa, with their 

headquarters in Nairobi. 

The literature on FBOs, in general, does not tend to make a clear distinction between 

faith-based networks and faith-based health providers, nor did donors and Ministry of 

Health representatives interviewed for the purpose of this study; interview respondents 

assumed they these networks and providers were all connected. It became increasingly 

clear that the French Cooperation had a poor understanding of how the networks operate 

and whom they do or do not represent. This section, however, shows that these networks 

are distinct and that an understanding of those differences and the relationships between 

faith-based networks and faith-based health providers is pivotal; it could arguably have 

prevented some of the negative effects of the engagement of FBOs in the debt relief 

programme. 
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There are three official36 faith-based networks in Cameroon: The Catholic network 

(Organisation Catholique de la Santé du Cameroun [OCASC]), the Protestant network  

(the Conseil des Eglises Protestantes du Cameroun [CEPCA]), and the faith-based 

foundation (Fondation Ad Lucem [FALC]). Together, they represent 72 hospitals, 475 

health centres, and six paramedical health professional schools, and they employ 9,739 

staff (see Table 10). All three networks are organised differently and have different faith 

attributes. 

 

Table 10 Overview of market share of faith-based organisations (FBOs) in Cameroon 

 Hospitals Health centres Paramedical health 

professional schools 

Total # of staff 

employed 

OCASC 26 280 2 3,247 

CEPCA 32 170 4 5,725 

FALC 14 25 - 767 

Total 72 475 6 9,739 

 

In terms of data on the contribution of FBOs to the Cameroonian health system, data was 

difficult to obtain, and inconsistencies were found in the data. In interviews with officials 

from the Ministry of Health, I was constantly told that the market share of FBOs is 40% 

in Cameroon. However, I was not able to obtain any evidence for this number. The data 

from the Ministry of Health from 2007, as presented in Table 11, presents a slightly 

different picture. Of the total of 2,849 facilities (all district hospitals, medical centres, 

integrated centres), 652 facilities or 19% are faith-based facilities. Table 12 illustrates 

some regional data to show the approximate distribution. Faith-based organisations in that 

region account for 21% of health facilities. This data was obtained from the Regional 

Delegation of Health in Bamenda. The list of the facilities in the region is offered in 

Appendix 11, where facilities are counted. However, it is unclear whether the list is 

complete. Notably, these numbers were difficult to obtain, and some of them appear 

outdated. It was not always clear, even to officials of the Ministry of Health, whether a 

facility was faith-based, especially since many of the names of private facilities indicate 

                                                 
36 There are several smaller networks, including the Baptist Network and the OSEELC—which is 
connected to the ACHA Platform—however, these smaller networks are officially part of CEPCA.  
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that they are associated with the Christian faith. After thorough investigation, I had to 

give up on finding definite figures and instead conclude that these are only estimates. 

Table 11 Overview of health units and facilities of the Cameroonian health system 

Categorized as health units 2,849 

Reference hospitals (Douala and Yaoundé) 7 

Regional hospitals 11 

District hospitals 154 

Medical centres 155 

Integrated health centres 1,888 

Faith-based providers (at district and health 

centre level) 

652 

(19%) 
Table 12 Overview of estimate numbers of distribution of faith-based health providers, public providers, and 
private providers in the North West Province in Cameroon 

 Public Private  Faith-based Total 

North West37 208 (68.6%) 29 (9.67%) 66 (21%) 303 (100%) 

1.1 Structure and organisation of faith-based networks in Cameroon  

The OCASC was established in 1968 and is an executive arm of the Cameroon National 

Episcopal Conference (CNEP). In the 1960s, CNEP received much impetus for its 

establishment from the Vatican. OCASC’s aim, as stated in their brochure is “to 

contribute effectively, alongside public authorities and other partners, to ensuring the 

promotion of individual and collective health, in the spirit of the gospel.” OCASC has a 

specific aim to ensure that health services are available for hard-to-reach populations. The 

network includes 26 hospitals, 280 health centres, 24 Diocesan health coordinators, two 

paramedical training staff, and 3,247 staff. OCASC operates within the framework of the 

Diocese, the territorial unit of the Church administration under the leadership of a bishop. 

OCASC has one health coordinator in each Diocese, which coordinates the activities of 

the Catholic hospitals in the respective Diocese. At the same time, all health facilities 

operate within the framework of the Cameroonian health system, through collaborating 

with the regional and district health management teams of the government. OCASC’s 

members are financed through user fees and contributions from the Diocese, as well as 

international donations and irregular contributions from the Cameroonian government. 

                                                 
37 See Appendix 11 for list of all health providers in the North West region from October 2016, provided 
by the regional delegation of health in Bamenda, North West Cameroon. 



102 
 

OCASC receives an annual budget from the CNEP in order to address any needs raised 

by the members of the network. Finally, OCASC represents its members in all health 

policy decision making at central level.  

CEPCA, initially called the Federation of Protestant Churches of Cameroon, was founded 

in 1941. The network coordinates 10 churches, as described in Table 13, with a 

congregation of about 5 million Protestant Christians. Each church has its own network, 

of which some are bigger than others; for example, the Baptist network is one of the 

biggest Protestant networks in Cameroon. Each church has a CEPCA health coordinator 

who coordinates the health activities linked to that particular church. CEPCA’s health 

coordinator at central level represents the health facilities associated with the 10 churches 

and represented through the health coordinator. CEPCA’s health networks include 32 

hospitals, 170 health centres, 4 training schools, and a staff of 5,725 people. Whereas 

OCASC operates under the strict administrative regulations of the Diocese, CEPCA’s 

organisation is very different, given that the 10 churches it represents are independent of 

one another, due to denominational differences. CEPCA’s coordination body is therefore 

an independent organisation with members from different Protestant denominations. The 

faith-based health providers are all funded through user fees, occasional international 

donations, and irregular contributions from the government. CEPCA does not currently 

have an annual budget; their operations depend on funding from the state or from specific 

projects or donations. CEPCA has attempted to initiate a membership fee, which has been 

unsuccessful to date, and it represents the faith-based facilities of all 10 churches at central 

health policy level.  

Table 13 List of 10 churches which are part of the Protestant Health 
Association (Conseil des Eglises Protestantes du Cameroun [CEPCA]) 

Église Fraternité Luthérien Cameroun 

Union église Baptiste du Cameroun 

Église Évangélique Lutherie du Cameroun 

Cameroon Baptiste Convention (CBCH)  

Union des Églises Évangélique du Cameroun 

Presbyterian Church Buéa  

Église Évangélique Cameroun (EEC)  

Adventiste 

Église Presbytérien Cameroun (EPC) Sud  

Mission Chrétienne 
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FALC was established by Dr Louis Paul Aujoulant, a missionary doctor and French 

politician, in 1936. The aim of FALC is to provide health care to underprivileged areas 

in Cameroon. In 1988, the Cameroonian government officially and legally recognised 

FALC legally, by Decree No. 88/1129, as a private actor with public interests. FALC 

comprises of a network of 14 hospitals, 25 health centres, and 1 drug and medical 

commodities supply centre, with 3 regional offices and 767 staff. FALC is managed by a 

board of directors consisting of 12 members, including 6 from the civil society, 2 

representative of staff, 1 representative of external partners, 1 member of the CNEP, and 

1 representative of the Ministry of Health. FALC is self-funded through user fees and 

irregular donations from donors. It differs somewhat from OCASC and CEPCA in that it 

is a non-profit organisation that provides services and a network of its hospitals. OCASC 

and CEPCA, by contrast, do not directly provide services; only their members do. 

This section highlighted several findings. Firstly, of all health service providers in 

Cameroon, I could find some evidence to suggest that approximately 20% is provided 

through faith-based health providers, as opposed to the 40% that is officially noted. 

Although it was difficult to obtain accurate data, it can be concluded that their services 

constitute a significant contribution to the health system. Secondly, in theory, health 

providers are represented through faith-based networks. Three major networks were 

identified: OCASC, CEPCA, and FALC. Thirdly, the three networks have different 

denominations or faith attributes, which will be further discussed. They have unique 

organisational and governance structures and different histories. These findings are 

important since the literature often generalises FBOs and networks and presents these as 

uniform networks that operate in the same way.  

1.2 The “hidden Catholics”: Faith attributes of Christian faith-based networks in 

Cameroon  

Several important things emerge from the above descriptions of the three faith-based 

networks: firstly, the relative and important contribution of the members of these 

networks to the health system; second, the stark differences between the networks in 

terms of their organisation and governance structure; and third, an important difference 

between the networks, namely that they have different Christian denominations. My 

interview data and observations show that the role and expression of the Christian faith 

differs both between the networks and within the networks, which adds to the complexity 

of our understanding the role of faith in these networks. This role is not static, but instead 
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appears to have adapted to changes in the health system and the international donor 

landscape.  

The Christian faith includes a vast range of denominations that are reflected in faith-based 

service providers and their networks. OCASC and FALC are both organisations built on 

Catholic foundations. OCASC is embedded in Cameroon’s Episcopal Conference, which 

is the Cameroonian representative body of the Vatican. Therefore, all of OCASCs’ 

activities are directly linked to the Catholic Church and its religious teachings and 

principles. In the words of a member of OCASC, 

We [OCASC] are just one service of our church. The Catholic 
religion is the foundation of everything we do. We work in the 
area of health because the Catholic Church takes care of society, 
and health happens to be an important aspect of society. We speak 
with one voice: that of the Catholic Church. We are the feet and 
the hands of Christ. [Interview with OCASC, March 2016] 

 

My observations of Catholic hospitals that are represented by OCASC strongly echoes 

these findings. There appears to be a strong observance of the Catholic faith, which is 

expressed in regular prayers and the presence of members of the Diocese, for example 

nuns who visit the sick:  

Our faith is expressed in the way we work. It’s a special way 
because we are here to serve Christ… and you can see that in how 
our staff treat our patients… also in all our clinic prayer plays a 
very important role; in all hospitals we start and end our days with 
prayers. [Interview with doctor working at Catholic facility, 
January 2017] 

 

FALC, in contrast, was initiated by a Catholic missionary, and one of its board members 

is a representative of the Episcopal Conference. They are thus not part of the Catholic 

network in Cameroon but constitute their own organisation. In terms of the expression of 

faith, morning prayers are held on a daily basis. The Ministry of Health has officially 

recognised CEPCA, OCASC and FALC as the three faith-based networks that operate in 

the country. This recognition was made in the context of the CD2 programme. It was 

difficult to establish why these three networks were specifically chosen; why were the 

Baptist networks not treated as their own networks, for example, as these are bigger than 
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FALC? I could not find answers to this question; it was a decision the Ministry of Health 

took, and some people did not feel that it represented the reality in practice. For example, 

FALC differs from the other networks in that it provides services they do not merely 

represent health service providers like OCASC and CEPCA. Moreover, FALC does not 

explicitly express its faith in its mission statement. However, its status as a faith-based 

network has granted it access to the CD2 programme. Instead, members consider 

themselves to be “hidden Catholics” [Interview with member of FALC, October 2015]. 

As one member explained, 

At first we were very Catholic, our founder was Catholic, then 
our mandate was one that focusses on providing professional 
health care. Then we became more like… “hidden Catholics” 
(laughs). [Interview with member of FALC, October 2015] 

 

Thus, whilst the foundation of FALC is Catholic, the most important thing that drives 

their work is a high standard of professionalism. For example, FALC provides extensive 

family planning services in all their facilities; in the context of these programmes, they 

are well connected with major family planning donors, such as the UNFPA. This 

characteristic represents a difference from the Catholic facilities that are part of OCASC, 

which provide only natural family planning advice. It appears that given that FALC is not 

part of OCASC and the Catholic Church—although they have a seat in the Episcopal 

Conference; rather, they are arguably more flexible in their approach because they operate 

outside the Catholic network.  

CEPCA differs in several ways from OCASC and FALC. The network has a Protestant 

denomination. CEPCA’s mission states that “the foundation of our practice is to serve 

Jesus Christ. The Church’s role is to preach the good news of the Lord” [Interview 

CEPCA, October 2016]. The network also differs from OCASC and FALC in that it 

represents 10 churches with six different Christian denominations. The role and 

expression of faith within these organisations varies significantly within the network (see 

Table 12 above). Donors and faith-based facilities and networks repeatedly mentioned 

the challenges of CEPCA as a collaborator due to the lack of unity of faith.  

Although CEPCA, OCASC and their respective members postulate a clear faith-related 

mission statement, this research shows that faith attributes are not static. For example, on 

the one hand OCASC stipulates, 
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We believe that health has two realms, that of the physical and 
that of the spiritual. Our faith is expressed in the way we work, 
it’s a special way because we are here to serve Christ… and you 
can see that in how our staff treat our patients… also in all our 
clinics prayer plays a very important role, in all hospitals we 
start and end our days with prayers. [Interview Director 
OCASC, March 2016] 

On the other hand,  

However, we are a rather open church. For example, not everyone 
who works for OCASC is necessarily Catholic. So, we don’t have 
a policy that excludes anyone. Especially at the service provision 
level, you can find all sorts of people, and you don’t ask them if 
they are Catholic or not, it’s not… well, appropriate. You can ask 
for the statistics, but it should not influence the quality of care that 
is provided in our hospitals. [Interview Director OCASC, March 
2016] 

 

Whilst staff used to be exclusively Catholic, this has changed since the economic crisis 

of the 1990s. The lack of human resources for health in general has forced many providers 

to become more flexible. CEPCA has undergone similar changes: 

The way faith is expressed has changed due to resource 
constraints and problems with staffing. For example there always 
used to be a chaplain in most faith-based facilities, someone who 
would support the sick. Our hospitals used to be a place of life, 
people were not scared to come and see us. Now things are 
different. [Interview Director CEPCA, October 2015].  

 

Reasons for this shift in the expression of faith is largely attributed to decrease of support 

from missionaries and the economic crisis in Cameroon. CEPCA highlights how churches 

in their networks increasingly seek links with international donors and observes the 

disappearance of traditional missionary donors. This is also reflected in the projects that 

some faith-based facilities and CEPCA itself has recently engaged with, for example a 

family planning project funded by a small American NGO: 

We [CEPCA] have had to learn how to present these [family 
planning] projects to church leaders. It is all a question of how it 
is presented. We cannot talk about family planning directly; 
instead we have learnt to talk about the health of mothers and 
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babies. I was surprised by how many church leaders engaged in 
that project, it worked really well. That would not have been 
possible in earlier times. We launched a campaign with about 
3,000 people, food and dancing and distributed 1,000 flyers. The 
flyers were all picked up. I think it worked. [Interview Director 
CEPCA, October 2015]. 

 

There seems to be a pattern whereby in difficult times CEPCA and its members, as well 

as OCASC, increasingly negotiate their faith attributes to continue their operations. 

Similarly, FALC demonstrates a rather dynamic relationship with the Catholic faith. 

Initially called the Catholic Foundation Ad Lucem Cameroon, they later changed their 

name to the Foundation Ad Lucem Cameroon. This change occurred 1988, when they 

received formal recognition as an NGO by the state. As previously mentioned, FALC has 

successfully collaborated on various family planning programmes with the UNFPA, GIZ, 

and USAID. Their flexible position, not directly linked to the Catholic Church, allows 

them to engage in family planning programmes. In the context of the CD2 project—

whereby faith-based providers were identified as one of the key recipients of these funds 

(discussed in the next section)—FALC appears to have stipulated its identity as a faith-

based provider rather than an NGO. This change of identity is openly acknowledged by 

donors and strongly criticised by others: 

FALC hides behind the FBO label because there was an 
opportunity to access funds. They are not a faith-based 
organisation in my opinion. It’s like many organisations in 
Cameroon, they call themselves faith-based because their leader 
is religious but they aren’t actually part of the Protestant or 
Catholic network. It’s fraudulent labelling really. [Interview GIZ, 
October 2015] 

 

FALC defines their faith-identity as “the hidden Catholics” [Interview FALC member, 

October 2015], inferring a rather dynamic relationship with the Catholic faith. Whilst 

some believe it is “fraudulent labelling”, it could be argued that FALC, CEPCA, and 

OCASC, with its respective members, continuously adapt to their environment, in some 

instances re-negotiating their faith-identity to continue to exist. An alternative 

interpretation of this negotiation process could be that the “faith label” is actually 

something that the donor speaks to and does not necessarily reflect the Cameroonian 
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reality where faith is embedded as a whole and emphasised differently according to need. 

This possibility will be explored further in Chapter 7, at which point which we will have 

looked at other types of FBOs in the health system in Chapters 5 and 6. 

2. Engagement of faith-based networks through the French debt relief 

programme: Process and effects 
As can be seen from above, faith-based health providers constitute an important part of 

the Cameroonian health system; further, faith-based networks are structures that 

supposedly represent faith-based service providers. However, the structures and 

organisations of the three described faith-based networks are unique. Some faith-based 

networks operate better than others, and some are rather poorly managed. Faith attributes 

vary both between networks and within them, and the faith identity of both networks and 

facilities are dynamic and responsive to changes in the health system.  

Despite these differences, in all the documents that exist on CD2, the faith-based networks 

are repeatedly grouped and talked about as the same organisations who do the same things 

with the same objectives. No distinctions are made between networks and service 

providers; they are talked about as les confessionells, or in English, as “FBOs”. This 

section presents the engagement of the three faith-based networks presented above in the 

context of the CD2, which is France’s main bilateral programme implemented by the 

French Development Cooperation (Agence France pour le Development [AFD]) to 

supplement the Highly Indebted and Poor Countries (HIPC) initiative.  

Debt relief is a common form of foreign assistance, and this was especially so during the 

early 2000s, as a country’s debts can significantly hinder economic growth due to rising 

interest rates. A country in high debt can easily enter a vicious poverty cycle or trap, a so-

called debt crisis. High national debt can also affect the global economy, because such 

crises can destabilise entire financial systems (Omotola and Saliu 2009). In response to 

this crisis, the HIPC Initiative was launched in 1996 by the International Monetary Fund 

(IMF) and World Bank, with the aim of ensuring that no poor country faces a debt burden 

it cannot manage. Since then, the international financial community, including 

multilateral organisations and governments, have collaborated with the aim to lower debts 

to sustainable levels with the aim to making countries more credit worthy and thus more 

likely to attract investments that should lead to economic growth. It was also recognised 

that the external debt inevitably has an effect on social development, because debt 
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resulted in fewer investment in the social and health sector. Certain criteria must be met 

by countries to be eligible for debt relief, such as a commitment to poverty reduction 

through policy changes. The HIPIC process involves several stages and is a joint effort 

between the IMF and the World Bank. In the first step, countries need to show eligibility 

for debt relief. In a second point they need to show that they meet the criteria (IMF 2019). 

When the last stage of the HIPC process – completion point – is achieved, the French 

State may make an additional bilateral effort in the form of a Debt Reduction-

Development Contract (C2D).The French Debt Reduction-Development Contract (C2D) 

is a country specific tool to restructure the debt of certain countries. In practical terms, 

once a Heavily Indebted Poor Country has signed a C2D with AFD, the country continues 

to service its debt until repayment (AFD 2019). At each payment on the due date, AFD 

transfers the equivalent amount to the country in the form of a grant. This amount is used 

to finance poverty reduction programs which are selected by mutual agreement with the 

partner country (AFD 2019). 

The aim of CD2 was to refinance debts contracted by Cameroon by means of donations 

targeting specific interventions to alleviate poverty. The estimated total of the CD2 for 

Cameroon for 2005–2020 is 750 billion FCFA ($1.6 billion). For the 2006–2010 period, 

Cameroon was allocated $684 million, of which 17% was allocated to the health sector; 

half of that was allocated to FBOs. 

Faith-based organisations have not been in an official partnership with the Ministry of 

Health since the early 2000s. The Primary Health Care Reorientation Policy and the 

adoption of the District Health System in 1993 encouraged “silent relationships” between 

the Ministry of Health and selected faith-based facilities. In 1997, the Ministry of Health 

officially included the facilities in the health system, yet without any formal contracts. 

The contracting negotiations started in 1994, but contracting took off only in the 2000s, 

with the development of a framework for collaboration (2001) and the Health Sector 

Strategy 2001–2010. The CD2 project required the allocation of some of the funds to the 

non-governmental sector; consequently, the government suggested contracting FBOs as 

the most obvious solution. Between 2003 and 2007, a model framework agreement and 

implementation of contracts between the Ministry of Health and the three faith-based 

networks was agreed. According to the Ministry of Health, FBOs were the most suitable 

partners for this partnership, given that many providers carried high financial debt and 
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required assistance, and because these FBOs are important for the health system and reach 

many deprived areas in the country [Interview DCOOP, October 2015]. 

The three main faith-based networks (OCASC, CEPCA and FALC) were granted 

€21 million, which amounts to almost half of CD2’s funding for the health sector. Of the 

€21 million (equivalent to about 15 billion FCFA), 10 billion FCFA were directly 

allocated to OCASC, CEPCA, and FALC. The main objective of this funding was that 

these networks would use the funds to recover from the financial crisis of the 1990s and 

to repay their debt to the government’s Pension and Social Security System (the Caise 

Nationale de Prévoyance Social [CNPS]). The steering committee of CD2, the Unité 

Technique d’Appui à la Contractulisation dans le Secteur Santé (UTAC), which was 

officially put in place in 2012 to manage the progress of the CD2 programme for the faith-

based networks.38 The committee includes two representatives of the Ministry of Health 

and one representative of each faith-based network. The aim of the group was threefold: 

(1) to strengthen faith-based networks, (2) to develop a national policy that sets out a clear 

contractual relationship between faith-based facilities and the government, and (3) to 

ensure a continuous dialogue between faith-based networks, their members and the 

Ministry of Health. The next three sections will present the findings of this research with 

regards to the process of the CD2 project and the role of faith-based networks, and faith-

based health providers within it. 

2.1 Improved recognition and visibility of faith-based organisations? 

Interview data from Ministry of Health officials, the UTAC members, and some of the 

faith-based networks, reveal that they viewed the CD2 project as overall a positive and 

successful experience, in particular with regards to the visibility that faith-based networks 

have gained, as a result of their involvement with CD2. There were, nevertheless, a few 

problems not specified or elaborated upon in all interviews. In the words of the head of 

UTAC: 

We formed the UTAC group to ensure good monitoring of the 
money we received from CD2. The monitoring went well. We 
managed to resolve all problems… There were some slight 
procedural problems but we resolved them. [Interview Head of 
UTAC, October 2015] 

                                                 
38 The Ministry of Health published an official Text in 2012 Decret No. D28-
03/L/MINSANTE/SESP/SG/DCOOP/CPNAT Ref. V/PV 18 Jan 2012 to formally acknowledge UTAC 
and their Terms of References. 
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In a similar vein, representatives of the Ministry of Health consistently highlight the 

positive relationship between faith-based networks and Ministry of Health throughout 

CD2. As one representative stated, 

In previous times, we [FBOs and the Ministry of Health] used to 
not speak. We had no systematic way of engaging with each 
other. Things are different now with UTAC. We are organised, 
we have a clear structure, a regular dialogue. UTAC gave the 
networks an identity and visibility in front of the government. The 
government is willing to support them. [Interview Ministry of 
Health, October 2015] 

Some of the faith-based networks’ views of CD2 were consistent with those of UTAC 

and the Ministry of Health: 

[In the context of UTAC]… our relationship with the Ministry of 
Health is very good. They don’t impose anything, they encourage 
us to work effectively. [Interview FALC, October 2015] 

Likewise, one CEPCA member remarked, 

CD2 has achieved enormous results. But what we are most 
grateful for is the visibility it has given us. Thanks to this project 
we are known. [CEPCA Interview, October 2015] 

 

Somewhat more ambiguously, the director of OCASC offered this comment: “We work 

hand in hand with everyone. That’s how CD2 works. We managed to restructure some 

hospitals that were in a lot of debt” [OCASC Director Health Interview, March 2016]. 

Overall, it was difficult to obtain information about CD2 from members of UTAC, 

officials of the Ministry of Health, and some of the faith-based networks. In general, 

responses were short and vague and did not mention specific challenges. Instead the 

advantages of improved collaboration between faith-based networks and the Ministry of 

Health and the repayment of government debt were mentioned. However, repayment of 

government debt appeared somewhat controversial from the point of view of certain faith-

based networks and faith-based providers. Some faith-based networks felt that they did 

not really have a choice and simply followed the instructions set by the government 

[Interview CEPCA, October 2015]. This feeling may lead some to question some of the 

positive attributes that were put forth by these interviewees.  
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2.2 Assumptions about governance of funds 

At the beginning of the CD2 programme and prior to the faith-based organisation (FBO) 

engagement, the AFD was responsible for ensuring that the money was spent in 

instalments. In other words, the various instalments of money were only released if the 

Cameroonian government could adequately justify its expenses. France would not sign 

off on these instalments of funding without “the famous avis de non-objection.”39 

However, in practice, the “avis de non-objection” was very rarely given, because the 

government refused to or was unable to justify expenses [GIZ, World Bank, the Global 

Fund, Care, anonymous interviews, October-December 2015]. In the words of a senior 

donor official, “We debated the release of funds and the justification of these funds for 

years and years” [Anonymous Interview, January 2016]. Consequently, France entered a 

massive spending jam and was put under a lot of pressure from Paris to spend these funds 

[Interview AFD, October 2015]. As a result of this pressure, France adapted its strategy 

a few years into the CD2 project and sought—in collaboration with the government—

alternative recipients. This—according to the AFD and a number of donors—was the 

main reason faith-based networks were included in the CD2 project [Interview AFD, 

October 2015].  

However, an important finding from the interview data suggests that although the AFD 

assumed that FBOs would govern funds more effectively, it appears that this 

improvement did not occur in practice. Upon talking to various donors, the issue of poor 

governance came up repeatedly. A number of donors were keen to avoid the subject of 

CD2; they affirmed that there was an ongoing evaluation to investigate the results and the 

impact of the programme. However, some donors were openly critical of the CD2 project. 

They claim that it was a poorly governed project that benefited the government and a few 

individuals only, whilst faith-based networks did not actually receive much money, and 

faith-based providers in the rural areas lost out [GIZ, World Bank, the Global Fund, Care, 

anonymous interviews, October-December 2015]. Faith-based networks were asked to 

repay the social security debt of their employees to the CNPS, and the money eventually 

ended up with the government. Some members did receive a pension as a result of C2D 

[Interview CEPCA, October 2015]; however, it was virtually impossible to determine 

how many received pensions, not even from AFD. Donors and at least one faith-based 

network claims that faith-based networks were not given a choice, either they had to pay 

                                                 
39 This translates as the green light to get the next instalment.  
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the debt, or they would lose recognition from the government. In return for the debt 

repayment, faith-based networks were officially recognised, something which many 

respondents felt the government should have done a long before. The aspect of 

recognition echoes the positive reaction of the three faith-based networks when asked 

about CD2; as stated above, what they got through participation in this project is 

“visibility” and “recognition”. However, it appears that this “recognition” was the result 

of an ultimatum.  

The AFD is as sceptical as most donors in Cameroon, and it claims that the CD2 project 

has been very challenging: 

OCASC and CEPCA are highly complex networks that are not 
actually that well organised. There are some networks that have 
still not used large sums of their funds because they are either 
unable to justify previous expenses or [to] come up with a request. 
[AFD Interview, October 2015]. 

 

Moreover, the AFD claims that UTAC does not function properly, it was a unit in the 

Ministry of Health and they have not fulfilled their mandate to monitor the activities of 

faith-based networks in the context of the CD2 programme. “All we receive are requests 

or communication from the Ministry of Health, it’s like the networks are not even part of 

the steering committee. We can’t talk to them” [AFD Interview, October 2015].  

In response to these challenges, the AFD ordered an independent audit of the CD2 funding 

for faith-based networks, as well as the role of UTAC, in 2015. It was further agreed by 

the Ministry of Health, the AFD and the three faith-based networks that an evaluation of 

the Partnership Strategy—which repositions the position of faith-based networks—would 

be beneficial. The latter audit was conducted in October 2015, during one of my field 

visits. The overall audit of CD2 was conducted in December 2015. According to one of 

the consultants of the audit of the partnership strategy, the consultancy group was given 

very limited time to evaluate a complex strategy. In a conversation in the spring in 2016, 

the consultant stipulated, 

Every single version of our report and findings were 
systematically rejected by the government. Our evaluation was 
critical and highlighted problems of power dynamics and poor 
governance. [Anonymous conversation with one of the 
consultants, March 2016] 
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The AFD equally states that both evaluations have been rejected by the Ministry of Health 

[Interview AFD, August 2016]. To date, all parties concerned are awaiting a revised 

version. The systematic rejection of these evaluations by the government indicates that 

problems that were raised with regard to the CD2 funding and the partnership between 

actors are too political to be raised. Consequently, the reputation of CD2 is tainted by 

poor governance of funds by all parties involved in CD2: the Ministry of Health, UTAC, 

and the faith-based networks. Consequently, the difficulty of obtaining in-depth 

information about CD2 from the government, faith-based networks, and UTAC; the 

strong critique of many donors; and the ambiguity surrounding the two audits pertaining 

to any in-depth information about CD2 all indicate that the CD2 project is likely to have 

been poorly governed and that funds have likely been abused. Thus, the AFD’s 

assumption of FBOs’ presumed comparative advantage in better managing funds because 

they are NSAs was false. 

