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Foreword
Health development as the beacon of development
Over the past ten years, the status of health �n Afr�ca has changed, and all too often not for the better.  Health �nd�cators across 
the cont�nent cont�nue to be an urgent challenge to those of us work�ng �n the field.  Desp�te s�gn�ficant expend�tures by 
governments and donors targeted at combat�ng spec�fic d�seases, �nfant and maternal mortal�ty stat�st�cs show l�ttle, �f any, 
�mprovement.  In some countr�es, �nclud�ng Kenya, negat�ve trends are alarm�ng.  Th�s �s not to say that all efforts are m�sd�rected 
– for example, Afr�cans now have greater access to free ant�retrov�ral therapy – but clearly we should and must do a better job 
across the board �n �mprov�ng the health of the people of Afr�ca.  Over and above the benefits of good health �tself, a reduced 
burden of d�sease (morb�d�ty and mortal�ty) releases resources that go �nto product�ve act�v�t�es and �nto creat�ng wealth. Inputs 
�nto health are therefore not just a dead-end expend�ture but wealth creat�on �nvestments at all levels of soc�ety.  For the Afr�can 
Med�cal and Research Foundat�on (AMREF), th�s means mak�ng health a commun�ty �ssue w�th�n the Nat�onal Health System.

And so AMREF �s launch�ng a new and d�fferent sort of strategy, one that we bel�eve, over the next ten years, w�ll br�ng �mportant 
but prev�ously marg�nal�sed actors �nto the health care arena: not only for d�sease prevent�on, treatment and care but also for 
health promot�on.

I am espec�ally exc�ted about three �nnovat�ve aspects of th�s strategy.  The first �s AMREF’s redefin�t�on of the concept “health 
system”.  I have sa�d before that unt�l people become engaged w�th the�r own health care, we w�ll cont�nue to w�pe the floor 
wh�le the tap cont�nues to leak.  I am therefore very grat�fied that AMREF �s redefin�ng the health system to �nclude the people 
and commun�t�es we work w�th.  

Commun�t�es need to be part of the system �n a broader sense than �s currently the pract�ce.  Th�s �s perhaps not an easy concept, 
but we bel�eve �t �s v�tally �mportant �f we are to see changes �n health care �nd�cators.  To �llustrate: �n some commun�t�es up 
to 80 per cent of �nd�v�duals seek help from trad�t�onal healers.  Therefore trad�t�onal healers represent an untapped source of 
expert�se w�th�n the commun�t�es where they work for �mprov�ng referral systems between commun�t�es and m�n�stry of health 
fac�l�t�es, and for �nformat�on about affordable, safe med�c�nes. To take another example, we have learned from the challenge 
of HIV that commun�ty members are often the best people to encourage the�r fr�ends to go for counsell�ng and test�ng, and to 
prov�de care and support for those who are HIV-pos�t�ve and for orphans and other vulnerable ch�ldren. Indeed, we need to be 
�mag�nat�ve and seek add�t�onal opportun�t�es to d�scover and make use of commun�ty resources. 

The second aspect of the strategy �s creat�ng stronger l�nks between m�n�str�es of health and the commun�t�es they serve.  If I 
can cont�nue my household analogy about mopp�ng the wet floor, �t somet�mes takes many hands work�ng together to stop 
a leak�ng tap! You m�ght need an upset fam�ly member to �n�t�ate the process, a plumber, and a suppl�er of parts, or somet�mes 
just a ch�ld to turn off the tap properly.  The lesson �s that we need to know what other people can contr�bute and engage the�r 
sk�lls �n gett�ng to a solut�on.  The other s�de of the analogy �s that our health systems can be more respons�ve �f we all work 
together and keep each other �nformed of what we are do�ng and what �s happen�ng �n our commun�t�es.  To th�s end AMREF’s 
new strategy has a strong component of bu�ld�ng better commun�cat�on l�nks, for example, strengthen�ng health management 
�nformat�on systems at commun�ty level and ty�ng them �nto MOH systems.

If I can push the analogy just a b�t further, the th�rd �nnovat�ve aspect of our strategy has to do w�th determ�n�ng the reason 
why the tap �s leak�ng �n the first place.  AMREF �s �n�t�at�ng a research effort that w�ll focus on why commun�t�es have not been 
more �nvolved �n the�r own health care �n the past, and what constra�nts ex�st that currently �nh�b�t the�r part�c�pat�on. As AMREF 
researchers are tasked to look for solut�ons regard�ng a spec�fic d�sease, they w�ll, at the same t�me, work w�th the affected 
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commun�ty to exam�ne why that d�sease �s a problem for them and how the commun�ty can play a role �n combat�ng �t.
For the last two years many people, both �ns�de AMREF and those we have consulted, have contr�buted to formulat�ng th�s new 
strategy. It �s the product of a h�ghly part�c�patory process, gu�ded to �ts present form by AMREF’s Sen�or Management Team.  We 
are exc�ted about putt�ng the strategy to work. On behalf of AMREF’s Board of D�rectors, I would l�ke to congratulate the team 
and w�sh them well as they develop �nnovat�ve �ntervent�ons to push the strategy forward. 

To the AMREF Fam�ly �n Afr�ca and abroad, th�s �s YOUR BABY! Let us keep the baby bounc�ng �nto healthy ch�ldhood and 
thereafter �nto robust youthful years and eventually a  healthy adulthood. The collaborat�on we have establ�shed �s l�ke plac�ng 
Afr�ca �n an embrace.  Let us go on to have a lov�ng and healthy embrace around Afr�ca.

 We �n the AMREF Board of D�rectors take th�s opportun�ty to �nv�te all partners work�ng to �mprove the health of the people 
of Afr�ca to jo�n hands w�th us �n expand�ng effect�ve and effic�ent health systems �n all our countr�es that fully �ncorporate our 
people �n the�r commun�t�es.  We �n Afr�ca are a COMMUNITY PEOPLE . And �f �t doesn’t happen �n our commun�t�es, �t doesn’t 
happen elsewhere and �t won’t happen. So let us help make �t happen �n our nat�ons by ensur�ng that health promot�on and 
health care serv�ces are, �ndeed, happen�ng �n a truly bottom-up approach: from the fam�l�es �n our commun�t�es to the tert�ary 
hosp�tals and throughout all the arms of the health system.

I bless those that w�ll �mplement th�s Strategy and pray that through the�r d�l�gence, they w�ll help br�ng the bless�ng of �mproved 
health to the people of Afr�ca. I bless Afr�ca’s partners who work fa�thfully w�th Afr�ca to reduce the burden of d�sease she carr�es 
and thus move the people of th�s great cont�nent forward towards robust health.

Professor M�r�am K  Were, EBS, IOM
Chair, AMREF Board of Directors
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Glossary of Terms
Community:  The concept of a “commun�ty” has changed w�th t�me. In the past commun�t�es were seen as homogenous, 
geograph�cally concentrated, and stable over t�me. Today they tend to be temporal, culturally d�verse, mob�le and bound by 
common needs rather than by common �nterests. They coalesce around group�ngs such as settlements, schools, factor�es and 
fa�th-based �nst�tut�ons. Fast grow�ng, �nformal urban settlements are the clearest example of the new and emerg�ng Afr�can 
concept of a commun�ty. Increas�ngly commun�t�es are organ�s�ng �nto local c�v�l soc�ety organ�sat�ons (CSOs) and commun�ty-
based organ�sat�ons (CBOs), and develop�ng ab�l�t�es to �dent�fy pr�or�t�es, needs and solut�ons to problems. The emergence of 
these group�ngs prov�des the cont�nu�ty and long-term comm�tment requ�red for susta�nable development. 

Empowerment:  In the context of AMREF’s strategy, empowerment means to bu�ld the strength, competenc�es, vo�ce and 
confidence of health care workers and of the commun�t�es where we work, enabl�ng them to part�c�pate �n programme work, 
to �dent�fy the�r own strengths, weaknesses and needs, and to jo�n �n mean�ngful partnersh�ps to solve problems and mon�tor 
progress.

Equity:  Although the concept of equ�ty appl�es to many broad areas, AMREF v�ews equ�ty as the equal access to qual�ty health, 
and the absence of d�scr�m�natory pract�ces.

Evidence-Based Advocacy:  AMREF uses “ev�dence-based advocacy” to mean a targeted set of act�v�t�es to �nfluence pol�cy and 
pract�ce, based on rel�able and documented ev�dence from research, a�med at a defined aud�ence of dec�s�on makers.

Health System:  AMREF v�ews the commun�ty as the organ�s�ng pr�nc�ple of the health system, and �s defin�ng the health system 
�n a del�berately �nclus�ve way. That �s, the health system �ncludes a country’s 

• formal sector, publ�c and pr�vate
• health care tra�n�ng �nst�tut�ons
• �nformal and commun�ty-based sectors, �nclud�ng CSOs and CBOs
• most �mportantly, the commun�t�es they serve. 

The “peripheral end of the health system” refers to district and community level. 

Programme Driver:  A programme dr�ver �s a cross-cutt�ng, process-or�ented parameter that ensures AMREF’s strategy and 
�ntervent�ons are hol�st�c, �ntegrated and focused on �mprov�ng the health system as a whole.

