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Abstract 

 
This paper examined how the use of the social-ecological model may facilitate best 
practices while integrating faith in targeted prevention and management of cardiovascular 
risk in low- and middle-income countries as most faith-based health institutions in 
developing countries promote the integration of faith in their population-level disease 
prevention programs. Given the rigid practice of faith in low- and middle-income countries, 
we recommend the adoption of the social-ecological model, which emphasizes the 
consideration of the various levels of influence (such as intrapersonal, interpersonal, 
organizational, community, and public policy) and the concept that people’s social 
environment influences their behaviors. Our recommendation is based on studies from 
diverse cultures that suggest that targeted prevention and management of risk factors, 
such as hypertension and hypercholesterolemia, might reduce morbidities and mortalities 
from cardiovascular diseases. This model is sustainable in low- and middle-income 
countries and aligns with the patients’ relationship with their creator and their neighbors 
while promoting best practices.  
 

Keywords: Social-ecological model, Cardiovascular risk factors/prevention and management; 
Faith and Health, Patient’s Relationship to God and Humanity 
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1. Introduction 
 
Low- and middle-income countries, mainly less-developed African countries are going 
through unprecedented epidemiological evolutions categorized by abject poverty, 
urbanization, and changing lifestyle factors. Epidemiological evolution describes a 
process that tends to stimulate a shift in the pattern of disease and mortality. It is often 
characterized by a change in infectious diseases and nutritional deficiencies to chronic 
diseases (Belue et al., 2009). For instance, a change from a high rate of infant and child 
mortality, periodic famine, and pre-transitional diseases associated with infections to 
degenerative and chronic diseases (post-transitional diseases such as those associated 
with diet, sedentary lifestyle, medical access, smoking, and other behaviors might cause 
cardiovascular disease (CVD), cancer, chronic lung disease, and diabetes (Reddy &Yusuf, 
1998; Olshansky, 1986).   

According to the World Health Organization (2012), about 60% of deaths worldwide 
were due to non-communicable diseases. In 2005, about 17.5 million people died of 
CVD, which is 30% of all global deaths and about 80% were from low- and middle-
income countries (WHO, 2014).  Yach, Hawkes, Gould, & Hofman (2004) assert that 
research studies projected that mortality by CVD would increase by 120% for women 
and 137% for men in 2020. This is alarming because low-and middle-income countries 
are still grappling with the devastating effects of infectious diseases. Thus, this double 
burden of communicable and chronic non-communicable diseases has a long-term 
public health impact as it weakens the already poorly managed healthcare systems 
(BeLue et al., 2009).  

The purpose of this paper was to examine how the use of the socio-ecological 
model may facilitate the integration of faith through targeted prevention and 
management of cardiovascular risk in low- and middle-income countries. Studies from 
diverse cultures suggest that targeted prevention and management of risk factors, such 
as hypertension and hypercholesterolemia, may reduce morbidities and mortalities from 
cardiovascular risks.   

Most faith-based health promotion facilities support the integration of faith in 
population-level disease prevention programs. This is probably because of the growing 
research database that establishes a relationship between religion, spirituality, and 
cardiovascular disease (CVD).  Historically, most middle to low-income countries is highly 
religious, which explains why there is a link between religion, medicine, and healthcare 
among all population groups (Koenig, King, & Carson, 2012).  Also, the strong links 
between psychosocial stressors, health behaviors, and cardiovascular health seem to 
suggest a conclusive link between religion, spirituality, and cardiovascular health or 
disease. Existing studies in the field of psychoneuroimmunology have shown the 
association between how people feel and how their physical health (the immune 
system) can be affected, which supports the mind-body relations as the core of 
psychosomatic medicine (The World Health Organization, 1998). 
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Even in the bible times, there seems to be a link between religion, spirituality, and 
health. For instance, Daniel, Hananiah, and Azariah declined to eat foods forbidden by 
Jahweh and instead asked for vegetables and water. For 10 days, they were allowed to 
eat only vegetables, and at the end, the guard was amazed at their appearance, and 
physical and mental health, compared to those who ate the royal foods (Daniel 1: 8-15). 