2.3 Assumptions about representation of members in faith-based networks 

One theme that emerged from the in-depth interviews and the survey40 data was that the 

AFD made many assumptions about FBOs’ role in the health system and about how they 

operate. One of the most striking findings was that it was assumed that networks represent 

their members, the faith-based providers, and faith-based health professions schools 

throughout the country; however, this was not the case, as this section will illustrate. The 

data shows that faith-based health providers and faith-based health professional 

institutions have a good knowledge of what OCASC and CEPCA are; however, the 

survey and the interview data repeatedly show that in practice, although they are members 

of these networks, they feel poorly represented by their faith-based networks at the policy 

level in the capital, Yaoundé. Although there is some variation between CEPCA and 

OCASC, one CEPCA member put it thus: 

They [CEPCA] should represent us but we hear very little from 
them. [Laughs] We don’t know what they do in Yaoundé 

                                                 
40 As described in the preceding chapter, this was done with 20 facilities out of a total of 51 facilities in 
the North West Province of Cameroon. The aim was to cover all facilities but that was not possible due to 
weather conditions that held on for many months and due to the political instability that followed in the 
region in 2016. Although this data is not statistically significant, due to the small sample size, it provides 
interesting descriptive data. 
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[Laughs]. [Interview faith-based health provider Baptist, October 
2015] 

 

A further theme that emerged from qualitative interviews with faith-based health 

providers was that CEPCA members at the district do not feel that their concerns are being 

heard, nor do they feel included in the decision-making processes of CEPCA. For 

example, several CEPCA members feel that they have not been involved at all in decision 

making concerning the use of CD2 funding. One director suggests that CD2 benefited 

only the central level, with some very limited benefits to the faith-based health providers 

in the periphery. Questions about CD2 were generally met either with cynicism or with 

distain. A CEPCA explained, 

We provide care for a large part of the population, we are a district 
hospital, but we have not ever been asked about how we think the 
CD2 money should be used…it’s like we are invisible. [Interview 
CBC, October 2015] 

A member of a Presbyterian health provider and a member of an Evangelical health 

provider further highlight the problematic relating to decision making and representation; 

They state, respectively, 

Most of the decisions are taken by CEPCA but people who work 
in the grassroots do not have the opportunity to meet together and 
share their challenges, so that together we can see what we can 
do. [Interview EPC, October 2015] 

During the health board meeting, we [the Evangelist Faith-Based 
Facility [EEV]) make a report and present a report to CEPCA. 
One of the difficulties is that those who represent us, they don't 
come back to the field to actually see what is happening. I cannot 
remember anyone from CEPCA coming to supervise and see what 
happens for years. [Interview EEV, October 2015] 

This and further qualitative interview data consistently suggest very poor communication 

between CEPCA at the central level, CEPCA health coordinators (at regional level), and 

the faith-based providers. Reports are often not acted upon, and they receive almost no 

information about central-level decision making. Any information about changes in 

policy appear to be communicated via the Regional Delegation for Health, the regional 

body of the Ministry of Health. Interview data further shows that the last CEPCA meeting 

took place once in 2013, whilst they should meet twice a year, according to their aims 
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and objectives [Interviews with CBC, EPC, EEV, October 2015; FGD FBOs, October 

2015]. 

OCASC members mention similar challenges, although their level of organisation 

appears more robust than CEPCAs. The communication between OCASC and members 

is more regular, and OCASC tends to respond to requests. It was also my interpretation 

that OCASC members were less critical about their own organisation than members of 

CEPCA; this lack of critique could be due to the fact that OCASC is linked to the 

Episcopal Conference in Cameroon, so any critique could be more problematic because 

it is embedded in the broader hierarchical structures of the Catholic Church. By contrast, 

CEPCA members do not depend on their network in the same way; they depend on 

smaller networks within CEPCA. It could also be that the church structure simply 

provides a better platform for more effective organisation. 

The KAP survey, as presented in Appendix 10, was implemented in the North West 

Region in Cameroon between February and March 2016 and was conducted to further 

understand the scale of this complex relationship between faith-based health providers in 

the periphery and the networks (amongst other objectives). Using a Likert scale, the 

survey measured FBOs’ knowledge of how they should technically be represented at 

regional and national level; FBOs’ attitudes towards their representative bodies; and faith-

based health providers’ habits in terms of their practice of engaging with faith-based 

networks. The survey data—albeit not statistically significant due to the small sample 

size—adds a few new observations and confirms the qualitative findings. 

In terms of faith-based health provider’s knowledge of them being represented at central 

level (see Figure 3), CEPCA members have relatively adequate knowledge, with 70% of 

the participants knowing about their representative structure. In contrast, only 30% of 

OCASC members know that faith-based health providers are represented at the central 

level, and equally only 30% of OCASC members have good knowledge of their 

representation at central level. CEPCA members have a good knowledge of their network 

as a representative body of their facilities. Both OCASC and CEPCA members have good 

knowledge of their regional representative structures that allow these organisations to 

participate in regional decision making. 
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Figure 3. Faith-based health providers’ knowledge of their representative structures. 

There appears to be a difference in knowledge about representative structures, usually via 

OCASC or CEPCA, between the different network members. This difference could arise 

because OCASC members see themselves more closely aligned with the Episcopal 

Conference than the central health policy structures. Without much knowledge of the 

association between OCASC and the government, OCASC members are not likely to be 

aware of their potential voice that they could have at the central health policy level. A 

large majority of the members of both OCASC and CEPCA are well aware of regional 

structures to support their decision making. This awareness may imply that regional 

collaboration is more evident than collaboration between faith-based health providers and 

the central level. It is reasonable to expect this result, given that faith-based health 

providers are integrated into the health system; however, it seems surprising that OCASC 

members have a relatively little knowledge of their representation through OCASC at the 

central level.  

The second chart (Figure 4) presents data that assesses the practice of OCASC and 

CEPCA members in terms of their participation in the health system through regional 

health system structures, the practice of regularly meeting OCASC and CEPCA 

representatives to discuss their needs, and the participation of OCASC and CEPCA via 

OCASC and CEPCA health coordinators in regional health meetings. The data presents 

a practice score whereby 5 indicates strongly agree and 1 indicates strongly disagree. The 

survey data shows that with a score of 4.3 (agree), CEPCA members participate in 

regional health decision making, whilst OCASC members with a score of 3.2 (neutral) 

are less involved. Both OCASC and CEPCA members are relatively neutral about holding 
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regular meetings with their networks, although OCASC seems to meet their members 

more often than CEPCA. The score for OCASC and CEPCA’s participation in regional 

health policy making through their network structure (health coordinators) is relatively 

low, at 2.5 overall and below 3 for all members, suggesting a very low or no participation 

of the coordinators of those networks in these meetings.  

 

As such, faith-based health providers have good knowledge of the regional health system 

structures and participate in these. Moreover, whilst members have poor knowledge of 

the networks’ representative structures at the regional level, their level of participation 

appears to be equally low in terms of participation in those events. This finding further 

supports the observation that faith-based health providers are well integrated into the 

health system yet are poorly integrated into the structures of their national networks; 

however, OCASC members appear to be more engaged, most likely because of their 

strong ties with the Episcopal Conference or the Diocese structure of the Catholic church. 

The third chart (Figure 5) presents an overview of the attitude scores of faith-based health 

providers towards their representative bodies and their position in the health system. The 

data shows that CEPCA members’ attitudes towards the regional delegation are 

particularly positive, whereas CEPCA members’ attitudes towards adequate 

representation at national level and their representation through their network are weak. 

OCASC members’ attitude toward the regional health system is not as positive as CEPCA 
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members’ attitude and is more in line with their attitude towards their network. Once 

again this finding is aligned with previous findings suggesting that OCASC, as a network, 

functions more cohesively as a result of its close ties to the Episcopal Conference and the 

Diocese. It can also be argued that OCASC members are less likely to be critical of their 

network, given that this network is intertwined with the Diocese, which constitutes a 

strong hierarchical system that is not questioned. Nevertheless, both OCASC and CEPCA 

members do not believe that their opinions are heard at national level, suggesting that the 

networks do not adequately represent their needs. 

 

Figure 5 Faith-based health providers’ attitude towards their role in decision making in the 
health system and in networks. 

To summarise, the survey data shows that faith-based health provider’s in the North West 

Region in Cameroon feel poorly represented by the two networks that supposedly 

represent them. Overall, the data suggests that members of the faith-based networks are 

well aware of the structures in place that are supposed to support them, yet in practice 

communication between faith-based health providers and their respective networks is 

flawed. For example, the communication between regional CEPCA coordinators and 

CEPCA headquarters is poor; moreover, faith-based health providers do not feel that their 

opinions are heard. Instead, it appears that CEPCA members have stronger ties to the 

regional public health system than do their respective networks. OCASC members are 

less critical of their network; however, they also feel that their opinions are not heard at 

the central level in particular. The most important implication of this finding is that a 

failure to understand how these networks work has led to flawed implementation of the 

programme. The French International Cooperation—through CD2—invested significant 
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amounts of money into faith-based networks albeit not knowing how they operate and 

what their limitations are. It appears that it was only during the audit of 2015 [which 

continues to be an unofficial document] that the AFD was made aware of the disconnect 

between the centre and periphery and the lack of representation of their members—nine 

years after the implementation of the programme [Anonymous Interview Member of 

Audit Consulting Group, May 2016].  

2.4 Assumptions about faith-based organisations relationship with the state 

A further theme that emerged from the interview data is that the AFD made many 

assumptions about the faith-based networks’ independence from the state. It was 

assumed that as an NSA, the state could be avoided, and therefore funds would be 

better governed.41 In the words of a senior donor who followed the CD2 process over 

a decade but wished to remain anonymous, 

CD2 is a very difficult topic… I remember meeting the former 
representative of KFW [the German Development Bank] and the 
[Cameroonian] General Secretary for Health in an informal 
setting in 2005. The General Secretary said to me, “if the French 
think they can tell us what to do with OUR money they are very 
mistaken. The CD2 money is Cameroon’s money we can do with 
it what we want”. And that’s precisely what happened. 
[Anonymous Interview, January 2016] 

 

In other words, the state maintained a strong position and continued to argue that the debt 

relief money was theirs and that the French had no place to tell them how to use it.  

CEPCA confirms that the government drove this programme: 

We [the faith-based networks] had no choice as to what the 
money was supposed to be used for. The government decided that 
we had to use CD2 funds to repay our CNPS debts. So we 
accepted it. [Interview CEPCA, October 2015] 

The AFD made similar observations about the FBOs’ role in the UTAC steering 

committee of the C2D programme: 

All we receive are requests or communication from the Ministry 
of Health; it’s like the faith-based networks are not even part of 

                                                 
41 As described above, the first instalments of the CD2 funds were poorly managed, and according to the 
AFD, much money was unaccounted for. Therefore an alternative was sought. 
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the steering committee. We can’t talk to them. [AFD Interview, 
October 2015] 

 

Figure 6 illustrates the assumptions that the AFD made when engaging the three faith-

based networks. They assumed that FALC, OCASC and CEPCA would create a common 

strong voice for FBOs throughout the country (see FALC, OCASC and CEPCA in the 

middle of the diagram) and that the faith-based providers in the periphery would therefore 

benefit from the funds (Faith-based health provider [FBHP] in the diagram). They also 

assumed that the Ministry of Health would not take a central role in this, because faith-

based providers were seen as NSAs operating independently from the state. 

 

 

 

However, Figure 7 illustrates how the programme played out in reality. Here, it becomes 

apparent that the Ministry of Health (“MoH” together with the, CNPS, government social 

security system, is where the money was spent in the centre of the diagram) took control. 

That the relationship between the three networks was not as simple as was assumed; in 

fact, they had very little in common and did not join forces (networks operate 

independently in the diagram, with some links between OCASC and FALC due to their 

links in the Catholic Church and Episcopal Conference). Moreover, as shown above, the 

FBHP FBHP FBHP FBHP FBHP 

MoH 

OCASC FALC CEPCA 

AFD 

Figure 6 Assumptions about faith-based organisations (FBOs) when the 
French Development Cooperation (Agence France pour le Development 
[AFD]) engaged them. 
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faith-based networks did not in fact represent the providers in the periphery, and OCASC 

and CEPCA have very weak links to their members of the faith-based health providers 

(FBHP). FALC is somewhat different because FALC is a small network of hospitals and 

does not have the same structure of a coordination body as OCASC and CEPCA; hence, 

the link in the diagram between FALC and FBHP is stronger. 

 

 

 

 

Two explanations arise for why the state took on such a strong role, despite that fact that 

the AFD wanted to avoid the state and engage a NSA. On the one hand, the state may 

have been very present because of the politics of debt relief. On the other hand, it could 

be because of presumptions in international development about the clear boundaries 

between the African state and NSAs. 

It is beyond the scope of this research to conduct an in-depth investigation into the politics 

of debt relief, but some background on the subject may explain why the position of the 

government became so strong in the CD2 programme. The origins of the debt crisis can 

be traced to the colonial period that laid the foundation of the crisis (Omotola and Saliu 

AFD 

OCASC 

FALC 
CEPCA 

MoH 

CNPS 

FBHP FBHP FBHP FBHP 

Figure 7 How the Debt Relief and Development Contracts 
Initiative (CD2) played out in reality. 
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2009). African foreign trade was developed throughout the colonial period and had 

several features that made the countries prone to accumulating debt: high export 

dependency, a high concentration of a few commodities, low and declining terms of trade, 

and high instability of export earnings (as a result of those factors and a chronic balance-

of-payment crisis) (Omotola and Saliu 2009). These factors created the economic 

foundation on which most African states were built at independence in the middle of the 

century. The so-called post-colonial economic shocks, the oil crisis of the 1970s, and the 

need to borrow more money to invest and develop the country, were too much and thus 

led to excessive borrowing, which culminated for many in a debt crisis. Debt relief has 

thus not been without controversy, because some believe that debt relief is a result of 

colonialism and post-colonial shocks over which these countries had no control (Spitzer 

2002). Moreover, one could question the excessive and irresponsible lending by financial 

institutions at the time (Spitzer 2002). The historical background of debt relief may be 

the reason why the relationship between the Cameroonian state and the AFD was difficult. 

In other words, Cameroon did not agree with the fact that conditions were attached to the 

debt relief. 

A further explanation of why the boundaries between state and NSAs were blurred is that 

the assumptions about FBOs being separate from the state is false. This observation 

echoes arguments put forth in critiques of African civil society, which claim that civil 

society is yet another structure widely used in sub-Saharan Africa to make profit within 

a neo-patrimonial state (Patrick and Daloz 1999). To wit, civil society is a Western 

construct that does not reflect the realities of African political and cultural systems. 

Therefore, in a country where boundaries between state and NSAs are blurred, it is less 

likely that NSAs will challenge the state, especially in an authoritarian country such as 

Cameroon.  

To summarise, as the first part of this chapter shows, there are marked differences 

between and within faith-based networks, and the AFD had a very limited understanding 

of them when they were engaged. An analysis of the process of engagement of these 

networks in the CD2 programme, as presented in the preceding sections, offers several 

insights. Some faith-based networks claim that the CD2 project has resulted in increased 

recognition of their contribution to the health system in Cameroon. Thus, it could be 

argued that faith-based health provider’s relief of their debt to the government has allowed 

them to maintain their role as an important and recognised health service provider in the 
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Cameroonian health system. However, most faith-based providers that were interviewed 

felt left out and did not benefit at all. The process of engagement of FBOs revealed that 

governance of the funds of the programme was poor, although the AFD assumed that 

FBOs would constitute well-governed actors, independent of the state and who would be 

able to govern funds transparent and effectively. It was also assumed that the faith-based 

network appropriately represents their members throughout the country, thus 

strengthening FBOs in hard-to-reach areas with the aim to alleviate poverty. However, 

according to the data presented so far, these assumptions were largely wrong, and as 

demonstrated above, the faith-based members are poorly represented in the networks at 

central level. There are several implications of the AFD’s flawed assessment of the FBOs 

they engaged.  

3. Implications of CD2 programme for faith-based organisations and 

health system 
In consideration of the C2D – UTAC steering committee groups’ aims, there were three 

objectives: first, to strengthen faith-based organisations (FBOs) in Cameroon; secondly, 

to develop a national policy that formalises the relationship between faith-based facilities 

and the government; and third, to maintain a dialogue between the faith-based networks, 

their members, and the Ministry of Health. As the preceding sections showed, these 

objectives remain unfulfilled. Research participants and my own analysis shows that 

faith-based networks were not strengthened—rather, were most likely weakened—as a 

result of the CD2 programme. Moreover, the relationship between FBOs and government 

was formalised on paper, but in practice this does not reflect the reality and observations 

in the field. Lastly, as preceding sections show, several years after the implementation of 

CD2, the relationship between the network, the members, and the Ministry of Health 

remains weak.  

Faith-based organisations, specifically, faith-based health providers in the periphery, have 

suffered direct losses due to poor representation of their needs in the networks at central 

level and poor participation in the networks. For example, the AFD has repeatedly asked 

the networks to provide them with a list of their specific needs, yet without any success 

[Interview AFD, October 2015]. Meanwhile, various faith-based health providers claim 

that their requests, which were sent to CEPCA, were never forwarded to the AFD. In the 

words of a faith-based health providers,  
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CEPCA was our gatekeeper when it came to accessing these CD2 
funds. We couldn’t get anything unless it went to their committee. 
It was there that everything was decided. Nobody asked us 
nothing. [Interview Baptist, October 2015] 

 

This finding echoes Boulenger and Criel (2012) assessment of CD2 contracting of a 

hospital in northern Cameroon, whereby the knowledge about the details of the contracts 

was very limited at the level of the faith-based hospital and their perspectives were not 

accounted for in the contracting process. Drawing on additional case studies from 

Tanzania, Chad and Uganda the study goes on to argue that contracting of FBOs in sub-

Saharan Africa is in a state of crisis (Boulenger and Criel 2012). Contracts are poorly 

implemented due to poor collaboration between central level and the periphery. 

Moreover, the state of faith-based providers has changed little because they remain 

without support from the government and they receive no or little supervision. Some pre-

existing informal arrangements, such as a faith-based provider acting as the district 

hospital, are formalised, although this was nothing new and although the process for this 

was already in place (Boulenger and Criel 2012).  

The second implication of the CD2 programme is that FBOs have a reputation tainted by 

poor governance. Upon asking donors about faith-based networks’ role at health policy 

level and faith-based health providers’ role in the health system, donors reacted with 

much indifference. The head of the UNFPA, who has been present in all major policy 

decision-making committees over the past two years, had no idea whether they 

participated and what their role was [Interview, UNFPA, October 2015]. Similarly, the 

GIZ showed little respect for their presence, claiming that they simply sit there and do 

not say a word [Interview GIZ, October 2015]. Furthermore, it was argued that faith-

based networks are only there if there is funding, but not on any other occasion [Interview 

anonymous informant, May 2016]. Moreover, the poor reputation of faith-based networks 

has arguably also had an impact on the reputation and position of faith-based health 

providers in the periphery amongst donors. For example, the World Bank claims that they 

have had no interaction with the faith-based networks, given “their history with CD2”, 

and that they will not directly involve them in the PBF programme [Interview World 

Bank, October 2015]. Some faith-based providers attest to how difficult it is to get 

funding [Interview ECC, October 2015]. However, as the subsequent two chapters will 
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show, this was not the case for all faith-based providers, but it appears that the poor 

reputation has largely had an effect on the smaller faith-based providers. 

A further effect of the CD2 programme for FBOs are indirect implications for the 

functioning of the broader health system. The data presented in this doctoral thesis 

suggests that the relationship between faith-based networks and faith-based health 

providers has fragmented in the context of the CD2 programme and that some faith-based 

health providers are increasingly frustrated with CEPCA in particular. This frustration 

has led to some faith-based health providers increasingly seeking bilateral partnerships 

and avoiding interaction with their network and therefore also the broader public health 

system [Interviews with faith-based health providers Baptist, Evangelists, Catholic, 

October 2015]. Boulenger and Criel (2012) found similar patterns where faith-based 

providers leave networks that are part of the health system because they are frustrating 

and burdensome. As they put it,  

The contracting agreements read – with some nuances – as a 
recipe for disappointing, imbalanced relationships, benefiting to 
some extent the public sector while draining the faith-based 
sector. This situation reveals a real risk of disintegration of the 
current partnership dynamic between the public and the faith-
based sector in sub-Saharan Africa. (Boulenger and Criel 2012, p. 
25) 

 

Examples from Chad and Tanzania, show that faith-based providers are increasingly 

withdrawing from these partnerships and instead seek out bilateral partnerships 

(Boulenger and Criel 2012). However, such partnerships run the risk of disintegration and 

the creation of a parallel system. Chapter 6 of this doctoral thesis presents data on the 

problem of the faith-based health providers seeking bilateral partnerships and thus 

disintegrating with the Cameroonian health system. It could be argued that given that 

faith-based health providers have not felt included in the networks or the CD2 project, 

this feeling has weakened ties between central level and periphery, thus further creating 

a parallel system or the creation of “FBO bubbles” and “FBO empires,” as described in 

Chapter 6. 
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4. Conclusion 
This chapter has presented the case study of engagement of FBOs by AFD, in the French 

debt relief programme, CD2. In answer to the research question asking why, how, and to 

what effect FBOs have been engaged by donors in the context of health programmes in 

Cameroon, the evidence suggests the following. Reasons for engagement were largely 

due to a number of push and pull factors. The AFD required an alternative actor to the 

state as a key recipient due to previous problems with engagement of the state in the same 

programme. Thus three faith-based networks were included in this programme. Upon 

engagement of these networks, the AFD made several assumptions: firstly, that these 

actors operate independent of the state; secondly, that the funding would benefit health 

providers in the periphery, and subsequently the poor; and thirdly, that the networks are 

relatively well-established, effective and transparent. The findings presented in this 

chapter show that these assumptions were incorrect.  

The first section of the chapter showed that all three networks have unique characteristics 

and are different organisational structures. Some networks, in particular CEPCA, are 

particularly weak and do not have a strong organisational history due to a history of a 

lack of funding. Other networks, such as FALC or the “hidden Catholics”, were officially 

designated to be a faith-based network in response to the CD2 call. A description of the 

process of engaging FBOs, thus responding to how FBOs have been engaged, shows that 

whilst organisational structures were set up to coordinate these networks, the process of 

engagement was slow, arguably because the networks were not able to absorb the funds. 

The programme culminated with a very bad reputation in terms of governance, and much 

of the funds are unaccounted for until this day. It was further shown in this chapter that 

the entire process was centralised, meaning that faith-based providers in the periphery 

were not included in decision making over what should happen with the funds. In fact, 

the survey data shows that most providers feel that they are not represented at all by these 

network at central level 

Finally, the last section of this chapter presented the effects of the programme for FBOs 

and the health system. The implications of donor engagement of FBOs for both faith-

based health providers and faith-based networks can be classified as having had direct 

and indirect effects. The direct effects occur in terms of loss of opportunities for faith-

based providers because they were not sufficiently involved in the process. The indirect 

effects are in terms of loss of respect for FBOs, due to poor perceptions of faith-based 
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networks, in particular amongst donors as a result of poor governance of funds. However, 

this did not affect all FBOs in the country, as we shall see in Chapter 6. Lastly, there are 

important implications for the broader health system that should be considered, such as 

how engagement of FBOs without understanding them, affects collaborations and 

partnerships at all levels in the health system. Several questions emerge from this chapter; 

firstly, why were the AFD’s assumptions about the FBOs so flawed? Is an FBO narrative 

in global health useful when the providers are as diverse as this chapter shows? Are FBOs 

truly NSAs? These questions will be further explored, in light of subsequent two chapters, 

in the final chapter of this thesis.  
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Chapter 5 – Donor engagement of faith-based health care providers at 

district level: Assumptions and effects, Case Study 2 
 

In PBF everyone’s treated as equal […] if they choose not to do 
family planning or don’t offer vaccination service, that’s fine, we 
don’t restrict them from the programme. We have others where 
they offer the entire pack of services but not modern 
contraceptives, and that’s fine. [Interview World Bank, October 
2015] 

Catholic organisations are not included in our activities because 
they don’t want to be involved in providing family planning 
services. That’s their choice. The ones that remain are the 
Protestant and the Baptist who are involved. I don’t know how 
good they are. [Interview GIZ, October 2015] 

 

This chapter presents findings from an analysis of the case study of donor 

engagement of faith-based organisations (FBOs) at district level:42 that is, the actual 

providers of health care or faith-based health care providers. In view of the previous 

chapter, these are the members of the various faith-based networks that were discussed. 

This second case study addresses the research questions how, why and with what effect 

have FBOs been engaged by donors in the context of health programmes in Cameroon. 

The example of a sexual and reproductive health programme (SRH) implemented by the 

German Corporation for International Cooperation (Deutsche Gesellschaft für 

Internationale Zusammenarbeit [GIZ]) and the World Bank’s Performance Based 

Financing (PBF) programme will be used to explore the reasons, processes and effects of 

engagement of FBOs in this way. This chapter draws on qualitative interviews with 

various bi- and multilateral donors, and programmatic data provided by GIZ and the 

World Bank.  

This chapter shows that whilst some research has made a case that FBOs and voluntary 

providers do have distinct advantages (Lipsky 2011, Olivier et al. 2015), this research 

shows that donor engagement is not necessarily predicated on any such assumptions. 

Rather it is a recognition that they are already, and long-have been, in place. In other 

                                                 
42 The health system is usually organised into the centre, regional, district, and health-centre level. A 
district-level hospital normally provides comprehensive primary care service and basic surgical care, 
depending on the context and resources available. 
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words, donors in this case study are not engaging FBOs because of any assumed 

comparative advantage; in fact, this chapter shows that there is no engagement with the 

specific attributes of these organisations at all. Although to varying degrees, both GIZ 

and the World Bank show no particular interest in the faith attributes of FBOs, they take 

a “faith-blind” approach.  

However, an analysis of the programmatic data highlights some problems with this 

approach. It shows that in both the GIZ and the World Bank health programmes, family 

planning provision in faith-based facilities is significantly lower than in comparison to 

public and other private facilities. Therefore, despite FBOs’ formal integration into the 

health system, faith attributes arguably continue to determine the practice of many FBOs. 

Given the significant contribution of FBOs to the health system, a failure to notice and 

engage with such specific challenges—in other words taking a “faith-blind” approach—

may result in missed opportunities for greater impact of family planning programmes.  

The data in this chapter contributes to two important discussions. Firstly, it contributes to 

the discussion about potential comparative advantages of FBOs and with that to the 

discussion surrounding what constitutes an “FBO”, as further discussed in Chapter 7. 

Secondly, it adds to the literature on reproductive health and religion, as discussed in 

Chapter 7. More specifically, it broadens the narrow literature on the provision of faith-

based family planning services for populations. In fact, most literature on faith-

controversies related to FBOs and reproductive and sexual health has focussed on 

HIV/AIDS: “…disappointingly little assessment has been done of the content, coverage, 

and effect of faith-based family planning services for populations in sub-Saharan Africa” 

(Tomkins et al. 2015, p. 55).  

The chapter begins by describing the narrative of FBOs as described by interviewees in 

Cameroon and the narrative of these donors in the international policy discourse. This 

description shows how the added value of faith is narrated differently within the same 

organisations at the international and intervention-country level. Thereafter, the chapter 

will describe the GIZ and World Bank family planning programmes and related 

assumptions that were made about the faith-based providers. The last section of this 

chapter will discuss the implications of a “faith-blind” approach for FBOs and for global 

health.  
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1. Contrasting global and local narratives of faith-based organisations 
As shown in Chapter 2, over the past decade there has been an emergence of a narrative 

in international development that there is an added value to FBOs. As described, this 

narrative is rather new, since before the early 1990s multilateral and bilateral donors had 

avoided reifying the role of religion in development. The World Bank, whose health 

programme will be examined in this chapter, has prominently promoted the role of NSAs 

and FBOs in international development and global health. Much of the impetus to connect 

the religious and development world stems from the collaborative efforts of World Bank 

President James Wolfensohn and former Archbishop of Canterbury Dr George Carey, as 

well as donors and faith leaders between 1998 and 200343 (Haustein and Tomalin 2017). 

The publication of the World Bank’s Voices of the Poor in 2000—a study that sought to 

document the qualitative perception of the poor from 60 countries—further 

acknowledged the importance of including religion in development (Narayan et al. 2000). 

The study highlights the importance of FBOs: 

 

[Faith-based organisations] emerge frequently in poor people’s 
list of important institutions. They appear more frequently as the 
most important institutions in rural rather than urban ones. 
Spirituality, faith in God and connecting to the sacred in nature 
are an integral part of poor people’s lives in many parts of the 
world. Religious organisations are also valued for the assistance 
they provide for poor people. (Narayan et al. 2000, p. 222)  

 

On April 9th, 2015, thirty leaders from major world religions and heads of FBOs launched 

a call to action to end extreme poverty by 2030. World Bank Group President Jim Yong 

Kim endorsed the launch of this moral imperative, stating,  

Faith leaders and the World Bank Group share a common goal – 
to realize a world free of extreme poverty in just 15 years. The 
moral imperative can help drive the movement to end poverty by 
2030 by inspiring large communities to act now and to advocate 
for governments to do the same. These commitments from 
religious leaders come at just the right time – their actions can 
help hundreds of millions of people lift themselves out of poverty. 
(World Bank 2015, p. 1)  

                                                 
43 Conferences were held in London in 1998, in Washington, DC, in 1999, and in Canterbury in 2002 
(Palmer and Findlay 2003) 



132 
 

More specifically, Jim Yong Kim, president of the World Bank Group, made its position 

on FBOs clear at the Religion and Sustainable Development Conference in 2015: 

Faith-based Organisations and religious communities are doing 
the essential work on the frontlines of combatting extreme 
poverty, protecting the vulnerable, delivering essential services 
and alleviating suffering. We are looking to expand the World 
Bank Group’s partnerships with faith inspired organisations 
towards reaching our shared goal to end extreme poverty within 
a generation. (Joint Learning Initiative on Faith & Local 
Communities 2015, p. 6) 

  

The World Bank co-hosted the latter conference on “Religion and Development” in July 

2015, which is another indicator of interest in this topic. Thus, the religion and 

development narrative in the World Bank has become very strong and optimistic and 

continues to underpin much of their work.  

A similar narrative can be observed in Germany’s international development strategy. 

The German Federal Ministry of Economic Cooperation and International Development 

was one of the co-hosts of the “Religion and Development” Conference in July 2015. 