The Gap:  Commun�t�es should be an �ntegral l�nk �n any health system set up to serve them. Unfortunately th�s �s not always 
the case, espec�ally when the commun�ty �s poor, vulnerable, marg�nal�sed or remote. The gap refers to the d�sconnect between 
commun�t�es (�nclud�ng the �nformal sector of the health system) and the rest of the health system that causes dysfunct�on �n 
health promot�on, prevent�on and health care serv�ce del�very and contr�butes to worsen�ng health status, espec�ally among 
poor, vulnerable and marg�nal�sed groups.
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Abbreviations and Acronyms
AIDS  Acqu�red-Immune Defic�ency Syndrome

AMREF  Afr�can Med�cal and Research Foundat�on

ANC  Ante Natal Care

ARV  Ant�- Retrov�ral

ART  Ant� Retrov�ral Therapy

CBO  Commun�ty-Based Organ�sat�on

CBHC  Commun�ty-Based Health Care

CIDA  Canad�an Internat�onal Development Agency

CSO  C�v�l Soc�ety Organ�sat�on

DFID-WELL Department for Internat�onal Development and the WELL Project

DHMT  D�str�ct Health Management Team

DHS  Demograph�c and Health Survey

DOTS  D�rectly Observed Treatment Serv�ce (for Tuberculos�s)

DPT  D�phther�a, Pertus�s and Tetanus

FBO  Fa�th-Based Organ�sat�on

HIV  Human Immuno-defic�ency V�rus

HMIS  Health Management Informat�on System

HR  Human Resources

HRDH  Human Resource Development for Health

IMCI  Integrated Management of Ch�ldhood Illnesses

M&E  Mon�tor�ng and Evaluat�on

MDGs  M�llenn�um Development Goals

MOH  M�n�stry of Health

NGO  Non-Government Organ�sat�on

OECD  Organ�sat�on for Econom�c Co-operat�on and Development

PEPFAR  Pres�dent’s Emergency Plan for AIDS Rel�ef

Sida  Swed�sh Internat�onal Development Agency

STI  Sexually Transm�tted Infect�on

STD  Sexually Transm�tted D�sease

TB  Tuberculos�s

UNFPA  Un�ted Nat�ons Populat�on Fund

UNICEF  Un�ted Nat�ons Ch�ldren’s Fund

WHO  World Health Organ�sat�on
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Executive Summary

Introduction
The Afr�can Med�cal and Research Foundat�on (AMREF) was founded �n 1957 as an �nternat�onal Afr�can health development 
organ�sat�on by three reconstruct�ve surgeons work�ng �n Kenya who were concerned that rural Afr�cans were fa�l�ng to access 
the surg�cal care they needed. The surgeons concluded that �f the pat�ents could not get to them, then they would go to the 
pat�ents – and so the “Fly�ng Doctors” were born. Cont�nu�ng that trad�t�on of �nnovat�ve solut�ons, AMREF today carr�es out 
p�oneer�ng �ntervent�ons that provoke health care �mprovements of s�gn�ficant �mportance, �n Kenya and beyond. 

Wh�le AMREF’s serv�ce del�very efforts on the front l�nes have saved many l�ves, we have learned over the years that vert�cal 
d�sease treatment programmes are �n themselves not enough to �mprove the overall health of those we serve. Consequently, 
dur�ng AMREF’s last strategy per�od, 2000-2005, “Better Health for the People of Afr�ca”, our role moved away from purely serv�ce 
del�very, toward capac�ty bu�ld�ng, operat�ons research and advocacy.  

In th�s, AMREF’s 50th year, we are refin�ng our strategy further by add�ng a strong component of commun�ty empowerment, so 
that over the next ten years we can use our current programmes to better advantage. The rat�onale for th�s sh�ft �s that AMREF 
has become acutely aware of the gap between vulnerable commun�t�es and the rest of the health system. These commun�t�es 
are often but not always remote geograph�cally, but they are very remote �n pract�cal terms from pol�cy makers and health 
system managers. Therefore, they have l�ttle opportun�ty to prov�de �nput to pol�cy dec�s�ons regard�ng the�r own health needs 
or the ways �n wh�ch they rece�ve health serv�ces. 

The gap ex�sts desp�te �ncreased expend�tures by governments and donors and desp�te successes �n the prevent�on and 
treatment of common d�seases. In add�t�on, poorly d�rected health financ�ng has hastened the deter�orat�on of per�pheral health 
�nfrastructure, further underm�n�ng health promot�on and the qual�ty and effic�ency of bas�c prevent�ve serv�ces at commun�ty, 
health centre and d�str�ct levels. 

The Gap between Communities and the Rest of the Health System  
Although Afr�can health systems are meant to reach all commun�t�es, the systems are stressed by the burden of seem�ngly 
�ntractable d�seases, �nsuffic�ent human resources, organ�sat�onal development fa�lures, fund�ng �ssues and, most �mportant for 
AMREF’s 2007-2017 strategy, �nsuffic�ent commun�ty �nvolvement/engagement, from des�gn to �mplementat�on to evaluat�on 
of serv�ces. The gap between commun�t�es and the rest of the health system �s reflected �n the follow�ng, among others: 
• barr�ers to commun�cat�on that comprom�se the ab�l�ty to share �nformat�on and a reluctance to guarantee   
 commun�t�es  a vo�ce �n dec�s�on mak�ng
• a d�sconnect between the �nformal health sector (e.g., commun�ty-based health care workers and trad�t�onal serv�ce  
 prov�ders) and those �n the  formal sector
• m�ssed opportun�t�es to �ncrease health promot�on and prevent�ve care efforts �n commun�t�es
• attendant problems of access to, and ut�l�sat�on of, qual�ty serv�ces
• weak data collect�on and research on commun�ty health needs, strengths and weaknesses for appropr�ate pol�cy  
 formulat�on
• comprom�sed or �neffect�ve referral systems and access to spec�al�st serv�ces 
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AMREF’s Strategy for 2007-2017
To help close the gap, AMREF’s strategy, gu�ded by our m�ss�on and v�s�on statements and our core values, �s des�gned to create 
a broad-based culture of health promot�on, prevent�on and care �n the Afr�can health arena. We w�ll work closely w�th partners 
at all stages, and espec�ally w�th poor and marg�nal�sed commun�t�es to br�ng them �nto an �ntegral and v�brant relat�onsh�p w�th 
the�r health system, enabl�ng them to ach�eve the�r full health potent�al, as �s the�r r�ght. At the same t�me AMREF w�ll or�ent �ts 
capac�ty bu�ld�ng and research efforts toward develop�ng and test�ng models that help make health systems more respons�ve to 
commun�t�es. Knowledge w�ll be a core product and used to �nfluence pol�cy and pract�ce.

Strategy Goal
 To advance Afr�ca’s health by catalys�ng an ev�dence-based movement a�med at reduc�ng the gap between commun�t�es and 
the rest of the health system.  

Programme Drivers
AMREF �s well aware that pressures to revert to a programme of purely d�sease-dr�ven �ntervent�ons w�ll be compell�ng. To 
counteract these pressures and ensure that AMREF acts �n a hol�st�c and �ntegrated way, we w�ll use a ser�es of process- based, 
cross-cutt�ng programme dr�vers that reflect our core values and to wh�ch all �ntervent�ons w�ll respond. For example, programme 
dr�vers w�ll ensure that our �ntervent�ons are pro-poor, culturally sens�t�ve, and that gender �s ma�nstreamed �n all act�v�t�es.
 
Programme Themes
For th�s strategy per�od, AMREF has chosen to focus on three �nterrelated programme themes. 

1. Partnerships with Communities for Better Health
For health systems to better meet the needs of the poor, they must place people at the centre, ensure w�der use of �nd�genous 
knowledge, and promote enl�ghtened leadersh�p. Mak�ng health systems respons�ve to commun�ty health needs and pr�or�t�es, 
and redress�ng the d�sproport�onate burden of d�sease and health threats affect�ng the poor w�ll requ�re the development of a 
framework for commun�ty part�c�pat�on and health �ntervent�ons based upon knowledge and pragmat�c pol�cy opt�ons. 

2. Building Capacity for Strengthened Communities and Health System Responsiveness 
To enhance the capac�ty of the formal sector of health systems to respond to commun�ty health needs, the pr�or�ty areas AMREF 
w�ll address are: health management �nformat�on systems at both �nformal and formal health sector levels (HMIS); �mprov�ng the 
sk�lls of health care workers, espec�ally those of commun�ty health workers; and organ�sat�onal development �n health-related 
c�v�l soc�ety organ�sat�ons.

3. Health Systems Research for Policy and Practice
AMREF w�ll expand �ts capac�t�es for research and pol�cy analys�s to develop cred�ble ev�dence related to pol�c�es and pract�ces 
that w�ll contr�bute to clos�ng the gap between commun�t�es and the rest of the health system. Th�s theme area w�ll also prov�de 
the data for Themes 1 and 2 and v�ce versa. Knowledge �s a core product and w�ll prov�de the bas�s for engag�ng �n strateg�c 
partnersh�ps to advocate appropr�ate changes �n Afr�can health pol�c�es and pract�ces. In th�s strategy, AMREF has set out �ts 
research agenda.