We define religion as a set of beliefs, practices, and rituals associated with a 
Supreme Being, where the Supreme Being might be God, Allah, Sango, Amadoha, or a 
Higher Force in Western religious traditions, or Brahman, manifestations of Brahman, 
Buddha, Tao, or definite truth/reality in Eastern mores. Also, we describe spirituality as a 
transcendental reality, which is outside the confines of cultures, politics, religions, and 
egos (Seaward, 2018).  Unlike religion, which is highly ritualistic and rigid, spirituality is 
personal, something people define for themselves (Lucchese and Koenig, 2013). Human 
spirituality is usually without rules, regulations, and accountabilities.  One can be 
spiritual, but not religious. Most people proclaim to be spiritual in places where religion 
is not allowed. Thus, spirituality is seen as a non-divisive common human bond, in both 
religious and secular settings (Lucchese and Koenig, 2013). We must also note here that 
spirituality can include an individual’s belief that there is nothing beyond the material 
world or the belief that there is no God or meaning beyond this life (The World Health 
Organization, 1998). 

Like religion, human spirituality encompasses every phase of human consciousness, 
transcendence, self-reliance, self-efficacy, self-actualization, love, faith, enlightenment, 
mysticism, self-assertiveness, community, and bonding (Seaward, 2018).  According to 
the World Health Organization (1998), human spirituality is something that is in 
complete harmony with the perceptual and nonperceptual environment. Ross (1995), 
identified the quest to find meaning, purpose, and fulfillment in life, the desire for hope 
or the will to live, and the need for belief and faith in oneself, others, and God as the 
three basic characteristics of human spirituality. 

The question one has to answer here is, given that faith is both an aspect of religion 
and human spirituality, how can one’s faith in something which is not scientifically 
verifiable such as 

divine truth, philosophical doctrine, miraculous healing, value system, provide 
strength and direction in one’s daily life? While this may provide confidence and 
direction in making healthy choices that may either prevent or delay the onset of 
cardiovascular disease, for others, there is the possibility that such faith or belief might 
hinder them from making healthy lifestyle choices. For instance, certain religious beliefs 
promote the concept of “ it is well, leave everything in God’s hands, be not dismay 
whatever betide,” which in turn encourages the act of learned “self-helplessness” which 
is a difficulty that could include the feeling of helplessness because people feel they 
have no control over their lives and may therefore take less initiative and responsibility 
(The World Health Organization, 1998). Also, while people may have a passionate sense 
of spirituality, they may feel alienated from formalized religion and its practices, such as 
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a sense of alienation or inability to express this feeling of being connected to God or a 
Higher Force could limit people’s ability to either make decisions or take targeted 
actions to prevent and manage cardiovascular risks. 

Therefore, due to the subjective, and restrictive practices of faith in most low- and 
middle-income countries, we recommend the use of the social-ecological model in 
facilitating the adoption of faith in targeted prevention and management of 
cardiovascular risk. Our recommendation is supported by the evidence that the social-
ecological model emphasizes various levels of influence (such as intrapersonal, 
interpersonal, organizational, community, and public policy) and the concept that 
people’s social environment influences their behaviors. This model is sustainable in low- 
and middle-income countries and aligns with the patients’ relationship with their creator 
and their neighbors while promoting best practices. 
 
2. Literature Review 
 
2.1 Faith and Health  
 
Cultural competency in health and social care includes respecting differences in patients’ 
cultural awareness and individuality, which consist of their language and religion. This 
can be implemented through health systems and institutions, training, models of care, 
and patient intervention (Kirmayer, 2012). Curtis et al (2019) posit that attentiveness to 
matters of cultural competency decreases health inequalities and promotes medical 
care because it allows health and social care professionals to provide services that are 
respectful of and responsive to the health beliefs, practices, and cultural and linguistic 
needs of different patients.  There is no doubt that faith or spirituality is an important 
part of one’s cultural identity as it has been identified as a factor that may influence 
patients’ healthcare decisions and outcomes (Isaac, Hay, &, Lubetkin, 2017).   