Only half a year later, the German government hosted another conference, “Partners for 

Change – Religions and the 2030 Agenda”, whereby a network called the “International 

Partnership on Religion and Sustainable Development” (PaRD) was created and launched 

(Duff et al. 2016, Olivier 2016, PaRD 2019a). The network is hosted by GIZ in Berlin 

and Bonn. The PaRD is a network of religious organisations and FBOs focussing on 

building capacity and exchange of knowledge (PaRD 2019a). It is a platform that 

advocates for the importance of religion in reaching the Sustainable Development Goals. 

The German Federal Ministry of Economic Cooperation and Development 

(Bundesministerium für wirtschaftliche Zusammenarbeit und Entwicklung [BMZ]), 

GIZ’s commissioning body, has made their political commitment to engaging FBOs 

clear: 

Faith-based groups are oriented to the people, and development 
requires a people-centred approach. We cannot change things 
with money alone. If this was the case, it would be easy to find 
solutions for the global challenges. Sustainability needs a 
transformation and mind-sets. (BMZ 2015, p. 1) 
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Consequently, as many other international development actors, the World Bank and the 

GIZ have endorsed collaborative partnerships with FBOs. The narrative that underpins 

these statements advocates for FBOs as important actors, required to alleviate poverty. 

However, the narrative of FBO engagement in the context of the World Bank and GIZ 

case studies in Cameroon does not echo this global narrative. Whilst the World Bank 

representative was aware of some meetings happening at the higher level regarding 

religion and development, the GIZ had no idea that there was a programme in the same 

organisation, PaRD, which advocated for FBOs. In fact, at the time of this writing, PaRD 

does not list the GIZ’s engagement of FBOs in Cameroon on their website (PaRD 2019b), 

although they systematically engage FBOs. This research shows that the narrative that 

underpins engagement of FBOs at the district level is that they are part of the health 

system and not because of any assumed comparative advantages over alternative 

organisations. They can therefore not be bypassed or ignored: 

We support district medical teams, and it is up to them to select 
whoever they think is most suitable to participate in our 
programmes. Faith-based organisations happen to be part of the 
district system. [Interview GIZ, October 2015] 

 

Similarly, in the words of a UNFPA official, 

 
…the approach we take is a district approach. When a health 
service provider is identified by the district medical team as an 
organisation that can contribute to the fight against maternal 
mortality, they are selected, regardless of their faith attributes. 
[Interview UNFPA, April 2016] 

 

These transcript extracts are consistent with the responses of many donors who 

collaborate with FBOs at district level in Cameroon. A further theme that emerged from 

the data was donor emphasis on objective selection and equal treatment of all health care 

providers, regardless of whether they are public, private, or faith-based. The next three 

transcript extracts illustrate this point: 

 

In PBF everyone’s treated as equal. The contract is put on the 
table, and there is a negotiation with the facility or the faith-based 
network, and the package of services is set out. [Interview World 
Bank, November 2015] 
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We have a list of criteria that organisations need to meet to be part 
of the Country Coordinating Mechanism (CCM) and to receive 
funds. FBOs receive no special treatment. [Interview, Global 
Fund, May 2016] 
 
We provided a set of criteria and they [the district medical team] 
select the criteria to suit their needs. It was important to us that 
the selection process was objective. [Interview GIZ, October 
2015] 

 

Some actors also showed a slight unease with the faith attribute and emphasised another 

way of viewing FBOs in the Cameroonian health system: “Our support is not for faith-

based health providers but rather for private not-for-profit actors” [Interview, AFD, 

October 2015]. One GIZ reasoned, “Yes, we collaborate with FBOs. But we don't 

consciously collaborate with them because of they are faith-based” [Interview GIZ, 

October 2015]. Donors also highlight the importance of getting results and were not 

particularly interested in any other aspects, as long as targets were met: 

 

We are not particularly concerned about what type of actors they 
are as long as they delivery good quality services […] we are not 
that interested and don’t have the time to particularly understand 
what every actor does. [Interview GIZ, October 2015] 
 
Whether local or international we are happy to support these 
[faith-based] organisations. Our priority is that the job gets done. 
[Interview Global Fund, May 2016] 

 

Both extracts are interesting illustrations of the lack of concern for possible faith-

controversies, as described in Chapter 2. The following two extracts further confirm this 

finding: 

 

In PBF everyone’s treated as equal […] if they choose not to do 
family planning or don’t offer vaccination service, that’s fine, we 
don’t restrict them from the programme. We have others where 
they offer the entire pack of services but not modern 
contraceptives and that’s fine. [emphasis mine, Interview World 
Bank, October 2015] 
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We have some data on this [the differences of performance 
between public and FBO providers] but we haven’t had the 
pressure or interest to analyse the data we have. What we are 
interested in is the general development. [emphasis mine, 
Interview GIZ, October 2015] 

 

In view of the literature discussed in Chapter 2, there is a discussion about the potential 

effects of engagement of FBOs for women’s health, and given that sexual and 

reproductive health is controversial for FBOs (Tomkins et al. 2015), the approach that the 

World Bank and GIZ take in their programmes may be problematic.  

 

Two main questions emerge from analysis of the different views between the global FBO 

narrative and the local narrative. Firstly, why is the narrative different between the global 

and the local levels? Why do bilateral and multilateral agencies highlight the value of 

faith in their official documents but do not engage with them in local practice? Secondly, 

what are the implications of taking a “faith-blind” approach, in particular for sensitive 

topics such as faith controversies around issues such as family planning? The former 

question will be discussed in the final chapter of this thesis. The latter question is analysed 

in the remainder of this chapter. The question of the implications of a “faith-blind” 

approach was explored through the analysis of programmatic data sets, from family 

planning interventions funded by GIZ and the World Bank, made available by GIZ and 

the World Bank. The two following sections will present health programmes, the 

programmatic data, and the respective results.  

2. Engaging faith-based organisations in the context of a family planning 

programme: The example of GIZ’s Sexual and Reproductive Health 

Programme 
The German-Cameroonian bilateral aid relationship goes back 45 years, and improving 

health care has been a major priority in recent decades. The GIZ’s Sexual and 

Reproductive Health Programme (SRH) was set up in 2011 and aims to improve the 

provision of reproductive health services in Cameroon and subsequently decrease 

maternal mortality. The maternal mortality ratio in 2011 was between 660 and 721 per 

100,000 live births,44 and the contraceptive prevalence rate is 29.2% (Libite et al. 2012). 

The objectives of the programme are that the majority of the population should have 

                                                 
44 The average maternal mortality ratio in sub-Saharan Africa is 596 per 100,000 live births (WHO 2016). 
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access to modern contraceptives and that there three functional midwifery schools are 

established in the country, which produce high-performing midwives who are integrated 

into the national health system. The aim of the family planning component is to build 

capacity in contraceptive counselling, increasing and maintaining the continuous supply 

of modern contraceptives and advocating for a stable and sustainable supply chain at the 

policy level.  

 

Family planning programmes have become increasingly popular in the context of global 

health. They enjoyed a renewed interest under the liberal Obama administration in the 

United States, which led to increased funding for global advocacy for family planning. 

Family planning—the ability to determine the number and spacing of prospective parents’ 

children—is considered a cost-effective approach to address high rates of maternal and 

child mortality. Chola et al. (2015) have recently concluded that if contraceptive 

prevalence rate increased by 0.68% annually, unintended pregnancies, abortions, and 

births could fall by an estimated 20%. Family planning has the potential to avert an 

estimated 7,000 new-born deaths and 600 maternal deaths annually (Chola et al. 2015). 

It is considered a highly cost effective intervention. There are also direct benefits to the 

family, as a smaller family means existing resources need distribution between fewer 

children, thus alleviating poverty. In addition to the benefits to women’s health, the 

family’s health, and the financial benefits to the health system, family planning has further 

been considered a tool to empower women’s right to choose whether, when, and how 

many children they want (Cleland et al. 2006). 

 

Developing family planning services requires training of staff, continuous support 

through the regular supply of contraceptives, and the populations’ willingness to 

participate in these programmes. These are all challenges in a context such as Cameroon, 

where the health system is weak. In such a system, the population has limited trust in the 

services provided, due to irregular provision of contraceptives, for example. Campbell et 

al. (2015) find that the private sector plays a particularly important role in the context of 

family planning, accounting for approximately 40% of the market share in a health 

system. In Cameroon, NSAs have played an important role in filling gaps in the health 

system, and thus in the provision of reproductive health services. These NSAs include 

faith-based organisations (FBOs); in fact, the first family planning programme in 
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Cameroon was introduced at the Baptist Hospital in the North West Region in the late 

1980s [Interview CBC, October 2015].  

 

However, as detailed in Chapter 2, research has suggested that the engagement of FBOs 

in family planning programmes involves a series of controversies. Perceptions on the use 

of modern contraceptives vary significantly between and within religions. For example, 

Protestants accept the use of oral and injectable contraceptives and condoms, however, 

their opinions vary with regards to the use of intrauterine devices (IUDs) and emergency 

contraceptive pills, because these methods are seen to interfering too much with the divine 

(Burton and Fergusson 1996). Catholics do not advocate for modern contraceptives, and 

instead they promote natural family planning, whereby sexual intercourse is restricted to 

the non-fertile period of the menstrual cycle (Tomkins et al. 2015). These different views 

and belief systems could be a problem because the availability of a wide range of modern 

contraceptive methods correlates with addressing the unmet need for family planning, as 

some methods might not be suitable to some women (Cleland et al. 2006). In other words, 

the more choice women have, the more women who want contraceptives will be able to 

get them. 

 

The findings from this research suggests that faith-controversies in relation to family 

planning exist. My analysis shows that there is generally little concern for the possible 

ramifications of collaboration with FBOs on family planning or not collaborating with 

them at all. The next three extracts from interview transcripts with donors and the 

government illustrate this finding: 

 

We have others where they offer the entire pack of services but 
not modern contraceptives and that’s fine. And then we have 
others in the East where we have entire Diocese (FBOs) which 
just refuse the entire programme because they say we don’t want 
PBF because the Catholics don’t want to be associated with family 
planning. [my emphasis, Interview World Bank, October 2015] 

In the words of the GIZ’s head of programme, 

Catholic organisations are not included in our activities because 
they don’t want to be involved in providing family planning 
services. That’s their choice. The ones that remain are the 



138 
 

Protestants and the Baptists who are involved. I don’t know how 
good they are. [my emphasis, Interview GIZ, October 2015] 

 

It appears from these two statements that, with respect to family planning and religion, 

there is some controversy or resistance from, some FBOs to provide family planning 

services. Yet, neither the GIZ nor the World Bank express any concern about this 

potential problem.  

The Ministry of Health took an equally indifferent position. It is the Ministry of Health’s 

responsibility to set standards and norms and ensure that these are followed. At present, 

the government’s aim is to provide family planning services throughout the country; it is 

thus national policy. Yet, they were as indifferent as the GIZ and the World Bank about 

potential faith-controversies: “Some don’t provide family planning. We can’t force them 

to [my emphasis]” [Interview Ministry of Health, October 2015].  

Similarly, 

We very rarely have any faith-controversies. It can happen that 
you arrive in a hospital and staff won’t agree to do something they 
don’t believe in. [Interview, Ministry of Health DCOOP, October 
2015] 

This statement suggests that even the Ministry of Health has encountered problems 

regarding the resistance of provision of family planning; however, they did not think that 

they should our could do anything about it.  

In interviews and FGDs with FBOs there were further examples that showed that religion 

and family planning is controversial. An FBO mentioned an adolescent health programme 

with the objective of sensitising young people to HIV/AIDS. Their approach is clearly 

guided by religious principles: “We teach them about HIV/AIDS; most importantly we 

teach them about morals and the importance of abstinence” [Interview Presbyterian 

Provider, October 2015]. Moreover, a number of Catholic FBOs that I interviewed 

commented that “ …we provide family planning advice… natural family planning only” 

[Interviews, Catholic FBOs, October 2015]. Lastly, the UNFPA whose, main objective is 

to improve access to reproductive health services for women and young people, 

highlighted that “as soon as a topic involves sex as a theme, it is associated with moral 

judgement. It is very difficult to work with FBOs on these topics” [Interview UNFPA, 
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October 2015]. These statements echo the concerns about religion and reproductive health 

that were raised in Chapter 2 of this thesis.  

 

However, according to the head of the GIZ programme, FBOs play no special role in their 

health programme; instead, they are selected like any other health service delivery 

[Interview GIZ, October 2015]. No particular attention is paid to the performance of these 

organisations as long as they produce results: in other words, increase the prevalence of 

contraceptives [Interview GIZ, October 2015]. The GIZ had “no interest or time to 

analyse this (programmatic) data” [Interview GIZ, October 2015], but they were willing 

to allow me to analyse the data to see whether I would find anything interesting. The 

statements about the role of religion in SRH programmes and the limited but critical 

literature on the challenges of engagement of FBOs in the context of reproductive health 

programmes led me to explore the data, specifically whether there are any statistically 

significant differences between public and faith-based providers. 

2.1 Results from the German International Cooperation’s Sexual and Reproductive 

Health Programme data set 

The dataset provides information on 572 health facilities included in the German 

Technical Cooperation’s (GIZ’s) Sexual and Reproductive Health Programme (SRH) in 

two regions of the country from January 2015 through July 2017. The regions have been 

anonymised upon a request from the GIZ.45 The health services included in this data set 

range from medical centres (lowest level in the health system pyramid), to district health 

services and regional health services. The data also includes private and faith-based 

service providers. The information in the data set stems from monthly self-reporting of 

the district health management teams (these are part of the official health system). The 

data includes information on the provision of various contraceptive methods. The aim of 

this analysis was to compare public and non-state providers in the provision of family 

planning methods, in particular to look at FBOs’ contraceptive prevalence rate in 

comparison to state and private actors. Table 12 provides an overview of the clinics. It 

shows that FBOs account for approximately 12% of the market share. However, this list 

is not complete, as not all health providers participated in the SRH programme because 

not all providers in the region participated in the study. 

                                                 
45 The GIZ is not allowed to publish any official government documents without clearance to do so from 
the Ministry of Health [Interview GIZ, October 2015]. Despite my efforts to get this information, I was 
not able to get that clearance retroactively.  
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Table 14 Overview of health clinics that participate in the German Corporation for International Cooperation 
(GIZ’s) Sexual and Reproductive Health Programme (SRH) 

 

 

The analysis of the data presents three main findings. Firstly, in both regions, FBOs’ 

contribution (in terms of facilities offering modern contraceptives) is significantly 

smaller: only 12%, as contrasted that of public providers, at 58% (see Table 14). Given 

that FBOs in both regions amount to approximately 40% of the market share (figure from 

Cameroonian Ministry of Health, although I estimate this number to be around 20%; see 

discussion in Chapter 4), it can be assumed that there are significant numbers of FBOs 

not contributing in this programme for reasons unknown. As such, there are many FBOs 

not providing modern contraceptives. Given the remote location of some FBOs, as well 

as the fact that many FBOs take the role of the district hospital, it can be assumed that a 

significant proportion of the population does not have access to modern contraceptives. 

It could be that Catholic providers are excluded from this programme because they do not 

advocate for the use of modern family planning, as explained by the head of the GIZ 

programme [GIZ Interview, October 2015]. This assumption would require further 

investigation, which echoes Tomkins et al. (2015) urgent call for more research into how 

coverage of family planning programmes is affected by religion and the principles of 

FBOs. 

A second important finding was a statistically significant difference between clinics 

providing contraceptive methods (see Table 15). There is a statistically significant 

difference for the provision of family planning methods comparing public and faith-based 

clinics for all methods, except the emergency contraceptive pill and the female condom. 

Region Public or state clinic FBO clinic  Private for-profit clinic Total 

Region 1 96 

(57.8%) 

21 

(12.6%) 

53 

(31.9%) 

166 (100%) 

Region 2 233 (58.3%) 49 (12.1%) 120 (30.7%) 403 (100%) 

Total 329 

(57.7%) 

70 

(11.8%) 

173 

(30.5%) 

572 (100%) 
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The statistical significant differences is expressed in the form of p-values46 provided 

through the calculation of a basic chi-square test.  

 

 
Table 15 Number and proportion of facilities in both regions providing different types of modern 
contraceptives 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The findings from this programmatic data may reflect the concerns raised in the religion 

and global health literature about women’s equal access to sexual and reproductive health 

services such as family planning (Tomkins et al. 2015). The findings are also consistent 

                                                 
46 A small p-value of  ≤.05 indicates strong evidence against the null hypothesis, which means one would 
reject the null hypothesis. The null hypothesis in this test was that there is no difference in family 
planning service provision between the public and faith-based facilities.  
47 In alphabetical order. 

Contraceptive method47  Number and proportion of facilities 

providing contraceptive method 

 

Public 

clinic 

(%)  

 

N=329 

FBO 

(%) 

 

 

N=70  

Other 

Private 

clinic 

(%)  

N=173 

All 

clinics 

(%)  

p-value for 

difference between 

all facilities using 

X-square 

Emergency contraceptive 

pill 

86 

(26.1) 

20 

(28.6) 

23 

(13.3) 

129 

(22.6) 

.039 

Female condom 116 

(35.3) 

24 

(34.3) 

63 

(36.4) 

203 

(35.4) 

.081 

Injection  315 

(95.7) 

56  

(80.0) 

160 

(92.5) 

531 

(92.8) 

<.001 

Implant  262 

(79.6) 

37 

(52.9) 

118 

(68.2) 

417 

(72.9) 

<.001 

IUD 181 

(55.0) 

25 

(35.7) 

73 

(42.1) 

279 

(48.8) 

.004 

Male condom 324 

(98.5) 

52 

(74.3) 

165 

(95.4) 

541 

(94.6) 

<.001 

Oral contraceptive pills  268 

(81.5) 

44 

(62.6) 

124 

(71.6) 

436 

(76.2) 

.004 

Permanent 23  

(6.9) 

16 

(22.8) 

18 

 (10.4) 

57 (9.9) .003 



142 
 

with evidence from other countries. For example, in a study on FBOs’ provision of family 

planning services in Uganda, Reinikka and Svensson (2003) conclude that FBOs were 

less likely to provide modern contraceptives than were public centres. Similarly, 

Campbell et al. (2015) in their analysis of faith-based sector family planning provision 

conclude that FBOs serve a small percentage of family planning. Other research in sub-

Saharan Africa has also reported that FBOs play a minor role in the provision of family 

planning (Agha and Do 2009, Hutchinson et al. 2011, Kakoko 2012). This gap in health 

services is problematic, as it does not allow for equal access to family planning services. 

In other words, women who live near an FBO are less likely to access modern 

contraceptives. In areas where FBOs are the only providers of health care, women cannot 

access those services because of the provider’s faith attributes. 

 

The third important finding of the analysis of the programmatic data shows that there is 

a statistically significant difference between the mean numbers of methods provided by 

public and FBO facilities (see Table 16).   
 

Table 16 Mean number of contraceptive methods provided by clinics 

Mean number48 of contraceptive methods provided by clinics (95% 

CI) 

p-value for difference between: (using Kruskal-Wallis 

test) 

Public  FBO Private  All  FBO and private clinics  All clinics 

5.1 (4.8,5.3) 3.7 (3.2, 4.4) 4.5 (4.0, 5.1) 4.8 (4.6,5.1) .001 <.001 

 

Table 16 illustrates that FBOs are statistically significant less likely to provide a broader 

range of contraceptive methods. This could be linked to supply of modern contraceptives; 

however, it may also be because of some Protestant groups’ concern with regards to some 

modern contraceptive methods (Tomkins et al. 2015). In other words do FBOs offer fewer 

choices due to their religious beliefs? This question correlates with findings that illustrate, 

whilst FBOs are willing to promote family planning, they often provide only a few types 

of modern contraceptives (Aylward and Friedman 2014). Long-term action methods have 

been interpreted as carrying too much interference with divine plans (Aylward and 

Friedman 2014). This perceived interference has been considered particularly 

problematic since it is well established that a wide range of contraceptive methods is 

required to cover the unmet need for family planning (Cleland et al. 2006). Once more, 

                                                 
48 Out of a total of eight contraceptive methods. 
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this gap poses a problem with regards to equitable access to family planning services. 

Consequently, a woman who is unable to access a public facility will have less choice 

regarding modern contraceptives, which may in turn affect her options for reaping the 

benefits of family planning.  

 

In summary, the quantitative data tells us three things. Firstly, fewer FBOs participate in 

this programme; the reasons for this lack of participation are unknown, but a likely 

explanation is that Catholic providers, who do not promote modern family planning, are 

not included because of their faith attributes. Secondly, FBOs that participate in the GIZ’s 

SRH programme are providing statistically significantly fewer contraceptives than are 

public providers. Thirdly, FBOs are providing a much smaller range of contraceptive 

methods than are secular clinics.  

The qualitative data from interviews show that there is little concern from the GIZ about 

potential problems regarding religion and family planning; they thus take a “faith-blind” 

approach. However, the programmatic data shows that there appear to be some concerns 

that likely speak to faith controversies. Thus, programmatic activities are not, in fact, 

based on the evidence at hand. Some important questions thus emerge: Why did the GIZ 

take a faith-blind approach? Why did they not have “the interest or time” to analyse this 

data? What are the implications of taking such an approach? The reasons for taking a 

“faith-blind” approach will be explored in the final chapter of this thesis. The implications 

of taking a faith-blind approach will be discussed in the final section of this chapter.  
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3. Engaging faith-based organisations in the Performance-Based Financing 

programme – World Bank 
In 2009, the Ministry of Health in Cameroon and the World Bank, funded a five-year $25 

million health-system-strengthening initiative with the specific goal to improve maternal 

and child health. In 2014, an additional $40 million (provided by the Health Results 

Innovation Trust Fund [HRITF]49) was provided with the objective to expand 

Performance-Based Financing (PBF) into the Northern regions of the country (World 

Bank 2016). 

Performance-Based Financing—also referred to as Results Based Financing and P4P– is 

currently being implemented in 28 countries by the World Bank (World Bank 2016). It is 

a health-financing instrument with the objective of providing financial or material 

incentives for pre-determined results. In the context of health financing, these results 

include health-related actions, such as vaccinations of children, attendance of antenatal 

and postnatal visits, and deliveries. Results are culminated in a score that consists of 

quantity (number of attendance) and quality indicators (patient satisfaction survey). The 

indicators are related to maternal and child health outcomes, with the objective of 

improving access to high -quality services. Financial incentives are partly reinvested in 

                                                 
49 The HRITF was created in 2007 to support results based financing approach for rapid improvement of 
maternal and child health. The fund is supported by Norad (the Norwegian Government) and the UK’s 
Department of International Development (DFID). The Fund is managed by the World Bank (Source: 
RBFHEALTH. ORG accessed June 2016). 

 Figure 8 Number and location of health facilities included in 
Performance-Based Financing (PBF). 
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the health facility and are also used to top up the salaries of health staff. It is beyond the 

scope of this research to discuss this health intervention, but it is important to note that it 

is not without problems. Pay for performance models for improved health have been 

largely debated in the literature and criticised for being a very expensive short-term 

solution that encourages the cherry picking of patients (Kalk et al. 2010). In other words, 

it only benefits those patients who directly improve the numbers in a clinic; for example, 

pregnant mothers are more likely to receive more high-quality care than a diabetes patient 

(because treating diabetes patients does not affect the scores). 

Despite some of these problems, and following the success of the Rwanda case study, 

PBF was first introduced as a pilot in Cameroon in 2012. Performance-Based Financing 

is now operational in four provinces in Cameroon, including East, Littoral, North West, 

and South West, as shown on the map in Figure 8. Various donors and the Word Bank 

attest that the roll-out of PBF was forceful. Many donors and technical officers in the 

Ministry of Health expressed concerns about the approach, yet these concerns were not 

addressed by the World Bank. Interviewees’ frustration of the virtually fanatical 

obsession with the system as the magic bullet was expressed in interviews with donors:  

Everyone keeps on saying PBF is the system for health financing, 
and I was always a bit... well, after [mentions name of person who 
strongly opposed the system] left, I followed it a bit but not with 
the fanatic attitude as some.... I think that approach is ridiculous 
especially from a conceptual point of view and also dangerous 
because it highlights that everything can be bought. [Interview 
with donor, October 2015] 

A staff member from the World Bank also suggested that the introduction of PBF was 

somewhat problematic: 

So when PBF was coming in with a lot of money, a bit forceful, I 
remember the presentation I saw [mentions name of World Bank 
staff member who introduced PBF to the government and donors] 
on PBF and the reaction of [mentions name of donor with 
longstanding experience in Cameroon] I was sitting next to was 
like… If I didn’t know what PBF was, I would react the same way 
[not very supportive]... but now that we have 5 years of 
experience, you can go to a PBF zone and see how it’s going, and 
it’s not perfect but it’s working pretty well. [Interview with World 
Bank, October 2015] 
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Both transcript extracts show that initial roll-out and engagement of actors was not 

particularly carefully thought through. Nevertheless, the results of the evaluations are 

promising [Interview with World Bank, October 2015], and in the words of Elisabeth 

Huybens, World Bank Country Director for Cameroon,  

After six years of experience with PBF in Cameroon, the 
government has identified PBF as key strategy to improve the 
efficiency of how resources for the health sector are allocated and 
used, improve health worker performance through increased 
motivation and satisfaction, and increase the population’s use of 
essential health services through an increase in the quality of 
health services. (World Bank 2016b) 

 

According to an interview with a World Bank official, PBF is expected to be rolled out 

in up to 60% of the country over the next few years [Interview with World Bank, October 

2015]. Currently, PBF engages 459 facilities, of which 80 are faith-based health providers 

or, as referred by the World Bank, “FBOs”. Figure 9 illustrates that 18% of all facilities 

currently engaged in PBF constitute FBOs. This number is expected to rise with the 

expansion of PBF.  

 

 

 

 

 

59%23%

18%

Facilities engaged through PBF

public private FBOs

Figure 9 Distribution of types of facilities engaged in performance-based 
financing (PBF) (Source: Programmatic World Bank data). 
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Upon asking whether there is any data with regards to results in performance that 

differentiates public, faith-based, and private providers, I was told, “I happen to have 

some data, the president of the World Bank actually just recently asked us to produce that 

data for a conference in DC” [Interview World Bank, October 2015]. Thus, the data was 

created in response to a global conference on religion and development that is described 

above; the data was not collected due to any concerns that were faced while implementing 

the programme.  

In terms of the rationale for engaging FBOs in PBF, FBOs have been selected like any 

other provider: “in PBF everyone is equal” [Interview World Bank, October 2015]. The 

purchasing agency, commissioned by the World Bank, engages with all service providers 

and offers them a package of services. It is up to the service providers to select what 

services they wish to provide. For example, some FBOs provide all services except for 

family planning, while other FBOs refuse to participate in the programme because it is 

associated with family planning [Interview World Bank, October 2015]. According to the 

World Bank, that refusal is not considered a problem. However, whereas the GIZ does 

not engage in a faith-dialogue at all, the World Bank does not have a specific policy but 

rather encourages facilities to provide as many services as possible in order to expand the 

availability of services:  

The regional health delegation, the district management teams, 
and the performance purchasing agencies do engage in this 
dialogue where they try to, ahem [pause] sensitise... sensitise 
them about the benefits of offering family planning or even with 
private for-profit facilities about vaccinations, because that’s not 
an income-generating facility. So they are not forceful, but they 
do approach them with the intention of trying to expand the 
availability of services, independent of what sector the provider 
is coming from.[Interview World Bank, October 2015]  

Consequently, whilst there is an objective to broaden the availability of services, there is 

no specific plan in place to engage with faith-controversies. As one World Bank official 

admitted, “it would probably be good to understand these [FBOs] actors better; we treat 

them like all others, maybe we shouldn’t” [Interview World Bank, October 2015]. 
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3.1 Results of Performance-Based Financing programmatic data  

The data was collected between July 2012 and October 2014 by an external PBF team.50 

The data shows that on average, FBOs receive the most subsidies from PBF due to their 

high scores in both quality-of-service provision and the quantity of services they provide, 

as shown in Figure 10.  

 

However, whilst overall quality score trends for FBOs are higher than for public and 

private facilities, the quality scores for family planning, as well as average provision of 

contraceptive methods, are lowest for FBOs, as shown in Figures 11 and 12.  

 

Figure 11 Family planning quality score by facility 

                                                 
50 From this, it can be assumed that the data is of high quality, given that it does not include self-reported 
data or data collected by the Ministry of Health. 
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Figure 12 Average of new and old contraceptives by facility 

The low quality score for the provision of family planning services in FBOs could be due 

to a number of reasons. For example, there might be a problem with FBOs’ ability to 

supply modern contraceptives due to failures in the supply chain and limited staff 

capacity, since contrary to the GIZ SRH programme discussed above, with PBF the 

supply of contraceptives is dependent on the facilities’ ability to ensure supply. Despite 

this possibility, the low scores could also be due to the faith attributes of FBOs, which 

were previously considered an obstacle to family planning programmes and have been 

discussed in Chapter 2, (Campbell et al. 2015, Cleland et al. 2006, Hotchkiss et al. 2011, 

Tadros 2010, Tomkins et al. 2015). Once more, FBOs’ failure to provide adequate quality 

and quantity of modern contraceptives could affect women’s access to family planning 

and subsequently the benefits thereof.  

To summarise this section, the data shows that the World Bank does not currently pay 

particular attention to FBOs and their faith attributes, although they have started to think 

about this possibility, according to the interviews. A recent conference on Religion and 

Development in DC in July 2015, however, did lead to engaging with the question of 

potential differences between providers further. To the best of my knowledge, they still 

do not have a plan as to how to engage with these actors, even though a World Bank 

official did admit that given the results of their programmatic data, they probably should 

be thinking about this. Similarly to the GIZ’s SRH programme case study, this case study 

illustrates that faith attributes potentially do matter and should require further 

consideration by donors. Let us now explore the implications of taking the “faith-blind” 

approach that GIZ and the World Bank have adopted in the preceding two case examples.  
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4. Implications of a “faith-blind” approach for global health and faith-based 

organisations  
Two core questions emerge in response to the findings presented from the data from the 

GIZ and World Bank health programmes. Firstly, why are donors not engaging with faith 

attributes? Should they be engaging with faith attributes, or in other words, what are the 

implications of a taking a “faith-blind” approach? The first question will be discussed in 

detail in the final chapter of this thesis. The second question will be explored in this 

section. There are several implications of the “faith-blind” approach taken by the GIZ and 

the World Bank when they engaged faith-based organisations (FBOs) in their health 

programmes. These can be divided into implications for FBOs and implications for 

gender and health, specifically women’s access to family planning services.  