Risk Analysis and Mitigation
We have cons�dered the l�kely r�sks fac�ng AMREF as we �mplement th�s strategy and have developed a set of act�ons to m�t�gate 
them. The �mplementat�on plan w�ll prov�de more deta�l; �n th�s document we descr�be s�x major r�sks that AMREF has �dent�fied 
and the act�ons that w�ll be taken to m�t�gate them.  
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Implementation Mechanisms, Monitoring and Evaluation (M&E) 
Our �ntervent�ons w�ll be �mplemented through a var�ety of mechan�sms, �nclud�ng commun�ty-based problem solv�ng, 
�nnovat�ve �nst�tut�onal arrangements, tra�n�ng and techn�cal ass�stance, among others. AMREF w�ll cont�nue to prov�de serv�ce 
del�very but w�ll use �t as an �mplement�ng mechan�sm �n the context of our three programme themes rather than solely as 
a component of vert�cal, d�sease-based programm�ng.  Serv�ce del�very w�ll also afford a learn�ng opportun�ty, contr�but�ng 
ev�dence for more appropr�ate pol�c�es and pract�ces.

As we move through the next 10 years, AMREF w�ll cont�nuously mon�tor �ts �ntervent�ons and evaluate progress.  For our full 
�mplementat�on, mon�tor�ng and evaluat�on plan we have developed a compan�on document to th�s strategy.  

Organisational Arrangements
AMREF’s Board of D�rectors ensures that AMREF �s managed accord�ng to the strategy and pol�c�es �t approves. Th�s encompasses 
�ts m�ss�on, �ts financ�al and human resource management, and takes �nto account the global framework w�th�n wh�ch AMREF 
operates. 

AMREF prov�des a flow of �nformat�on to nat�onal offices and �ts partners to support fund ra�s�ng. A comprehens�ve and user-
fr�endly web s�te, presently rece�v�ng over 1 m�ll�on h�ts every month, supports th�s �nformat�on flow. 

Ensur�ng qual�ty where AMREF already works and find�ng cost-effect�ve ways to extend AMREF’s footpr�nt w�th�n Afr�ca �s part 
of the new strategy. Mov�ng forward, AMREF w�ll explore three mechan�sms: develop�ng strateg�c all�ances; extend�ng AMREF’s 
tra�n�ng programme w�th partners �n new countr�es w�ll�ng to prov�de fac�l�t�es and staff; and creat�ng reg�onal hubs �n the horn 
of Afr�ca, southern Afr�ca and West Afr�ca. 

In conclus�on AMREF, �n collaborat�on w�th our partners, �ntends to keep the �ssue of clos�ng the gap between commun�t�es and 
the rest of the health system at the forefront of the development agenda for �mprov�ng Afr�can health. 
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 Vision
Better Health for the People of Afr�ca

 Mission
AMREF �s comm�tted to �mprov�ng health and health 

care �n Afr�ca. We a�m to ensure that every Afr�can can enjoy the 
r�ght  to good health, by help�ng to create v�brant networks 
of �nformed and empowered commun�t�es  and health care 

prov�ders work�ng together �n strong health systems.

V�s�on, M�ss�on and Core Values

 Chapter 1:
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Core Values and Beliefs

Health as a Human Right 
AMREF bel�eves that health �s a bas�c human r�ght and operates �ts programmes w�th a r�ghts-based approach.  

Pro-poor 
AMREF �dent�fies pr�or�t�es and allocates resources on a pro-poor bas�s, g�v�ng pr�or�ty to people and commun�t�es that we bel�eve 
to be the most vulnerable.

Empowered Communities
AMREF bel�eves that commun�t�es are resourceful and that empowered commun�t�es are a prerequ�s�te for �mprov�ng �nd�v�dual 
and commun�ty health. We work w�th and through commun�t�es, putt�ng the �nterests and op�n�ons of the commun�t�es first.

Strategic Partnerships
AMREF bel�eves �n strateg�c partnersh�ps as a means to conduct successful and susta�nable �ntervent�ons. AMREF develops and 
nurtures partnersh�ps w�th l�ke-m�nded organ�sat�ons that share our core values and strateg�c focus.

Gender Equity 
AMREF �s comm�tted to ma�nstream�ng gender cons�derat�ons �n all of �ts �ntervent�ons. As AMREF str�ves to abol�sh gender 
�nequ�t�es, we make a consc�ous effort to remove unfa�r pract�ces and promote the well be�ng of both genders.  

Non-discrimination
Adher�ng to �nternat�onal convent�ons, AMREF does not condone d�scr�m�nat�on based on sex, rel�g�on, race or culture, �nternally 
or �n �ts programmes and �ntervent�ons. 

Professional Standards 
AMREF sets h�gh profess�onal, eth�cal and med�cal standards and mon�tors these closely w�th�n our projects, among ourselves 
and among those w�th whom we partner. 
 
Transparency and Accountability 
AMREF bel�eves �n honest commun�cat�on, absolute openness, and the transparent use of �nfluence, power and resources. 
AMREF has zero tolerance for corrupt�on, both w�th�n the Foundat�on and �n our deal�ngs w�th outs�de agenc�es.  

Sustainability
Through advocacy and empowerment, AMREF a�ms to enable commun�t�es and the rest of the health system to susta�n mutually 

des�gned and �mplemented �ntervent�ons. 

Evidence-based Policy and Practice
AMREF uses �ts grassroots work w�th Afr�can commun�t�es to generate and document ev�dence a�med at �nfluenc�ng donor/
government pol�c�es and pract�ces that br�ng about last�ng benefits to the most vulnerable groups and commun�t�es.  

Innovation
AMREF upholds a comm�tment to �nnovat�on �n our work and the work of our partners. We constantly develop and encourage 
new, effect�ve methods and tools for �mprov�ng the health of commun�t�es.

Environmental Protection
AMREF �s comm�tted to develop�ng and ma�nta�n�ng sound, robust env�ronmental protect�on pol�c�es �n all of �ts act�v�t�es.
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Chapter 2:    

Background and Comparat�ve Advantage

Background
The Afr�can Med�cal and Research Foundat�on (AMREF) was founded �n 1957 by three reconstruct�ve surgeons work�ng �n Kenya 
who were concerned that rural Afr�cans were fa�l�ng to access the surg�cal care they needed. The surgeons concluded that �f the 
pat�ents could not get to them, then they would go to the pat�ents – and so the “Fly�ng Doctors” were born. Cont�nu�ng that 
trad�t�on of �nnovat�ve solut�ons, AMREF today carr�es out p�oneer�ng �ntervent�ons that catalyse healthcare �mprovements of 
s�gn�ficant �mportance, �n Kenya and beyond. The core programme has expanded to �nclude Eth�op�a, South Afr�ca, South Sudan, 
Somal�a, Tanzan�a and Uganda. In add�t�on AMREF has been a programme partner �n several other sub-Saharan countr�es.

Over the past 50 years, the Foundat�on has cont�nuously worked w�th the very poor (lowest econom�c qu�nt�le), marg�nal�sed rural 
and urban populat�ons, nomads, those �n camps for �nternally d�splaced people, and those �n s�tuat�ons of chron�c �nsecur�ty. We 
espec�ally target d�sadvantaged commun�t�es that lack access to adequate healthcare and that have l�ttle opportun�ty to engage 
w�th pol�cy and dec�s�on makers to dec�de the�r health pr�or�t�es. We also target those groups that are part�cularly vulnerable to 
d�seases of poverty (women, ch�ldren and adolescents) and work w�th remote d�str�ct hosp�tals and commun�t�es, cl�n�cs and 
laborator�es. 

Working with Partners
Local Communities:  Us�ng a commun�ty-based approach, AMREF learns how commun�t�es v�ew the�r own health, health care 
needs and strengths, and how well they l�nk to the formal health sector for serv�ces. Together we des�gn and test models that 
address targeted health �ssues, for example, the prevent�on and treatment opt�ons for a part�cular d�sease, or �mprov�ng access 
to a health centre or hosp�tal. AMREF also �nvests cons�derable effort �n bu�ld�ng the capac�ty of local c�v�l soc�ety organ�sat�ons, 
enabl�ng them to dec�de on health pr�or�t�es, to del�ver and manage the�r own �ntervent�ons and to work w�th the rest of the 
health system.  

Governments, NGOs, FBOs and CBOs:  AMREF has been work�ng construct�vely w�th sub-Saharan m�n�str�es of health, 
m�n�str�es of educat�on, NGOs, FBOs and CBOs to effect pos�t�ve changes �n health care pol�cy and serv�ce del�very. 

The Development Community:  AMREF has forged strong work�ng l�nks w�th the �nternat�onal development commun�ty 
and un�vers�t�es (�n and outs�de Afr�ca) as well as w�th Un�ted Nat�ons agenc�es. Dur�ng the past 20 years, AMREF and these 
partners have cont�nued to test and �mplement new approaches to �mprove health w�th�n and for commun�t�es and to bu�ld the 
capac�ty of health profess�onals to work w�th commun�t�es.

The Private Sector:  AMREF engages w�th the pr�vate sector as a source of fund�ng and, �ncreas�ngly, through publ�c/pr�vate 
partnersh�ps to harness the expert�se of AMREF and bus�ness partners �n find�ng solut�ons that are sens�t�ve to commun�ty needs 
and �ssues, and that �ncrease commun�ty access to effect�ve serv�ces.