While the notion of the use of faith in health and social care is challenging, it 
remains an important concept. Its significance is revealed in the increased studies on the 
topic (Lucchetti and Lucchetti, 2014), as well as the recognition of faith and spiritual care 
in healthcare policy across the world (Weathers, 2018). For instance, the National Health 
Service (NHS) Scotland identified the incorporation of faith or spirituality as one of the 
essential components of holistic care in its educational guide for healthcare staff (NHS, 
2009). Likewise, the government of Manitoba in Canada listed the integration of faith as 
one of the fundamental competencies for spiritual health care specialists (Manitoba’s 
Spiritual Health Care Partners, 2017). Weathers (2018) asserts that several professional 
regulatory associations include the delivery of spiritual care in their recommendations 
and guidance to healthcare professionals. According to Weathers (2018), the 
International Council of Nurses refers to spiritual care in their Code of Ethics document 
(ICN, 2012). Correspondingly, in the UK, the Nursing and Midwifery Council (NMC) made 
references to spiritual care as one of their criteria for both pre-registration nurses and 
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registered nurses (NMC, 2010.  
In current surveys, 59% of British medical schools and 90% of US medical schools 

offer 
courses or content on spirituality and health (Lucchetti et al., 2012). Similarly, 

10.4% of Brazilian medical schools offer Spiritual Health courses while 40.5% of the 
schools have courses or content on spirituality and health (Lucchetti et al., 2012). While 
there is limited research data in most African countries on various governments’ 
education policies on the inclusion of spiritual health education, the available studies 
indicate that religion influences the utilization of maternal health care services which is 
analogous to the influence of the selected social determinants of health (Solanke et al., 
2015). In this regard, focusing on the social determinants of health without the 
integration of faith may not promote maternal health care in countries such as Ghana, 
Senegal, the Gambia, and Nigeria (Solanke et al., 2015). Therefore, special attention 
must be given to the issues of healthcare access among Muslim women by taking more 
practical steps to promote access to public sector health facilities in Nigeria (Solanke et 
al., 2015).  Thus, it is essential to incorporate faith or spirituality into the social 
determinants of the health framework.  

Regardless of the method of practice, ritual, or place of worship, religion and 
spirituality can play an important role in a people’s life. While spirituality or faith may 
mean different things to different people, it is often about a belief in a supernatural 
power or something greater than ourselves, which entails our quest for a purposeful life. 
There are some health benefits associated with either being religious or spiritual, which 
include longevity, improved emotional state, enhanced immunity, reduced 
hypertension, minimizes suicide rate, reduced risk of disease, improved self-confidence 
and fitness, and a strong support system (Paul et al, 2001). 

While some religious and spiritual beliefs may be empowering, some beliefs may be 
harmful to one’s health. For instance, they may lead to the feeling of debilitating guilt or 
a sense of lack of self-efficacy.  This may have several negative effects on one’s mental 
health. Some religious groups may believe that one is possessed by demons or evil 
spirits when an individual is living with a mental illness or an unexplainable illness. 
Others may say that mental illness is a punishment for something you have done wrong. 
These beliefs are obstructive as they might either delay or stop the individual from 
seeking professional help for early intervention. 
 
2.2 Targeted prevention and management of cardiovascular risk   
 
Cardiovascular disease (CVD) is an umbrella term, which describes conditions affecting 
the heart or blood vessels. It is typically linked with a build-up of fatty deposits inside 
the arteries (atherosclerosis) and an increased risk of blood clots. It can also be 
connected with damage to arteries in organs such as the brain, heart, kidneys, and eyes 
(NHS, 2018). Coronary heart disease (angina, heart attacks, and heart failure), strokes 
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and transient ischaemic attack; peripheral arterial disease, and aortic disease are the 
four main types of CVD (NHS, 2018).  

In 2005, cardiovascular disease accounted for 30% of an estimated 58 million 
deaths worldwide from all causes (WHO, 2007). This percentage is the same as that 
caused by infectious diseases, nutritional deficiencies, and maternal and perinatal 
conditions collectively (WHO, 2005).  According to the World Health Report (2002), a 
significant percentage of these deaths (46%) were of people younger than 70 years of 
age who are in the more productive period of their lives. Furthermore, 79% of the 
disease burden was caused by cardiovascular disease (The World Health Report, 2002). 
Nearly 50% of the disease burden in low- and middle-income countries is caused by non-
communicable diseases with CVD at the top of the list (Lopez et al., 2006).  