Once could argue that if FBOs are treated as part of the health system, it strengthens their 

position and arguably the recognition that comes with that position. The regional delegate 

of health stated, “Of course they are included in our programmes, they are our system.” 

[Interview Regional Delegation, April 2016]. Conversely, if they are treated as part of the 

health system, one could argue that they need the same support that public clinics are 

granted. These would include regular subsidies from the state to ensure the sustainable 

functioning of these institutions. Moreover, if they are treated as part of the health system, 

some legal details would need to be changed, such as taxation policy for FBOs. Faith-

based organisations are still required by law to pay the same level of tax as for-profit 

organisations [Interview DCOOP 2016]. Many FBOs continue to be extremely frustrated 

with regard to the taxation policy. Treating FBOs as part of the health system does not 

address these unresolved tensions between FBOs and the state, but may in fact further 

these tensions. Such tension is further explored in the Chapter 6. 

The second implication of taking a “faith-blind” approach to FBO engagement by donors 

concerns the direct beneficiaries of the programme, in this case women seeking family 

planning services. The GIZ and World Bank case studies show that FBOs provide fewer 

family planning services than do public services. Although this finding needs to be 

explored further, it is likely that this difference is a result of the faith attributes of FBOs. 

As such, some women will not get access to family planning services, for religious 

reasons.  
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Literature on religion and family planning shows that the relationship between religion 

and family planning is complex. Tomkins et al. (2015) have further noted that there is an 

urgent need to improve our understanding of this relationship in both high and low- 

income settings. However, we do know that religious beliefs can strongly influence 

individuals’ or a society’s attitude towards family planning, which in turn affects how 

decisions are made (Burket 2006). Moreover, as summarised in the literature review, it is 

evident that some Christian denominations, such as the Catholic faith, strongly oppose 

some contraceptive methods, such as the condom and other methods and only promote 

natural family planning (Tomkins et al. 2015). The controversy thus remains, although 

our understanding of these effects is limited, which is why there is a need for more 

research on this topic. There is, to the best of my knowledge, no data on the relationship 

between family planning and FBOs that are part of the health system. However, a growing 

body of evidence suggests that many faith leaders are supportive of family planning 

(Tomkins et al. 2015). One of the challenges that has underpinned engagement of 

religious actors with family planning has been that family planning is often closely 

associated with abortion services and care. An Evangelical partnership was created in 

2012 to call all Christians to support family planning to protect women and families and 

to reduce abortions; their appeal reads,  

Please do not block family planning efforts, globally or 
domestically, because of your opposition to groups that provide 
both contraception and abortion. Instead, consider how a deeply 
pro-life moral commitment, focusing on the flourishing of all 
human beings made in God’s image, actually ought to lead to 
support for family planning. (New Evangelical Partnership for the 
Common Good 2012) 

Dr Pauline Muchina, a theologian and former employee of UNAIDS, pointed out at the 

Faith and Family Planning panel at the 2013 Women Deliver conference, “Almost 

everybody believes in family planning but what we argue about is the method” (Barot 

2013, p. 22). There is evidence to suggest that engagement of FBOs in family planning 

programmes can have positive effects on the provision of family planning services (Barot 

2013). For example, in the context of Kenya and Zimbabwe, FBOs belonging to the 

Christian Health Association (CHA) have been providing family planning services since 

the 1980s, and in many part of the countries they are the sole providers of contraceptives 

(Barot 2013). However, resistance to implementation of family planning programmes in 

FBOs has been documented, and some have argued that this collaboration may take time 
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and include compromises and challenging dialogues between donors and religious leaders 

(Barot 2013, Duff and Buckingham 2015, Aylward and Friedman 2014).  

Moreover, a number of case studies suggest that faith can be used as a vehicle for change, 

providing that a constructive dialogue is sought between donors and faith leaders. For 

example Pathfinder International—an organisation that advocates for sexual and 

reproductive health—has partnered with the Anglican Church in Uganda and has rolled 

out a comprehensive family planning programme (Pathfinder International 2016). In the 

event that staff of the FBO were unwilling to provide modern contraceptives, patients 

were referred to places where these services would be offered (Burket 2006). Other 

partnerships with the CHA in Ghana have led to a controversial youth-friendly sexual and 

reproductive health programme that, after a long process of negotiation, managed to be 

implemented in 10 CHA clinics in the country, reaching approximately 450,000 young 

people. This process, however, took many months, and negotiations with other facilities 

are ongoing today (Pathfinder International 2016). Consequently, Pathfinder 

International strongly advocates for collaboration with FBOs, particularly in sub-Saharan 

Africa, where FBOs contribute significantly to the health system, in particular in hard-to-

reach geographical areas often served only by FBOs. 

Further evidence from Zambia suggests that the Churches Health Association of Zambia 

has successfully implemented family planning programmes into all of the member 

facilities. Whilst Catholic organisations do not provide direct services, they participate in 

a referral system through the district health system in order to achieve equitable access to 

family planning services for everyone (Barot 2013). A similar system was set up in 

Rwanda, a country that has been particularly determined to reduce fertility rates. 

Following negotiations with FBOs throughout the country, the government has 

implemented family planning services in most FBOs in the country. Negotiations with 

Catholic FBOs have resulted in the establishment of a health post to accompany Catholic 

FBOs to ensure that everyone has equal access to family planning services (Barot 2013).  

Consequently, although the relationship between religion and family planning is complex 

and not very well understood, two things appear clear: Firstly, some FBOs do hesitate to 

promote family planning for religious reasons. It appears that this data is consistent with 

findings presented in this chapter. However, at the same time there appears to be a shift 

from FBOs worldwide to increasingly embrace family planning and disassociate it from 
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other controversial services such as abortion care. Thus, a “faith-blind” approach when 

collaborating with FBOs in sexual and reproductive health programmes is problematic. It 

can hinder women’s access to comprehensive services, and as the emerging literature on 

FBOs providing family planning suggests, if the controversial topic is dealt with in a 

constructive dialogue, FBOs can be an important vehicle to help improve access to all 

forms of contraception. 

5. Conclusion  
This chapter shows that donor engagement of FBOs has happened because they are part 

of the health system. Hence, collaboration with FBOs took place not because of 

assumptions about them (i.e., quality, equity, and coverage) as previously discussed in 

the literature (Lipsky 2011, Olivier et al. 2015), but because they are there. The data 

shows that despite the global narrative that stipulates that FBOs are an added value for 

development, donors in the countries in which they operate are not actually engaging with 

faith attributes at all. In the case studies presented in this chapter, it appears that donors 

show little interest in faith attributes and how these might affect programme outcomes. 

However, the data set from GIZ shows that there are statistically significant differences 

between public and FBO providers when it comes to provision of family planning 

services. Moreover, a difference exists between the range of services offered in public 

compared to FBO facilities. The data from the World Bank PBF programme shows 

similar findings of FBOs providing less family-planning services than public services. 

The World Bank shows some indication of keenness to engage with this finding, but 

currently have no plan to do so. Although this research could not establish a causal link 

between religion and limited provision of family planning services by FBOs, existing 

literature on the topic suggests that this reason is likely to explain the difference and 

should therefore be explored further.  

The implications of taking such a “faith-blind” approach, as the GIZ and the World Bank 

have, were presented above and show that they can affect women’s access to family 

planning services. In other words, if the role of faith is not addressed, some women may 

be deprived essential health services. Although the relationship between family planning 

and religion is not yet well understood, there is some evidence to suggest that FBOs are 

increasingly open to family planning. Drawing on that literature, it could be argued that 

the facilities that underperformed in the two examples presented in this chapter may have 

been included if faith-controversies were addressed. Thus, taking a “faith-blind” approach 
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is harmful, especially in the context of sexual and reproductive health programmes. 

Finally, in addition to discussing the effects of donors taking a “faith-blind” approach, as 

discussed in this chapter, an important question emerges from the analysis, why do donors 

not engage with faith attributes, and why are the global and local FBO narratives so 

different? This question will be further discussed in light of the Chapters 4 and 6, in the 

final chapter of this thesis.  
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Chapter 6 – Donor engagement of faith-based Centres of Excellence: 

Assumptions and effects, Case Study 3 
 

All paradises, all utopias are designed by who is not there, by the 
people who are not allowed in. (Toni Morrison 1998) 

…these hospitals [FBOs] operate like “bubbles”: they do some 
great work but they do it within the parameters of their 
organisation… [Interview UNFPA, October 2015] 

 

The preceding two chapters presented two case studies of different forms of FBO 

engagements by donors. Chapter 4 presented an example of engagement of faith-based 

networks at a central level. It showed that a collaboration based on several assumptions 

made by the French Cooperation about FBOs culminated in poor governance and negative 

effects for both the health system and for FBOs. The previous chapter presented an 

example of FBO engagement by donors whereby FBOs were consistently seen as an 

integrated part of the health system by both donors and the Cameroonian Ministry of 

Health. It was argued that such a “faith-blind” approach can be harmful in family planning 

programmes in particular, as FBOs, or more specifically faith-based health providers, 

have been shown to provide less contraceptive counselling and fewer contraceptive 

products than do public providers.  

This chapter presents the findings from the analysis of the third case study, donor 

engagement of FBOs that officially qualify as Centres of Excellence in the national health 

system.51 As with the previous two case studies, it explores how, why and to what effect 

FBOs have been engaged by donors. Faith-based Centres of Excellence hold a prominent 

position in the national health policy discourse. This phrase refers to those faith-based 

providers and health professional schools that provide a specialist service, in terms of 

training as well as services provided, for example, a high-performing cardiothoracic 

surgical facility. These actors are unique in that these FBOs have a long-standing history 

of providing health care and training health professions in Cameroon, most of which 

operate at a district level. Some of these types of FBOs can be found in the most remote 

                                                 
51 This means the government has granted them this status in the policy narrative; however, there is 
actually no policy documentation concerning this qualification, and the term faith-based “Centres of 
Excellence” is consistently used by the Ministry of Health and by donors to describe a specific set of 
actors. 
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areas in Cameroon. They receive large sums and consistent funding from international 

religious organisations or networks and specific multi- or bilateral donors. They are 

particularly interesting because the status of these FBOs affects the narrative about all 

FBOs in Cameroon, and with that, assumptions and perceptions that donors and the 

Ministry of Health have of FBOs in Cameroon.  

In view of this and building on findings from the previous two chapters, this chapter will 

thus engage with and challenge assumptions about faith-based Centres of Excellence. 

Two assumptions were consistently made by donors who engage these FBOs. Firstly, it 

was systematically assumed that they are well integrated into the national health system. 

Secondly, both donors and government assume that due to these FBOs’ infrastructure and 

funding, they provide a very high standard of care and training. These assumptions will 

be examined, and their implications will be discussed in this chapter. As previous chapters 

about donors’ assumptions about FBOs have shown, this chapter furthers this finding and 

confirms that assumptions about FBOs which qualify as Centres of Excellence are quite 

problematic.  

The data shows that faith-based Centres of Excellence sustain structures that function 

very independently of the national health system, and operate as “bubbles” or “FBO 

empires”. They serve the needs of only a specific population, determined by its 

geographical proximity to these providers. They also provide unique training programmes 

for health professions that operate independently of the national training programmes. 

The chapter shows that there are critical issues regarding the accreditation of faith-based 

health providers’ in-house training programmes and quality-assurance measures that 

inevitably affect patient safety. Moreover, the evidence shows limited or no collaboration 

between public and faith-based providers at the district level, even showing a sense of 

distrust between providers. Consequently, the findings presented in this chapter echo 

some of the literature that has expressed concerns about FBOs creating parallel structures 

in the health system (Green et al. 2002), thus potentially undermining the role of the state 

as a service provider. 

This chapter argues that faith-based Centres of Excellence, that is, both faith-based health 

providers and their allied health professional training institutions in Cameroon that carry 

the title of Centres of Excellence, have been shown to create parallel structures. It appears 

that these organisations provide invaluable services and train significant numbers of 
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health professionals; however, in the interest of equitable access for all, patient safety, 

and quality of provision of health care, more efforts need to be made by both government 

and donors to ensure accreditation and regulation of training programmes and quality 

assurance of care. Whereas some donors have considered collaboration with these 

particular FBOs as a panacea in the improvement of health care, their lack of 

understanding of the wider implications for the health system has arguably created a more 

complex health system landscape, inevitably affecting the quality of care provided and 

deepening inequalities in accessing health care for people in Cameroon. 

The chapter begins by presenting interview data that describes the narrative and 

assumptions about faith-based Centres of Excellence. It draws on interview data with 

officials of the Ministry of Health; various FBOs, including faith-based Centres of 

Excellence such as faith-based health providers; health professions training centres that 

are part of large faith-based health providers; staff working or previously employed at an 

FBO; and donors. The second section of this chapter will present examples of the donor 

engagement of two faith-based Centres of Excellence in Cameroon: the St. Elisabeth 

Catholic General Hospital, Shisong, and the Mbingo Baptist Hospital of the Cameroon 

Baptist—both situated in the North West Region of Cameroon. These two faith-based 

Centres of Excellence have received an official recognition by the Cameroonian Ministry 

of Health, although there is no documentation or certificate; it is merely a description of 

how they are talked about at the health policy level. From the analysis of the donor 

activities that take place in these two faith-based Centres of Excellence, I argue that these 

operate like “bubbles” and “empires”. Four themes emerge from the qualitative data that 

sustain this finding. Firstly, there is limited collaboration between the faith-based Centres 

of Excellence and the Ministry of Health. This lack of coordination can be observed at 

the level of service provision and health professions training. Secondly, through exploring 

the example of training of health professions, it becomes apparent that there are issues of 

unaccredited programmes, inevitably raising questions regarding the quality of care. 

Thirdly, this research identifies not only limited collaboration between public and faith-

based actors, but also issues with regard to trust at the clinical level. The final section of 

this chapter discusses the implications of the narrative of “excellence” for these 

organisations and the health system. 
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1. The narrative of faith-based Centres of Excellence 
Chapter 2 described the assumed advantages of faith-based organisations in terms of the 

quality of care they are able to provide and reviews of the evidence. There is evidence to 

suggest that patient satisfaction in several countries in sub-Saharan Africa is higher in 

faith-based facilities than in public facilities (Olivier et al. 2015). In certain sectors such 

as maternal health, there is also some evidence to suggest that the quality of care is higher 

in faith-based providers (Widmer et al. 2011). There is also some evidence that shows 

that the morale of staff may be higher due to the faith aspect of FBOs (Lipsky 2011). The 

previous two chapters of FBO engagement of donors show that donors and Ministry of 

Health officials generally view FBOs as an integral part of the health system; however, 

as the interview data presented in this chapter will show, there is a similar narrative about 

FBOs being able to provide higher quality care than their public counterparts.  

Donors and the Ministry of Health assume that there are several reasons for FBOs’ ability 

to provide high-quality care. Their faith attributes ensure the provision of compassionate 

care, whereby the care that is provided is more personable in the words of a Ministry of 

Health official, “the patient is at the centre of everything” [Interview DRH, CT2, October 

2015]. Similarly, in the words of a UNFPA official, “their Christian approach makes them 

more caring, they treat the patients in a holistic way…” [Interview UNFPA, October 

2015]. Yet, the aspect that received most attention in the discussions with both donors 

and Ministry of Health is that of FBOs’ ability to provide certain services due to their 

excellent equipment and continued training of staff, all which is made possible through 

consistent donor engagement and links to international missionary networks. As a 

Ministry of Health official stated, “The cardiac centre [Shisong] has everything. It is like 

a European hospital” [Interview DRH, CT2, October 2015], or “famous people go to 

Shisong and have their surgeries done” [Interview CT2, October 2015]. My observations 

of these hospitals confirm that it is easy to draw those conclusions. Given some of the 

state–of-the-art technology that these hospitals can offer, some of them look like any 

hospital in Europe. 

The Ministry of Health described these as faith-based Centres of Excellence [DCOOP, 

Interview October 2015].  
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Table 17 List of faith-based Centres of 
Excellence 

 

 

 

 

 

 

Table 17 presents a list of these centres.52 The “Centre of Excellence” status is not actually 

an official recognition but is rather a narrative that is consistently used to describe them. 

Each one of them has a different area of expertise. For example, the Presbyterian Hospital 

in Bafoussam has a long history of providing some of the best ophthalmic care in the 

country; it is arguably the leading eye-care institution in Cameroon and the Central 

African sub-region. In 2011, the clinic performed 5,153 surgeries (2,685 of these were 

cataract surgeries), and it produced 113,907 eye drops and 7,200 eye glasses. It also 

organised 116 outreach (screening) camps in the community (PCC 2019). This hospital 

has received long-standing support from the Presbyterian Church and from international 

NGOs.  

Batouri Catholic Hospital is one of the largest referral hospitals in the Eastern Province 

in Cameroon and serves large populations from both Cameroon and the Central African 

Republic; the hospital is renowned for a well-functioning community programme that 

supports victims of gender-based violence. The Protestant Hospital of Ngaundere, also 

referred to as the “Norwegian Hospital”, is one of the most important referral hospitals in 

the three northern regions in Cameroon. It is well known for its expertise in obstetric 

surgery and fistula repairs. These two hospitals receive continuous support from the 

UNFPA. St. Francis Catholic Hospital is renowned for its cardiac centre; it is the national 

and regional referral centre for cardiovascular surgery in Cameroon and the entire Central 

African region. Similarly, Mbingo Baptist Hospital is a referral hospital in both Cameroon 

                                                 
52 Notably, this is not an official list but rather a list of FBOs that are “Centres of Excellence” which were 
described in an interview with an official of the Ministry of Health.  

Presbyterian Eye Clinic, Acha, 

Bafoussam 

St. Francis Catholic, Shisong 

Mbingo Baptist Convention  

Batouri Catholic Hospital 

Protestant Hospital of 

Ngadundere, Norwegian 

Hospital 
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and the West and Central African Region. The activities and importance of the latter two 

hospitals is further discussed in the remainder of this chapter.  

Although these FBOs are seen as part of the national health system, they are often made 

direct recipients of large-scale health programmes bilateral and multilateral donor 

engagements. A number of donors, such as the EGPAF, as well as missionary networks 

such as the St. Francis Sisters and the Baptist Convention, exclusively collaborate with 

particular FBOs. In a similar vein, the UNFPA partners with three FBOs. The Baptist 

network regularly turns down funding opportunities because they receive so much 

funding and cannot absorb it all; for example, they have turned down participation in the 

Global Fund although they were explicitly invited [Interview Global Fund, 2016; 

Interview Director CBC, October 2015].  

Many FBOs listed in Table 16 include faith-based health professions schools, which are 

further noted, by both government and donors, for the delivery of excellent health 

professions education. A recent evaluation of all midwifery training programmes in 

Cameroon, for example, revealed that the top programmes were OSEAC and Shisong—

both Catholic paramedical training schools [Interview GIZ, October 2015, Interview 

UNFPA, October 2015; Interview OSEAC, October 2015; Interview Shisong, October 

2015]. Although data on exact number of health schools was difficult to obtain, there are 

32 registered training institutes in Cameroon, of which 19 are public and 13 are private. 

Of the 13 private schools, there appear to be eight registered faith-based health 

professions schools [Interview DRH, October 2015]. According to the director of human 

resources at the Ministry of Health, faith-based schools are known to have much better 

management and governance of funds: 

The management is better than in our public schools and they do 
it wholeheartedly. They do not target the personal benefits 
because maybe their faith plays a role, whereas in the public side 
the managers tend to focus on their own benefits and profits, and 
they try somehow to make money from the management. So 
much that if you make a comparison, you notice that the 
proportion of tuition recovery in the public sector is very low as 
compared to the faith-based organisations. The directors in public 
services will always tell you that the students have not paid. 
Whereas the faith-based do not. [Interview DRH, October 2015] 
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Once more there is a narrative and assumption that FBOs do things more wholeheartedly 

than others. It is claimed that faith attributes makes them more empathetic and trustworthy 

than their public counter parts. Most of these schools receive continuous funding from bi- 

and multilateral donors. Moreover, there is a tendency and, in this case, evidence from 

the quotation to conclude that the faith-based Centres of Excellence are better governed 

than their public counterparts.  

The Ministry of Health sees these Centres of Excellence as an integral part of their health 

system; there is a sense of pride about them. For example, President Biya officially made 

St. Elisabeth Cardiac Centre the main cardiac referral centre in Cameroon and the Central 

African region. As one Ministry of Health official put it, “we inaugurated these centres; 

they are very important for us” [Interview DCOOP, October 2015]. Despite some donors 

and the Ministry of Health’s emphasis on FBOs ability to provide services because of 

their faith attributes, it appears that these faith-based Centres of Excellence have three 

things in common: they have a long history of providing care; they are well funded 

through strong international partnerships; and they provide specialist services that are 

unique, in comparison to the services offered in the national health system. 

1.1 Faith-based organisations perception of the narrative of “excellence” 

The Ministry of Health officials maintains that the relationship between them and faith-

based organisations (FBOs) is very good and that there are clear regulations in place that 

govern the collaboration [Interview DCOOP, October 2015]. Donors echo this view; this 

perspective was made particularly clear in the preceding two chapters, where FBOs are 

seen to be part of the health system, and relationships between those actors and the 

Ministry of Health were assumed to be strong. The Government’s official Health Sector 

Strategy, the Strategie Sectorielle (MoH 2009), which is a policy that officially includes 

FBOs in their activities, further makes that point that the relationship between the actors 

is functional. However, drawing on interview data on FBOs perceptions, the narrative of 

“excellence” and the governments’ perception of a coherent system is not consistent with 

their views. While the government may portray them as “excellent”, which they value, 

the government does not appear to value their services or treat them as an equal partner 

in the system. In other words, in practice they receive very little recognition and support 

from the government.  
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In interviews with FBOs, both providers and those providing health professional training 

consistently express a sense of being undervalued [CBCH Interview, October 2015; 

Shisong Interview, October 2015]. Faith-based organisations provide health care and 

education for health professionals throughout the country, yet they still do not receive any 

subsidies from the government. Although on paper they should actually receive regular 

government subsidies, the lack of funding is part of their contractual agreement. 

Moreover, many FBOs feel that they have missed out on the CD2 funding and express 

frustration about this programme. Some FBOs mentioned that they have received some 

materials as a result of the CD2 grant; however, other than that there is no budget allocated 

to them. Yet again, some FBOs feel that they did not learn about CD2 in time, nor how 

they could benefit from it.  

Moreover, there remains a major problem with regard to the FBOs’ taxation payment 

obligations, previously alluded to in the preceding chapter. Despite the fact that FBOs 

provide a public good and are an integral part of the health system, FBOs are legally 

considered a business—thus belonging to the tertiary sector—and therefore need to pay 

tax accordingly. These high taxes have arguably been the reason many FBOs had to close 

their doors to the public [CEPCA Interview, October 2015]. High taxation also limits 

salary payments they can make to their staff. Loss of staff has thus been a major problem 

for most FBOs. All FBOs I interviewed highlighted this limit as a major sign of being 

undervalued by the government. Given that they contribute significantly to the public 

sector, FBOs strongly believe that should be considered as public not-for-profit 

organisations, which would change their tax status and make them more flexible in terms 

of payments that can be made to their staff [Interviews FBOs: CBCH, EPC, OCASC, 

CEPCA, October 2015]. As a result of these financial constraints, many FBOs do not 

perceive themselves as Centres of Excellence that are well integrated into the system and 

able to provide excellent care, but rather as poorly integrated and struggling to get by. 

They are thus not really Centres of Excellence: Asked one interviewee, “How can we be 

‘excellent’ if we struggle to pay our staff?” [EPC Interview, October 2015]. 

In the context of health professions education, FBOs expressed frustration with regards 

to their relationship with the state. They do not feel that the state provides sufficient 

supervision and technical support. The state does not actually value their technical input. 

In a similar vein, FBOs that train health professionals are not valued for their expertise, 

at least not at the practical level. They are supposedly supervised by the Ministry of 
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Health, yet their supervisions are perceived as unhelpful and artificial. Many FBOs 

expressed a sense of cynicism about these supervisions. In the words of a representative 

of an FBO training health professionals, “They come and visit us but they know nothing, 

we explain what we do and everyone is embarrassed because they know we are much 

more advanced” [FBO, Interview October 2015]. In a similar vein, 

The interaction between us (FBOs) and the state is limited because 
the government is “full of themselves”. They believe they can do 
everything and what they do is good enough. They do not 
recognise that we could add something, even though in reality 
when you talk to staff and when they visit us they all say how 
much more advanced we are in comparison to government health 
professional programmes. [FBO HPE Interview, October 2015] 

 

From these quotes, an interesting dynamic is at play in which the national policy narrative 

praises the importance and value of the FBOs in the health system, particularly the faith-

based Centres of Excellence. However, in every day practice, FBOs do not feel treated as 

such, instead they feel undervalued, and many administrative and practical barriers 

hamper effective collaboration. Once more there is a contradiction between the narrative 

of FBOs and their everyday realities. Chapter 4 presented a similar finding, whereby the 

reality of FBOs in the periphery is not reflected in the policy discussions in the capital. 

The next section explores what happens when such faith-based Centres of Excellence are 

engaged by donors. It draws on two faith-based Centres of Excellence.  



164 
 

2. Donor engagement of faith-based Centres of Excellence: “FBO empires”, 

“FBO bubbles” and implications for the health system, equity and quality 

of care  
The remainder of this chapter engages with two of the above-mentioned faith-based 

Centres of Excellence—St. Elisabeth Catholic General Hospital, Shisong, and the 

Mbingo Baptist Hospital—in greater detail in order to further understand how these 

organisations interact with the broader health system and what challenges are presented 

when donors engage them.  

 
Figure 13 Map of locations of Mbingo Baptist Hospital and St. Elisabeth Catholic 
General Hospital. 
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Both centres are situated in the Anglophone North West Region in rural areas 

approximately 400 kilometres North of Cameroon’s largest city, Douala (see map in 

Figure 13). Both places are very difficult to access due to extremely poor road conditions, 

especially during the rainy season.  

St. Elisabeth Catholic General Hospital in Shisong consists of the General Hospital, the 

Cardiac Centre and the School for Health Sciences. The general hospital has been present 

for over 75 years. The general hospital has 350 beds and offers a wide range of services 

including gynaecology, urology, ophthalmology and general surgery. It coordinates its 

activities with six outreach clinics. The Catholic School of Health Sciences is part of St. 

Elisabeth Catholic General Hospital and has been training staff since 1952. It currently 

trains state-registered nurses, laboratory technicians, midwives, and nurse assistants. The 

midwifery programme was rated one of the best in the country in an evaluation by the 

Ministry of Health in 2015 [Interview MoH-DRH, October 2015]. All programmes 

follow the national curriculum and examinations set by the Ministry of Health and 

Ministry of Education. Since the 1950s, they have trained approximately 3,000 health 

staff, and between 2007 and 2015, they trained 1,500 nurses, midwives, and laboratory 

technicians.  

St. Elisabeth Catholic Hospital is renowned for its Cardiac Centre, established in 2001. It 

provides all infrastructure requirements for open heart surgery, it is equipped with the 

most sophisticated technologies allowing for cardiac surgery and atrial septal defect 

closure, diagnostic and interventional catheterisation, coronary angiography, diagnostic 

coronarography, and pace-maker double and single chamber. In other words, it provides 

every major heart surgery there is. It also has an intensive care unit, which patients require 

after such invasive surgery. It is the only cardiac facility in Cameroon and the surrounding 

region providing the technical plateau for complex cardiothoracic surgeries for both 

adults and children. The centre holds surgical missions whereby teams of 

anaesthesiologists and cardiothoracic surgeons travel to Shisong for a week or two to 

perform surgeries. To date, there is a Cameroonian cardiothoracic surgeon on site all year 

round; however, due to the absence of specialist anaesthetists, surgeries still depend on 

international surgical mission teams [Interview doctor, December 2016]. The hospital is 

primarily funded through the Italian partnership of the St. Francis Sisters, a religious 

partnership that goes back 60 years.  
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Mbingo Baptist Hospital was set up with the implementation of a leprosy programme in 

1952. It is now one of the most important providers of health care in the country. The 

hospital employs 579 workers, has 280 beds, and sees 72,000 patients annually. In 

addition to the provision of basic care, it offers a wide range of speciality services 

including leprosy management; ear, nose and throat surgery; general and orthopaedic 

surgery; and surgical and internal medicine residency programmes, as well as vocational 

training for allied health professionals (nurses, nurse assistants, and some programmes 

not recognised by the state). It is also one of the few programmes that provide 

physiotherapy and prosthetic services, for which it sees approximately 10,000 patients 

annually. Furthermore it has a well-renowned community-based rehabilitation 

programme that attends to people with disabilities. It has taught sign language to up to 

11,916 people in 289 families. Mbingo Baptist Hospital is primarily funded by the North 

American Baptist Mission. Moreover, Mbingo Baptist Hospital has been the main 

recipient of the Prevention of Mother to Child Transmission Project, funded by the 

Centres for Disease Control and PEPFAR53 and EGPAF. The EGPAF initiated a 

prevention of mother-to-child transmission of HIV (PMTCT) programme in 2000 and 

expanded this programme into six regions of the country.  