Building on Success:  Moving Forward with a New Strategy
The �ncreas�ng burden of d�sease �n the late 1980s and early 1990s, character�sed by the emergence of drug-res�stant malar�a 
and HIV/AIDS, saw AMREF plac�ng emphas�s on these spec�fic d�sease control �n�t�at�ves. The 2000-2005 AMREF strategy “Better 
Health for the People of Afr�ca” refocused AMREF’s role away from purely serv�ce del�very toward capac�ty bu�ld�ng, operat�ons 
research and advocacy, concentrat�ng on malar�a, HIV/AIDS, TB, sexually transm�tted �nfect�ons, water and bas�c san�tat�on, fam�ly 
health, cl�n�cal outreach serv�ces, and the development of tra�n�ng and learn�ng mater�als. 
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In its 50th year, AMREF is refining its strategy to take better advantage of its current programmes through an increased 
focus on
• commun�ty empowerment – empowerment that w�ll enable commun�t�es to part�c�pate �n health care plann�ng,  
 pol�cy  formulat�on, and health serv�ce del�very  
• the per�pheral end of the health system, mak�ng �t more respons�ve to commun�t�es 

By bu�ld�ng on our successful past and current programmes, and by strengthen�ng our commun�ty-based approaches, capac�ty 
bu�ld�ng and research efforts, we w�th our partners look forward to see�ng s�gn�ficant and last�ng �mprovements �n the health 
systems and health care of Afr�ca.

Comparative Advantage
An International African Health Development Organisation
AMREF �s un�que as the largest �nternat�onal Afr�can health development organ�sat�on. AMREF’s un�queness can be attr�buted 
to �ts �nternat�onal structure developed around a strong Afr�can base. W�th headquarters �n Na�rob�, Kenya, the Foundat�on �s 
able to prov�de Afr�can-or�ented techn�cal expert�se through �ts country offices �n Afr�ca, concentrat�ng on the development and 
�mplementat�on of AMREF’s techn�cal programme.  

AMREF has over 800 employees based in Africa, comprising a diverse and resourceful team with the skills, knowledge and experience to 
face the challenges of improving health in Africa. 

A Strong Network of Northern Partners – The International Forum
AMREF benefits greatly from strong �nternat�onal l�nks through 12 European and North Amer�can affil�ate offices that support 
fund ra�s�ng, bu�ld awareness of AMREF and �ts programmes and take AMREF’s Afr�can vo�ce to pol�cy and dec�s�on-makers �n 
the North.  These northern AMREF offices are part of the “one AMREF” and fully part�c�pate �n the �mplementat�on and outcomes 
of AMREF’s strategy.

Successful, Innovative Health Activities
AMREF develops, tests, evaluates and promotes the adopt�on of best pract�ce models that are appropr�ate, relevant and 
affordable; focuses on tra�n�ng and capac�ty bu�ld�ng at all levels; and �nfluences pol�cy-makers to make changes to pol�cy and 
pract�ce based on ev�dence-based best pract�ces. Among the successful programmes �mplemented by AMREF �n partnersh�p 
w�th governments and targeted for scal�ng up are the follow�ng:
• The Personal Hyg�ene and San�tat�on Educat�on (PHASE) Project was �ntroduced �n Kenyan pr�mary schools, and �n  
 200  the  Government of Kenya adopted PHASE for nat�onw�de scale-up. It �s also be�ng repl�cated �n Uganda,   
 Zamb�a and South  Afr�ca.
• The Tanzan�an M�n�stry of Health adopted AMREF’s tra�n�ng curr�culum for Commun�ty Integrated Management  
 of  Ch�ldhood  Illnesses (cIMCI) at a t�me when the Government was beg�nn�ng to make IMCI operat�onal as the  
 overr�d�ng  nat�onal  strategy  for ch�ld health care.
• AMREF’s component of the Home-Based Management of Fever Programme �n Uganda has �nfluenced nat�onal  
 pol�cy makers  to cons�der commun�ty drug d�str�butors as essent�al partners �n prevent�ng malar�a-related morb�d�ty  
 and therefore need�ng  offic�al recogn�t�on and mot�vat�on to become more �nvolved. 
• The Comprehens�ve Nurs�ng Tra�n�ng Programme �n Uganda has been adopted as a nat�onal pol�cy and curr�culum  
 for  the  tra�n�ng of nurses �n Uganda.
• The “J�jenge” Project �n Tanzan�a that p�loted male �nvolvement �n reproduct�ve health through a r�ghts-based   
 approach  �s  be�ng  repl�cated as a model by UNFPA �n Tanzan�a.
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• The “Angaza” Project �n Tanzan�a has establ�shed a model for the rap�d scale - up of HIV test�ng and counsell�ng; the  
 Government has now adopted the “Angaza” model to scale up HIV test�ng and counsell�ng nat�onally.
• The “Umkhanyakude” Project l�nks trad�t�onal healers w�th health profess�onals �n the formal health sector of South  
 Afr�ca to  better manage HIV/AIDS, TB and other �nfect�ous d�seases.
• An e-learn�ng project has been used to retra�n 22,000 nurses �n  Kenya.

Through cont�nued capac�ty bu�ld�ng and research act�v�t�es such as those 
l�sted above, AMREF �s �ncreas�ng �ts  empha on strengthen�ng health systems 
so as to ensure that they better serve the needs of poor and   
vulnerable commun�t�es. Over the next ten years, AMREF’s programmes w�ll 
focus on those areas that offer the  greatest  opportun�t�es for enhanc�ng 
the capac�ty and part�c�pat�on of households, commun�t�es, c�v�l soc�ety   
�nst�tut�ons and the health system. 

A Credible Health Development Organisation
As a recogn�sed partner �n the health care arena, AMREF �s well pos�t�oned to act as a fac�l�tator and broker �n l�nk�ng commun�t�es 
to the�r health systems. Others see th�s emergent role as essent�al �n the fight aga�nst poverty and underdevelopment. A number 
of factors contr�bute to AMREF’s dynam�c Afr�ca-w�de and �nternat�onal reputat�on, �nclud�ng: 
• a non-pol�t�cal reputat�on that allows AMREF to act �n ways that governments cannot; a reputat�on as a major   
 fac�l�tator  �n promot�ng Afr�can health �n�t�at�ves 
• an Afr�can headquarters able to prov�de management, techn�cal and adm�n�strat�ve expert�se to support �ts work on  
 the  cont�nent 
• country offices concentrat�ng on development and �mplementat�on of AMREF’s techn�cal programme  
• trust, establ�shed over 50 years w�th governments and commun�t�es as an organ�sat�on that prov�des expert op�n�ons  
 and  adv�ce based on pract�cal exper�ence on the ground
• a network of collaborat�ng agenc�es – c�v�l soc�ety partners at commun�ty level, m�n�str�es of health, m�n�str�es of  
 educat�on, NGOs, tra�n�ng �nst�tut�ons and �nternat�onal organ�sat�ons work�ng �n health sector development �n Afr�ca;  
 and partnersh�ps w�th world-renowned �nst�tut�ons �nclud�ng the London School of 
 Hyg�ene and Trop�cal Med�c�ne, the DFID WELL consort�um, Johns Hopk�ns Un�vers�ty, UN agenc�es, major donors and  
 Afr�can  med�cal �nst�tutes throughout the cont�nent 
• local and �nternat�onal recogn�t�on and cred�b�l�ty that has seen AMREF w�n two major global pr�zes �n the past   
 decade:  the H�lton Human�tar�an Pr�ze �n 2000 and the Gates Global Health Award �n 2005

Strateg�cally, AMREF has always �mplemented �ts 
act�v�t�es �n close co-operat�on w�th governments 
but at the same t�me ensures the Foundat�on’s 
�ndependence. Th�s has enhanced AMREF’s conven�ng 
capac�ty, and as a result, we have been able to br�ng 
NGOs, governments, and var�ous other development 
actors together w�th m�n�mal formal�t�es. A pr�me 
example �s AMREF’s fac�l�tat�on of the harmon�sat�on 
of reg�onal AIDS/STD approaches �n East Afr�ca, wh�ch 
has resulted �n part�c�pat�on by m�n�sters of health and 
the�r sen�or techn�cal staff.
AMREF’s cred�b�l�ty as a health development 

The regional AMREF laboratory programme 
has played a major role in developing national 
laboratory policy in Tanzania, Kenya and 
Uganda.  It has achieved standardisation of 
laboratory procedures with the East African 
Ministries of Health through the regional 
External Quality Assessment Scheme.

AMREF’s Training Programme - Diploma in Community Health 
(DCH)
AMREF has an Africa-wide training programme that provides 
established health professionals with appropriate skills and tools to 
work more effectively with communities and their informal health 
sectors. Training for the DCH, launched in the early 1990s, has 
attracted over 480 students from 27 countries in sub-Saharan Africa. 
It has been accredited as a joint training programme of AMREF and 
Moi University, one of the largest health training universities in 
Kenya. By maintaining contact with the graduates, AMREF has built 
relationships with a cadre of individuals who can help advance our 
strategy.  contact w�th the graduates, AMREF has  bu�lt relat�onh�ps w�th 
a cadre of �nd�v�duals who
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organ�sat�on �n eastern and southern Afr�ca �s unmatched, and �ts potent�al for hav�ng �ncreased �mpact �n other parts of the 
cont�nent �s grow�ng. AMREF has taken a leadersh�p pos�t�on �n advocat�ng western donor support for strengthen�ng Afr�can 
NGOs so that these can prov�de techn�cal ass�stance to the�r own health systems.  