A substantial percentage of this morbidity and mortality could be prevented using 
population-based approaches, and through the implementation of accessible cost-
effective interventions, both for people with established diseases and for those at high 
risk of developing the disease ((Lopez et al., 2006). Although there is a notable 
advancement in cardiovascular disease treatment, the prevalence of new and recurrent 
coronary artery disease continues to increase and constitutes the primary cause of 
death in middle and low-income countries as well as in developed countries (Gaziano et 
al., 2011). 

Even though the exact causes of CVD are not clear, both modifiable and non-
modifiable factors that can increase one’s risk of getting it, notable risk factors for CVD 
include high blood pressure (hypertension), smoking, high cholesterol 
(hypercholesterolemia, diabetes, inactivity, obesity, family history of CVD, and ethnic 
background (NHS, 2018; Perk et al., 2012).  Age, gender, poor diet, and excessive 
consumption of alcohol are the other risk factor for CVD (NHS, 2018).  

Targeted prevention and management of cardiovascular risk refers to specific 
preventive action and therapy that can either prevent the onset of CVD or reduce the 
speed at which the disease degenerates into complications (WHO, 2007). This approach 
involves the promotion of a population-level primary prevention program through the 
Framework Convention on Tobacco Control and the Global Strategy for Diet, Physical 
Activity, and Health (WHO, 2003). These initiatives will target common risk factors, 
which will make it easier for healthy people to stay healthy while enabling those with 
diagnosed CVD or at high cardiovascular risk to change their behavior (WHO, 2007).  

Given the possibility that this strategy alone may not support some individuals with 
a high risk of developing CVD or with a diagnosed CVD, a combination of population-
wide strategies and approaches that target high-risk individuals may be required to 
reduce the cardiovascular disease burden. The degree to which one strategy should be 
emphasized over the other depends on attainable effectiveness, as well as cost-
effectiveness and availability of resources (Lopez et al., 2006). 
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2.3 Low- and middle-income countries 
 
Low- and middle-income countries (LMICs) fall under different groups according to size, 
population, and income level (World Bank, 2021). Countries with low-income economies 
are those countries with a Gross National Income (GNI), of $1,025 or less in 2018 based 
on the calculation of the World Bank Atlas method (World Bank, 2019). The lower-
middle-income economies are those countries with a GNI per capita between $1,026 
and $3,995 while the upper-middle-income economies are those between $3,996 and 
$12,375. On the other hand, high-income economies are those countries with a GNI per 
capita of $12,376 or more (World Bank, 2019).  

Presently, about 75% of the world’s population lives in LMICs. In addition, 62% of 
the world’s poor population lives in these economies.  In the 1990s, over 6 in 10 people 
of the world's population lived in low-income countries, but today it is just about 1 in 10. 
This is mainly because countries, such as India and China, have transitioned from low-
income countries to middle-income countries (World Bank, 2021). Middle-Income 
Countries contributed less than a fifth of the global economy (17 percent) at the 
commencement of the 20th century. However, by 2017, they contributed about 35 
percent of the global economy, which is about one-third of the total global gross 
domestic product (World Bank, 2021).  

Apart from political instability and rampant corruption, most LMICs have weak 
healthcare systems. For instance, out of the 75 countries that constitute more than 95% 
of child and maternal mortality, the average percentage of births attended by a trained 
or experienced health professional is 62%, which is about 10 to 100% (World Health 
Organization, 2019). UNICEF (2013) suggests that more women do not have money or 
health insurance coverage for this service than women with the resources to pay for the 
maternity care provided by a skilled health care worker.  The non-availability of financial 
support or protection for the costs of healthcare services makes it impossible for about 
100 million people to access quality healthcare services (World Health Organization, 
2010).  An effective healthcare system is an outcome of its trained and experienced 
healthcare professionals including the active participation of private health and social 
service institutions (IOM, 2001). For instance, in Taiwan, about 90 percent of the 
primary care and 70 percent of the country’s hospital bed services are delivered by the 
private sector and the National Health Insurance companies (Tsai, 2014).  