Both St. Elisabeth Catholic Hospital and Mbingo Baptist Hospital contribute significantly 

to the delivery of health services and the training of health providers for Cameroon and 

the surrounding region (Nigeria, Chad, the Central African Republic). My observations 

confirmed that these FBOs are very well equipped. Mbingo Hospital was very well 

attended, usually an indicator that a hospital is running well. The cardiac centre was not 

being used while I was there, but a full-time Italian technician ensured the complex 

maintenance of the facilities required for open heart surgery throughout the year. The 

journey to both hospitals highlighted their remoteness. The trips were extremely 

challenging, due to poor road conditions; however, upon arrival, both hospitals seemed 

like an oasis that provided some of the most advanced medical care in the world. There 

is clearly something extraordinary about these facilities. Yet, my experience affirmed the 

UNFPA’s observation of how these institutions appear as “bubbles” [Interview UNFPA, 

October 2015]. The UNFPA, which engages with one large Catholic provider in the 

Eastern province in Batouri and the Protestant Norwegian Hospital in Ngaundere, 

                                                 
53 Unfortunately, upon repeated requests, both donors were unwilling to be interviewed. I did interview 
the EGPAF representative based at Mbingo Baptist Hospital. 
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expressed some concerns regarding the collaborating between the faith-based Centres of 

Excellence and the government hospitals they work with. In their words, 

 …these hospitals [FBOs] operate like “bubbles”. They do some 
great work, but they do it within the parameters of their 
organisation; as soon as you want to go beyond the specific 
religious organisation things get complicated. [Interview 
UNFPA, October 2015]54 

 

Similarly, a health professional who previously worked in one of these FBOs stated that 

each is comparable to an “empire” with a king and his own rules [Interview former staff 

at FBO, January 2016], who appears to operate completely independently from the rest 

of the system. Not even the roads to the hospitals connected them to the rest of the 

country.  

The remainder of this chapter will explore the notion of the FBO “bubbles” or “empires”. 

It reflects on the concerns that have been raised in the literature in Chapter 2 with regards 

to the issue of the creation of a parallel health system, the duplication of donor 

programmes, and quality and safety assurance. Although the UNFPA raises concerns 

about the phenomenon of the “FBO bubble”, they have not done anything about this 

concern and continue to engage with two faith-based Centres of Excellence: Batouri 

Catholic Hospital and Ngaundere Hospital. In the case of Mbingo Baptist Hospital and 

St. Francis Hospital in Shisong, we observe a similar pattern whereby donors 

continuously engage with these faith-based Centres of Excellence. In view of concerns 

raised that they may operate as “bubbles” or “empires” that create their own terms, let us 

explore these views and implications of continued donor engagement of faith-based 

Centres of Excellence. 

A series of anonymous55 interviews with health professionals and educators working in 

both faith-based and public hospitals in the North West Region raised a series of concerns 

that echo the concern that FBOs constitute “bubbles” or “empires” that operate 

independently. As described above, the narrative of “excellence” prevails among donors, 

                                                 
54 Unfortunately, it was not possible to travel to Batouri and Ngaundere to explore this observation further 
due to security reasons in that part of the country. 
55 Most health professionals working for FBOs or those having previously worked for FBOs wanted to 
remain anonymous due to concerns over implications of their employment prospects through participating 
in this study. Many did not consent to audio recording.  
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and none of these concerns were raised by donors when they talked about collaborating 

with these faith-based Centres of Excellence. This section shows that donors should 

address these issues and not merely operate within a structure that brings results. Four 

themes emerge from the analysis of this data and are discussed in this section: Firstly, 

there appears to be limited collaboration between faith-based Centres of Excellence and 

the Ministry of Health, thus confirming the observation that FBOs constitute “bubbles” 

that operate on their own. This theme will be shown through a closer look at the example 

of health professions training. Secondly, there is evidence that faith-based Centres of 

Excellence run unaccredited health professions training programmes, thus rendering the 

notion of the “FBO empire” accurate, where rules and regulations are set within the remit 

of their own organisation. Thirdly, the fact that faith-based Centres of Excellence operate 

like “bubbles” and “empires” appears to create a sense of distrust between public and 

faith-based providers. Lastly, there is some data to suggest that donor engagement of 

faith-based Centres of Excellence can strengthen the relationship between FBOs and the 

health system and thus move beyond that “bubble”, yet evidence for this is weak.  

2.1 Limited collaboration between faith-based Centres of Excellence and the 

Ministry of Health: The example of health professions training  

Limited collaboration between faith-based Centres of Excellence and the public sector 

emerged as a strong theme from the interviews and FGDs. As shown above, several faith-

based Centres of Excellence have their own health profession schools. These faith-based 

health professional schools technically operate within the framework of the national 

standards and norms set by the Ministry of Health and Ministry of Higher Education. The 

Ministry of Health supervises these faith-based health professional schools; moreover, 

the managers of the schools are invited to the Department of Human Resources for Health 

once a year to discuss any matters. The government is expected to provide subsidies to 

the faith-based health professional schools, yet many schools have not received any in 

years. Whilst the government claims that the collaboration is friendly and praises the 

faith-based health professional schools for their contribution to training health professions 

staff for Cameroon, they highlight that “there is no regular link between the faith-based 

health professional schools and us. It would be good to do that, to see what they do and 

exchange” [Interview DRH, October 2015]. Directors of faith-based Centres of 

Excellence argue that they should be much more involved in national calculations of 

estimated need of allied health professions, since they train a significant number of 
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national health professional staff and also absorb many. Currently, the Ministry of Health 

makes that decision without involving them, even though they absorb approximately 50% 

of all health professionals trained. Collaborative planning of human resource needs would 

make human resource planning in all sectors more manageable.  

Some donors have expressed concerns regarding the practical collaboration between 

faith-based Centres of Excellence and other health professions schools. For example, the 

GIZ tried to get a volunteer midwife to collaborate with Mutengene Baptist Hospital, 

given that the good quality of care would have made for a good training site for midwifery 

students from other private and public schools in the region:  

We wanted to send them our top 5% of students so that these 
would be exposed to the high-quality infrastructure in Mutengene. 
We also wanted to include them [Mutengene Baptist Hospital] in 
a project to strengthen infrastructure for midwifery training in the 
[South West] Region but we have tried many times and they have 
not shown any interest. [Interview GIZ, October 2015] 

 

The reasons for this lack of engagement may vary, but similarly to the above findings, a 

limited willingness appears of faith-based Centres of Excellence to break out of their 

“bubble” or “empire”, whereby students from their own networks are prioritised, and little 

engagement occurs between faith-based Centres of Excellence and other training sites. 

Some directors of faith-based Centres of Excellence have highlighted that collaboration 

with public facilities and their training programmes is extremely difficult because the 

culture of education is very different. In faith-based Centres of Excellence, much 

emphasis is placed on developing high morale among students and on their principles, 

based on the teachings of the Christian faith. Hence, students from public health training 

programmes have a reputation of being disruptive and not taking the profession seriously 

[FGD with directors of faith-based health professional schools, October 2015]. 

 

Although interaction between faith-based Centres of Excellence and the public health 

professions programme is limited, on some occasions all health professions training 

programmes are invited to work on specific tasks. Such collaboration is usually funded 

by a donor; for example, all directors of the public, private for profit, and faith-based 

training programmes were invited to contribute to the national midwifery curriculum. 

Whilst this has created a platform where all schools formally collaborate, directors of 
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faith-based midwifery programmes have expressed much frustration about their role in 

such forums: 

So sometimes you come and propose things you can think can be 
done to make the training better. They will accept and after that 
they do it differently. [FGD EPC, October 2015]  

 

The director from the faith-based Centre of Excellence in Shisong uses an example to 

illustrate this further: 

 

When they were planning for this midwifery programme, we were 
called to look at the curriculum, so in the curriculum they said 
each student midwife should do at least 80 episiotomies, so if we 
have 25 students times 10 schools that is 250 students, so if they 
are each doing 80 episiotomies how many women will have 
episiotomies? Is it a good practice? No, not at all! So when I put 
up this argument, you cannot ask students to do so many 
episiotomies before they graduate: Because students don’t have 
the opportunity, any women that will come they will cut, and that 
is not correct, episiotomy should be indicative. If you compare 
that with international programmes you can think that our students 
are not up to date. We agreed and discussed, but the ministry kept 
the 80 episiotomies even though it was argued against. [Interview, 
Director St. Elisabeth School of Health Science, Shisong, October 
2015] 
 

Moreover, a director adds, somewhat ironically, “so you discuss something in a meeting 

but meanwhile they have already decided. So contributing, yes, but accepting the 

contributions no [laughs]” [Interview PCC, October 2015]. Consequently, faith-based 

Centres of Excellence have little interaction with the Ministry of Health, and when they 

do, they feel undermined by the government.  

It appears that much learning could take place between these institutions, yet they have 

very limited opportunities to create such an opportunity. Once more, by action or default, 

faith-based Centres of Excellence are restricted to their own networks and do not venture 

outside of them. Moreover, if faith-based Centres of Excellence do not feel that their 

views are heard at a national level, this feeling may perpetuate the “bubble” and “empire” 

phenomenon, thus widening the gap between state and NSAs. For example, it was noted 

by some directors that they will never enforce the 80 episiotomy requirement given that 
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this would affect the quality of care [FGD EPC, October 2015]. Providing that the 

government does not manage to supervise schools regularly, or in some instances at all, 

this disconnect may in turn lead to growing disparities between the quality of education 

provided in these schools and subsequently affect the quality of care provided by a 

midwife trained at a faith-based Centres of Excellence in comparison to a midwife trained 

at a state institution.  

2.2 Faith-based Centres of Excellence and their health professional education 

programmes: Issues of accreditation, quality and accountability? 

Following concerns about the quality of training programmes in faith-based Centres of 

Excellence, interview data presented in this section highlights health professionals 

concerns with regards to the quality of care provided, and subsequently with regards to 

patient safety in these organisations. St. Elisabeth Catholic Hospital and Mbingo Hospital 

have been constantly praised by donors and government; it has been claimed, however, 

that due to limited availability of staff, people working for these faith-based Centres of 

Excellence are not always qualified to perform the tasks they are performing. In the words 

of a doctor who worked at St. Elisabeth Catholic Hospital, 

The people who work there [at St. Elisabeth Catholic Hospital], 
they are mostly task shifters, task sharers, who worked in the 
theatre, and – for example, after this foreign surgeon left [who did 
all the surgeries], the person providing surgical care was a nurse. 
[Anonymous interview with doctor, December 2016]. 

 

Recruitment to rural North West Region in Cameroon is extremely difficult for several 

reasons: The remoteness of the clinics makes it difficult to attract specialist physicians, 

where schooling options for their children may be limited. Moreover, although salaries 

are higher at FBOs than public hospitals, the remoteness and the employment rules (staff 

are expected to be present), staff are not able to seek other employment opportunities to 

improve their earnings. Doctors working in public hospitals are known to variously add 

earning potential through employment in private clinics and private schools. There are 

also concerns about future employment opportunities for FBOs staff as opposed to the 

security and pension offered through employment as an official of the state.  

Because of the human resource constraints, in-house training programmes are an 

important source for staffing for faith-based Centres of Excellence. Mbingo Baptist 
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Hospital and St. Elisabeth General Hospital have trained health professionals since the 

early days of their activities. To date, many programmes have been nationalised by the 

Cameroonian government, but a number of training initiatives that are not accredited by 

the Ministry of Health and the Ministry of Higher Education continue to prevail. Donors 

have also supported the development of such in-house training programmes. 

The Pan-African Academy of Christian Surgeons (PAACS), for example, is a not-for-

profit programme that trains surgeons in Africa. It funds five-year surgical residency 

programmes in 10 faith-based hospitals throughout Africa, including Cameroon. Its aim 

is to train surgeons as well as to proselytise the Christian gospel. It therefore includes 

both an academic curriculum and a spiritual curriculum (PAACS 2018a). Mbingo Baptist 

Hospital benefits from funding and training of PAACS and offers a five-year PAACS 

surgical residency and a one-year head and neck fellowship. Mbingo Hospital also hosts 

a four-year internal medicine residency funded and organised by the Christian Internal 

Medicine Specialists (CIMS) and directed by an international board member of the 

Cameroon Baptist Convention Health Board (Dennis Palmer). The PAACS is accredited 

by The College of Surgeons of East, Central and Southern Africa (COSECSA), which is 

an independent body that fosters postgraduate education in surgery and provides surgical 

training throughout the regions of East, Central, and Southern Africa. However, it is not 

yet accredited by the West African College of Surgeons or the Cameroonian National 

Medical Council, Cameroon’s medical education accreditation body. In other words, it is 

an unaccredited training programme. 

A further unaccredited nurse training programme that was noted is the in-house nurse 

training programme, which takes place in both Mbingo Baptist Hospital and St. Elisabeth 

General Hospital. Mbingo Baptist Hospital trains in-house nurse assistants, although it 

was difficult to obtain any information about this programme. St. Elisabeth General 

Hospital in Shisong operates in-house training of so-called compound nurses and 

provides training for nurses at St. Elisabeth General Hospital for a period of nine months. 

Many of these nurses are women that have received support from the Diocese and have 

started working for the St. Elisabeth General Hospital as domestic workers and then 

gradually train on the job and undergo an in-house training programme [Interview 

Physician, December 2016]. 
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This lack of accreditation has several effects on quality of care. A lack of official 

accreditation arguably runs the risk of poor quality and safety because there is no external 

body that ensures quality and safety measures. It appears that PAACS and the CIMS are 

well-established programmes managed by passionate surgeons. However, the 

programmes seem to be accountable only to themselves. One surgeon claimed, “PAACS 

could do what they want. They do a lot of Christian teachings; I am not sure that is a 

necessary part of a surgeon’s education. Who knows what they do?” [Anonymous 

Interview, December 2016]. It appears that the whole programme depends on individuals 

and their competencies. Interview data showed that this insulation went wrong at St. 

Elisabeth General Hospital and the Cardiac Centre in Shisong, where an international 

doctor practiced medicine for 15 years without any quality control. A Cameroonian doctor 

interviewed for this research worked with the person for a few months and reported 

various examples of malpractice. One example he described as follows:  

When I went with him to the theatre [operating theatre] I realised 
that in terms of standard of care he was really … I would say 
terrible and did some scary things. But there, nobody questioned 
what he was doing because of the way these institutions 
function—there is no system where an external auditing system 
can come in. I only saw him because I was there... I was operating 
with him. The staff around him are not aware that it’s a 
malpractice because all of them are in-service trained, and 
probably trained with him. And the administration of the hospital, 
they are Reverend Sisters. For a long while none of them were 
physicians. And even the doctors—none of them—there is no 
surgeon there amongst them. So, nobody is there to question what 
he does, and when I came there and I asked questions, we had 
actually an uproar that made him ban me from coming when he 
was carrying out procedures… [Cameroonian consultant surgeon, 
Interview January 2017] 
 

The lack of a clear governance structure made it extremely difficult for this surgeon to 

report malpractice. Moreover, to challenge an international health worker is even more 

difficult. The doctor had the power to ban the Cameroonian consultant from the operating 

theatre and further practice, although he was also a consultant surgeon. It was questioned 

by the interviewee, as well as some other people, whether the doctor was even a surgeon 

or instead a general practitioner who practiced surgery without having completed his 

speciality training. No one could tell. According to staff at faith-based Centre of 
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Excellence, the international doctor barely spoke English: “Everyone trusted him because 

he was a white doctor” [Interview Cameroonian consultant surgeon, January 2017]. 

Similar concerns about the quality of care and patient safety, as a result of lack of 

regulation, were expressed regarding the nurses who received in-house training at St. 

Elisabeth General Hospital and the Cardiac Centre in Shisong:  

The compound nurses should not prescribe to patients but most 
often they do it, so it is some sort of task sharing that goes on but 
in a very organised manner. So, you are the doctor and you find 
yourself running because somebody prescribed the wrong dose. 
[Anonymous Interview Physician, October 2016] 

 

Doctors further express that there is no way to report or raise these concerns. For example, 

no mechanisms are in place to allow doctors to network and share experiences about their 

medical practice, which is important in order to achieve the best possible care. In the 

words of a doctor who worked in both public and faith-based providers in the North West 

Region: 

So, you are in the hospital, there is no networking—I worked in 
the [faith-based] hospital for one year … by design or by error, I 
never met another physician working under the Franciscan 
Sisters. For one year! So, I am in Wum [name of a location] there 
is a cardiologist in Shisong, I can have his number to talk to him, 
but I can only have his number if I ask the matron. [Interview 
surgeon, December 2016] 

 

Not being able to discuss patients and have a platform that allows for discussion of 

difficult medical cases could significantly affect quality of care.  

These findings confirm concerns that have been raised in the literature about the 

expansion and growing importance of non-state providers in low- and middle-income 

countries in general and the subsequent ramifications, such as governance challenges, but 

most importantly the effect these challenges may have on the quality of health professions 

education (Frenk et al. 2010). It also confirms the concern over these organisations 

operating as “bubbles” and “empires” accountable only to themselves. Whilst there are 

concerns over quality of care and patient safety of unaccredited programmes for health 

professions education, these programmes also pose challenges to the career paths of 
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individual practitioners, restrict recruitment options and subsequently affect human 

resources for health planning in the broader health system.  

One of the key implications of undertaking an unaccredited training programme for health 

care professionals, consistently raised by interviewees, is that health professionals lose 

their flexibility and freedom to practice medicine or nursing where they want. For 

example, one doctor who participated in this study was offered a position to specialise in 

cardiothoracic surgery in Italy, but he turned down the position because he would not be 

able to use his degree anywhere else in Cameroon other than at the Cardiac Centre at St. 

Elisabeth General Hospital: In his words, “I will get the skills but I will not get any official 

people to say, ‘This is a cardiothoracic surgeon’, so I will come back and I will pretty 

much be stuck” [Interview consultant surgeon, January 2017].  

A similar problem occurs for people who complete the PAACS programme; they are 

officially allowed to practice only in Mbingo Baptiste Hospital, given that the programme 

is not accredited by the Cameroonian medical council. Some health professionals view 

these programmes as an infringement on their individual freedoms:  

I look at it as taking advantage of people. You are forced to stay 
there [at the faith-based provider] because you can’t go 
somewhere else. Or you can be clandestine. It is not honourable. 
[Anonymous interview doctor, December 2016] 

 

One doctor further mentioned that he did not want to train in PACCS because he would 

always be “at the mercy of Prof. Tih” (i.e., the head of Cameroon Baptist Health 

Convention) [Anonymous interview doctor, December 2016]. In a similar vein, said one 

interviewee, 

Professor Tih is like… has become like a god in the institution, 
and nothing goes on without his approval, which is like a small 
kingdom where he decides everything. And that’s one reason why 
personally I won’t wish to work there. [Interview consultant 
surgeon, January 2017] 

 

These doctors were further concerned about being dependent on a few leaders of an 

organisation and unable to freely express concerns or make any demands without running 

the risk of becoming unemployed: 
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If Tih pushes you out when you trained, that’s it. You will be 
unemployed. Employed by whom? Who can employ you without 
passing through Tih? So you probably—you don’t want to stand 
against him. [Anonymous interview doctor, December 2016] 

 

Once more, there is the notion that these faith-based Centres of Excellence operate like 

“empires” or in the words of the interviewee “a kingdom”, which lies at the mercy of their 

ruler. 

Unaccredited programmes further tend to include a strong faith element or requirement 

to follow their respective theological principles. For example, the PAACS requires a 

strong commitment to studying Christianity, as this is part of the curriculum (PAACS 

2018b). This requirement may restrict individual freedoms, and some doctors are further 

unwilling to succumb to certain rules and regulations set by these training institutions. 

For example, St. Elisabeth Catholic Hospital and surrounding health centres require their 

staff and staff-in-training to sign an undertaking that they will not challenge religious 

teachings; this includes abstaining from providing advice on modern family planning: 

…it’s faith based, and they tend sometimes not to be able to make 
the difference between healthcare and religion. They get 
everything mixed up. I give you an example, like the hospital 
where I was working was Roman Catholic and they want you to 
sign an undertaking that you will not go against Church dogma… 
[Anonymous doctor interview, January 2016] 

 

Such restrictions can have implications for recruitment of staff for faith-based health 

providers, highlighted as a major problem by many faith-based health providers who 

participated in this study. The scarcity of qualified staff can lead to recruitment of 

underqualified staff or task-sharing or -shifting and unofficial in-house training, as with 

St. Elisabeth General Hospital. If faith-based health providers gain a reputation of poor 

quality of care due to task-shifting and unaccredited in-house training programmes, this 

may affect the relationship between public and faith-based providers in the health system. 

These concerns will be elaborated upon in the next section.  

Reliance on programmes such as PAACS may have implications for the broader health 

system and medical education system. Surgical speciality training is very scarce in 

Cameroon due to the limited number of consultant surgeons. Moreover, there is a 
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generally severe shortage of surgeons and surgical infrastructure to provide emergency 

and basic general surgery (Kouo-Ngamby et al. 2015). A number of PAACS graduates at 

Mbingo Hospital are not Cameroonian and will return to their home countries (other sub-

Saharan African countries), thus not addressing Cameroon’s national need for surgical 

services. Such programmes can thus undermine the development of the national 

postgraduate surgical training programme, because resources and staff are used for 

PAACS. Arguably, if such a postgraduate surgical training programme were integrated 

into the national accredited surgical training scheme, more surgeons could be trained or 

could receive sub-speciality training, and then they could be placed in any hospital in the 

country, thus building more sustainable surgical capacity and subsequently achieving 

more equitable access to surgical care. At present, PAACS-trained surgeons can only 

practice at a facility that is part of the Cameroon Baptist Health Convention Network. 

The PAACS further appears to be highly dependent on foreign staff and donor funding, 

which leads to concerns regarding the sustainability of such programmes. I would have 

liked to assess the transfer of surgical training capacity further; however, this was beyond 

the scope of this study. This study found no evidence of any form of collaboration 

between Mbingo Baptiste Hospital and the government within the context of PAACS.56 

The next section will elaborate on the relationship between FBOs and public providers at 

the district level. 

2.3 Distrust at clinical level between faith-based Centres of Excellence and public 

health providers 

The above mentioned challenges regarding issues of accreditation and patient safety at 

faith-based Centres of Excellence and public providers at the district level have arguably 

fostered a climate of distrust between them at the clinical level. Despite the national 

narrative of “excellence”, doctors working in the public sector hesitate to refer patients 

from the public to the faith-based sector, even if these are known as specialist centres. In 

the words of a physician who has worked in both settings, 

I am not sure about the care that’s being given. What’s the safety? 
We are conscious about the nurses who are trained there as an 
assistant. I am conscious of the lack of quality assurance. 
[Anonymous interview doctor, January 2017] 

                                                 
56 Although PAACS did not wish to participate in the study and may have a different view on this. 



178 
 

Another interviewee further supported this finding: 

We have a group of my former classmates, doctors, and somebody 
brought up a case about a patient he had who had a cardiac 
problem—a coronary problem—and he probably needed surgery 
from the workup and what I saw, that is, the image that he sent.  
But the guy was, like, hesitant to send the patient to Shisong [St. 
Elisabeth Cardiac Centre]. He doesn’t know anything about it so 
how can he make a referral? [Interview consultant surgeon, 
December 2016] 

 

The lack of collaboration between doctors working in faith-based Centres of Excellence 

and public services appears to be one of the major challenges. Interviewees responded 

that they never meet; only the heads of these organisations occasionally meet in the 

regional health meetings. In the words of one doctor, 

There is no formal way for doctors from these faith-based 
organisations and someone like me to meet. So I could say, “Well 
this is what I do here. These are my results, these are my findings”. 
So, most doctors who are trained in government institutions have 
a prejudice about the quality of care because even though there is 
a lot of development in improvements, they will have doubts. 
[Anonymous interview doctor, January 2017] 

 

Implementing such a platform where staff could communicate and exchange experiences 

could help to overcome this distrust. 

Frontline providers further argue that referrals between different faith-based providers is 

also very unlikely. A doctor claims that referrals were always made between Catholic 

institutions even though a public or a Baptist hospital was much closer. Similarly, Baptist 

providers will refer patients within their networks rather than to a nearer public or 

Catholic facility [Anonymous interview doctor, January 2017]. Consequently, the lack of 

referrals between faith-based and public providers and between faith-based providers of 

different denominations highlights the finding that faith-based Centres of Excellence 

operate like “bubbles” or “empires”.  
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2.4 Improved relationships through donor engagement? 

During my data collection, some evidence emerged of two programmes showing that 

donors could play an important role in improving relationships between public and non-

state providers. Evidently, the World Bank’s PBF could play an important role in 

improving cohesion in the health system (Taptue Fotso J. C; Nji V. and Bangue B. 2015). 

Although the study was commissioned by the World Bank and carried out by members 

of the Performance Purchasing Agency (PPA)57 and is not peer reviewed, it presents some 

potentially interesting findings. The objective of the study was to assess whether the PBF 

programme can reinforce collaboration between public and private for-profit and faith-

based actors in Littoral, Cameroon. The study shows that PBF improved the regulation 

and frequency of supervision of private providers. Supervision by district medical teams 

has been poorly organised and irregular in most districts. However, with the introduction 

of PBF, supervisions have been regularly undertaken by district medical teams and the 

PPA, whereby the norms and standards of each health facility—but only those that are 

specific to the PBF package—are assessed on a quarterly basis. Following each 

supervision, recommendations have been made, which are subsequently followed up at 

the next supervisory meeting. The study shows that quality indicators have improved, and 

subsidy payments have increased as a result of these supervisory meetings. The second 

major finding of the study is that referrals from health centres to district hospitals and 

counter-referrals have increased significantly since the introduction of PBF in Littoral. 

Referrals between public and private facilities was almost non-existent before the 

introduction of PBF. Quarterly evaluation meetings whereby the district medical team 

and PPA participated allowed for discussion of referrals, which led to the establishment 

of an effective mechanism for referrals between all types of facilities. This was possible 

because subsidy payments were made for each successful referrals and counter referrals; 

moreover, a common patient-oriented focus helped to overcome distrust about practices 

in different types of facilities (Taptue Fotso J. C; Nji V. and Bangue B. 2015).  

These findings were reinforced in an interview with a World Bank staff member, who 

argued that “PBF forces people to collaborate where they did not collaborate before, 

which is what is needed to improve health system cohesion” [Interview World Bank, 

October 2015]. The study shows that previously observed challenges described in the 

preceding sections, such as lack of collaboration between faith-based health providers 

                                                 
57 The operational body of PBF. 



180 
 

operating in silos, could be overcome through more structured supervision and a platform 

that allows for collaboration between stakeholders. This increase in collaboration is 

something that donors in their activities should actively encourage. However, the 

sustainability of PBF is to be questioned, as it appears that meetings and supervision are 

successfully taking place only because they are well funded. Moreover, PBF has 

introduced specific incentives for referrals, which once again are no longer sustainable 

once subsidies are withdrawn.  

One further case study that appears to show that donors have effectively collaborated with 

faith-based health providers to improve the broader health system is the EGPAF58 

programme to prevent the transmission of HIV from mother to child (PMTCT). This 

programme was the first PMTCT programme in Cameroon that was introduced at Mbingo 

Hospital in 2000. By 2010, the programme had expanded to 458 facilities, of which 252 

facilities were run by the government. The programme successfully collaborated with the 

Cameroon Baptist Convention to scale up its service to six of the 10 regions [Interview 

EGPAF/CBCB, October 2015]. Whilst this is a promising example of how donors who 

engage solely with faith-based health providers can increasingly involve government 

facilities in the long run, questions remain regarding ownership and sustainability of the 

programme. In other words, if the programme’s ownership and power to make decisions 

lies mostly within the Cameroon Baptist Convention, it remains unclear how the 

programme will be able to be scaled up nationally and provide these services for all 

pregnant HIV-positive women. I attempted to explore this question further but was not 

able to due to EGPAF’s limited engagement in the study. It would be interesting to 

explore case studies where donors have actively sought to break the “bubble”. 

2.5 Implications of the narrative of “excellence”  

The preceding section presented evidence to suggest that faith-based Centres of 

Excellence operate like “bubbles”, in the sense that they interact very little with the public 

health system, and “empires”, in the sense that they create their own rules and regulations 

and are accountable only to themselves. Once more, it can be observed that donors and 

the Ministry of Health have poor knowledge of FBOs in general, even the faith-based 

Centres of Excellence, which are strongly embraced in the health system. The 

                                                 
58 Unfortunately, EGPAF in the United States did not respond to repeated requests to be interviewed. The 
interview with the EGPAF representative at Mbingo Hospital did not reveal much in-depth information. 
This organisation would have been an interesting case to pursue in greater detail. 
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“excellence” narrative, which is grounded in the providers’ abilities to offer specialist 

services, is creates a moniker that no one questions. In view of the above findings, why 

does the narrative of “excellence” prevail and remain unquestioned by donors who engage 

with these centres? Why do donors not engage with some of these questions that have 

been cautioned against in the literature? And what are the implications if this narrative of 

“excellence” prevails? Some of these questions will be explored in the final chapter of 

this thesis. However, let us explore why, in this case study, the narrative of “excellence” 

prevails and why that is a problem. 

The narrative of faith-based Centres of Excellence remains strongly held by the national 

and regional Ministry of Health for two reasons: Firstly, the Ministry of Health has limited 

knowledge of these actors because no supervision takes place. The FBOs interviewed in 

this study all made clear that supervision was very rare, and if it does happen, it happens 

without meaningful quality control but rather as a superficial visit where no questions are 

asked [FGD FBOs, October 2016]. Secondly, faith-based Centres of Excellence such as 

the St. Elisabeth Cardiac Centre in Shisong are part of Cameroon’s national pride. They 

are important for the position Cameroon holds in the region because patients are refereed 

to this provider from neighbouring countries [DCOOP Interview, October 2015]. 

Therefore, the shortcomings that these faith-based Centres of Excellence may simply be 

ignored by the government because they do not have the resources to investigate them 

and because, more importantly, they depend on them.  

