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Political turmoil, social disintegration and economic disaster confronts the world with a challenge of catastrophic proportions.  The tragic specter of hunger, disease, cultural disintegration and spiritual poverty has mobilized NGOs around the world to address the problem of human suffering.  Some of these are Christian organizations.  But in spite of good intentions, many NGOs are doing more harm than good.  They lack the vision, commitment and intellectual resources to do anything lasting or meaningful.  Sometimes their failures erode any sense of hope that they may have cultivated among the people they have come to serve.  Donors become skeptical.  Indeed, development organizations are at crossroads as increasingly more development workers begin losing faith in their own solutions.
This paper will pose and discuss several questions which are pertinent for Christian NGOs if they are going to make an impact in health.

What is health?
The Church has a vision of health that goes beyond the mere absence of disease, a vision that cannot be confined to the narrow views of physiological mechanisms, as important as they are , or reduced to numbing statistics of rates, proportions, and risk factors.  Because it is a vision of wholeness, because it is a vision of hope, and because it is a vision of holiness, it is a vision of grace.  And because it is of grace, it makes us whole and hopeful (Robert Mckeown, South Carolina Turning Point, Faith Health Work Group, in publication by CDC & the Carter Center, 1999: 6).
The concept of health can have distinct connotations for different individuals, communities, and organizations.  The definition that development organizations give to health has important implications for the work that they do and the approach that they take to that work.  Whether the decision is conscious or unconscious, every organization orients itself from a theoretical framework or ideology that has its own definition of what health is and what it means to the poor of our world. Communities with which we work also have their own definitions and theories of health.  We must therefore ask ourselves what these theories are, who the theories involve in the process of health, what the process is to putting the theories into practice, what have we learned from our efforts to date, and how we will proceed in light of the answers to these questions.

What are the theoretical frameworks that define our approach to health?  

Most organizations that facilitate health programs, Christian and secular alike, would likely agree that health is much more than a biological state.  The WHO defines health as “a state of complete physical, mental, and social well-being, and not merely the absence of disease
”. Additionally, many would agree that the determinants of health are complex and varying.  However, we can still examine individual theories and then use them to refine and challenge our own thinking and acting regarding health.  Several theories may exist, but for this paper we will examine the work of four sources: Robert Hahn’s three perspectives on sickness and healing, Paulo Freire’s concept of concientización, Robert Chambers’ empowerment model, David Korten’s community development typologies, and the biblical point of view of true fulfillment.  The authors do not propose that these theories resolve the questions and debates surrounding health and external involvement in it, but they are useful as a basis for discussion of very important issues.
Hahn’s three theories might encompass simplified versions of a multitude of ideologies.  The first, the environmental/evolutionary theory, purports that the physical world and the human adaptation to that world determines health.  This approach refers primarily to human biology.  The second perspective is the cultural theory, which claims that culture and its corresponding values, beliefs, and resulting actions are the primary determinants of health.  Any successful efforts to improve health must begin with and correspond with cultural explanatory models of illness, moving beyond the biology of the human being.  Lastly, the political/economic theory presents political and economic macro-structures as the key factors influencing health.  This approach, also labeled critical medical anthropology, defines health as “access to and control over the basic material and non-material resources that sustain and promote life at a high level of satisfaction” (Baer, Singer, and Johnsen 1986).  Hahn argues, and many of us would agree, that no one perspective fully addresses the reality of human health problems, but that all three should be understood together.  This interrelationship is observed clearly in the HIV/AIDS pandemic.  While there exists a biological agent (the virus), which is the direct cause of disease, cultural practices and customs contribute to its spread, and thus its impact on human populations.  What has taken the health development community too long to finally recognize is that HIV unequally affects the poor, marginalized, and powerless of our world – not on a biological basis, but due to lack of voice, decision-making power, and economic options and opportunities.