A Commitment to Strengthening Our Capabilities and Maintaining Institutional Integrity  
AMREF �s comm�tted to learn�ng from �ts work �n order to strengthen �ts programmes. We ask cr�t�cal quest�ons about the value-
added �n all our work; we are self-cr�t�cal and do not settle for second best. We learn from our successful �ntervent�ons and from 
those that succeed less well. AMREF �s open to construct�ve cr�t�c�sm from our partners, peers and compet�tors, and we l�sten.

We place great �mportance on ensur�ng qual�ty control �n all of our programmes and management systems. We carry out our 
own �nternal project evaluat�ons, both m�d-term and final. External assessments of the whole organ�sat�on were carr�ed out 
�n 2000/1 and 2005/6 by CIDA and S�da, both key funders of AMREF. These evaluat�ons have added s�gn�ficantly to AMREF’s 
plann�ng process, tak�ng �nto account past shortcom�ngs and successes. Over the last four years, AMREF has also been �nvolved 
�n an organ�sat�onal strengthen�ng programme that has �mproved �ts techn�cal leadersh�p and the qual�ty of �ts programm�ng. 

AMREF regards accountab�l�ty and transparency, espec�ally �n the area of financ�al controls, procurement and project management 
as essent�al to ma�nta�n�ng our �ntegr�ty and cred�b�l�ty. The r�sk-based �nternal aud�t funct�on serves to ensure accountab�l�ty 
�n our financ�al deal�ngs and supports the effect�veness and effic�ency of our �ntervent�ons. To meet our legal obl�gat�ons, an 
�nternat�onal aud�t firm carr�es out an annual external aud�t. Independent project aud�ts are undertaken at donor request. As 
an organ�sat�on that promotes “openness”, AMREF cons�ders all of these aud�ts w�th�n the publ�c doma�n and shares the results 
w�ll�ngly. A final measure of fiscal respons�b�l�ty �s the overs�ght funct�on exerc�sed by the Aud�t and F�nance Comm�ttee of the 
Board of D�rectors. 
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 1.  L. Garrett, The Challenge of Global Health, Fore�gn Affa�rs, Jan-Feb 2007.  Th�s paper has excellent �nformat�on on how �ncreased spend�ng on vert�cal pro-

gramm�ng has had m�xed results.    2. B�ll and Mel�nda Gates Foundat�on, Global Health Program, Seattle WA, www.gatesfoundat�on.org   3. L. Garrett, 2007.

  Chapter 3: 

The Gap �n the Health System 

Introduction
Over the past ten years there has been a dramat�c upsurge �n fund�ng for health-related programmes �n the develop�ng world. 
By 1999 total donat�ons from the G8 countr�es were $865 m�ll�on dollars (�nclud�ng HIV/AIDS treatment), a more than 10-fold 
�ncrease �n three years. In 2003 the US Government’s PEPFAR programme des�gnated 15 b�ll�on dollars for HIV/AIDS. OECD 
donat�ons for health also �ncreased dramat�cally. In 2002 the Global Fund was created, w�th a focus on HIV/AIDS, TB and malar�a, 
and s�nce then �t has d�spersed $3 b�ll�on. In add�t�on several poor countr�es �n sub-Saharan Afr�ca (e.g., Tanzan�a, Zamb�a, Central 
Afr�can Republ�c) have �ncreased spend�ng on health care to equal roughly 10 per cent of the�r budgets. Kenya doubled �ts 
spend�ng on health care from $6.50 to $14.00 per cap�ta �n the past 5 years. 1

Pr�vate foundat�ons have also �ncreased donat�ons; for example between 1995 and 2005 the B�ll and Mel�nda Gates Foundat�on 
has prov�ded approx�mately $6 b�ll�on, $2 b�ll�on of that for HIV/AIDS, TB and malar�a. 2  Between 1995 and 2005, g�v�ng by US 
char�t�es for health and research totalled $22.4 b�ll�on for domest�c and fore�gn health programmes and research. In 2006 the 
World Bank des�gnated $87 m�ll�on for HIV/AIDS, TB and malar�a and $250 m�ll�on for maternal and ch�ld health. 3  

Desp�te the �ncreased expend�tures on major d�seases, the Afr�can health cr�s�s progresses relentlessly, creat�ng many challenges 
and d�lemmas for pol�cy makers and the managers of health systems. It has been sa�d that 80 per cent of health �s created at 
home and �n the commun�ty, and 20 per cent �s repa�red �n cl�n�cs and hosp�tals; �t has become clear that, recently, donors and 
health systems have focused too much on the 20 per cent and not enough on promot�ng health. 

Although there has been some success �n the prevent�on and treatment of key d�seases, all �s not well w�th the health system as 
a whole. The focus on d�sease-based fund�ng has d�storted health plann�ng and, un�ntent�onally, has �solated commun�t�es from 
dec�s�on-mak�ng and resource allocat�ons. The breakthroughs �n HIV/AIDS treatment have come at the same t�me that maternal 
mortal�ty and l�fe expectancy have worsened. Maternal mortal�ty �s �n many ways a proxy measure of the effect�veness of health 
systems as a whole, and l�fe expectancy �s an �nd�cator for ch�ld health, and rema�ns so desp�te the �mpact of HIV/AIDS. 
It �s clear that we need rev�sed percept�ons of health systems and correct�ve strateg�es. 

The Health Context 
Ev�dence of the health cr�s�s abounds and �s reflected �n a decl�ne �n several key health �nd�cators and a lack of attent�on to 
cont�nu�ng threats. For example, over the past 10 years
 
�n many countr�es of sub-Saharan Afr�ca
• ch�ld and maternal mortal�ty rates have �ncreased or stagnated at unacceptable levels 
• equ�ty gaps have �ncreased
• l�fe expectancy has decreased (1/2 – 2/3 of the l�fe span of well to do populat�ons)
• those �nfected and affected by HIV/AIDS cont�nue to be underserved, �nclud�ng orphans and those who w�ll never  
 have access to ARVs
• chron�c cond�t�ons �nclud�ng d�abetes and h�gh blood pressure, mental �llness, and �njur�es from domest�c v�olence  
 and  ch�ld  abuse  rece�ve �nsuffic�ent attent�on4 
The d�rect and �nd�rect econom�c costs of d�sease and �ll health �n Afr�ca have been shown to be stagger�ng and because of 
HIV/AIDS are grow�ng 5.  Afr�ca has 14 per cent of the world’s populat�on, but 69 per cent of the world’s HIV �nfect�ons. AIDS 
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�s hav�ng a deb�l�tat�ng effect because of prolonged �llness and 
treatment. It �s lead�ng to deplet�on of household sav�ngs and 
assets, and �s worsen�ng already unbearable poverty �n Afr�can 
commun�t�es. 

TB �n often drug-res�stant stra�ns has emerged �n assoc�at�on 
w�th HIV/AIDS, reach�ng ep�dem�c proport�ons on the cont�nent, 
w�th prevalence est�mated by WHO at 518 per 100,000, and a 
mortal�ty rate of 81 per 100,000. About 10 per cent of TB deaths 
occur among ch�ldren under age five.  Treatment �s not enough; 

HIV and TB requ�re not only med�cal care, but also careful follow up for compl�ance and for detect�on of treatment fa�lures. 
St�gmat�sat�on �s st�ll rampant �n many countr�es and w�ll rema�n so unt�l commun�t�es become educated and sens�t�sed.

It �s est�mated that about 80 per cent of the world’s ep�sodes of malar�a occur �n sub-Saharan Afr�ca, however only 8 to 25 per 
cent of people w�th cl�n�cal symptoms of malar�a seek care at a health fac�l�ty, and the major�ty of deaths occur �n the home. It �s 
Afr�ca’s lead�ng cause of under-five mortal�ty (20 per cent) and const�tutes about 10 per cent of the cont�nent’s overall d�sease 
burden, account�ng for 40 per cent of publ�c health expend�ture and consum�ng 25 per cent of ava�lable household �ncome. As 
drug res�stance spreads and transm�ss�on patterns alter w�th env�ronmental and cl�mate change, malar�a w�ll cont�nue to present 
major challenges to health systems. 6 

Maternal mortal�ty rates �n Afr�ca are h�gh and, as noted earl�er, on the r�se �n some countr�es (typ�cally between 500 and 1000 
per 100,000 pregnanc�es). Malar�a �s thought to be respons�ble for up to 20 per cent of all deaths among pregnant women. 
Underly�ng th�s unacceptable maternal mortal�ty rate are substandard prenatal care, poor access to emergency obstetr�c care 
and treatment for �nfect�ons, and a h�gh r�sk of STDs.7  

Although there are no complete figures on abort�on, �t �s est�mated that about 1.5 m�ll�on abort�ons take place each year �n Afr�ca. 
Afr�can countr�es have the h�ghest adolescent pregnancy rates �n the world. It �s reported that about 40 per cent of g�rls have 
g�ven b�rth by the age of 18, w�th a large proport�on of pregnanc�es un�ntended, underscor�ng a cont�nued need for educat�on 
on fam�ly plann�ng opt�ons and ava�lab�l�ty of methods. Pregnancy �n very young g�rls �s assoc�ated w�th �ncreased mother and 
ch�ld morb�d�ty and mortal�ty, and early entry �nto reproduct�ve l�fe �ncreases the r�sk of anaem�a, malnutr�t�on, and sexually 
transm�tted d�seases �nclud�ng HIV, �n add�t�on to the r�sk of obstructed labour.