Another major characteristic of LMICs is low healthy life expectancy (HALE).  
According to Islam et al (2018), healthy life expectancy at birth is a significant measure 
of a country’s health status and quality of life. Comparing Sierra Leone with 44.40 years 
of healthy life expectancy to Sri Lanka (67 years), Islam et al, (2018) attributed 
education, total fertility rate, physician density, gross national income per capita, health 
expenditure, economic freedom, carbon dioxide emission rate, freedom of the press, 
corruption perception index, and prison population rate as some of the factors for the 
large gap between HALE in Sierra Leone and Sri Lanka.  
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Typically, LMICs have the highest incidence and death rates of cardiovascular 
disease. The surge in prevalence and death that are associated with the large burden of 
coronary health disease is one of the outcomes of the epidemiological transition, which 
usually accompanies economic and social development (Gaziano et al., 2011). Unlike 
developed economies, the economic and social transformation in LMICs is occurring 
much more quickly in a post-industrial era due to economic globalization (Gaziano et al., 
2011). The outcome of this rapid transformation is that the changes in risk factors and 
rate of disease occurrence are faster than the progress in healthcare networks, human 
resources, and infrastructure, which are needed to prevent and manage the onset of 
chronic diseases such as CVD (Gaziano et al., 2011).  

Another identifiable feature of LMICs is that most people in these countries claim to 
be religious (Stastna, 2019).  This seems to support Paul et al's (2001) assertion that 
religion flourishes most in extremely dysfunctional societies. On the other hand, there is 
a 0.7 relationship between religiosity and successful societies (Paul, et al., 2001).  While 
acknowledging that the level of religiosity tends to vary from person to person or culture 
to culture, Paul et al (2009) assert that this is only popular in societies that have a 
notable rate of dysfunction where people are anxious about their daily lives to a degree 
that they begin to depend on their various gods for help in their daily lives. Paul et al 
(2001) posit that it is not the fear of death or God that pushes people to become 
religious, but exercising faith in God or a Higher Power is merely a psychological coping 
mechanism. 

According to the 2009 Gallup Inc. Religion study, which surveyed about 1,000 
people in each of 114 countries, nations with less than $2,000, 95 percent per capita 
stated that religion was an important part of their daily lives. For instance, 99 percent of 
respondents from Bangladesh, Niger, Malawi, and Yemen agreed to be religious while 
Sweden (17 percent), Denmark (19 percent), Japan (24 percent), and Estonia (16 
percent) where religion was suppressed under the former Soviet regime had some of 
the weakest responses (Stastna, 2019).   

Norris and Inglehart (2014) linked the pattern of higher religious commitment in 
poor places to the overwhelming differences in existential insecurity, that is, the level of 
safety and security people feel as they go through their daily lives. For instance, feelings 
of vulnerability such as the perpetual threat of untimely death from hunger, war, and 
disease, tend to push people to religion, which in turn offers hope and lessens people’s 
anxiety (Pew Research Center, 2018). Also, using the Gross National Income (GNI) 
measures, one can infer that economic inequality is linked to higher levels of religiosity.  
Most societies with extremely unequal distribution of income tend to be more religious, 
while those who live in relatively egalitarian societies are less religious (Pew Research 
Center, 2018).   
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2.4 Patient’s Relationship to God and Humanity (Neighbors)  
 
The People’s duty to God aspect of faith describes one’s direct and personal bond or 
relationship with God. According to the Holy Family Catholic Community (2019), this 
comprises sharing in the sacraments, Eucharistic adoration, devotions such as the 
Rosary, and the Stations of the Cross; honoring the saints, and nurturing private prayer. 
Byrd (2019) suggests that the vertical dimension of faith is based on the first four ten 
commandments: “You shall have no other gods before me; You shall not make for 
yourself an idol; You shall not make wrongful use of the name of your God; Remember 
the Sabbath and keep it holy (Exodus 20: 3-11). Mast and Hall (2018) state that the 
vertical dimension within the context of social relations describes how much control or 
influence people believe that they can exert on others as well as the status relations 
created by social class, celebrity, respect, or expertise. While some religious experts see 
the vertical dimension as mainly a personal or intrapersonal expression of faith, social 
scientists assert that is it an interpersonal concept, thus, it cannot exist by itself without 
a reference to others. It is a personal level of social control, which is always relative to 
others (Mast & Hall, 2018).  