The work of Paulo Freire has had a profound impact on the evolution of health programs and health processesin spite of the fact that it originated in the field of education, specifically adult literacy.  Freire challenged that the poor must be able to critically analyze their situations through dialogue in order to achieve self-awareness and to fully participate in the society in which they live.  Freire’s arguments have led development organizations to carefully examine who is determining the agenda in their programs, both in health and in other sectors.
Influenced by Freire, Robert Chambers’ recognition of “indigenous technical knowledge” and his work in empowerment through participatory appraisal, learning, and action has also evoked the question of who, and has promoted the social health of the poor as not just a process, but as an end in itself.  Chambers describes how of methods used in agricultural programs have since been applied to health, and how what was originally a means to extract information has now become a means by which the poor take the lead in problem analysis, planning, and action.  The focus on indigenous knowledge should challenge Christians and Christian organizations to ask the question, “What assets already exist within the community that we can build on to help address health?”  This approach begins with the knowledge and resources of the community.  An asset that we sometimes ignore is the spiritual aspect.   For example, many African and Latin American communities may be poor in material resources but wealthy in the spiritual dimension.  In the midst of poverty, these communities demonstrate healthy lives through their loving relationships and support for one another while among the world’s affluent, many are chronically ill.  Medical science has begun to affirm the parallel between beliefs and values as tools of healing while unresolved guilt, anger and resentment are suppressors of the body’s immune system (The Christian Medical Commission, 1990).  Wilkinson argues this issue from a similar perspective.  He states that “the social links between health and inequality draw attention to the fact that social, rather than material, factors are now the limiting component in the quality of life in developed societies” (1996: 1).  So the choice of the spiritual and social dimension often lead to abundant life and wholeness.
Complementary to the approaches of Freire and Chambers, Korten, a social and people-centered development activist, argues that our worldview is central to the discussion and dialogue of community development.  The way we think, the values and beliefs we hold, the way we perceive the world is what determines our definition and perception of community development.  This is not a new concept in development.  Increasingly we have seen social activists such as Freire, Chambers, and Horton not only discuss and promote this idea but put it into action.  Korten argues that this broader vision may be where more focus should be for those who are genuinely interested in seeing positive and lasting change in development (1990).   Korten has identified four generations of development (which can be narrowed to health as well):  relief and welfare, which is short-term, immediate, and directly delivery of services in response to a visible emergency crisis; community or local development, which focuses on helping people develop skills and abilities to better meet their own needs through self-reliant action; sustainable systems development, which aims to change policies and institutions at the local, national, and global levels; and social movements, which seek to mobilize and energize a critical mass by activism and communication of ideas through the media, educational curricula, social networks, and coalitions in support of a social vision (1990).

In addition to academic theories, Christian development organizations must also examine the biblical understanding of health and the model for action that Jesus presents.  The Bible very clearly presents health as much more than a physical or even social state.  The Christian perspective recognizes that health has a vital spiritual component, and looks at a person not just as a physical, mental, social or spiritual being, but as a complex interplay between all of these components.  Christ affirmed that complexity in every encounter He had; He never met physical needs without addressing other needs also.  He not only feed the five thousand, but He taught them from the Scriptures and challenged them to appropriate His promises.  His healing and forgiveness of the lame man at the Bethesda pool reflect His concern for our spiritual condition and our physical condition.  Even a close look at the Lord’s Prayer recorded in Matthew 6 reveals God’s perspective of human health.  We are physical – “give us this day our daily bread”, we are spiritual – “forgive us our debts” and “lead us not into temptation”, and we are social – “as we forgive our debtors”.  The Scriptures also challenge us that justice and compassion are integral parts to health and that societal health is a reflection of spiritual health.  (See Proverbs 31:9, Micah 6:8, and Amos 4:1;8:4-6.)