At 38 b�rths per 1,000 people, the b�rth rate far exceeds the mortal�ty rate of 14 deaths per 1,000. Consequently, the populat�on 
of the cont�nent �s expected to r�se from more than 900 m�ll�on as of th�s wr�t�ng (more than 700 m�ll�on �n sub-Saharan Afr�ca) to 
1.8 b�ll�on by 2050. Young people aged 10-24 years old const�tute 33 per cent of the populat�on, wh�le 43 per cent are ch�ldren 
under 15. Unfortunately, desp�te the �ncrease �n health expend�ture, �t has not kept pace w�th �ncreas�ng populat�on. 

The preva�l�ng low l�teracy levels among women, the huge d�spar�t�es �n educat�onal opportun�t�es for g�rls and the �mpact of 
poverty on educat�on for all ch�ldren w�ll cont�nue to exacerbate the health s�tuat�on. Trad�t�onal gender roles and respons�b�l�t�es 
deepen gender �nequ�ty and make women more vulnerable to poor health; men often rema�n un�nvolved �n fam�ly health �ssues, 
although they are the dec�s�on makers of the fam�ly.

In summary, wh�lst curat�ve serv�ces must be effic�ent and effect�ve, greater attent�on must be g�ven to prevent�ng �ll health and to 
strengthen�ng the effect�veness of health systems. To date much of the programm�ng that has been made poss�ble by �ncreased 
spend�ng has been vert�cal, d�sease-or�ented, and has g�ven �nsuffic�ent attent�on to a hol�st�c approach to manag�ng health.

Of the 39.6 million people living with HIV in 2005 
globally, 24.5 million were in sub-Saharan Africa. 
Sixty per cent of new infections occur among women 
and young people. The high AIDS -related mortality in 
Africa is responsible for the estimated 12 million AIDS 
orphans on the contunent, compared with 15 million 
globally (UNAIDS/WHO, Report of the Global Aids 
Epidemic, May 2006).  

  4. WHO, The World Health Report 2005, Making Every  Mother  Count; World Bank, World Development Report 2005; Sub-Saharan Africa Demographic and    

  Health Surveys see http://www.measuredhs.com/pubs/browse_reg�on.cfm    5. WHO/UNICEF, The Africa Malaria Report, 2003.   6.  Ib�d       7. Ib�d
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W�th vert�cal programm�ng, there are few occas�ons for Afr�can 
commun�t�es to vo�ce the�r concerns, have �nput �nto projects and 
�ntervent�ons tak�ng place �n the�r own commun�t�es, or have the�r 
own approaches to d�sease management exam�ned and, where 
appropr�ate, �ntegrated �nto programmes. Wh�le rec�p�ents of 
donor money are often aware of �nfrastructural, cultural or human 
resource constra�nts �n the commun�t�es where they work and for 
wh�ch they are respons�ble, the�r hands are t�ed by vert�cal d�sease 
programm�ng that does not necessar�ly exam�ne access and equ�ty 
�ssues. 

The Human Resource Context9

A parallel cr�s�s affect�ng Afr�ca’s health workforce �s a major contr�butor to the weaken�ng of health systems. Low salar�es, poor 
work�ng cond�t�ons, l�m�ted opportun�t�es for profess�onal development, l�m�ted support�ve superv�s�on, low staff morale, poor 
governance, weak management, pol�t�cal v�olence �n several countr�es, and HIV/AIDS are respons�ble for a rap�dly deter�orat�ng 
state of staffing �n health serv�ces. It has been est�mated that HIV/AIDS accounts for between 19 and 53 per cent of all deaths 
among government workers �n sub-Saharan Afr�ca.10 

Because a�d and loans const�tute a large proport�on of many governments’ health budgets, �nternat�onal agenc�es and donors 
are a major �nfluence on pol�cy-mak�ng. Ne�ther governments nor donors have expl�c�t human resource pol�c�es, and the 
grow�ng “global labour market” for health profess�onals �s contr�but�ng to severe d�str�but�onal �mbalances. As �n most countr�es, 
Afr�ca’s health profess�onals are concentrated �n urban centres; others have left the�r countr�es or the cont�nent altogether. It �s 
est�mated that every year Afr�ca �s los�ng about 20,000 sk�lled health workers through external m�grat�on. 11  The fa�lure of health 
profess�onals to find employment �n the formal sector (�nternal m�grat�on) �s as great a problem �f not greater. “Push factors” 
comb�ned w�th “pull factors” (demand for human resources �n wealth�er sett�ngs) are also generat�ng large-scale m�grat�ons of 
top-level med�cal personnel from poorer to wealth�er reg�ons w�th�n Afr�ca and from the Afr�can south to the OECD �n the north. 
Profess�onal mob�l�ty and �nternal losses have become so s�gn�ficant that �t �s �mposs�ble to reverse or amel�orate the human 
�nfrastructure cr�s�s w�thout address�ng the forces operat�ng on the health labour force. 12 

Another facet of the human resource problem �s the qu�eter but steady eros�on of health worker tra�n�ng �nst�tut�ons �n many 
Afr�can countr�es. In some countr�es, tra�n�ng �nst�tut�ons have borne the brunt of pol�t�cal �nstab�l�ty and econom�c hardsh�p. 
In�t�ally des�gned to follow a western med�cal model of tra�n�ng health profess�onals, these �nst�tut�ons do not have the resources 
to update and real�gn tra�n�ng through curr�culum change and teach�ng methods to make �t more relevant to Afr�ca’s health 
needs. Lack of publ�c/commun�ty health capab�l�t�es �s often c�ted as a major problem among the graduates of these �nst�tut�ons, 
and consequently there �s lack of publ�c health leadersh�p �n the health systems �n wh�ch they work. The tra�n�ng �nst�tut�ons 
are unable to balance the b�as towards cl�n�cal (and �ncreas�ngly commerc�al) med�c�ne w�th Afr�ca’s huge need for prevent�ve 
health serv�ces. Med�cal tra�n�ng �nst�tut�ons and the�r graduates, moreover, have been d�sconnected from the pol�cy reforms of 
the past decade.  

Accord�ng to the World Bank, decentral�sat�on, pr�or�t�sat�on, and pr�vat�sat�on have generated, at best, m�xed results for 
healthcare. These pol�c�es have fa�led to rev�tal�se the publ�c health sector, wh�le unregulated, pr�vate commerc�al cl�n�cs and 
non-profit NGO/FBO act�v�t�es have grown. The number of tra�ned health workers �n the formal publ�c health sector (regular�sed 
jobs) are most l�kely be�ng fast outpaced by the number of untra�ned and unregulated workers �n the “�nformal health sector,” 

In Kenya, the country’s public health and medical 
systems are seriously compromised. Over the last 
ten years, the country has lost 1,670 doctors and 
3,900 nurses to emigration and thousands more 
nurses have retired from the profession. Morale 
is low in sub-Saharan Africa where doctors and 
nurses lack the infrastructure, tools and medicines 
to save lives. 
(L. Garrett, p. 28)

8. UNFPA, State of the World Population Report, 2006. 9. For add�t�onal background �nformat�on, see M. Clemens, Do visas kill? Center for Global 

Development, 2006.



as these trad�t�onal and pr�vate systems expand to fill the need for serv�ces. Th�s s�tuat�on has led to �ncreas�ng “out of pocket” 
expend�ture for health care and further loss of equ�ty.

The Gap Between Communities and the Rest of the Health System
W�th s�gn�ficant �ncreases �n health care spend�ng over the past few years by donors and Afr�can governments, an unavo�dable 
quest�on ar�ses. Why are we not see�ng better results? Wh�le the forego�ng stat�st�cs may be �n part attr�butable to HIV/AIDS, �t �s 
AMREF’s pos�t�on that we need susta�nable programmes �n effect�ve and effic�ent health systems that focus not only on cur�ng 
d�seases, but also on preventat�ve health serv�ces.

To take just one example, poor san�tat�on �n commun�t�es and lack of proper food are d�rectly l�nked to common poverty-l�nked 
�nfect�ons and nutr�t�onal d�seases that result �n over one half of ch�ldhood deaths before the fifth b�rthday. In add�t�on, lack of 
access to qual�ty serv�ces compounds ut�l�sat�on �ssues. Of HIV cl�ents �n Kwa Zulu, Natal, 80 per cent go to trad�t�onal healers first 
rather than a health centre. 13  

The cr�s�s affect�ng Afr�can health systems man�fests �tself �n many ways. There are pol�cy-mak�ng, regulatory and governance 
�ssues; there are challenges of �nfrastructure, �nclud�ng roads and telecommun�cat�ons; and there has been a fa�lure to ensure the 
l�nk between commun�t�es and the rest of the health system.