On the contrary, the believers’ relationship to humanity aspect of faith generally 
denotes how people demonstrate their faith in Christ by serving and loving others, 
which consists of special consideration for the poor and suffering (Holy Family Catholic 
Community, 2019). Byrd (2019) states that this aspect of faith depicts our relationship 
with others based on the two axes of the Cross. Afzaal (2008) refers to it as the religion 
of the ego. In the interpersonal aspect of faith, the truth is an element of a specific 
religion, not an aspect of the person. Byrd (2019) affirms that this aspect of faith is 
based on the last six of the ten commandments,  which reveal how we are to relate to 
others (our neighbors): Honor your father and mother; You shall not murder; You shall 
not commit adultery; You shall not steal; You shall not bear false witness against your 
neighbor, and You shall not covet your neighbor’s wife or anything that belongs to your 
neighbor (Exodus 20: 12-17).  

Given that these two dimensions of faith,  are viewed from contrasting ends of the 
spectrum or subjectively interpreted and applied by people of various religious groups, 
mainly when it comes to health behaviors and practices that may predispose people to 
CVD, this paper recommends the use of the social-ecological model in facilitating the 
inclusion of faith in targeted prevention and management of cardiovascular risk in low- 
and middle-income countries. This model emphasizes various levels of influence (such as 
intrapersonal, interpersonal, organizational, community, and public policy) and the 
concept that people’s social environment influences their behaviors.  Also, our proposed 
model for the adoption of faith is sustainable in low- and middle-income countries and 
aligns with the two major aspects of faith while promoting best practices. 
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2.5 The social-ecological model 
 
The objective of this study was on facilitating the adoption of faith in targeted 
prevention and management of cardiovascular risk in low- and middle-income countries. 
Considering the subjective application of faith, possibly due to the lack of a universally 
acceptable definition of faith or religion, individuals, communities, and religious 
healthcare institutions need a standardized framework that will facilitate behavior 
change across the board.   

The understanding is that both the prevention and management of risk factors for 
cardiovascular disease require changes in people’s health behavior and the community 
and the government’s health and social policies. 

The core concept of the social-ecological model is that several factors or various 
levels of influence determine one’s behavior or lifestyle choices (McKinzie et al, 2013). 
This model underscores the relations between, and the interdependence of factors 
within and across all levels of a health problem (Rimer & Glanz, 2005). In other words, 
people influence and are influenced by their families, social networks, the organizations 
in which they belong such as their workplaces, schools, religious organizations, their 
communities, and the society in which they reside (IOM, 2001). Burke, Joseph, Pasick, & 
Barker (2009) assert that people’s health behavior is partly shaped by the social 
environment in which they live.  People’s social context or environment is the 
sociocultural force that influence their daily experiences, which directly or indirectly 
impact their behavior and health. Therefore, the socio-ecological model emphasizes that 
interventions must be aimed at multiple levels of influence to achieve and maintain 
substantial changes in health behavior and outcome (Sallis, Owen, & Fisher, 2008). 

According to McLeroy, Bibeau, Steckler, and Glanz (1988), there are five levels of 
influence, which include: intrapersonal or individual factors, interpersonal personal 
factors, institutional or organizational factors, community factors, and public policy 
factors. Figure 1 provides a brief illustration of this model and the five levels of 
influence, with the “Child” representing the intrapersonal or the individual level of 
influence.    
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Figure 1: Socio-ecological model 
Sources: Sääkslahti, A.K., Inkinen, M.E. & Poskiparta M. E. H. (2014). A socio-ecological 
approach to physical activity interventions in childcare: a systematic review. 
International Journal of Behavioral Nutrition and Physical Activity, 11, 22 (2014). 
 
Rimer & Glanz (2005) noted that at the intrapersonal level, individual features such as 
knowledge, attitudes, beliefs or faith, and personality traits affect one’s behavior or 
health choices while factors such as external factors such as family, friends, and peers, 
which form an individual’s social identity, social support network or defines one role can 
be classified as the interpersonal level of influence.  The institutional level of influence 
or factors includes the rules, regulations, and informal structures that may limit or 
facilitate prosocial behavior. The Community is the fourth level of influence and it 
includes social networks and norms, or standards, that exist as formal or informal 
among people, groups, and organizations. The fifth level of influence is public policy, 
which can be the local, state, or federal policies and laws that regulate or support 
healthy actions and practices for disease prevention, early diagnosis, intervention, and 
management (Rimer & Glanz, 2005).  
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3. Methods 
 