If an examination of these theories and our own attitudes lead us to accept that health is more than physical, we recognize that they have important implications for our health programs.  It’s increasingly clear that to examine modern health problems one must recognize the unity of mind, body, and spirit.   In light of the complexity of health, how do we define what we are striving to achieve?  These above theories and many development organizations have presented different ways of expressing our ultimate goal.  Christ might pose it as “abundant life” (John 10:10), the WHO aims for “a state of complete…well-being”.  NGOs have their own mission statements – MAP International seeks to achieve “total health”, while Plan International works towards “realizing full potential”.  No matter how it is phrased, the vital step for any organization implementing health programs is identifying the end goal so that that mission dictates everything it does. 

But what difference does this make for those involved in health care and prevention?  Ultimately, it challenges us to recognize that each person is a part of God’s creation, unique and yet shaped by the community of which he is a part.  Thus, the individual and community are key components in understanding health.  Ram explains it explicitly, “Health is based on harmony with one’s self, with one’s neighbors, with nature and with God.  It depends on one’s physical, mental, spiritual, economic, political, and social well-being” (1995:10).

The capacity of persons to identify, build and defend their own health, both individually and collectively, determines their level of well-being. Despite its simplicity, this definition explains why the common conceptions of health as either an "absence of disease,” or as a "state" of supposedly “healthy” (normal) physical/mental conditions are inadequate.  Rather, health is a social process which, when present in a human system, enables individuals and societies to adapt dynamically to their environment, fighting for the transformation of all those factors which prevent the entire society from living in harmony and justice (with each other, with God, and with the various physical, biological, and psychosocial ecosystems).  This harmony implies further that progressive conflict (or disease) will not have to be endured, nor will the presence of a high risk of damaging the long-term health of the system if this lifestyle and these ecological conditions are maintained.  Ultimately, this process is the capacity for full self-actualization (according to the will of God) in the various bio-psycho-social aspects, not only as individuals but also as an integrated society, in a self-sustaining manner without jeopardizing the conditions, which would allow successive generations to experience this fullness (De Angulo, J.M. & Losada, L.S., 1996).
Who is involved in achieving health and what are the differing roles and levels of responsibility?

When people and local organizations engage in dialogue and critical reflection, they not only learn new ways of thinking but also solve local problems in ways that produce sustainable change.  The shift from individually-based, instrumental learning to locally situated, collective learning and action provides both a tool for analysis and a mechanism for community transformation (Ewert & Grace, 2000, p.328).
In light of the theories above, we as development organizations must ask ourselves several questions, the first being who determines the agenda in health programming.  If we adhere to the approaches developed by Freire and Chambers, we recognize that the community must drive the setting of priorities and problem identification in order for the effects to reach beyond physical health.  This methodology gives outside organizations the role of catalyst or facilitator, instead of doer.  Even if the identified problem is physical health, the process of participatory learning, decision-making, and leadership by those in need addresses other components of health, particularly social health, by empowering people to determine their own health.  Chambers’ work suggests that without the contribution of indigenous knowledge, program design will often fail to achieve maximum effectiveness because it is not able to completely understand the community’s reality (culture, constraints, geography, climate, etc.).  Furthermore, if driven by the poor themselves, real change can be lasting, whereas outsider agendas are often short-lived and rarely address structural issues of justice and power/resource distribution.

The Bible, too, places emphasis on individual (and community) free will.  God never forces His ways onto the human race, yet He is the only One with the legitimate right to do so.  This freedom is a recurring theme from Adam and Eve’s tragic mistake in the Garden to Israel’s rebelliousness, from Christ’s refusal to exert His power in political ways, to His ultimate submission to the cross.  The Bible also demonstrates God’s concern for the things that concern humanity, though they do not have eternal spiritual implications.  (See Matthew 6:25-34 and John 11:1-44.) God’s agenda for mankind is spiritual salvation, but He does not obligate, rather invites, us to accept His offer.