H�stor�cally commun�t�es have been seen as closely t�ed to health systems, but not necessar�ly part of the system. In add�t�on, the 
recent emphas�s on d�sease treatment has resulted �n governments and donors g�v�ng �nsuffic�ent attent�on to the needs and 
vo�ce of commun�t�es.

 The gap between commun�t�es and the rest of the health system �s reflected �n the follow�ng, among others: 
• barr�ers to commun�cat�on that comprom�se the ab�l�ty to share �nformat�on and a reluctance to guarantee   
 commun�t�es  a vo�ce �n dec�s�on mak�ng
• a d�sconnect between the �nformal health sector (e.g., commun�ty-based health care workers and trad�t�onal serv�ce  
 prov�ders)  and those �n the formal sector
• m�ssed opportun�t�es to �ncrease health promot�on and prevent�ve care efforts �n commun�t�es
• attendant problems of access to, and ut�l�sat�on of, qual�ty serv�ces
• weak data collect�on and research on commun�ty health needs, strengths and weaknesses for appropr�ate pol�cy  
 formulat�on
• comprom�sed or �neffect�ve referral systems and access to spec�al�st serv�ces 

Moreover, because ex�st�ng health systems are structured, funded and managed largely as d�sease treatment systems, resource 
allocat�ons, accountab�l�ty and mon�tor�ng, and the attendant m�ndset of health profess�onals are d�ctated more by the needs of 
treat�ng d�seases than by prevent�on and health promot�on. S�m�larly data collect�on on health �ssues �s based on health fac�l�t�es, 
and excludes �nformat�on about what �s happen�ng �n commun�t�es. For example, health data does not �nclude changes �n 
behav�our or l�festyles and therefore cannot �nform plann�ng on these essent�al health determ�nants. 

Lack of capac�ty for health �nformat�on management and technolog�es �s an �mportant constra�nt to ev�dence-based health 
serv�ce programm�ng, health surve�llance, and serv�ce del�very. Furthermore, cr�t�cal �nformat�on �s collected and stored by other 
sectors, but �nter-sectoral harmon�sat�on of the systems �s lack�ng. It �s unl�kely that �mprovements �n the qual�ty and effic�ency of 

 10. L. Twafik and S. K�not�, The impact of HIV/AIDS on the health sector in sub-Saharan Africa. The Issue of Human Resources. The Sara Project, Academy 

for  Educat�onal Development, Wash�ngton, D.C., 2001.   11. K. Blanchet et al., One Million More, Mobilising the African Diaspora Health Care Professionals for 

Capacity Building in Africa, The Save the Ch�ldren Fund, 2006. 12. WHO, Making Every Mother Count, The World Health Report 2005; The World Bank, World 

Development Report, 2005. 13. “Umkhanyakude” AMREF’s Trad�t�onal Health Pract�t�oners Project �n South Afr�ca. 
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health serv�ces ava�lable to commun�t�es can be ach�eved w�thout bas�c health �nformat�on collect�on and process�ng systems, 
�nclud�ng �ncreas�ng the rout�ne use of �nformat�on for health programm�ng.

Poorly d�rected health financ�ng has also hastened the deter�orat�on of per�pheral health system �nfrastructure where �t 
ex�sted, further underm�n�ng the protect�on, qual�ty and effic�ency of bas�c serv�ces at commun�ty, health centre and the 
d�str�ct referral levels. Th�s s�tuat�on �s exacerbated by poor and weak transport management, skewed staff deployment, weak 
support and superv�s�on of per�pheral health serv�ces by h�gher levels, lack of appropr�ate cont�nu�ng-educat�on opportun�t�es 
for health workers at these levels, poor access to essent�al med�c�nes, and d�lap�dated med�cal equ�pment coupled w�th poor 
ma�ntenance.  

In response to �ncreased d�sease burdens and human resource deplet�on, commun�ty structures have often gone the�r own way. 
Commun�ty-based organ�sat�ons, trad�t�onal prov�ders of health care, commun�ty health workers and others have recogn�sed 
the necess�ty of tak�ng on added respons�b�l�ty for health care serv�ce del�very. 14  The pr�vate sector �s also expand�ng �n 
commun�t�es, but �t rema�ns largely unregulated and CBOs often fa�l to be open and transparent �n the�r management pract�ces, 
�nclud�ng account�ng for funds. 

Although the commun�ty-based health care (CBHC) approach �s people-dr�ven, potent�ally empowers and leads to greater 
equ�ty, �t has largely been s�del�ned by governments’ focus on nat�onal agendas and vert�cal d�sease programmes. CBHC has 
also m�stakenly been seen as a low-cost solut�on. In recent years commun�t�es have rel�ed on themselves for resources, wh�le 
governments have concentrated the�r d�m�n�sh�ng resources �n the secondary and tert�ary curat�ve serv�ces, thus marg�nal�s�ng 
the CBHC approach. Therefore CBHC must be rev�s�ted and subjected to analys�s to determ�ne the best opt�ons for financ�ng. 

Because the nat�onal health systems have been and cont�nue to be the ma�n veh�cle for ensur�ng access to health care, a focus 
on commun�ty needs and strengths would const�tute a parad�gm sh�ft from government to commun�ty-dr�ven health care. 
For th�s sh�ft to become a real�ty, clearer recogn�t�on and understand�ng of the �ssues need to be developed among the Afr�can 
leadersh�p as well as among the �nternat�onal commun�ty. There also may be �nnovat�ons �n Afr�ca that are relevant to clos�ng 
the gap between commun�t�es and the rest of the health system that ne�ther governments nor the �nternat�onal commun�ty 
has recogn�sed. These �nnovat�ons should be �dent�fied and subjected to an analys�s that moves beyond prev�ous frameworks. 
Ult�mately, health research, research on human resources for health, and h�gh-level advocacy w�ll be necessary to elevate the 
�ssue of commun�ty �solat�on to a pos�t�on where pol�t�cal comm�tment w�ll be forthcom�ng to create effect�ve solut�ons.

Closing the Gap: Catalysing a Community Movement for Better Health in Africa
In develop�ng �ts strategy for 2007-2017, AMREF �s look�ng 
d�fferently at serv�ce del�very, partner�ng, capac�ty bu�ld�ng and 
research. As the preced�ng stat�st�cs �n th�s chapter �nd�cate, 
vert�cal programm�ng for serv�ce del�very, espec�ally dur�ng the 
past 10 years, has come up short and needs refocus�ng. Therefore, 
AMREF shall not do serv�ce del�very for �ts own sake but rather as 
a mechan�sm to test serv�ce del�very models and to strengthen 
the part�c�pat�on of commun�t�es �n the health system. We 
also a�m to develop and advocate a v�s�on of a m�xed publ�c-
pr�vate system that works, desp�te an env�ronment dom�nated 

AMREF’s “Umkhanyakude” Traditional Health 
Practitioners Project in South Africa links the MOH 
with traditional healers to the benefit of both, and 
the communities they serve. Among many other 
things, traditional healers have learned how to avoid 
transmitting HIV, to avoid contracting TB from their 
patients, and how to keep health records. In turn, 
the MOH recognises the healers’ competencies 
and works with them to track and refer patients, 
especially those on ARVs and DOTS therapies.

14.  A. Ha�nes et al., Ach�ev�ng Ch�ld Surv�val Goals: Potent�al Contr�but�on of  Commun�ty Health Workers.  The Lancet, Publ�shed onl�ne, March 6, 2007 
(www. thelancet.com)
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by uncerta�nty and pol�t�cal and econom�c frag�l�ty. Th�s v�s�on must move beyond the vocabulary of the past – “health sector 
reform”, manpower plann�ng” or “health for all”.

In formulat�ng th�s v�s�on, Afr�can health profess�onals (doctors, nurses, dent�sts, pharmac�sts) and the cl�ent commun�t�es must 
be engaged, along w�th the next generat�on of youth whose potent�al future careers �n the health sector w�ll be affected. The 
future v�s�on must �nclude mult�ple actors work�ng together, �nclud�ng government, c�v�l soc�ety (NGOs, FBOs, and CBOs, etc.), 
as well as trad�t�onal health care prov�ders and the pr�vate sector. A new approach to and level of commun�ty part�c�pat�on �s 
needed, so that commun�t�es are not just used as sources of �nformat�on and data collect�on, but are fully �ntegrated �n plann�ng, 
�mplementat�on and evaluat�on of programmes. Rad�cal reforms and new �nnovat�ons, �nclud�ng the scal�ng up of best pract�ces, 
are needed. These �nnovat�ons may �nclude the development of ent�rely new cadres of br�efly tra�ned, modestly salar�ed, 
commun�ty-based health workers. 

Catalys�ng a commun�ty movement for better health �n Afr�ca through enhanced partnersh�ps w�th c�v�l soc�ety and through 
capac�ty bu�ld�ng �n commun�t�es to �ncrease demand for qual�ty and effic�ent serv�ce del�very would strengthen the health 
system, and enhance part�c�pat�on and accountab�l�ty. AMREF w�ll contr�bute to th�s process by strengthen�ng the capac�ty of 
d�fferent actors w�th�n the health system to understand, mon�tor and respond to d�spar�t�es �n health status at the commun�ty 
level. The Foundat�on w�ll br�ng �ts 50 years of exper�ence to bear on strengthen�ng health systems – and help�ng to close the 
gap between commun�t�es and the rest of the health system. Opportun�t�es for AMREF’s programm�ng l�e �n the generat�on and 
use of �nformat�on, capac�ty bu�ld�ng and advocacy for the promot�on of best pract�ces affect�ng gap �ssues. AMREF’s act�ons 
over the next ten years w�ll beg�n to chart a path for the longer-term real�gnment of soc�al �nvestments for bu�ld�ng people and 
�nst�tut�ons for better health, and w�ll focus on bu�ld�ng that sorely needed Afr�can leadersh�p.  