This theoretical paper used existing literature to examine how we might facilitate the 
integration of faith in targeted prevention and management of cardiovascular risk in 
low- and middle-income countries using the social-ecological model. The complexity of 
this topic informed our research methodology. Also, we acknowledge the fact that a 
theoretical study on the association between religiosity and cardiovascular disease and 
health will provide a stronger foundation that will strengthen the existing knowledge on 
the inclusion of faith in delivering health and social care in low-and middle-income 
countries. Furthermore, there seem to be overwhelming discussions on the concept of 
people’s duty to God and humanity. Since faith and health are multidimensional 
concepts, which encompass attitudes, behaviors, beliefs, values, and experiences (Levin, 
Taylor, & Chatters, 1994), we did not want to duplicate what others have done on this 
subject. On the other hand, while we recognize the documented positive impacts of the 
vertical and horizontal dimensions of the Christian faith on population health, there is 
well-documented evidence of its ineffectiveness as a standalone approach to the 
prevention of CVD in low and middle-income countries. Therefore, we proposed the use 
of a socio-ecological model as a more effective approach that may facilitate the 
integration of faith in targeted prevention and management of cardiovascular risk in 
low- and middle-income countries.  
                                 
4. Findings/Discussion 
 
4.1 Why Use the Socio-ecological Model in Faith Integration? 
 
A large body of literature recognizes the relationship between religiosity, social support, 
self-care, and health (Krause, 2011; Rosland et al. 2008, Casagrande et al., 2013). 
However, only a few studies have attempted to sufficiently explain the reasons for the 
alarming rise in the incidence of CVD in low and middle-income countries even though 
most people living in these countries belong to one religious group or the other. 
According to Shahrbaki et al (2016), spirituality is one of the dominant subjects among 
individuals with heart failure as the majority of the patients assert that their religious 
beliefs, inner faith, the quest for meaning or connection to God as the supreme power 
are the sources of their inner peace and healing. While CVD patients are learning to use 
religious beliefs and faith to accept the reality of their illnesses (Shahrbabaki et al., 
2016), poverty, ignorance, illiteracy, dysfunctional communities, poor government social 
policies, and distorted religious teachings and beliefs are promoting the adoption of 
destructive lifestyles (Wekesah et al., 2019).   

People’s duty to God and humanity aspects of faith are only effective in mitigating 
unhealthy lifestyles within the context in which that faith or religion is practiced and to 
the extent those set of beliefs on which that particular religion, denomination, or church 
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was established. Several empirical studies indicate that behavioral and medical 
interventions are more likely to be effective if they are aimed at multiple levels of 
influence that affect individuals’ and populations’ behaviors and health status (Glancz & 
Bishop, 2010).  This is because behavior change and medical intervention programs that 
are based on the socio-ecological model have a greater chance of being successful. Not 
many people can change their behavior based on a single exposure; instead, numerous 
exposures are usually needed to change most behaviors (McKenzie, 2013).  The socio-
ecological model is all about reaching the priority group from different angles or through 
several channels. 

For instance, in their study “Testing a social-ecological model of alcohol use: the 
California 50-city study” Gruenewald, Remer, & LaScala (2013) concluded that 
community availability of alcohol and individual drinker characteristics seem to act 
jointly to influence people’s drinking levels and use of drinking contexts. These 
influences may increase the risks associated with drinking in some settings (e.g., bars) 
much more than others such as their friends or relatives' homes (Gruenewald, Remer, & 
LaScala, 2013).  

Another study by Nelson, Abbott, and  Macdonald (2010) on “Indigenous 
Australians and physical activity: using a social-ecological model to review the literature” 
affirmed that the commitment of Indigenous Australians to physical activity and how it 
has meaning in their lives cannot be separated from the numerous of other influences 
such as their social networks, prevailing environmental, occupational, nutritional, 
residential and experiential conditions and, more broadly, colonization, culture, history, 
and family. 