In terms of donors’ knowledge of faith-based Centres of Excellence, they tend to have 

good knowledge of the organisations they work with, but they have limited knowledge of 

their place in the health system. Their concern is less so the health system and more the 

results that their specific programme brings. Moreover, engaging with supposedly well-

operating organisations such as faith-based Centres of Excellence is a good alternative to 

engaging with the state (which has a poor reputation for governance of funds). That is, it 

is a more effective use of their resources, and they are more likely to get clear results. As 

the UNFPA stated, “We work with them because they operate well, we have good 

connections, we have a history, and we get results” [Interview UNFPA, February 2016]. 

Similarly, when the GIZ and the UNFPA discussed which hospitals and schools to include 

in the midwifery programme at the time of my employment, the UNFPA preferred to 

engage the faith-based Centres of Excellence because they would achieve quick results. 

The GIZ was tempted to do the same, given the initially limited amount of funding for 
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only two years. Hence, time and resource constraints create conditions whereby a faith-

based Centre of Excellence makes an ideal partner. 

However, if donors and the Ministry of Health continue to use the narrative of 

“excellence” without asking any questions about the quality of care, equity, and the 

effects for the broader health system, the continued engagement of faith-based Centres of 

Excellence will perpetuate the phenomenon of the “FBO bubbles” and “FBO empires”. 

This, as shown above, will continue to have negative effects for the quality of care 

provided; it may weaken the relationship with the state and thus affect access to equitable 

health care. As long as FBOs operate only within their own geographical boundaries, 

others who do not have the advantage of living near these facilities will lose out. 

Providing that there is some evidence to suggest that donors could strengthen the 

relationship between faith-based Centres of Excellence and the public system, as shown 

in the preceding section, not attempting to do so could mean a loss of the opportunity that 

health programmes could benefit the wider health system and subsequent populations. 

Lastly, there are the implications of a continued and unquestionable use of that narrative 

for FBOs who are not Centres of Excellence. These are the majority of FBOs in 

Cameroon, and the effects are twofold. As shown above, not all FBOs are the same; faith-

based Centres of Excellence are special, and a narrative of “excellence” undermines a 

more systemic engagement with the problems that many other FBOs throughout the 

country are experiencing: a struggle to survive. This struggle includes legal challenges, 

such as the taxation policy, which makes it difficult for many FBOs to function 

sustainably. The narrative of “excellence” further feeds assumptions about what actors 

can or cannot do. As we have seen in the preceding two chapters, assumptions about these 

actors have had many negative effects.  

3. Conclusion 
This chapter presented the reasons, processes, and implications of donors’ engagement of 

so-called faith-based Centres of Excellence. It traces the narrative of why they are called 

“Centres of Excellence” and shows that these faith-based Centres of Excellence have 

several things in common. Donors assume that their faith attributes allow them to provide 

a holistic provision of services with the patient at the centre. However, more impactful 

than the faith attributes in this narrative of “excellence” are three factors: their long-

standing history of providing care in the Cameroonian health system, their provision of 
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specialist services, and the fact that they are well funded by an array of international 

donors. The findings show that the Ministry of Health respects and values these faith-

based Centres of Excellence and that donors engage them systematically. Thus a positive 

narrative about these organisations prevails in the health policy discourse.  

However, the chapter has highlighted several problems with this narrative and the 

presumed assumptions it carries. Whilst the Ministry of Health praises these actors and 

proudly presents these as part of the Cameroonian health system, the faith-based Centres 

of Excellence feel undervalued and that they lack financial and political support from the 

government. Instead, there are several problems that the Ministry of Health should engage 

with. Faith-based organisations express frustration in that the government praises these 

centres, considers them as part of the health system, and yet does not treat them as such 

from a legal point of view.  

Moreover, this chapter has shown that Centres of Excellence operate as “bubbles” or 

“empires”. This isolation manifests itself in several ways: Firstly, FBOs operate training 

programmes for health professions that are not accredited; they operate on their own terms 

and within their own parameters. Secondly, much distrust exists between FBOs and 

public providers, and very little interaction and collaboration occurs between the two, 

arguably due to some of the frustrations that FBOs have expressed. The issue at play here 

are not necessarily the quality or importance of the work of faith-based health providers 

(although as shown above, some evidence does raise concerns in this regard), but the 

ways in which faith-based health providers can (deliberately and inadvertently) create 

parallel systems, with the implications that follow. Parallel systems are not efficient and 

create unequal access to health services. They may cause harm for patients and thus 

potentially undermine the future of these providers in the health system.  

Thus, donor engagement of faith-based Centres of Excellence, without consideration of 

the broader health system, is problematic because it perpetuates the phenomenon of the 

“bubble” or “empire” and associated problems. Some of the key research questions that 

emerge from this analysis concern why there is a strong public narrative of FBOs as 

Centres of Excellence and what they can do, whereas in practice there appear to be many 

problems. Furthermore, what is the implication of such a narrative for the FBOs which 

do not provide specialist services—the majority of all other FBOs? Why is it that donors 

appear to ignore these tensions? How can the “bubbles” be challenged without 
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undermining their current activities? Upon reflection of all the results presented in this 

thesis, the subsequent chapter deals with these questions in more detail. 
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Chapter 7 – Conclusion: “Hidden Catholics”, “faith-blind donors” and 

“FBO empires”: Reassessing definitions, assumptions, and the 

importance of controversies related to faith-based organisations 
 

To maximise the contributions of faith-based care, it is essential 
that such providers are as professional in their organisation and 
management of human resources, and as evidence-based in 
practice, as any other health-care provider. The faith moniker does 
not excuse shortcomings. (Summerskill and Horton 2015, p. 26)  

All things are subject to interpretation; whichever interpretation 
prevails at a given time is a function of power and not truth. 
(Friedrich Nietzsche) 

 

To conclude this PhD, let us return to the aim of this research, which was to 

investigate why, how and to what effect donors have increasingly engaged FBOs in health 

programmes in Cameroon. Drawing on the literature presented in Chapter 2 and the 

research in Chapters 4, 5, and 6, this PhD thesis makes three primary arguments.  

The first argument stipulates that the categorisation of “FBOs” is a simplified definition 

of these organisations that does not reflect the reality in the field; instead, it reflects the 

needs of donors to simplify a complex global health landscape. This can be concluded 

from a description of the several different types of FBOs in the Cameroonian health 

system. These FBOs vary from faith-based networks to different faith-based service 

providers, and to so-called faith-based Centres of Excellence, of which some include 

faith-based health professional institutions. The data also shows that faith attributes and 

identities are not static and that clear distinctions between what is religious or faith-based 

or not are difficult to make. It appears that it is not the “faith” aspect that these 

organisations have in common, but rather their keenness to get funded. Yet, despite this 

diversity, donors and the Ministry of Health unequivocally lump these organisations 

together under the buzzword “FBOs”. A comparative analysis of reasons for donor 

engagement of FBOs shows that donors hold very different views and expectations of 

what an FBO constitutes at their point of engagement. For example, in Chapter 4 it is 

apparent that donors are seeking an alternative to a poorly governed state. The example 

in Chapter 5 shows that donors see FBOs as part of the health system and do not treat 
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them differently. Conversely, Chapter 6 shows that donors engage faith-based Centres of 

Excellence because of their perceived comparative advantages to other health providers. 

The various forms of engagement thus show how malleable the FBO category is within a 

single sector: the health sector. As this chapter will show, a closer comparative analysis 

of reasons for engagement of these FBOs demonstrates that the interests of donors often 

determined the forms of engagement, rendering the “FBO” buzzword and category 

questionable, at best. 

The second argument of this PhD thesis claims that FBO engagement by donors is not 

based on evidence about them but rather assumptions that have been made. This lack of 

knowledge and assumptions about the FBOs that donors engage with thus create a false 

narrative about them. This finding can be concluded from a comparative analysis of the 

questions of how and why donors engage FBOs in health programmes in Cameroon. The 

evidence shows that reasons and forms of engagement are often based on assumptions 

about these actors rather than evidence. In Chapter 4, for example, we see that the 

assumptions that underpin that engagement were that faith-based networks would 

represent their members (the faith-based health providers) in the periphery and that they 

would govern funds better than the state has previously done. Chapter 5 revealed 

weaknesses in donor assumptions in their adoption of a “faith-blind” approach and 

assumption that religion has no effect on family planning programmes, whilst the chapter 

further shows that religion should probably be considered in the context of reproductive 

health programmes. Similarly, evidence in Chapter 6 shows that donor assumptions were 

misplaced as regards the integration of faith-based Centres of Excellence in health 

systems and their ability to provide high-quality care because of their assumed 

comparative advantage. This research shows that the various narratives that donors have 

constructed about FBOs at the point of engagement in the health programmes and, with 

those, the assumptions about them, were created to suit the requirements of the donors 

rather than the needs of the FBOs in question. 

The third argument of this PhD posits that donors do not sufficiently engage with 

important controversies surrounding the engagement of FBOs, in particular with regard 

to how their engagement effects their position in the health system and what the 

implications are for gender and health. Exploring the comparative effects of FBO 

engagement by donors, this research notes this lack of engagement and the implications 

that follow. Chapter 4 demonstrates concerning ramifications of donor engagement of 
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FBOs; given the fact that the networks were very weak, they were unable to absorb the 

funding, leaving much funding completely unaccounted for. This gap, in turn, affected 

the reputation of already-fragile organisations as poorly governed. Moreover, there is an 

emergence of networks such as the “hidden Catholics”, which were not previously 

classified as FBOs. In Chapter 5, we noted that taking a “faith-blind” approach when 

engaging FBOs leads to missing out on important faith-controversies related to gender 

and access to family planning. In Chapter 6, systematic and targeted donor engagement 

of faith-based Centres of Excellence has led to the creation of  FBO “bubbles or empires” 

that do not interact with the state and are accountable only to themselves. All three 

chapters clarify the implications of making assumptions about FBOs and ignoring 

potential pitfalls that come with the collaboration between donors and FBOs. 

The remainder of this chapter will conclude this PhD thesis by presenting these arguments 

in more detail. It is divided in three sections. The first section will discuss the problem 

with the “FBO” buzzword. It will discuss the use of “FBO” by donors and present an 

exploration of varying narratives. The second section will explain the problems with the 

assumptions and engagement of FBOs without considering the evidence base. In light of 

the three case studies discussed in this research, it will reflect on the reasons for such 

flawed assumptions. The third section will explain why controversies in the preceding 

case studies still matter for donors and why they have been ignored. The core findings 

summarised in this final chapter will draw on a comparative analysis of the three 

preceding Chapters and draw out the contributions to the literature as presented in 

Chapter 2.  

1. Mind the “FBO” buzzword 
In a call to deconstruct development buzzwords, Cornwall (2007) argues that many of the 

words that are used in the development industry are embraced precisely because they are 

vague and thus allow a multitude of possible meanings. “FBO” and “faith-based” are such 

buzzwords that development policy makers, and even to some extent researchers, have 

adapted to discuss a complex range of actors (Balchin 2011). Yet such buzzwords run the 

risk of simplifying reality and grouping organisations together that have very little in 

common. Categorisation and simple use of buzzwords also runs the risk of generalising 

such organisations, and making assumptions about them, as will be discussed later in this 

chapter.  
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The research from the case studies presented in the three preceding chapters shows that 

FBOs are very diverse. This diversity can be found at different levels, in terms of the type 

of organisation, the function of the organisation, and their faith identities. At the outset of 

this research, and even after working in the Cameroonian health system for three years, I 

continue to be surprised by how little FBOs in the health sector in Cameroon have in 

common. The literature that discusses definitions of FBOs does not highlight sector-

specific differences. Instead, FBOs operating in the health system are often referred to as 

faith-based health providers (Olivier et al. 2015). Even within the same sector, however, 

are marked differences between and within these organisations. 

  

Figure 14 Types of faith-based organisations (FBOs) in the Cameroonian health sector. 

The preceding three chapters describe three different types of FBOs, as summarised in 

Figure 13: Faith-based networks, faith-based health providers, and faith-based Centres of 

Excellence, including their faith-based health profession schools. Figure 13 also includes 

a brief overview of the features of the organisations within those sub-categories to 

illustrate those differences. Within faith-based networks, this study identified three very 

different types of networks, as described in Chapter 4. Each has unique organisational 

structures and different faith denominations. FALC, for example is a small network that 

represents 39 hospitals with a Catholic denomination. It works relatively well as an 

independent network. It is governed by a board of directors. OCASC represents 266 

hospitals and 8 health profession training schools. It is a relatively well-functioning 

network that has regular contact with its clinics in the periphery. It is governed through 

the Catholic Diocese in Cameroon. CEPCA, the Protestant network, represents 10 

denominations that in themselves form small networks at a regional level. Some of these 

smaller networks, such as the Baptist network, are very strong and independent networks; 

however, they are not linked well with CEPCA or other networks. CEPCA receives 

limited funding and rarely interacts with hospitals and health professions schools in the 

Faith-based networks 

•Catholic (OCASC)
•Protestant (CEPCA)
•FALC (Hidden Catholics)

Faith-based health care 
providers 

•Hospitals at district level
•Hospitals at health centre 
level

•Varying degrees of 
functionality

•Various Christian 
denominations

Faith-based "Centres of 
Excellence"

•Provide specialist services
•District hospitals
•Provide best training in 
CMR

•Provide unaccredited in 
house training programmes

•Various Christian 
denominations
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periphery. FALC and OCASC have some, but limited, contact with each other. OCASC 

and CEPCA technically represent a number of faith-based providers that also have health 

professions training schools but do not represent these sufficiently in practice, as shown 

in Chapter 4 and 6.  

The features of the faith-based providers (centre in Figure 14) are their diversity in terms 

of the various locations, their place in the health system, their level of provision (i.e., 

either district- or health-centre level), their varying degree of functionality due to low 

patient numbers and limited funding, and their different Christian denominations. Lastly, 

there are faith-based Centres of Excellence that provide specialist services, as described 

in Chapter 6. Many of them also provide health professions training programmes. Whilst 

some provide the best quality of training in the country, according to the Ministry of 

Health and donors, and at the same time offer unaccredited in-house training programmes 

that are completely unregulated. In theory, these three types of FBOs are connected, and 

the faith-based network supposedly represents the faith-based providers and faith-based 

Centres of Excellence with their health training schools.  

However, in practice there are stark differences between the FBOs regarding their 

position in the health system at the policy level and at the operational and regional level, 

as illustrated in Figures 15 and 16.  

At the central level, there are faith-based networks (FBNs: OCASC, FALC, and CEPCA) 

that are based in the capital Yaoundé, which supposedly represent their members, the 

faith-based health providers in the periphery. It is their role to participate in health policy 

National health 
system: 

Sets norms, 
policy, quality 

DRH: Staff 
planning and 
training of 

 

FBNs 
OCASC 

FALC 

CEPCA 

 
Figure 15 An overview of faith-based organisations (FBOs) at the central/policy level in Yaoundé. 
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decision making. They are invited to most activities relating to health policy in Yaoundé. 

As Chapter 4 showed, these networks are very different from one another in terms of size, 

denomination, and the way in which they operate. In practice, these networks are 

dependent on the Ministry of Health; however, as seen in Chapter 4, they had little 

decision-making power in the debt relief programme, thus rendering the question whether 

they are a NSAs independent of the state obsolete. The chapter showed that they had a 

very limited voice. Thus, the central government takes the decisions, and whilst the faith-

based networks are there, they are in a slightly passive position.  

To illustrate the differences between central and regional level, Figure 15 presents how 

FBOs are positioned in the regional and district health level. The North West province 

shows that the Baptist and Catholic networks hold a strong position in the health system, 

as presented in Chapter 6.  

Figure 16 Faith-based organisations (FBOs) at the regional and district level, example of North West Province. 

Although much smaller in size, the Presbyterian health providers constitute a further 

faith-based provider in the regional health system. Due to the market share of the Baptist 

and Catholic networks, and given their status in the eyes of the Ministry of Health as 

faith-based Centres of Excellence, it can be argued that the Regional Ministry of Health 

(in the centre of the diagram) is arguably overshadowed by the activities of these 

organisations. As seen in Chapter 6, significant donor investment in these faith-based 

Centres of Excellence sets them apart from the public health system, rendering them as 

“bubbles” or “empires” that operate on their own terms, outside the realms of the public 
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system. Whilst both public and faith-based providers meet in regional health meeting, the 

relationship is challenging due to a lack of trust and concerns over quality of care, as 

presented in results Chapter 6. In practice, there is very limited interaction between the 

FBOs with different denominations, even though they are technically connected through 

CEPCA network.  

The comparison between the central and regional level (Figures 15 and 16) shows that 

the Ministry of Health holds a much stronger position at the central level than at the 

regional level. It also shows that at regional level, different faith-based providers hold 

powerful positions and, as argued, create “bubbles” and “empires”, as described in 

Chapter 6. Although this PhD thesis does not focus on all 10 regions in Cameroon, given 

my data and my observations from working for the GIZ in Cameroon in all 10 regions, as 

well as my interviews, I am confident that each region has a different health map. In the 

Adamaoua region and the East, for example, are two well-known faith-based Centres of 

Excellence. The Protestant hospital in Ngaundere, Adamaoua, however, has lost much 

funding due to a governance scandal, and it has thus closed all health training 

programmes.59 Adamaoua’s health map is also different, because it includes Islamic faith-

based hospitals and health centres. The East province would show yet a different health 

map because of its large amount of funding and the presence of international FBOs such 

as Cordaid and Catholic Relief Services.60  

1.1 Faith as a common denominator? 

The preceding findings show that FBOs are very diverse and that there are a variety of 

factors that affect that diversity. Thus far, the organisations lumped under the “FBO” 

umbrella have little in common; let us now turn to the faith aspect and explore whether 

this is a common denominator. As Chapters 4, 5, and 6 show, the importance and 

relevance of faith as a factor for the engagement of FBOs has been perceived differently 

by the donors in the three case studies. Similarly, FBOs themselves appear to portray a 

rather flexible relationship with faith. A comparative review of the different faith 

narratives in the case studies is summarised in Table 18. 

 

                                                 
59 I wanted to include this case study in my research, but given the lack of safety in that region due to 
expansion of Boko Haram activities, I was not able to travel there. 
60 Again, these case studies would have been very interesting to include and compare, but this 
investigation was not possible to do safety concerns in that part of Cameroon. 
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Table 18 Comparative overview of faith narrative from the perspective of donors and faith-based 
organisations (FBOs) 
 

Donors FBOs 

Networks: 

Case Study 

1 (Chapter 

4) 

Faith is not important, but it was 

decided that the AFD collaborate 

with FBOs because they are 

important actors. So 

organisations that joined the 

programme had to be faith-

based. 

Faith is fluid. FALC network calls 

itself a faith-based network or the 

“hidden Catholics”, although they 

used to be a network of private 

providers. 

Providers: 

Case Study 

2 

(Chapter 5) 

Faith is not important at all. 

Donors take a “faith-blind 

approach”. Faith-based 

providers are included because 

they are part of the health 

system. 

Faith is important. Analysis of data 

shows that they provide fewer 

family planning services. Religion 

is a likely explanation for this.  

Centres of 

Excellence: 

Case Study 

3 

(Chapter 6) 

Faith is very important. Faith is 

what sets these organisations 

apart from the rest. 

Faith is important, but we need to 

be flexible to be able to attract staff 

and funding. Flexible staffing 

policy; i.e., staff do not have to be 

religious.  

 

In case Study 1, as described in Chapter 4, FBOs were engaged because the French debt 

relief programme required an alternative to the state. FALC, the “hidden Catholics”, 

provides an interesting case study in that it is a small network that did not initially define 

itself as faith-based but instead became a faith-based network prior to joining the French 

debt relief programme. In other words, during the process of becoming part of the FBO 

group in receipt of the French debt relief funding, FALC changed its faith narrative to 

qualify for the funding.  

In Case Study 2, Chapter 5, faith-based providers were engaged by GIZ and the World 

Bank because they were perceived as being part of the health system and because there 
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was no alternative to the state. The faith aspect was not an important factor when they 

were engaged. Yet the analysis of programmatic data, as presented in Chapter 4, shows 

that faith appears to matter, since faith-based providers provide significantly fewer 

contraceptives than do public institutions, which implies that faith may be the explanation 

for this difference in service. 

Conversely to Case Study 2, faith is a very important factor that motivates donor 

engagement in the context of engagement of faith-based Centres of Excellence. Donors 

and international missionary networks engage them because it is argued that their faith 

attributes sets them apart from the rest of the health system. Whether it is the faith attribute 

that makes them easier collaborators or the fact that they are well-established hospitals 

and health profession schools with a long history is unclear and will be further discussed 

in the next section. 

Faith-based organisations themselves had varying degrees of flexibility as to the 

importance of the faith attributes in their organisations. All FBOs show some degree of 

flexibility when faith was discussed in the interviews. OCASC and the Catholic providers 

at the regional level mentioned that faith is not as strict as it used to be; for example, staff 

working for Catholic providers no longer have to be Catholic simply because there are 

not enough health workers available for hire. In fact, many of their staff are not practicing 

Catholics. This diversity in staff was also observed in one of the interviews, where a 

former employee of a Catholic provider had to sign a waiver that he would not counsel 

patients in areas that do not meet the rules of the Catholic doctrine but in practice ended 

up doing what was best for the patient anyway. There were no consequences to him 

breaking the rules because the clinic depended on his services [Interview doctor at former 

FBO, January 2016]. Moreover, some Catholic health professions schools are in the 

process of exploring whether they could send their midwifery students to public or Baptist 

hospitals so that they would learn modern family planning methods [FDG FBOs, October 

2015]. 

CEPCA, as a network, explained that they have adapted the way in which they talk about 

faith to donors, so that they could apply for certain funding. For example,  

We [CEPCA] have had to learn how to present these [family 
planning] projects to church leaders. It is all a question of how it 
is presented. We cannot talk about family planning directly, 
instead we have learnt to talk about the health of mothers and 
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babies. I was surprised by how many church leaders engaged in 
that project, it worked really well. [Interview Director CEPCA, 
October 2015] 
 

In a similar vein, the Baptist network runs a large-scale Women’s Health Programme that 

engages with family planning programmes and a cervical screening and vaccination 

programme funded by universities in the United States, a pharma company, and EGPAF. 

Human papilloma virus (HPV) vaccines for young girls has led to controversies in many 

countries worldwide because girls are vaccinated at an early age and before their first 

experience of sexual intercourse (Tomkins et al. 2015). Those opposing the vaccine 

disagree with its early introduction because it allegedly promotes sex before marriage. 

However, this opposition does not seem to be an issue in this context. As discussed in 

Chapter 6, the very same institution runs the Surgical Christian Fellowship funded by 

PAACS. One of the core features of the training is Christian teachings and Bible study, 

and the programme is only accessible to surgical candidates of the Christian faith. In other 

words, in the same institution we find faith fluidity. Often, this fluidity depends on the 

requirements set by donors, not the FBOs themselves. 

In summary, three types of FBOs operate in the health sector in Cameroon: faith-based 

service providers, faith-based networks that supposedly coordinate health providers’ 

activities, faith-based Centres of Excellence that provide specialist services and health 

professions training institutions. However, within these categories is much diversity. 

There is strong regional diversity, as well as variation in how this diversity affects FBOs’ 

positions in the health system, as illustrated above. The diversity is also wide in terms of 

the faith narrative, even within an organisation. Furthermore, these actors do not 

necessarily operate as a coherent group; even within the Christian denomination some of 

the smaller networks have very limited contact with one another. This is the first study 

that describes FBOs in the context of the health sector in Cameroon. It is also the first 

study that describes the breath of types of FBOs in the context of the health sector.  

1.2 Explaining faith-based organisations diversity 

This study identifies three important influencing factors that explain the above-described 

diversity of faith-based organisations (FBOs) in Cameroon. Firstly, historical factors play 

an important role in shaping FBOs, as has been previously discussed in the context of 

Tanzania and Ghana (Jennings 2013a, Grieve and Olivier 2018). The FBOs are important 
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in Cameroon because they have a long history of providing care; many FBOs have had a 

presence since prior to independence, and because many of them have acted as district 

and regional hospitals, they have arguably built the foundation of the Cameroonian health 

system. Moreover, the long-standing relationships between some FBOs and the 

international, usually faith-based community is an important factor that explains why 

some FBOs have developed into faith-based Centres of Excellence and others have not. 

Mbingo Baptist Hospital, for example has had strong links with the Baptist Church in the 

United States since the 1960s and has been able to sustain that funding since then. 

Similarly, St. Elisabeth Hospital and Cardiac Centre in Shisong, which has had strong ties 

with the Catholic St. Francis network in Italy since the 1930s, managed to flourish into 

one of the most respected hospitals in the region. The continuity of funding for these 

institutions, despite economic crises, has allowed them to grow and subsequently attract 

funding from other international donors. In the context of the Baptist Convention, for 

example, they have various partners ranging from pharmaceutical company Roche to 

Christian health training programmes, and to regular donations from international faith-

based donors such as Samaritanpurse. The PEPFAR and EGPAF’s large scale HIV/AIDS 

Prevention of Mother to Child Transmission programme has further strengthened the 

Baptist network. The Baptist network has even had to turn down funding opportunities 

from the Global Fund due to an inability to absorb those funds. However, not all faith-

based providers have enjoyed such development and are part of a well-funded network. 

If strong historical ties were not maintained, they experienced much hardship, and many 

Cameroonian FBOs had to close their doors. Several FBOs interviewed in this study 

continue to struggle under financial and human resource pressures.  

The second influencing factor that explains FBO diversity can be attributed to changes in 

the national health system due to health system reforms. The most important reform is 

the move from the primary health care model to the market driven health reform, largely 

as a result of the rise of neoliberal policies and subsequent SAPs. Reduction in spending 

for health led to reductions or complete withdrawals of subsidies from the state for FBOs. 

Many faith-based providers who lost their funding at independence and from the subsidies 

could sustain themselves only through user fees and increasing these over the years. 

Market-driven reforms led not only to reduction of state subsidies but also opened up 

opportunities for some FBOs. The reforms have opened up space for FBOs to become 

key recipients of global health funding from international donors. This was shown in the 
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first example of the engagement of faith-based networks of the French Cooperation AFD, 

where the move away from government-funded health programmes to investment in the 

non-state sector was practiced. In the second case study, FBOs were included in the PBF 

health reform model, which has been beneficial to some FBOs but has also had negative 

effects in terms of provision of family planning services, as described in Chapter 4. 

Chapter 5, which describes the growing investment in specific faith-based Centres of 

Excellence, further supports the point that alternatives to the state have increasingly been 

sought. 

The third, and crucial, influencing factor that determines FBOs identities is linked to the 

trends and narratives in the international development industry, which is inevitably linked 

to the preceding factor. The trend of the “good governance” era, which emphasises the 

important space for NSAs, irrespective of being faith-based, as well as the global trend to 

fund religious organisations following the election of Bush Jr and the events of 9/11, were 

important factors that influenced FBOs’ ability to qualify for funding and get a seat at the 

policy table. Global donor trends such as the sudden interest in supporting FBOs, as 

described in Chapter 2, have shaped FBOs in various ways. In the Cameroon, the trend 

to specifically fund faith-based providers because of presumed attributes can be observed 

in Chapter 6. This trend to engage these faith-based Centres of Excellence has further fed 

a narrative that stipulates that FBOs are perceived as strong, well-established actors who 

reach those in greatest need. As this research shows, in reality this is not necessarily the 

case, since not all FBOs developed along the same trajectory and managed external 

factors. Even though donors’ policies and actions are an important influencing factor that 

shapes FBO diversity, this is not to say that FBOs have no agency. I would argue that 

FBOs actively and in some instances openly adapt and change according to the 

requirements set by donors. Those organisations with strong and dynamic leadership are 

more likely to successfully navigate the donor landscape.  

The three influencing factors—history, health reforms, and global donor trends—have 

each affected individual FBOs in different ways. The common denominator of these three 

factors is the fact that they are all largely influenced by international actors such as 

missionary networks or donors. In other words, it is arguably the historical relationships 

between FBOs and their missionary networks, and the process of donor relationships and 

engagements that have played a major role in shaping these actors. This finding echoes 

Crewe and Harrison’s (1998) ethnographic work on aid. They claim that organisations 
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need to be understood in their contextual settings and in relation to who they collaborate 

with. They write that “organisations don’t define themselves in relation to others in 

isolation” (Crewe and Harrison 1998, p. 153). That is, the definition of an FBO is 

predicated upon to whom they are presenting themselves. In the examination of FBOs 

and their definition in Cameroon, this insight rings true. For example, in the first case 

study, one faith-based network, FALC—the hidden Catholics—defined itself as an FBO 

in response to the CD2 programme. Moreover, CEPCA and OCASC, previously largely 

dormant networks, were made official networks in response to the programme. Before 

CD2, CEPCA and OCASC were not official organisations. The second case study, 

Chapter 5, shows that if donors treat FBOs as part of the health system and take a “faith-

blind” approach, no one questions this approach, and they become part of the system, 

despite differences in performance in the area of family planning for example. Thus FBOs 

become part of the health system because that is how the GIZ and World Bank programme 

treat them. The third case study shows that donors’ long historical engagement with the 

Baptist and the Catholics in two hospitals have strengthened these institutions over time 

to the extent that Cameroonian government designated them as national Centres of 

Excellence. It has subsequently turned them into attractive recipients of funding; 

however, their limited engagement with the public system has rendered them “empires” 

or “bubbles” that have limited interaction with the state. 

The power of donors as influencers of FBOs can be further illustrated by taking a closer 

look at how they narrate faith, as shown in the preceding section. In some of the examples, 

faith was an important reason for engaging these actors, especially in the context of 

Chapter 6, where faith, quality of service, and the argument that they reach the poor are 

central themes in the narrative when engaging them. In other settings, such as presented 

in Chapters 4 and 5, donors do not appear to want to talk about faith at all. Thus donors 

have a precarious relationship with faith themselves. I would argue that FBOs adapt to 

these changing requirements. They go from “hidden Catholics” to defining themselves as 

a faith-based network (Chapter 4); they do not mention issues of faith in the context of 

family planning programmes (Chapter 5), even though the evidence shows that it remains 

a controversy. Lastly, in Chapter 6, faith is highlighted as very important, yet there is 

much flexibility and adaptation of discourse and language when practically required. 

