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Introduction

With the achievements, failures, and passing
of the Millennium Development Goals (MDGs),
the world has turned its eyes to the Sustainable
Development Goals (SDGs), designed to foster
sustainable social, economic, and environmental
development over the next 15 years." Community-
led initiatives are increasingly recognised as
playing a key role in sustainable community
development and in aspirations for universal
healthcare.? In many parts of the world, faith-based
organisations are some of the main players in
community-led development and health care.?
Community Health Global Network (CHGN)
creates links between organisations, with the
purpose being to encourage communities to
recognise their assets and abilities, identify shared
concerns, and discover solutions together, in order
to define and lead their futures in sustainable
ways.* CHGN has facilitated the development of
collaborative groups of health and development
initiatives called “Clusters” in several countries,
including India, Bangladesh, Kenya, Tanzania,
Zambia, and Myanmar. In March 2016, these
Clusters met together in an International Forum to
share learnings, experiences, challenges, achieve-
ments, and to encourage one another (Figure 1).
Discussions held throughout the forum suggest that
the CHGN model is helping to promote effective,

sustainable development and health care provision
on both a local and a global scale.

Background

The Millennium Development Goals (MDG)
led to significant achievements in addressing
extreme poverty across the world, yet persistent
inequality and widespread poverty endures.” The
world has now turned its eyes to the transition from
MDGs to the Sustainable Development Goals
(SDGs), designed to foster sustainable social,
economic, and environmental development over
the next 15 years through investments in education,
health, equitable growth, and sustainable
production and consumption.' Although health and
health care receive little specific attention within
the SDGs, the goals illustrate an understanding that
the determinants of health are complex and multi-
factorial, and include interactions between
economic, environmental, and social factors, which
contribute to the overall health and wellbeing of
communities.*®’ Community-based and
community-led approaches, in addition to policy
and top-down approaches, will be important in
working  towards  sustainable health and
development in the coming years.? In many parts
of the world, faith-based groups are some of the
most active groups working at the community level
to promote health and development. In a develop-
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ing context, local faith-based organizations can be
uniquely placed to contribute to meeting the
developmental needs of communities and are
increasingly recognised as key contributors to
sustaining progress in development.® However,
small community organizations, such as these
faith-based organizations are often ill-equipped to
promote large-scale changes independently.
Collaborations between community organisations,
and with the formal health systems, are needed if
they are to play an active role working towards
long term, sustainable development.

Community Health Global Network

The Community Health Global Network
(CHGN) was first conceived in 2005 after
observing that many community-based
organisations working in similar areas, or
delivering similar health-based initiatives, lacked
any formal collaboration with one another. CHGN
founder, Dr Lankester, commented that these
organisations were “often not linked with other
charities or local government services and (were)
usually unaware that 10 miles down the track
another group (were) doing almost exactly the
same thing for the community they (were)
serving.”® CHGN was created out of a desire to
link together community organisations and to
develop low-cost, high-impact Clusters for the
purpose of collaboration, knowledge, and resource
sharing around community health. This
collaboration facilitates CHGN’s ultimate goal of
promoting health, wellbeing, and happiness for
communities around the world. CHGN recognises
that through cooperation and collaboration,
Clusters can achieve far more for communities than
any individual organisation acting on its own.* To
be effective, Clusters should be built on trusting
relationships whereby diverse organisations can
come together in unity to work toward shared goals
and visions.

May 2016. Christian Journal for Global Health, 3(1): 89-94.

Young, et al

CHGN supports the formation of Clusters as
they work together for the benefit of the local
community. In the several years since its initial
formation, CHGN has supported the formation of
Clusters in several countries around the world,
including in India, Bangladesh, Kenya, Zambia,
Tanzania, and Myanmar. Aside from helping to
establish and support the formation of country-
based Clusters, and thus locally-led health and
development, an important role of CHGN is to link
together Clusters from different countries to
promote sustainable health and development on a
global scale. In March 2016, representatives from
each of these partner Clusters met together in India
for the inaugural international CHGN forum to
collaborate and share learning and experiences.
The discussions held during this international
forum highlighted how Cluster-based community
development can contribute to the realisation of the
SDGs by promoting greater coordination between
grassroots organisations, strengthening the voice of
the community on important issues, and increasing
integration between the community, government,
and other health system players.

What are the CHGN Clusters doing and
achieving?

The CHGN global forum was an opportunity
to bring together partners from around the world to
learn from each other through the work that is
taking place within each individual Cluster. This
three-day event held in Dehradun, India was
encouraging and reinforced the capacity that
Clusters have to contribute to achieving sustainable
development. Each Cluster has a different focus,
skill set, goals, and method of collaboration.
Therefore, each Cluster leads different initiatives
for health and development that are specific to their
own cultural context. Two case examples of
Cluster work are shown below.
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Case Example 1: The Kenya Cluster

Since its formation in 2014, the Kenya Cluster has worked with its member organisations to coordinate
health care delivery. Through the development of sub-Clusters in different locations throughout Kenya,
the group has worked to foster relational collaboration despite the fact that member organisations are
geographically dispersed. The Cluster has been involved in a variety of different community-based
interventions including training community health workers who are able to provide sustainable, low-cost
health care. They have also been involved in health promotion and education activities by engaging with
community organisations such as schools and training institutions. Through these networks, the Cluster
has provided education around reproductive health and HIV. The Cluster has also focused on disability
awareness and youth empowerment.