For development organizations working in health, one of the practical challenges to this approach is the very real possibility that the community prioritizes its needs much differently than do outsiders.  A health organization may view malaria as the primary problem to be addressed due to its impact on mortality and morbidity.  However, the community may see lack of roads and transport to facilitate sale of their crops as the burning issue.  Several factors often impede outsiders from accepting the priorities of the community.  One factor may be capacity of the organization itself.  If it works primarily in health, the organizational knowledge may not include technical aspects of road building.  More frequently, the problem is funding; many health programs are relatively inexpensive (in donor terms), whereas infrastructure projects require greater amounts of resources.  Lastly, global agenda foreign policies of governments and the macro objectives of many large agencies and NGOs may necessarily supercede a local one.  This factor might be clearly seen in the arena of immunization and our quest to eradicate specific diseases.  A national government will often determine that immunization is a top priority due to pressure from the international community, and non-governmental organizations will be motivated to contribute to the effort.  One obvious solution that many organizations find to this dilemma is negotiation with the community to include both external and internal priorities in programming (“piggybacking”).  Another is the formation of partnerships among organizations with differing areas of capacity and funding.  (These topics will be discussed more in depth later in the paper.)

Christians and Christian development organizations must go one step farther than asking who is determining the agenda and ask what our unique role is addressing the health of the poor.  The role of faith-based organizations in health has been debated for years.  On one side of the spectrum there are critics that argue faith-based institutions do more harm than good.  On the other side of the spectrum, are those that feel that faith-based institutions are foundational to any health program.  In the book Faith in Development, Wolfensohn, President of the World Bank and Carey, Archbishop of Canterbury, state that faith communities offer health services, education and shelter to the vulnerable and disadvantaged.  They suggest that faith communities are close to the poor and are among their most trusted representatives so they become key partners for the larger institutions (2001: vii).  The issues surrounding the argument are not as black or white as the debate seems to present them.  Faith-based institutions working in health must constantly be asking the question, “What do we bring to the table?” as a part of a reflection process for legitimacy and effectiveness.

In the developing countries, many health programs were products of missionary theological traditions where the focus was on development activities such as education, hospitals and agriculture.  But churches and faith-based institutions are no longer the sole players in these development activities.  In some respects, faith-based institutions may not be the best players to carry out health initiatives.  Governments, international, national, and local organizations are positioned to address health irrespective of religious or political affiliation (Tsele, 2001).  
Thus, faith-based institutions must demonstrate that they bring something substantive to health.  Tsele makes a case for the church’s authenticity in health when he states:

I argue that it is only be reintroducing faith-inspired motives in development, which seek to restore the dignity of our work and which in turn make people subjects in their own human restoration project, that the Church’s development enterprise can become authentic.  We are not saviors of the poor.  We are servants, vulnerable and fallible, yet convinced that it is not the fate of the poor to remain in poverty, nor is it their fault.  In other words, to the extent that development does not seek transformation and liberation of the poor from conditions of dependency and structures of oppression, it is ideological and thus its authenticity is in doubt.  Thus, redefinition of the content and goals of development is itself part of the task of defining the role of faith in development (2001:209).

Despite the debate and struggle for identity, the role of faith-based institutions in health is critical.  When properly supported, they fill a strategic niche in addressing health issues, building on their established tradition of involvement in community development.  As part of their mandate to serve the underserved and marginalized, the faith community becomes a healing community, touching people in a holistic way—physical, spiritual, emotional and psychological.  In addition, faith-based institutions are grassroots found in every community whether urban or rural.   

Lastly, this question of who has profound implications on the financing of health programs.  Who is responsible for paying?  In recent years, the development community has embraced the concepts of cost sharing (Bamako Initiative) coupled with exploration of health as micro-enterprise through the sale of services, drugs, contraceptives, and mosquito nets, among other products.  Any organization or country who has attempted to implement the Bamako Initiative would agree that it only works if the community itself gives high priority to the service or product.  This statement brings interesting financial implications to the theories of Chambers and Freire.  The results of a community-driven program might well be commitment on the part of the community members to provide available resources, including their time, materials, and money.  More significantly, a mobilized community with a voice increases the potential for the commitment of outside resources.  Involvement of all sectors in the democratic process and the determination and empowerment of the poor to demand their rights lead to a more equitable distribution of power, which ultimately leads to a more equitable distribution of resources.