Faith fluidity is a result of the organisations’ need to survive, because faith-fluidity allows 

them to access more funding. In other words, FBOs are a seen as suitable partners not 
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because faith makes them better than their public counterparts but because the narrative 

about them has made it easier to access and sustain funding.  

Consequently, behind the “FBO” buzzword there is a complex landscape of very diverse 

actors. This section has described this diversity and provided the factors that influence 

how and why FBOs have been affected by changes in the political economy, the health 

system, and donor trends in various ways. Despite this marked diversity, though, donors 

and policy makers continue to use a simple acronym, “FBOs”, to describe actors that 

appear to have very little in common. Why is that and to what extent is this a problem? 

The subsequent section will explain how a simplified narrative about FBOs has had a 

number of important effects. On the one hand, it has given donors the flexibility to engage 

FBOs as it suits them, as is well described in Chapters 4, 5, and 6. On the other hand, it 

has created a narrative about FBOs that has culminated in generalisations about these 

organisations and, with those generalisations, assumptions about their attributes. These 

effects will be described in detail in the subsequent section.  
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2. The problem with assumptions about faith-based organisations and why 

donors got it wrong 
The unquestionable use of the “FBO” buzzword in international development discourse 

has fed assumptions about these organisations. It has simplified these actors, generalised 

them, and thus led to donors’ limited engagement with specific attributes they may have. 

The literature, as presented in Chapter 2, has previously engaged with the problem of 

limited evidence about faith-based organisations (FBOs), especially in the health sector, 

and thus the problem with the development of assumptions about them. The main 

assumptions that have been made about FBOs are the positive added value of faith, the 

fact that FBOs provide better quality care (because of faith attributes), that they cover a 

significant amount of the population (the market share), and that they reach the poor. The 

literature review shows that there are some problems with these broad assumptions and 

that they lack a base of evidence.  

 

This research adds to this discussion by showing that by action or default, donors’ 

assumptions about FBOs in the context of health programmes in Cameroon have been 

flawed. These assumptions are summarised in Table 19 to provide a comparative 

overview. In the first case study, Chapter 4, the donor, AFD, assumed that faith-based 

networks represent FBOs in the periphery and that all faith-based networks would do it 

in a similar way. It was assumed that investment in the networks would support service 

providers in hard-to-reach areas. It was also assumed that they would govern funds well 

or better than the state. However, as described in Chapter 4, these assumptions were 

largely wrong. Networks failed to represent their organisations in the periphery, and 

some, such as CEPCA, were completely dysfunctional. As the chapter showed, 

assumptions about their ability to govern funds were largely wrong because the networks 

were weak, and funds were poorly managed and possibly even abused.  

 

The second case study of donor engagement of faith-based providers at the district level, 

Chapter 5, shows that donors assumed that FBOs are well integrated into the health 

system and thus provide the same services as public providers. The chapter shows that 

this assumption was equally wrong and that an investigation into how religion might 

hamper the provision of family planning services would be insightful. Lastly, in the third 

case study of donor engagement of faith-based Centres of Excellence, Chapter 5, donors 
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perceive FBOs as specialist centres that provide high-quality care and are well integrated 

into the health system. Some donors believe that it is because they are faith-based that 

they are special. Again the evidence demonstrates that these organisations are “bubbles” 

or “empires” that are accountable only to themselves, thus leading to important questions 

about the quality of care they provide. 

 
Table 19. Comparative overview of donor assumptions about faith-based organisations (FBOs), their role in the 

health system and their capacities 

 Assumptions about their role in the 

health system 

Assumptions about their capacity 

Case Study 1, 

Chapter 4 

Faith-based networks represent FBOs 

in the periphery. 

Faith-based networks will govern funds 

well. Faith-based networks are well 

connected to service providers. 

Case Study 2, 

Chapter 5 

FBOs are well integrated into the health 

system. 

FBOs provide the same services as state 

providers. 

Case Study 3, 

Chapter 6 

FBOs provide specialised care that 

benefits the health system. 

Coordination between the actors is 

assumed. 

FBOs provide very high-quality care, 

and FBOs serve the poor. 

 

As the previous section argues, a variety of factors, such as the political economy, health 

system reforms, and donor engagements, have shaped the identity of FBOs. Donors have 

arguably shaped FBOs precisely because of varying assumptions held about FBOs at the 

time of their engagement. These assumptions arguably differed because there was a need 

to do so in the context of engaging them. Drawing on Harrison and Crewe’s (2005) work, 

complex development matters, ideas, or problems are often simplified due to the 

constraints of the development industry. Using two ethnographic case studies, The Food 

and Agriculture Organization of the United Nations, and Intermediate Technology, they 

explore aspects of practice, ideology, and social relations within these. They challenge 

some underlying assumptions made in the context of development projects, such as the 

notion that development is an evolutionary project whereby everyone goes through 
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similar stages striving towards civilisation, and further that “culture” is part of the local 

lives of project beneficiaries (but not of those implementing programmes) and is 

something challenging that needs to be overcome to reach modernity. They show how 

developers often see themselves as morally neutral, independent of moral and political 

constraints (Crewe and Harrison 1998). Although there is good evidence to suggest that 

simple dichotomies between “culture” versus “modernity” in international development 

are not helpful and diverge from the reality, these distinctions remain part of the discourse 

of development practices. The same question could be asked in the context of this 

research. Why does the FBO category in international development prevail, if in the 

context of this research they have very few commonalities? Why does the discussion 

around faith-based versus not faith-based organisations matter?  

In the context of this research, the category of faith-based actors are constantly re-

negotiated. In Chapter 4, faith presumably does not matter; the fact that they are NSAs is 

more important, yet some networks invent themselves as faith-based networks to be able 

to qualify for funding. Similarly, in Chapter 5, donors argue that faith is not important, 

that the most important thing is that service providers participate in their programme, yet 

the evidence shows that faith does matter and affects the quality of care in the context of 

family planning provisions. Chapter 6, in turn, shows how donors emphasise the value of 

faith in the Centres of Excellence and argue it is the faith aspect that makes them 

excellent, despite the fact that, as presented in Chapter 6, issues surrounding surveillance 

and regulation of quality of care remain problematic. 

Assumptions that donors held about faith attributes and their capabilities further varied, 

depending on their engagement, and were arguably influenced by donor’s constraints. For 

example, in Chapter 4, the French Cooperation was under high pressure to identify 

recipients quickly. They did not have the time to conduct a situational analysis. If they 

would have done so, they would arguably have noticed that the designated recipient faith-

based networks were not able to absorb such large funds. Similarly, in Chapter 5, the GIZ 

and the World Bank did not have the resources nor the time to understand all the actors 

involved and measure effect. They would even tell me that directly. Lastly, in Chapter 6, 

the PEPFAR and EGPAF, as well as the Baptist Convention and the Catholic Sisters, 

focussed their programmes on their FBOs, without consideration for the broader health 

system. Arguably, this choice was made to achieve the best possible and measurable result 
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with the allocated funding. In other words, for all three programmes, donors’ assumptions 

were made to suit their needs, limitations, and constraints.  

The FBO framework may thus actually be useful for development planners. This 

suggestion affirms Crewe and Harris’ (2005, p. 46) work, whereby they argue that 

 … in some ways it (distinctions and categories) is useful for 
development planners. It conceals many social processes – for 
example, how social phenomena are continually re-created, 
negotiated, and changeable. Nevertheless (or maybe therefore) it 
does provide a framework for making difficult decisions. With 
limited resources, both project staff and development planners are 
increasingly faced with a dilemma. Given that you are unable to 
work with all actors (e.g. farmers, health centres etc.), which one 
do you work with – those who are poorest or those who are more 
likely to make “success”? The distinction between “tradition” and 
“modernity” thus fulfils two functions. It is a simplifying device 
for those who identify themselves with mainly technical issues and 
require straightforward explanation of failure. It is also potentially 
a tool for overcoming the tricky problem of choosing which 
farmers to work with.  

 

Applying this logic to the case studies in this research, it becomes apparent that in Chapter 

4, the AFD welcomed the FBO category or framework; it was useful to them at that point 

because they needed an alternative to the state. In Chapter 5, the categorisation of FBOs 

was not useful to them at the time, and faith was ignored. The faith boundary would have 

excluded actors and made their programmatic work more difficult. Lastly, in Chapter 6, 

the FBO category was useful to focus on specific actors and activities; given that donors 

cannot work with all actors, they select those who are likely to yield success. 

Assumptions are created to suit the reality and constraints of the donors, and at times the 

FBO category is useful and thus narrates the programmatic activities and successes 

(Chapter 6) or failures (Chapter 4). Then again, at times the FBO category is not important 

and thus is not narrated (Chapter 5). These various types of engagements, definitions, and 

assumptions show that in reality the FBO category is a social phenomenon that is 

continuously re-created and negotiated, and is therefore changeable. Donors are 

inevitably part of this process. The evidence presented in this PhD shows that donors 

have, by action or default, insufficient knowledge about the FBOs they engage with, 
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which creates a false narrative about them. The implications of false assumptions and a 

lack of evidence at the point of engagement have been demonstrated in all three case-

study chapters. Two important controversies remain to be discussed. 

3. Why faith-based-organisation and global-health controversies still 

matter 
Donors’ limited engagement with some of the problems related to faith-based 

organisation (FBO) engagement and faith is due to two reasons. Firstly, some donors 

invest in FBOs because of their faith attributes—problems related to faith, such as gender 

and health, are not problems according to those donors. Secondly, as this research shows, 

many donors did not see faith as controversial because they took a faith-blind approach. 

Donors may take a faith-blind approach for various reasons, for example because they do 

not want to engage with a difficult topic or because they have made assumptions about 

the role of faith, and furthermore the FBO narrative does not highlight faith as 

problematic. These two approaches have led to a failure to engage with an important faith 

and health controversy, namely the relationship between sexual and reproductive health 

and religion.  

Faith-based organisations’ engagement with reproductive health has received some 

attention in the global health literature, as demonstrated in Chapters 2 and 5 of this thesis. 

For example, it has been asked how donors should engage with these actors. How should 

controversies around gender and health be overcome (Tomkins et al. 2015)? As this 

research shows, this controversy still matters. In Chapter 5 it was assumed by donors that 

faith is not a problem, but it turns out that faith may actually be the reason for the 

statistically significant difference in family planning provision between providers. Thus 

taking a faith-blind approach has negative implications for access to health care for those 

women seeking care at the faith-based family planning clinics. I thus argue that faith is 

not necessarily the problem; however, taking a faith-blind approach is problematic. In 

fact, as shown above, faith has been expressed as fluid by most FBOs, and there is good 

evidence to support this finding. Mbingo Baptiste Hospital, for example, introduced the 

first family planning programme in Cameroon in the 1970s, and today it is one of the 

largest women’s health programmes in the country, offering a wide range of reproductive 

health services, including the HPV vaccine for young girls, which is somewhat 

controversial among FBOs. The Catholic health training schools initially trained their 

midwives in natural family planning methods as opposed modern family planning 
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methods, but they are increasingly sending their students to other hospitals to acquire 

those skills. Therefore, research on faith-controversies surrounding reproductive health 

should be much more context- and case-specific. In other words, if we change the way 

we view these organisations—as diverse and dynamic actors—it may change the way we 

engage with some of the controversies.  

The second contribution of this research to the reproductive health and faith-controversy 

debate is that the current research focusses primarily on faith as a barrier to implementing 

successful family planning programmes. Some research considers how collaboration with 

faith leaders could improve women’s health. However, there is little or no mention of the 

role of donors in shaping faith-identities. This and other research shows that donors have 

systematically collaborated with faith-based providers in many reproductive health 

programmes. Chapter 5 shows that faith still matters and should be raised and addressed, 

in particular in the context of family planning. Other literature states the same (Morgan 

et al. 2013). However, in the context of this research, faith was arguably a problem 

because it was not addressed. If GIZ and World Bank would have investigated and raised 

this issue, many more people could have arguably benefited from the services. A further 

example from this research is the teaching of family planning methods at Catholic training 

schools. At present, this training is not directly done; however, my interviews suggested 

that there would be a willingness to adapt to this training. This research provides good 

evidence that FBOs adapt and are dynamic to the requirements set by donors. In some 

ways, it can be argued that this was a missed opportunity. Therefore, donors not only fail 

to engage with some of the problems of FBOs because they have specific assumptions 

about them, but they ironically contribute to the problems and miss out on an opportunity 

to engage in a discussion about faith. 

3.1 Who undermines whom? Re-visiting the place of faith-based organisations in the 

state–non-state actor debate in global health 

Chapter 2 of this thesis described the state and non-state actor (NSA) debate and explored 

the place of faith-based organisations (FBOs) within that debate. It was concluded from 

the literature that there is some evidence to suggest that investment in FBOs or NSAs in 

health can undermine the state and thus its ability and power to ensure provision of 

equitable care throughout the country (Hearn 2002). There is also some research that 

shows that investment in NSAs can strengthen public institutions (Cammett and MacLean 

2014)). The evidence from this research adds to both arguments.  
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Chapter 4 shows that although FBOs were designated key recipients of the debt relief 

funds, they did not undermine the role of the state; instead the state undermined them. 

The position of the Ministry of Health was very strong, and FBOs had no voice in the 

process of devising the CD2 programme. They did not even appear to act independent 

from the state, rendering questionable the notion of the presence of civil society. The 

French Development Cooperation, other donors commenting on this programme, and the 

faith-based networks and FBOs all stated that they did not believe that the FBOs were the 

true beneficiaries, but rather a scapegoat tangled up in the politics of a debt relief 

programme. Concerns from the literature about the true nature of NSAs and how non-

state they truly are (Patrick and Daloz 1999) ring true from an analysis of this case study.  

In contrast to this finding, data in Chapter 6 shows that FBO engagement can create a 

parallel health system and subsequently undermine the role of the state. This finding is 

aligned with findings in the literature (see Chapter 2). Whilst it has been widely 

acknowledged that FBOs contribute significantly to health systems, there is a concern 

that the growing engagement of FBOs may create a poorly regulated parallel system that 

is not integrated into the national health systems (Green et al. 2002). Concerns have been 

raised about the quality of these organisations, and emphasis has been placed on the 

importance of regulation (Summerskill and Horton 2015). Some people have expressed a 

concern over a growing “invisible FBO sector” that operates parallel to the state and 

subsequently undermines the role of the state (Hearn 2002). Similar concerns have been 

mentioned in the development studies literature, which mentioned problems with regards 

to accountability and transparency if NSAs take over the role of the state. As seen in 

Chapter 6, donors systematically engage faith-based Centres of Excellence with the 

assumption that they are linked to the health system and that they provide excellent 

quality of care. The results from that chapter confirms that faith-based Centres of 

Excellence appear to operate as “bubbles” and “empires”, independent from the state; 

thus, they run the risk of creating a parallel system. The activities that take place in these 

settings are bound to the remit of these organisations and the donors who fund the 

activities. For example, as shown in Chapter 6, there are training programmes that take 

place with no involvement of the Ministry of Health and without undergoing any national 

accreditation procedures. Moreover, because they operate independently from the state, 

it is unclear to whom they are accountable and who supervises their activities.  
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As a result of this weakened relationship between FBOs and Ministry of Health, the health 

systems literature has increasingly focussed on how to improve our understanding of the 

relationship between the state and FBOs (Wodon and Olivier 2012b, Whyle and Olivier 

2017). A recent review has studied models of engagement between state and FBOs and 

found that most of these models fail (Whyle and Olivier 2017). A policy report has looked 

at the importance of improving that collaboration between such public–private 

partnerships. They emphasise the importance of strengthening communication and 

ensuring consistent communication, clear contractual agreements, and formal 

accountability mechanisms (Beyeler et al. 2018). Their report shows that non-state 

partners also benefit from working with government partners at both the national and sub-

national levels, actively engaging these in policymaking, and further suggests that 

integrating their information and platforms into public systems is inevitable (Beyeler et 

al. 2018). Thus, much emphasis is placed on improving regulation and control in such 

policy documents. 

Conversely to this literature, this research offers a different perspective on this 

controversy, providing a closer analysis of the role that donors play in the relationship 

between the state and FBOs. Contractual agreements, involvement in policy making, and 

integration of information in public health systems is already happening in Cameroon. 

The more interesting question is how these engagements take place and how they shape 

FBOs. This research shows that donors arguably contribute to the creation of a parallel 

system by constantly re-engaging faith-based Centres of Excellence such as the 

Cameroon Baptist Convention and Shisong Hospital without taking a “systems thinking” 

approach that pays more attention to how the whole public health system could benefit 

from these interventions. Moreover, the literature highlights the importance of regulation, 

whilst as Chapter 6 shows donors support the development on non-regulated training 

programmes and practice medicine without any accountability mechanisms. Yet without 

much investigation into what FBOs are, where they are situated in the health system, and 

how they operate, donors continue to engage them. Whilst this may on the one hand 

continuously legitimise the so-called FBO “bubbles” and “empires”, which may or may 

not be doing important work, this form of engagement continues to support these 

organisations in lieu of strengthening the broader health system in a more sustainable 

way. 
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A similar finding can be drawn from Chapter 4. The question here is not necessarily why 

the state undermines the FBOs but rather how donors affect this dynamic. As the chapter 

shows, the donors played a pivotal role in affecting those relationships in that the French 

Cooperation did little to investigate the true nature of the FBOs they engaged. The limited 

engagement with what FBOs they were collaborating with and their capacities culminated 

in health programmes that had negative ramifications for health equity. Notably, the 

reasons for the different position of the role of the state and the power of FBOs originate 

not only with donors. This positioning can also be explained with reference to the 

organisation of the political system in Cameroon. The strongly centralised government 

renders the notion of NSAs at the central level practically obsolete. Conversely, at a 

decentralised level, NSAs who manage to attract funds are more powerful than their 

public counterparts, thus undermining the public health system. This relationship 

highlights the value of case study research that emphasises that contextual factors matter. 

It also highlights the value of looking at one country in more depth to illustrate differences 

within. In other words, nation and state boundaries do not entail uniformity within their 

bounds.  

To conclude this section, an important future field of research should include how donors, 

who engage these FBOs in different ways, contribute to the challenging relationships 

between FBOs and the state and to creating a parallel health system. I argue that the 

current literature needs to worry less about FBOs creating a parallel system but rather 

about how donor engagement may encourage the growth and legitimisation of FBO 

“bubbles” and “empires” and how they affect these relationships. Donors should facilitate 

collaboration and make it a requirement in their programmes to consider a systems 

perspective, rather than focussing on measuring their vertical health outcomes. The 

UNFPA expressed concern over FBO “bubbles”, yet they continue to systematically fund 

these organisations without challenging these.  

Many of these controversies prevail, remain unresolved, or worsen because of the way 

we study religious organisations and religion and development—that is, normatively and 

instrumentally. Whilst the evidence base for those controversies is also weak, 

generalisations continue to be made. The current frame of how we think about some of 

these controversies usually focusses on the FBO and what they are doing wrong, be that 

not providing family planning to women or undermining the role of the state. However, 

as shown in this section and chapter, there is value in studying these actors as part of a 
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broader development process that is shaped by the process itself. Yet, as this research 

argues, donors do fail to engage with some of the problems of FBOs because they have 

specific assumptions about them; moreover, and ironically, they contribute to the 

problems and miss out on an opportunity to engage in an opportunity that could strengthen 

the broader health system. 

4. Concluding remarks  
My first encounter with FBOs in Cameroon, as described in the introduction of this 

research, sparked amazement about seemingly impressive health providers and 

institutions that train health professionals. Yet at the same time, it also raised concerns 

over equity, given the vast differences between some faith-based and public providers in 

the country. This concern stimulated a series of questions about these organisations. I 

wanted to know more about donors’ rationale for engaging them, the process of that 

engagement, and the effects this would have on two important themes: women’s access 

to health services, and equity in the country’s health system. I used three case studies, as 

presented in Chapters 4, 5, and 6, to present different forms and processes of donor 

engagement of FBOs in health programmes in Cameroon.  

To conclude, the starting point for this research was that donors systematically and 

increasingly engage FBOs and believe them to be suitable partners in international 

development activities, including health programmes. In fact, there remains a strong 

narrative in international development that highlights FBOs’ added value to development, 

and there is no longer doubt about their presence in the development industry. Drawing 

on a theoretical framework of literature from the anthropology of development, the aim 

of this research was to explore the conceptual problems behind what is taken as 

indisputable and to show how the language of development perpetuates its practice 

(Mosse 2005). As presented in this research, a closer analysis of that narrative and how 

loosely donors are using the “FBO” buzzword, shows that there are several problems with 

it. Firstly, as some literature indicates and this research confirms, there appears to be 

limited awareness and knowledge regarding the sheer diversity of FBOs, as described in 

Chapters 4–6 and discussed comparatively in this chapter. This research highlights this 

finding by identifying three different groups of FBOs, within only one sector, the health 

sector. Moreover, within those groups there is significant diversity and little 

commonality.  
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Moreover, this research shows that donors make broad and often faulty assumptions about 

the FBOs with which they collaborate. As some of the literature presented in Chapter 2 

indicates, policy makers rely on assumptions about FBOs’ market share, the quality of 

care they provide, and the people they reach. These assumptions in turn create and sustain 

a narrative of “FBOs as an added value for development”. As summarised in this chapter, 

the findings from this research show that these assumptions are problematic. Moreover, 

it identifies assumptions that have not previously been discussed in the literature, such as 

common assumptions about faith-identities, FBOs’ capacities, and their organisational 

structures—all of which proved to be wrong in the case studies examined in this research.  

Finally, this PhD thesis shows that the simplification of who FBOs are and what they can 

do has culminated in donors’ failure to engage with important problems that occur when 

collaborating with FBOs. For example, donors’ limited engagement with the issue of faith 

and reproductive health, especially when engaged in the context of family planning 

programmes. Moreover, some donors have treated FBOs as single entities instead of 

viewing them as part of the broader health system. In both instances, failure to engage 

with these controversies has arguably amplified the problems.  

These findings carry several implications both for research in the field of religion, 

development and global health, and for policy makers. In her article “Hoist by our own 

petard: Backing slowly out of religion and development advocacy”, Jill Olivier, who has 

published widely on FBOs in global health, questions whether the many years of 

advocacy for FBOs did not in fact turn into “a hoist by their own petard”.61 Although one 

of the most important advocates in the field for the importance of faith-based providers 

in sub-Saharan Africa, she cautions,  

If we can believe in our successes – that religion has now been 
shown to be relevant to development – perhaps it is now possible 
to shrug off some of the anxiety and bravely face the hard 
questions, despite the discomfort this will cause. (Olivier 2016, p. 
6) 

So what are these hard and uncomfortable questions?  

The conceptual framework that guides this research consists of two elements. Firstly, it 

draws on theoretical idea of a non-instrumental approach to the study of religion and 

                                                 
61 “Hoist with his own petard” is from a speech in Shakespeare’s Hamlet and has become proverbial in its 
use. It means an ironic reversal.  
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global health by paying particular attention to how development practice influences the 

narrative of FBOs as presented in Chapter 1 of this PhD. Secondly, the research is framed 

by bringing together literature on religion and global health, and literature on 

development and religion as presented in Chapter 2. In taking a non-instrumental 

approach to the study of FBOs and global health, the research places specific emphasis 

on understanding how development practice shapes FBOs operating in the health system 

in Cameroon. As previous research suggests FBOs are a product of the systems in which 

they are embedded (Jennings 2013a). To add to this, this research shows that FBOs are 

further influenced by their history of engagement by development programmes.  Thus, 

confirming the theoretical assumptions (Mosse 2006) that has framed this research, 

suggesting that development practice and process shapes FBO’s identities and activities. 

This has wider implications for development studies and global health studies. It reminds 

of the importance of studying a development phenomenon from a non-instrumental 

perspective. This fits well with current discussions that challenge the influence that 

donors have on research outcomes in global health research activities, suggesting that 

research that is guided by donors is strongly biased towards the predilections of donors 

(Storeng and Palmer 2019). 

This conceptual approach to the study of religion and global health is novel in that it 

combines different disciplinary approaches and concerns. Focusing on the interface 

between religion and global health, and religion and development yielded several benefits 

and original results. Firstly, it allows for a re-examination of the definition of what FBOs 

constitute in light of detailed examples of a description of types of FBOs in one specific 

country and health sector. With that in mind, it shows that the religion and development 

literature would benefit from engaging with sector specific case studies, as FBOs in the 

health sector for example need to be understood in the health system they operate in and 

in the context of the donor environment they are situated in. Moreover, the religion and 

development literature has dealt with the controversy related to gender and development 

(Tomalin 2011) but has paid less attention to the complex dynamics that are at play when 

considering delivery of health care of FBOs and its effect on gender and equity. Thus, 

future literature on the religion and development literature would benefit from context 

specific and sector specific examples of FBOs and avoid generalisations about who these 

actors are and what they can do for whom. A sector and context specific analysis of FBOs 

further allows for a more accurate depiction of reality in practice. Since FBOs are 
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significantly invested in education in Sub Saharan Africa, it would be interesting to take 

a closer look at the types of FBOs operating at the education, religion and development 

interface. 

Conversely, the religion and global health literature has taken a practical approach to this 

topic. The health system literature emphasises the importance of clear contracts to guide 

the FBO and public provider relationship (Beyeler et al. 2018). Moreover, the literature 

on market share, quality of care and equity provides quantitative data on outcomes but 

does not delve into the politics of these processes (Olivier et al. 2015). Whilst some 

literature on gender, religion and global health emphasises the need to understand the 

controversy, the solutions are often very instrumental whereby emphasis is placed on how 

to overcome the religion obstacle (Tomkins et al. 2015). The academic implication are 

that more research should take place at this interdisciplinary interface. Thus, literature on 

religion and global health would benefit from taking a closer look at the politics and social 

life of development programmes, this includes taking a closer look at the role that donors 

play in shaping these projects. Whilst studies in the field of anthropology of development 

have advocated for this approach to research (Lewis and Mosse 2006, Mosse 2005), this 

has only been done to a limited extent in by using the examples of global health 

programmes.  

With respect to the future research agenda, more studies should be conducted that take a 

less instrumental and normative approach and bring the donors onto the research map. 

That means seeing donor engagement as part of the health systems and development 

interventions that are studied. It also means studying the perspectives and lives of these 

organisations to get more knowledge about how they operate and what, if anything, makes 

them special. Moreover, a stronger focus on how programmes unfold rather than simply 

focus on their impact would reveal a more nuanced understanding of the stakeholders and 

their capacities. Future research should further engage with improving our understanding 

of assumptions about FBOs and providing more evidence to debunk some of the myths 

that currently exist. More case study examples can help show that generalisations about 

what FBOs are and can do are of very limited use, and as this research shows, they cause 

more harm than good. 

Even though this study did not have an instrumental purpose, the findings are important 

for policy makers and global health practitioners. The findings of this research imply that 
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a continuation of the use of the “FBO” buzzword is problematic, as it has distracted from 

the reality in the field, which often varies widely even within one country and one sector, 

as this study demonstrated. The FBO narrative (i.e. that they are an added value for 

development) should be re-told carefully, and more focus should be set on the evidence 

rather than assumptions that carry much of that discourse. Instead, FBOs should be seen 

as a potential added value, depending on context and case example. Lastly, when 

engaging FBOs, more attention should be paid to controversies about gender and health 

and the place of FBOs in the health system. If policy makers and practitioners do not 

address these issues, they may in fact contribute to them, as described here.  

Looking back at my time as a public health advisor, the situational study that we 

conducted with the aim to identify the ideal location for midwifery training, should have 

taken a more critical tone.  Rather than simply being “impressed” with the faith-based 

Centres of Excellence that we visited, we should have asked more complex questions 

about gender and health and about their role in the health system. In the end, it was the 

ideological principles of the head of the programme that designated the facilities that we 

would select for the reproductive health programme, which included one FBO and two 

public providers. In the case of this GIZ programme, the state did not lose out because 

the head of the programme believed in the importance of developing the public health 

system. However, in the same discussions and efforts to develop Cameroon’s midwifery 

programme, the UNFPA, for example, decided to invest in the faith-based Centres of 

Excellence rather than the state providers. I cannot help but wonder what the state of those 

abominable public facilities near the faith-based facilities in those intervention areas look 

like today. It is safe to conclude that inequality in some of those regions has grown and 

that those people living near public facilities who cannot afford to travel have lost out, as 

have women. Safe deliveries and good health outcomes are thus determined by lottery. 

Faith-based organisations’ engagement of donors should occur to facilitate the 

implementation of health programmes. Engagement should be equitable and based on 

needs.  

The value in qualitative research and case study research is in its specificity of the cases 

and examples in questions (Ritchie et al. 2013, Yin 2009). Nonetheless, the question 

regarding the generalisability of the results, especially for mixed methods research 

remains to be answered. This research took place amongst FBOs and donors based in the 

capital city, Yaoundé, and FBOs and donor funded health programmes in the North West, 
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South West and West region. However, the findings can be generalised to the country as 

a whole to some extent as well as to Sub Saharan Africa and other settings with similar 

contextual features.  

The first finding-stipulating that FBOs operating in the health system constitute a very 

diverse range of actors and assumptions about them are problematic - may be generalised 

to the country as a whole as well as countries with a similar context, that is countries in 

which FBOs have provided health care since prior to independence. Arguably, this 

diversity is even more pronounced and more complex given than these findings only 

focusses on Christian FBOs. The three Northern regions of Cameroon, for example, are 

Muslim and there are approximately 20.5 % of believers of Islam in Cameroon. The 

Ministry of Health mentioned Islamic community organisations as important FBOs in the 

country, however, it was beyond the scope of this study to include them. Similarly, 

religious diversity can be found throughout Sub-Saharan African. Thus the diversity 

found in this study may be even more pronounced than assumed.  