Case Example 2: The Uttarkhand Cluster

The Uttarakhand Cluster in North India is the oldest and most well-established Cluster involved in
CHGN. Formed in 2008, the Uttarakhand Cluster now comprises 50 partner organisations and is involved
in a range of different activities including disability inclusion, mental health education, tobacco control,
and disaster relief. In 2013, the Cluster mobilised its resources to respond to the North Indian floods,
providing relief and assistance to over 600 villages. Because of its reach and reputation, the Uttarakhand

Cluster has been contracted by the Indian government to provide services on a local scale.

Approaches to promoting
collaborative capital

Feedback from the participants at the
International forum highlighted the importance of
common values in promoting cooperation. In some
Clusters, it was reported that a common faith
background between organisations was a strong
platform for relational collaboration within the
Cluster. The idea of trust and unity between
organisations was identified as being key to
developing effective collaboration and repeatedly
emerged as playing a key role in making CHGN
what it is. CHGN Cluster representatives
identified that because of their shared values,
organisations within Clusters were able to quickly
develop trusting relationships with one another.
This trust was built on an understanding that each
contributor shared a common vision to work
together for the benefit of the other rather than for
the benefit of self.

Members identified that their Clusters
differed from many other community-led
initiatives in terms of their approaches (i.e., a
relational and collaborative approach) and

May 2016. Christian Journal for Global Health, 3(1): 89-94.

achievements (i.e., Clusters reported achieving
changes in community health where other
organisations had not in the past). They described
the importance of sharing ideas with each other to
increase capacity in their individual programs.
They also described examples where coming
together had facilitated their work with the
government on programs such as disability and
tobacco control, as in the case of the Uttarakhand
Cluster. Sharing experiences such as these
encouraged the smaller and newer Clusters to
consider how they could better integrate with the
government health and development activities
within their country.

A number of the Clusters shared that they
are more effective when each organisation
contributes its own strength to the common
program. Some Cluster members described their
function with reference to 1 Corinthians 12:12 as a
body that has many parts but comprises a unified
whole.!* This imagery encapsulates the belief that
each individual part (i.e., each member
organisation or individual contributor) may have a
different function, but each is valuable and
necessary for the body (i.e., the whole Cluster and
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CHGN) to function. Recognising the unique role
and worth of each contributor allows organisations
to work together rather than competing with one
another. Cooperation between Clusters, and within
Clusters, was usually very open, with resources
and knowledge being freely shared for the benefit
of Cluster communities and the CHGN body as a
whole.

New ways forward

CHGN s currently exploring how better to
engage with non-faith based organisations, or
indeed organisations of diverse faith backgrounds,
without compromising the trust and common
values that have been integral to a number of the
Clusters’ functioning. Some Clusters, such as
those in Africa, are predominantly made up of
Christians, but also have non-Christian members
involved. If the ultimate goal of CHGN is to
promote the development of holistic health and
wellbeing around the globe, it must continue to
seek innovative and appropriate ways to engage
and partner with all types of organisations,
regardless of their faith background.

During the forum, CHGN explored the
formation of three additional new Clusters: Nepal,
the Mekong region, and Bihar (India). Champions
for these Clusters attended the forum and were
able to glean important information to help them
as they go forward. Drawing on their personal
experiences and the evidence generated on Cluster
formation, members from other Clusters and the
CHGN hubs in the UK and Australia committed to
helping these Clusters form and grow.'®** This
Cluster mentoring was seen by the forum
participants as an important way to facilitate new
Clusters to grow and effectively cooperate. This
nurturing of new Clusters is also consistent with
the CHGN vision and Clustering model.

To encourage sharing between different
Clusters, it was recommended that communication
and social media be more effectively utilised.
Face-to-face interaction, however, was seen to be
the most important medium to build collaboration
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between groups; therefore, annual regional forums
and international forums every two to three years
were recommended. Regular collaboration
between Clusters from different countries appears
to be an effective way of extending the work of
Clusters from a local to a global scale.

Conclusions and summary of learning

from the CHGN forum

e Cluster formation at the community and
primary care level provides a sustainable
model for development and health-care
provision, where local organisations
formally link with one another for the
purposes of collaboration, resource, and
knowledge sharing.

e A common geographical and value system
and a recognition that more can be achieved
by working together, provides a unigue
platform for diverse organisations to come
together in a collaborative relationship based
on trust.

e Existing Clusters and the CHGN hubs in the
UK and Australia need to play a facilitating
role in the formation of new Clusters in
other areas and countries.

e Improved inter-cluster communication is
required and should be promoted through
email groups, social media, and face-to-face
meetings.
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