How do we put our theories into practice?
To be able to walk the talk we must honestly try (White, 1999:349).

Perhaps the most difficult step in designing health programs is to examine how we can translate our theories into practice.  If we agree that health is determined by several interrelated factors, such as biology, culture, politics, and economics, how does our programming reflect that perspective?  Development organizations have recognized the need to address social well-being within the context of health programs; gender equity, human rights, and shared decision-making power, among other issues, have garnered increased attention from the development community.

Furthermore, the variety and complexity of factors affecting health suggests that we make greater attempts to integrate our sectors of programming.  Since complete health cannot be achieved through provision of medical services alone, health organizations must make greater efforts to collaborate with other sectors such as agriculture, micro-enterprise, water and sanitation, and education.  Experience has already shown us that all of these areas have a profound impact on health and could have a longer lasting effect than simple health interventions.  Integration can also help us to address root causes rather than merely symptoms of poor health.  For busy development organizations and even national line ministries, such collaboration among sectors is often difficult, if not impossible.  Many countries and organizations are experimenting with various models of consortia, forums, and networks to achieve better complementary of programs.

We must also be certain that our funding sources contribute to our chosen mission and ideology and finance programs that are prioritized and led by communities themselves.  Many development organizations, seeking money to continue their work, will follow the money rather than the vision, which can be a dangerous strategy for an organization and a death sentence to community-driven development and social change.  The difficulty in resisting this temptation is to submit our organizational loyalties and identities to the voice of the communities with which we work.

Korten’s work challenges us to critically examine where our programs fall in the development typologies and to make special efforts to move beyond relief, and even local development, to development of sustainable systems and on to social movements.  Most non-governmental organizations are only now recognizing the need to move beyond localized, isolated programs, to participation by them and communities in a larger dialogue and advocacy effort. Although local development can and frequently does have a positive impact on several aspects of health, the approach is still driven by an outsider agenda and does not bring about lasting change, but creates dependency on external intervention.  Sustainable systems development challenges structures that maintain current balances of power and distribution of resources.  Korten asserts that for this change to take place the outside organizations can serve as facilitators to a dialogue between the community and the powerful leadership.  The community members must be empowered to make demands on the system and simultaneously, dialogue and interaction must be held with top-level policy makers so they create an environment that is responsive to the needs of the people.  As smaller development organizations enter into wider networks, initiative, and efforts, special care must be taken that the organization does not become a representative for the community, but that is serves as a liaison so that communities directly participate in this process.  Ultimately, if we expect to radically change the current health status, Chambers’ methodologies of participatory learning and action and community-owned and directed approaches must lead us to broad social change.

Specifically for Christian organizations, these challenges to put theory into practice include the mandate to live out principles of servanthood, humility, stewardship, and accountability.  The world is operating on a leadership paradigm that perpetuates more power for the powerful and less voice for the voiceless.  In most societies, common people cannot exercise the power they should have which seriously hampers them from participating as full citizens, taking care of their own lives.  Health in this leadership paradigm is viewed as something that is ‘given’ or ‘provided’ by those in power rather then a process of developing people’s capabilities in writing their own history through building health environments and behaviors.  

The damage this paradigm has done has penetrated all spheres of society (family, schools, business, churches, NGOs, governments, and institutions), creating very dysfunctional ways of exercising power where a few people or institutions control resources, information, knowledge management, and technology.  This control often leads to abuses that hinder health.  It is urgent that we foster new organizational and educational paradigms that promote a more participatory and democratic society in which each person may develop their full citizenship as a person of rights and responsibilities, regardless of their race, gender, age and political or religious affiliation.  The focus on health in any country should aim to foster true democracies with the development of local government where the common peoples clearly have the opportunity to exercise power and assume responsibility for their own educational and developmental processes.  This is where the Church can play an effective role in restoring justice.