Mao et al. (2014)’ study on “Personal and social determinants sustaining smoking 
practices in Rural China: a qualitative study” also supports the recommendation that the 
use of a socio-ecological model may facilitate the integration of faith in targeted 
prevention and management of cardiovascular risk in low- and middle-income countries 
using the social-ecological model. The study concludes that while people had limited 
knowledge about the risks of smoking and lack of motivation to quit, social factors were 
in effect the main obstacles to quitting smoking.  The study suggests that the custom of 
cigarette exchange and cigarette gifting pervaded every part of rural family life, from 
economic activities to leisure activities, in family and broader social interactions (Mao et 
al., 2014). The culture of familism and collectivism interplayed with the pro-smoking 
environment and reinforced rural people’s smoking practices at the community level 
(Mao et al., 2014). Living in a rural area was also a barrier to the cessation of smoking 
because of the lack of information on smoking cessation and the influence of courtyard-
based leisure activities that facilitated smoking (Mao et al., 2014). 

Since religion in low and middle-income countries is a central part of community 
organization and facilitates social cohesion and cultural identity; therefore, it is 
important for church leaders and faith-based health and social care professionals to 
adopt comprehensive health and social care practices and messages, which center on 
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man in his environment. The socio-ecological model promotes best practices and it has 
been embraced in principle by many health-promotion researchers and leaders.  

For instance, the Ottawa Charter for Health Promotion advocates for integrated 
action at the levels of individuals, communities, and society. It believes that the social-
ecological conditions for health promotion are peace, shelter, education, food, income, 
a stable ecosystem, sustainable resources, social justice, and equity (WHO, 1986). The 
Ottawa Charter underscores the significance of citizen participation and empowerment. 
It demands skill in advocacy and intervention.  Research outcomes on interventions 
based on the Ottawa Charter health-promotion strategies include evidence that 
investment in building healthy public policy is a key strategy, that supportive 
environments must be created at the individual, social and structural levels, and that 
personal skills must be combined with other strategies to be effective (Jackson et al, 
2006).  

Based on the numerous risk factors for CVD, it is evident that the vertical and 
horizontal integration of faith alone would not be effective in either preventing or 
managing CVD. The church may promote a healthy lifestyle, but its members require 
more than knowledge to practice and maintain a healthy lifestyle. Governments in low 
and middle-income countries need to implement policies that will reduce the intake of 
saturated fat for example. This may help to address the issue of hypercholesterolemia, 
which is one of our targeted risk factors for CVD. 

Also, the government and society, in general, must address the issues surrounding 
the structural determinants of the social determinants of health, which have kept most 
people in low and middle-income countries perpetually poor. The equitable distribution 
of wealth and other social resources will have a significant impact on reducing people’s 
stress levels. 

Since vertical and horizontal integration of faith promotes one’s relationship with 
God and his or her fellow believers or the church, the adoption of the socio-ecological 
model in our work as faith-based health and social workers will provide us with the skill 
set that we need to minister to men and women in a world tainted with sin. As humans, 
we are not only influenced by our biological features or religious beliefs, we are also the 
products of the culture and socioeconomic environment in which we live.  

While we recommend the use of the social-ecological model in facilitating the 
incorporation of faith in targeted prevention and management of cardiovascular risk in 
low- and middle-income countries, we are also aware that this approach may be slow to 
implement as social policies and behavioral changes can be difficult and at times nerve-
wracking. However, given that the majority of the low and middle-income countries are 
signatories to the Ottawa Charter, one may conclude that these policies are already in 
place.  
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5. Conclusion 
 
Cardiovascular disease is currently one of the leading health challenges in low- and 
middle-income countries. Studies from diverse cultures suggest that targeted prevention 
and management of risk factors, such as hypertension and hypercholesterolemia, might 
reduce morbidities and mortalities from cardiovascular risks. Most faith-based health 
promotion facilities support the inclusion of faith in population-level disease prevention 
programs. However, because of the rigid practices of faith in low- and middle-income 
countries, this paper examined how the use of the social-ecological model may facilitate 
the integration of faith in targeted prevention and management of cardiovascular risk. 
The social-ecological model emphasizes various levels of influence (such as 
intrapersonal, interpersonal, organizational, community, and public policy) and the 
concept that people’s social environment influences their behaviors.  

Numerous empirical research has shown that this model is effective in facilitating 
the delivery of holistic care as it considers the multifaceted relationship between the 
individual, the social relationship, the community, and societal factors and it allows us to 
understand the variety of factors that put people at risk for CVD. This model is 
sustainable in low- and middle-income countries and aligns with the vertical and 
horizontal dimensions of the Christian faith while promoting best practices. 
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