The second finding-that FBOs are shaped and influenced by the health programmes they 

are engaged by and by the assumptions that donors make about them can be generalised 

to both the Cameroonian context, as well as countries with a similar context. That is 

countries in Sub-Saharan African whereby health systems largely depend on foreign 

assistance and in which health has been delivered through FBOs for many decades. The 

findings echo research from works on anthropology of development (Mosse 2005, Rossi 

2006, Lewis and Mosse 2006) and contributes to  a growing body of evidence that shows 

that donor engagement influences the activities and practices of those they engage with 

in global health (Storeng et al. 2019, Khan et al. 2017). Thus allowing to conclude that 

the findings from this PhD are generalizable to other settings with similar contextual 

attributes.   

Looking back at Summerskill and Hornton’s call in The Lancet in 2015— 

To maximise the contributions of faith-based care, it is essential that 
such providers are as professional in their organisation and 
management of human resources, and as evidence-based in practice, 
as any other health-care provider. The faith moniker does not excuse 
shortcomings (Summerskill and Horton 2015, p. 26)  

—I believe that the research and practice at the interface of global health and religion has 

failed to account for the role of donors in shaping FBOs, their narratives, their identities, 
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and their practices. From the findings presented in this PhD research, the more pressing 

issue is to ensure that donors do not use the faith moniker to excuse shortcomings that 

they face, which can have serious implications for health equity. I am confident that this 

study has illustrated this point and am hopeful that it will inspire a change in the trajectory 

of current research trends and practice in religion and global health.  
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Appendix 2 Ethics Protocol for Ethics application Cameroon 
Summary of the research: 

Faith-Based Organisations (FBOs) have a long history of providing indispensable social 

welfare to many Sub-Saharan African countries, including Cameroon. Over the past 

decade FBOs in many African countries have been increasingly engaged by donors in 

context of health programmes. The aim of this research is to understand the changing role 

of FBOs in context of health service reforms in Cameroon. This includes an analysis of 

the engagement of FBOs by donors in particular. Case study examples, whereby donors 

have engaged FBOs, will be collected to analyse why FBOs have been selected to 

contribute to development programmes, what their form of engagement is, and what the 

results and are of their engagement, including lessons learnt for the future. This is a 

qualitative study. Interviews will be held with the Ministry of Health, donors and FBOs. 

  



229 
 

Resumé en Francais: 

Les organisations confessionnelles ont un long historique de distribution de services 

sociaux indispensables dans de nombreux pays d'Afrique sub-saharienne, notamment au 

Cameroun. Durant cette dernière décennie, de nombreuses organisations confessionnelles 

dans de nombreux pays africains ont été de plus en plus engagées par les bailleurs dans 

le contexte de programme de santé. Le role de cette recherche est de comprendre la 

participation changeante de ce type d'organisations dans le contexte de la réformes des 

services de santé au Cameroun. Ceci inclut l'analyse de l'engagement des organisations 

confessionnelles par les bailleurs en particulier. Des études de cas illustrant cette relation 

bailleur-organisation confessionnelle seront collectées afin de comprendre pourquoi 

celles-ci furent sélectionnées comme partenaires de mise en oeuvre de projets de 

développement, sous quelle forme cette participation s'est traduite et quelles ont été les 

leçons tirées de cette participation, notamment en termes de leçons apprises pour le future. 

Cette étude est qualitative. Des personnes au niveau du Ministere de la Santé ainsi que 

les bailleurs des fonds, et les confessionnelles seront interviewées. 
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Ethical considerations 

This study does not anticipate any ethical challenges. There is no harm in people 

participating in the study. The nature of the study does not involve the collection of 

sensitive personal information. Moreover, in order to mitigate any unexpected risks, all 

data will be anonymised. Naturally consent will be collected from all participants upon 

careful explanation of the study. The study also does not involve any culturally or 

politically sensitive topics. Gaining more information about FBOs role in the health 

system will only benefit donors, FBOs and the Ministry of Health for future health 

programmes in that it helps clarify the important role FBOs play in the health system. 

Ethical approval for this research is necessary in Cameroon and will hopefully be obtained 

shortly through submission of this application. According to the rules and regulations of 

the School of Oriental and African Studies (SOAS) ethical approval from the University 

of London is only required for studies that include collection of blood samples and 

collection of sensitive information. Since this study will not collect physical samples or 

sensitive information this is not required. SOAS does however request ethical approval 

from Cameroon in order to grant progression to fieldwork.  

Measures taken to protect confidentiality 

It is of paramount importance to ensure that no harm is done and the confidentiality of 

participants if protected. The following steps will be used to ensure this: 

All interviewees will be informed about the objectives, risks and benefits of the research 

as outlined in the information and consent sheet.  

Upon receipt of that information interviewees are free to choose whether to participate in 

the study or not. 

If interviewees choose to participate, they will be asked to provide verbal consent. Written 

consent is avoided in order to protect individual’s anonymity. 

Participant codes will be used to label data instead of using names. 

In order to treat collected data in confidence all data will be anonymised. All references 

to aspects which could lead to identifying a person – such as job title or other names 

mentioned during the interview – will be anonymised.  
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Explication for absence of authorisations of place of study 

This study is a qualitative policy case study which WILL NOT take place in a particular 

institution. The target group of these interviews are directors and policy makers of 

MINSANTE, Faith-Based Orgnisations and international donors. I am planning to talk to 

approximately 20-30 informants rather than a particular institution given that this is a 

health poliy research piece. 

The following steps will be taken when approaching interviewees: 

I – the principal investigator Sibylle Herzig van Wees – will write to the directors of the 

respective institutions presenting the Information and Consent sheet and the Ethical 

Clearance from CNERSH. I will ask the directors to inverview them or to point me to a 

person who may be better placed to be interviewed. 

Respondents will then make a decision whether they want to particpate or not. 

 

It is my humble opinion that as long as I follow this line of inquiry I will not violate any 

ethical codes of conduct given that I will NOT surpass any hierarchies.  



232 
 

Notice d’information pour les participants de l’étude 

 

• Titre de l’étude: Le rôle des organisations confessionnelles dans le système de 
santé au Cameroun 

• Nom de l’investigateur Principal : Sibylle Herzig van Wees 
• Invitation de participer à cette enquête qualitative. 
• L’objectif de cette étude est de comprendre la participation changeante des 

organisations confessionnelles dans le contexte de la réforme des services de santé 
au Cameroun. Ceci inclut l'analyse de l'engagement des organisations 
confessionnelles par les bailleurs en particulier. Des études de cas illustrant cette 
relation bailleur-organisation confessionnelle seront collectées afin de 
comprendre pourquoi celles-ci furent sélectionnées comme partenaires de mise en 
œuvre de projets de développement, sous quelle forme cette participation s'est 
traduite et quelles ont été les leçons tirées de cette participation, notamment en 
termes de leçons apprises pour le future. 

• La période de l’étude : Les données seront collectées entre Juillet 2015 et 
Septembre 2016. La population cible de l’étude est celle des confessionnelles, 
MINSANTE, MINESUP et les bailleurs de fond.  

• Procédure de participation : Vous pouvez poser des questions si vous voulez. Dès 
que vous êtes d’accord à participer je vais poser des questions, il s’agit d’un 
entretien semi-structure qui va durer environ une heure.  

• Ils ne s’agissent pas de la collecte des échantillons. Les données anonymes  vont 
être archivées à Londres aux Royaumes Unies.  

• La participation à l’étude est absolument volontaire et vous avez le droit de refuser 
à participer à l’étude ou de retirer le consentement à participer à tout moment  sans 
représailles.  

• Considérations éthiques : 
o Il n’y a pas de risque éthique dont vous allez participer dans cette étude. 

Un bénéfice indirect de votre participation à cette étude est que les 
résultats vont informer les acteurs dans la system sanitaire au Cameroun 
par rapport au rôle important des confessionnelles. 

o L’entretien est absolument anonyme, toutes les références des personnes 
seront enlevées pour respecter la vie privée des participants et de la 
confidentialité des données. 

• Compensation : Dans le cas où il y aura de cout de transport vous serez compensé 
pour cela.  

• Adresse de l’investigateur principal pour contacter en cas de nécessité: 
Sibylle Herzig van Wees, School of Oriental and African Studies, 22a Waveney 
Avenue, SE153UE London, United Kindom ; Email: 177535@soas.ac.uk and 
sherzig@hotmail.co.uk 

• Adresse du comité national d’éthique de la recherche pour la santé humaine 
(CNERSH) : Tel. 22 23 49 34 / 22 76 21 14 email: cnethique_minsante@yahoo.fr   

mailto:sherzig@hotmail.co.uk
mailto:cnethique_minsante@yahoo.fr
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Formulaire de Consentement 

 

Je ci-joint confirmer et consentement, Mr/Mme/Mlle (Nom(s) et 
(Prénom(s))………………………………………. 

avoir été invite à participer au travail de recherche  intitule “Le rôle des organisations 
confessionnelles dans le système de santé au Cameroun” dont l’investigateur principal 
s’appelle Sibylle Herzig van Wees  à l’adresse :  22a Waveney Avenue, Londres, 
Royaume- Unie. 

• J’ai bien compris la notice d’information qui m’a été remise concernant cette 
étude 

• J’ai bien compris le but et les objectifs de cette étude 
• J’ai reçu toutes les réponses aux questions que j’ai posées 
• Les risques et bénéfices  m’ont été présentés et expliqués 
• J’ai bien compris que je suis libre d’accepter ou de refuser d’y participer 
• Mon consentement ne décharge pas les investigateurs de la recherche de leurs 

responsabilités, je conserve tous mes droits garantis par la loi 
 

J’accepte librement de participer à cette étude dans les conditions précises dans la notice 
de l’information, c’est à dire de répondre aux questions d’enquêtes. 

  

 

 

Fait a ………. Le…… 

 

 

 

 

 

 

 

Sibylle Herzig van Wees Participant (noms et 
adresse) 

Investigateur Principal  

22a Waveney Avenue 

Londres 
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Email: 177535@soas.ac.uk and sherzig@hotmail.co.uk 

Information Sheet for Participants (English) 

Title of study: The role of Faith-Based Organisations in the Cameroonian Health system 
Name of principal investigator : Sibylle Herzig van Wees 
Invitation to participate in this qualitative study.  
The aim of this research is to understand the changing role of FBOs in context of health 
service reforms in Cameroon. This includes an analysis of the engagement of FBOs by 
donors in particular. Case study examples, whereby donors have engaged FBOs, will be 
collected to analyse why FBOs have been selected to contribute to development 
programmes, what their form of engagement is, and what the results and are of their 
engagement, including lessons learnt for the future. 
The duration of this study : Data will be collected between July 2015 and September 
2016. The research population are FBOs, memebers of MINSANTE, MINESUP and 
donors.  
The procedure of participating : Before starting the interview you are free to ask any 
questions you may have about the research and your participation.  As soon as you agree 
to particiate, I will ask questions in the form of an interview which will take about an 
hour.  
This study does not involve the collection of physical data such as blood samples. The 
questionnaires that includes your answers will be annonymised and stored in London in 
the United Kingdom.  
Your participation in this study is entirely voluntary which means you are free to not take 
part at all and you are also free to retreat yourself from the study at any time. 
Ethical considerations : 

a. There are no risks in taking part in this study. There may be an indirect 
benefit for you through your participation, given that results may  highlight 
the important role of FBOs in the Cameroonian health system.  

b. The interview is completely annonymous, all references to your name will 
be deleted in order to respect the private lives of participants and the 
confidentiality of the data.  

Compensation : Any transport cost that occurs for you as a result of participating will be 
covered. 
 Address of the principal investigator if you wish to contact her Sibylle Herzig van Wees, 
School of Oriental and African Studies, 22a Waveney Avenue, SE153UE London, United 
Kindom ; Email: 177535@soas.ac.uk and sherzig@hotmail.co.uk 
Address of the Comite National D’Ethique de la Recherche pour La Sante Humaine 
(CNERSH) if you wish to contact anyone please do so at Tel. 22 23 49 34 / 22 76 21 14 
email: cnethique_minsante@yahoo.fr 

 

 

 

 

  

mailto:177535@soas.ac.uk
mailto:sherzig@hotmail.co.uk
mailto:sherzig@hotmail.co.uk
mailto:cnethique_minsante@yahoo.fr


235 
 

Consent form (English) 

I herewith confirm and consent that I, Mr/Mrs/Miss 
(name)………………………………………. 

have been invited to participate in the study titled « The Role of Faith-Based Orgaisations 
in context of health service improvement in Cameroon » of which the principal 
investigator is Sibylle Herzig van Wees  22a Waveney Avenue, Londres, United 
Kingdom. 

• I understand the information sheet about this study which has been handed to me 
• I understand the aims and objectives of this study 
• I received answers to any questions I have had about the study  
• The risks and benefits  have been clearly explained  
• I understand that I can choose to participate or not to participate in this study 
• My consent to participate in this study does not free the investigators from any 

legal obligations, I therefore continue to have all my rights granted by law 
 

I volunarily accept to participate in this study under the conditions that have been laid out 
in the information sheet about the study, which involves responding to interview 
questions.  

  

 

 

Fait a ………. Le…… 

 

 

 

 

 

 

 

Sibylle Herzig van Wees Participant (noms et 
adresse) 

Investigateur Principal  

22a Waveney Avenue 

Londres 

Email: 177535@soas.ac.uk and sherzig@hotmail.co.uk 

mailto:177535@soas.ac.uk
mailto:sherzig@hotmail.co.uk


236 
 

Appendix 3 Recruitment material: Information and consent forms 
 

Notice d’information pour les participants de l’étude 

Titre de l’étude: Le rôle des organisations confessionnelles dans le système de santé au 
Cameroun 

Cher Participant, 

Les organisations confessionnelles ont un long historique de distribution de services 
sociaux indispensables dans de nombreux pays d'Afrique sub-saharienne, notamment au 
Cameroun. Durant cette dernière décennie, de nombreuses organisations confessionnelles 
dans de nombreux pays africains ont été de plus en plus engagées par les bailleurs dans 
le contexte de programme de santé. L’objectif de cette recherche est de comprendre la 
participation changeante de ce type d'organisations dans le contexte de la réforme des 
services de santé au Cameroun. Ceci inclut l'analyse de l'engagement des organisations 
confessionnelles par les bailleurs en particulier. Des études de cas illustrant cette relation 
bailleur-organisation confessionnelle seront collectées afin de comprendre pourquoi 
celles-ci furent sélectionnées comme partenaires de mise en œuvre de projets de 
développement, sous quelle forme cette participation s'est traduite et quelles ont été les 
leçons tirées de cette participation, notamment en termes de leçons apprises pour le future. 

Cette une recherche qualitative. Les données seront collectées entre Juillet 2015 et 
Septembre 2016.  La population cible de l’étude est celle des confessionnelles, 
MINSANTE et les bailleurs de fond. Vous êtes donc inviter à participer à un entretien 
semi-structure qui va durer environ une heure. L’entretien est absolument anonyme, 
toutes les références des personnes seront enlevées. Les données anonymes  vont être 
archivées à Londres aux Royaumes Unies.  

La participation à l’étude est absolument volontaire et vous avez le droit de refuser à 
participer à l’étude ou de retirer le consentement à participer à tout moment  sans 
représailles. Il n’y a pas de risque éthique dont   vous allez participer dans cette étude.  

Dans le cas où il y aura de cout de transport vous serez compensé pour cela.  

Très cordialement  

Sibylle Herzig van Wees 

 

Contact address of principle investigator: Sibylle Herzig van 
Wees, PhD Student School of Oriental and African Studies, 22a Waveney Avenue, 
SE153UE London, United Kindom 

Email: 177535@soas.ac.uk and sherzig@hotmail.co.uk 

Si vous avez besoin le contact du Comite National D’Ethique de la Recherche pour La 
Sante Humaine (CNERSH)  

Tel. 22 23 49 34 / 22 76 21 14 email: cnethique_minsante@yahoo.fr   

mailto:177535@soas.ac.uk
mailto:sherzig@hotmail.co.uk
mailto:cnethique_minsante@yahoo.fr
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Formulaire de Consentement 

 

Je soussigné, Mr/Mme/Mlle (Nom(s) et 
Prénom(s))………………………………………. 

Avoir été invite à participer au travail de recherche  intitule “Le rôle des organisations 
confessionnelles dans le système de santé au Cameroun” dont l’investigateur principal 
s’appelle Sibylle Herzig van Wees  à l’adresse :  22a Waveney Avenue, Londres, 
Royaume- Unie 

• J’ai bien compris la notice d’information qui m’a été remise concernant cette 
étude 

• J’ai bien compris le but et les objectifs de cette étude 
• J’ai reçu toutes les réponses aux questions que j’ai posées 
• Les risques et bénéfices  m’ont été présentés et expliqués 
• J’ai bien compris que je suis libre d’accepter ou de refuser d’y participer 
• Mon consentement ne décharge pas les investigateurs de la recherche de leurs 

responsabilités, je conserve tous mes droits garantis par la loi 
J’accepte librement de participer à cette étude dans les conditions précises dans la notice 
de l’information, c’est à dire de répondre aux questions d’enquêtes. 

  

 

 

Fait a ………. Le…… 

 

 

 

 

 

 

 

Sibylle Herzig van Wees Participant (noms et 
adresse) 

Investigateur Principal  

22a Waveney Avenue 

Londres 

Email: 177535@soas.ac.uk and sherzig@hotmail.co.uk 

mailto:177535@soas.ac.uk
mailto:sherzig@hotmail.co.uk
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Information Sheet for Participants (English) 

Title of Research: The Role of Faith-Based Orgaisations in context of health service 
improvement in Cameroon  

Dear Participant, 

Thank you for taking the time to read this. This research is about Faith-Based 
Organisations (FBOs) that provide important health care to the Cameroonian population. 
Faith-Based Organisations (FBOs) have a long history of providing indispensable social 
welfare to many Sub-Saharan African countries, including Cameroon. Over the past 
decade FBOs in many African countries have been increasingly engaged by donors in 
context of health programmes. The aim of this research is to understand the changing role 
of FBOs in context of health service reforms in Cameroon. This includes an analysis of 
the engagement of FBOs by donors in particular. Case study examples, whereby donors 
have engaged FBOs, will be collected to analyse why FBOs have been selected to 
contribute to development programmes, what their form of engagement is, and what the 
results and are of their engagement, including lessons learnt for the future. Qualitative 
methods will be applied to interview various donors, FBOs and the Ministry of Health. 
Data will be collected between July 2015-September 2016. 

You are therefore invited to contribute to this study. Participating in this study involves 
answering a few questions about this topic. The interview will last about one hour. Your 
participation in this study is entirely voluntary which means you are free to not take part 
at all and you are also free to retreat yourself from the study at any time. There are no 
risks in taking part in this study. I reassure you that everything you say is confidential and 
your name or job title will not appear in any form of document. Your information will be 
completely anonymised. The interviews will be stored safely in the United Kingdom. 
There are benefits to your contribution to the study, you will help paint a clear picture of 
the important role of FBOs in the Cameroonian health system. You will not be 
remunerated for your time, any extra cost that occurs for you as a result of participating 
in this study, in terms of transport, accommodation and food will be covered.  

In case you have any questions, please don’t hesitate to contact me. 

Kind regards, 

Sibylle Herzig van Wees 

 

 

Contact address of principle investigator: Sibylle Herzig van Wees, 
PhD Student School of Oriental and African Studies, 22a Waveney Avenue, SE153UE 
London, United Kindom 

Email: 177535@soas.ac.uk and sherzig@hotmail.co.uk 

If you wish to contact anyone at the Comite National D’Ethique de la Recherche pour La 
Sante Humaine (CNERSH) you may do so at Tel. 22 23 49 34 / 22 76 21 14 email: 
cnethique_minsante@yahoo.fr   

mailto:177535@soas.ac.uk
mailto:sherzig@hotmail.co.uk
mailto:cnethique_minsante@yahoo.fr
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Consent form (English) 

I herewith confirm and consent that I, Mr/Mrs/Miss 
(name)………………………………………. 

have been invited to participate in the study titled « The Role of Faith-Based Orgaisations 
in context of health service improvement in Cameroon » of which the principal 
investigator is Sibylle Herzig van Wees  22a Waveney Avenue, Londres, United 
Kingdom. 

• I understand the information sheet about this study which has been handed to me 
• I received answers to any questions I have had about the study  
• The risks and benefits have been clearly explained  
• I am well aware that the particpation in this study is entirely voluntary and I can 

choose not to participate  
• My consent to participate in this study does not free the investigators from any 

legal obligations, I therefore continue to have all my rights as a citizen of 
Cameroon  

I volunarily accept to participate in this study under the conditions that have been laid out 
in the information sheet about the study, which involves responding to questions in the 
form of an interview.  

  

 

 

Fait a ………. Le…… 

 

 

 

 

 

 

 

Sibylle Herzig van Wees Participant (noms et 
adresse) 

Investigateur Principal  

22a Waveney Avenue 

Londres 

Email: 177535@soas.ac.uk and sherzig@hotmail.co.uk 

mailto:177535@soas.ac.uk
mailto:sherzig@hotmail.co.uk
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Appendix 4 Interview guide donors, example UNFPA62 
General questions: 

Why has UNFPA decided to engage with the two FBOs in Batouri and Ngaundere?  

Do you engage with other non-state actors? 

Were there alternatives? 

What is special/different about the FBOs you work with in comparison to other health 
care providers? 

Can you please describe how you collaborate with these FBOs: 

Probe if necessary. 
Can you give me more detail on your involvement with Batouri? 
How was the GBV programme set up? Who was involved? (actors? Government)? 
Who drives the programme? Who sets policies? 
What is the role of the Ministry of Health or other public actors in this programme? 
Can you tell me about your experience of working with FBOs in Batouri? 
Are there any particular challenges? 
With regards to your project in Batouri, how would you describe the interaction between public 
and FBO services? 
Are there any particular challenges? 
In your opinion, are there any benefits to the broader public health system as a result of your 
intervention in Batouri?  
 

Questions about the Ngaundere involvement: 

Can you give me more detail on your involvement with Ngaundere hospital? 
Can you tell me about your experience of working with FBOs in Ngaundere? 
With regards to your project in Ngaundere, how would you describe the interaction between 
public and FBO services? 
Are there any particular challenges? 
In your opinion, are there any benefits to the broader public health system through your 
intervention in Ngaundere? 
 

General questions: 

What is the nature of your relationship with OCASC and CEPCA? 
Overall, from a donors’ perspective, how would you qualify your collaboration with FBOs? 
Overall, from a donors’ perspective, do you have any concerns about your collaboration with 
FBOs?  
Overall, from a donors’ perspective, what effects might your involvement with FBOs have for the 
broader health system? 
 

  

                                                 
62 If I had prior knowledge of their engagement, I asked specifically about these engagements. For 
example, I knew that the UNFPA collaborated with Batouri and Nganudere hospitals, so I used those 
specificities in the interview guide.  
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Appendix 5 Interview guide Ministry of Health 
How does Minsante engage with FBOs? 
Describe FBOs. Key features of FBOs. 
What role does faith play? 
Have key features changed over time? 
Position in the health system? 
Legal, financial etc. 
Has this changed over time? 
Relationship to the state. 
Challenges 
What works well? 
Probe for specific examples 
Changed over time? 
Relationship with donors. 
Probe for specific examples 
Challenges 
What works well? 
Changed over time? 
 

 

  



242 
 

Appendix 6 Interview guide FBOs (here specific examples of donor engagement 
were discussed in-depth, so depending on the FBOs I would ask specific questions about 
their collaborations with donors) 

Describe their organisation. Key features of their organisation. 
What role does faith play? 
Have key features changed over time? 
Position in the health system? 
Legal, financial etc. 
Has this changed over time? 
Relationship to the state. 
Challenges 
What works well? 
Probe for specific examples 
Changed over time? 
Relationship with donors. 
Probe for specific examples 
Challenges 
What works well? 
Changed over time? 
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Appendix 7 Interview guide staff working at FBOs 
Experience of working in FBO in comparison to public facilities? (Anything different 
about them) 
Ask for specific case studies. 
Probe: 
Ways of working 
Role of religion/faith 
Positives 
Challenges 
Opportunities 
Experience of collaboration between FBO and public facilities? 
Ask to discuss specific case studies. 
Probe. Comment on the FBO as a bubble. 
Probe. Specific questions about surgical aid/ Christian surgical programmes. 
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Appendix 8 FGD guide FBOs 
Describe their organisation. Key features of their organisation. 
What role does faith play? 
Have key features changed over time? 
Position in the health system? 
Legal, financial etc. 
Has this changed over time? 
Relationship to the state. 
Challenges 
What works well? 
Probe for examples 
Changed over time? 
Relationship with donors. 
Probe for examples 
Challenges 
What works well? 
Changed over time? 
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Appendix 9 FGD guide staff working at FBOs 
Experience of working in FBO in comparison to public facilities? (Anything different 
about them) 
Probe: 
Ways of working 
Role of religion/faith 
Positives 
Challenges 
Opportunities 
Experience of collaboration between FBO and public facilities? 
Probe. Comment on the FBO as a bubble. 
Probe. Specific questions about surgical aid/ Christian surgical programmes. 
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Appendix 10 Survey 
N
r 

Questions Definitely 
disagree 

Mostly 
disagree 

Neutral Mostly 
agree 

Definitely 
agree 

Regulation 
 There is a national regulatory framework 

that makes clear what the role of faith-
based organisations is in the Cameroonian 
health system. 

     

 The government has created a legal basis 
for the functioning of faith-based 
organisation. 
 

     

 There is a Memorandum of Understanding 
between the Ministry of health and our 
organisation. 

     

 Both parties respect the Memorandum of 
Understanding. 
 

     

 The Ministry of Health conducts regular 
audits in Batouri Hospital. 

     

 The Ministry of health sets minimum 
standards for medical education. 

     

 The minimum standards for medical 
education set by the Ministry of Health are 
regularly supervised by the regional 
delegation. 

     

 The Ministry of health sets minimum 
standards for quality of care. 

     

 The minimum standards for quality of care 
set by the Ministry of Health are regularly 
supervised by the regional delegation. 

     

 The Ministry of Health implements a 
procedure that regulates patient’s rights. 
 

     

 Procedures to protect patient’s rights are 
regularly monitored by the regional 
delegation. 
 

     

  
Other comments to add to this section: 
 
 
 
 

 
 
 

 

 

Financing 
 The government supports faith-based 

organisations in our region with subsidies. 
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N
r 

Questions Definitely 
disagree 

Mostly 
disagree 

Neutral Mostly 
agree 

Definitely 
agree 

 If yes what type of subsidy? 
[circle types of subsidies] 

Contract Tax 
reduction 
 
 
 

Grant (ad 
hoc) 

Loan Concessio
ns 

 Subsidies are regular.      

 How much subsidies do faith-based 
organisations get? What is the percentage 
of their budget? 

<10% <20% >20% >50% >70% 

 Other comments on financing: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Stewardship 
 Faith-based organisations are involved in 

developing national sector strategies. 
     

 Faith-based hospitals such as Batouri 
catholic hospital participate in regional 
health decision making. 

     

 There are clearly defined roles as to how 
each party can collaborate. 

     

 If yes, which part of policy making do 
faith-based hospitals contribute? (priority 
setting, service delivery) 

     

 Faith-based organisations are part of the 
dialogue structures. 

     

 Performance of faith-based organisations 
is generally measured. 

     

 Data on performance of FBOs is used to 
effect change. 

     

 Information about quality and safety is 
provided to patients by the government. 

     

 The government provides treatment 
guidelines, protocols, recommend drugs 
and provide evidence-based information. 
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N
r 

Questions Definitely 
disagree 

Mostly 
disagree 

Neutral Mostly 
agree 

Definitely 
agree 

 In the event of an epidemic the Ministry of 
Health coordinates the response 
appropriately.  

     

 The government provides staff to faith-
based organisations. 

     

 The government supplies faith-based 
organisations with commodities and 
drugs. 

     

 The government supplies subsidies for 
procurement of equipment. 

     

 Public delegations are regularly sent to 
enforce health workforce regulations. 

     

 The government provides continued 
professional education and supervision for 
health workers.  

     

 There is frequent communication between 
faith-based sector and government sector. 

     

 Faith-based organisations are involved in 
international health initiatives.  

     

  
Other comment on this section: 
 
 
 
 
 
 
 

 

General comments of nature of relationship FBO and MoH 
 The relationship between FBOs and 

regional delegation is good. 
     

 The relationship between FBOs and 
government is difficult. 

     

 Other comments on the relationship 
between FBOs and government 
Challenges? 
 
 
 
 
 
 
 
 
 

 

Collaboration with third parties 
 Faith-based organisations are 

appropriately represented by OCASC 
     

 The regional delegation for health 
collaborates with OCASC 

     

 Any comments about OCASC and the 
relationship between Batouri hospital and 
OCASC and Regional Delegation for 
health 
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N
r 

Questions Definitely 
disagree 

Mostly 
disagree 

Neutral Mostly 
agree 

Definitely 
agree 

 The interests of our faith-based 
organisation are well represented at 
national level. 

     

 FBOs are well connected with the donor 
community. 

     

 The regional delegation for health has 
been appropriately involved in the 
planning and implementation of the GBV 
programme. 
 

     

 VERY IMPORTANT FOLLOW UP 
QUESTIONS! Follow up on responses to 
this question. If yes how? If not, why not 
and is this a problem? 
 
 

     

Effects of upscaling FBO services 
 Public service providers can learn from 

faith-based providers. 
     

 If you agree with the above statement, 
explain how and why: 
 
 

 

 Faith-based service providers can learn 
from public service providers. 

     

 If you agree with the above statement, 
explain how and why (any examples?): 
 
 

 

 Faith-based service providers constitute an 
important part of the market share in the 
region 

<10% <20% >20% >50% >70% 

 The collaboration with UNFPA is 
improving the relationship with public 
service providers. 
 
 
If yes, explain how. If not, ask why not and 
how could it improve the collaboration? 
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Appendix 11 List of health providers North-West province as of October 2016 

(Sample frame for survey) 
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