In their book, Beyond Poverty and Affluence: Toward an Economy of Care, Goudzwaard and Lange argue that the Christian church must have a sense of social responsibility that challenges and compels the broader society to set the course of economic life toward meeting basic human needs.  This is an ethic of responsibility that seeks to pursue the interests of others rather than self-interest.  At the heart of this ethic is the scriptural command to love God and your neighbor that is central to the gospel.  They vehemently express that love of God and neighbor seeks justice.  Thus, it is this perspective that the global Church needs to provide leadership as it seeks after to contribute toward defining a new and renewed notion of global responsibility and a renewed economic paradigm.

The ecumenical movement has strongly encouraged public justice.  This concept is inseparable from the biblical understanding of God.  This is best voiced by Boesak, a South African theologian, “God is glorified when the hungry are fed, the naked clothed, and the homeless are given shelter.  God is glorified when children are able to grow into healthy adults and God is glorified when we use our resources to fight poverty, seek justice and love peace.” 

What have we learned from our efforts to improve health?
What is clear is that those working in development must take the journey which empowers both individuals and communities to find their voice, and move toward enhanced autonomy and sustainable actions which can be supported in the future (Kiiti & Nielsen, 1999: 67).
Many lessons have been learned in recent years through our efforts at health programming in developing countries.  Development organizations are seeking greater collaboration with governments and local authorities, particularly the Ministry of Health, recognizing the important role that government plays in long-term provision of health services.  This new effort at partnership has also enabled us to pool our resources among ourselves and to more effectively build capacity of grassroots, community-based organizations, which are increasingly demonstrating the leadership necessary for the social movements that we seek.

As we have sought the voice, participation, and leadership of community members, development organizations have taken a new approach to behavior change regarding health practices.  This adjustment is similar to Freire’s notion that education should not be “banking”, but that the learners should determine their own curricula by examining their own environment.  Instead of addressing behavioral issues from a knowledge perspective, health workers are understanding that human behavior is much more complex than access to or lack of information.  Innovative behavior change programs are looking deeper at the cultural, political, economical, social, and emotional barriers that prevent acceptance of healthy behaviors and working with communities to find ways around these barriers.

Development organizations are also making progress in documenting their successes and failures in an attempt to share lessons learned and best practices with others.  Although such documentation requires resources – both staff time and money – we have seen the benefit to learning from each other so that we minimize the mistakes we make and expand successful programs.  What has limited sharing of best practices has been relatively slow uptake of effective monitoring and evaluation, particularly by Christian organizations. Not only is this process vital to determining whether an approach or strategy is worth pursuing, but as part of our accountability to communities, it is necessary to ensure that health programs achieve the highest quality possible.

What is the way forward?


In light of new ways of approaching international health programming (or community development, in general), how do we as Christian organizations move forward to make our goals reality?  In her article on sustainable development, Kamla Bhasin, a program officer at the FAO in India, summarizes a way forward.  She suggests we must begin with ourselves.  Wherever we are, whatever we are doing, we should empower and respect people.  We must begin with ourselves, our families, our organizations, and the communities with which we work.  We must promote democracy and self-reliance – not just financial – but self-reliance in skills, knowledge, and information so that we reduce dependence and build stronger communities.  We must network and build coalitions that encourage and promote justice, ethics, morality, and the values that bring back the human face to development.  In essence, we must play our role in facilitating a vision for a better world and better communities (1992).  In their book, based on their journeys of activism for empowering education and social change, Myles Horton and Paulo Freire sum it up well, “We make the road by walking” (1990). 
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