At the same t�me, AMREF recogn�ses that bu�ld�ng a human and �nst�tut�onal �nfrastructure for good health �s not a “qu�ck fix” 
but a long-term challenge. Ach�ev�ng the UN M�llenn�um Development Goals by 2015 w�ll requ�re susta�ned soc�al �nvestments 
�n human resources. Act�ons need to be undertaken by governments, educat�onal �nst�tut�ons, and �nternat�onal agenc�es, 
�nclud�ng pr�vate foundat�ons and �nternat�onal, reg�onal and nat�onal NGOs. Afr�can leadersh�p and ownersh�p are essent�al, 
but �nternat�onal respons�b�l�ty �s also �mportant to nav�gate an �ncreas�ngly global world. Local�s�ng the MDGs would be a step 
�n the r�ght d�rect�on. Longer-term financ�ng as opposed to short-term project support w�ll be v�tal to fac�l�tate th�s search for 
solut�ons. 
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Chapter 4: 

The Strategy 

Introduction
AMREF’s strategy for 2007-2017 �s des�gned to bu�ld on �ts strategy of the last five years w�th added emphas�s on commun�ty 
empowerment and engagement �n the health system. We a�m to create a rev�tal�sed culture �n the Afr�can health care arena, such 
that commun�t�es become an �ntegral partner �n a v�brant health care system, and where espec�ally the poor and marg�nal�sed 
can ach�eve the�r full health potent�al, as �s the�r r�ght. By mak�ng commun�t�es the fundamental organ�s�ng pr�nc�ple of the health 
system, �nd�v�dual/ commun�ty access to and use of health care opportun�t�es should be less constra�ned by the�r c�rcumstances, 
such as soc�o-econom�c status, gender, or geograph�c d�stance. 

W�th th�s strategy AMREF w�ll act�vely fac�l�tate the engagement of commun�t�es �n the�r health care, from plann�ng through to 
�mplementat�on and evaluat�on of prevent�on act�v�t�es and serv�ce del�very. AMREF w�ll also strengthen the capac�ty of health 
systems to understand, mon�tor and respond to d�spar�t�es �n health status at commun�ty level, and w�ll, w�th our partners, 
develop, test and scale up equ�ty-enhanc�ng �ntervent�ons that �mprove people’s access to and use of health serv�ces. 

We recogn�se that there are many pol�c�es and pract�ces that contr�bute to the gap between Afr�can commun�t�es and the rest of 
the health system, and that AMREF does not have the capac�ty or the resources to deal w�th all of them. We also recogn�se that 
poverty and gender �nequ�t�es, espec�ally the fa�lure of men to contr�bute to the health of the�r fam�l�es, exacerbates the gap. 
Therefore we w�ll focus on AMREF’s comparat�ve advantage and make appropr�ate programmat�c cho�ces. We w�ll supplement, 
support and strengthen efforts made by commun�t�es, governments, and c�v�l soc�ety to strengthen health systems.  

Dur�ng �ts 50-year h�story, AMREF has establ�shed �ts reputat�on as a prov�der of qual�ty health serv�ce del�very. In th�s strategy 
per�od, AMREF w�ll cont�nue to support serv�ce del�very (�ncreas�ngly through local partners), but �t w�ll not be an end �n �tself. 
Knowledge w�ll be a core product of our strategy. AMREF w�ll learn from and use th�s knowledge and pract�cal on-the-ground 
exper�ence to test new models and share knowledge of what works and why, �n order to have greater �mpact on pol�cy and 
pract�ce across the cont�nent. 

Goal Statement
To advance Afr�ca’s health by catalys�ng an ev�dence-based movement a�med at reduc�ng the gap between commun�t�es and 
the rest of the health system.

Programme Drivers 
Forg�ng the l�nk between commun�t�es and the rest of the health system demands hol�st�c, �ntegrated and cross-cutt�ng 
approaches, dr�ven by the needs of the commun�ty. However AMREF �s well aware that much of �ts fund�ng w�ll cont�nue to 
come through programmes that are d�sease-based, and that the �nternal and external pressures to revert to purely d�sease-
based �ntervent�ons w�ll be compell�ng. To counteract these pressures and ensure that AMREF acts �n a hol�st�c way, we w�ll 
use a ser�es of programme dr�vers that are cross-cutt�ng and process-based, and reflect our core values. Programme dr�vers 
w�ll operate on two levels:  1) overall cross-cutt�ng dr�vers for all programme themes; and 2) spec�fic dr�vers l�sted under each 
programme theme below. Every �ntervent�on, and espec�ally those funded by vert�cally dr�ven programmes, w�ll be expected to 
respond to the programme dr�vers. In th�s way AMREF w�ll ensure that �t rema�ns focused on �ts strategy goal.
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Overall Programme Drivers:  In �mplement�ng the programme themes of th�s strategy, AMREF and �ts partners w�ll ensure 
that:
• health �ntervent�ons and projects are pro-poor (�dent�fy the people most �n need) and are accountable to the people  
 they serve
• culture, �nclud�ng customs, bel�efs and behav�our �s taken �nto account �n our �ntervent�ons, espec�ally those that  
 have  a bear�ng  on health at the commun�ty level and that may affect d�spar�t�es �n health access
• gender �s ma�nstreamed �n all act�v�t�es
• pert�nent �nformat�on �s commun�cated w�th�n the system �n such a way that d�spar�t�es and changes �n health status  
 can be mon�tored and the appropr�ate responses taken
• health systems have the capac�ty to respond and to evolve
• all stakeholders strengthen and contr�bute to the health system

Programme Themes 
Informed by the Afr�can health cr�s�s, AMREF’s comparat�ve advantage and five decades of exper�ence work�ng w�th commun�t�es 
and health systems �n the reg�on, the AMREF strategy w�ll be pursued through three �nterdependent programme themes. These 
themes respond to spec�fic core �ssues that create and susta�n the gap:  

1. Partnersh�ps w�th Commun�t�es for Better Health 

2. Bu�ld�ng Capac�ty for Strengthened Commun�t�es and Health System Respons�veness

3. Health Systems Research for Pol�cy and Pract�ce 
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1.  Partnerships with Communities for Better Health
Th�s programme theme �s grounded �n health as a human r�ght. For health systems to better meet the needs of the poor, 
they must place people and commun�t�es at the centre, ensure w�der access to �nd�genous knowledge, promote enl�ghtened 
leadersh�p and develop partnersh�ps w�th l�ke-m�nded organ�sat�ons. 

W�th d�sease-or�ented programm�ng, most poor and d�sadvantaged commun�t�es �n Afr�ca have become largely �solated, non-
part�c�pants �n the del�very of the�r own health care or �n pol�cy formulat�on that affects the�r health. Low part�c�pat�on of Afr�can 
commun�t�es �n the governance of the affa�rs that concern the�r health has also meant that there �s l�ttle commun�ty vo�ce �n how 
nat�onal resources are deployed and used.

Strategic Objective: To create commun�ty movements and organ�sat�ons that w�ll ensure that commun�t�es are an �ntegral part 
of a respons�ve health system, and to harness commun�ty resources for �mproved health serv�ce del�very.

Specific Programme Drivers: All �ntervent�ons w�th�n th�s theme w�ll generate knowledge relevant to at least one of the  
follow�ng:  
• the creat�on of more powerful organ�sat�onal forms such as partnersh�ps, networks, advocacy forums and publ�c- 
 pr�vate - commun�ty partnersh�ps as veh�cles for change
• commun�ty part�c�pat�on and ownersh�p
• �ncreas�ng male �nvolvement �n ensur�ng the protect�on of the r�ght to good health, and �n promot�ng the   
 �mprovement  of the health status of women, ch�ldren and adolescents

  
Entry Points: Marg�nal�sat�on, vulnerab�l�ty and the r�sk to health underp�n th�s programme theme. Ch�ldren, young people, 
women of reproduct�ve age, and the workforce �n poor rural, urban, and emergency sett�ngs are most marg�nal�sed and vulner-
able to health problems and need to be recogn�sed as actors �n the system. W�th health promot�on and prevent�on as an over-
arch�ng agenda to br�ng about behav�our change and promote cond�t�ons that enhance good health, th�s programme theme 
w�ll focus on the follow�ng groups:

Children under five years old: In address�ng the determ�nants of health �n ch�ldren under five years, AMREF w�ll cons�der  
access to health care and the processes that affect: 
• prevent�on and �ntegrated management of common ch�ldhood �llnesses at the household and pr�mary health care  
 levels:  malar�a, acute resp�ratory �nfect�ons, acute d�arrhoeal d�seases, �mmun�sable d�seases and ch�ldhood nutr�t�on 
• prevent�on, early d�agnos�s and treatment of malar�a �n ch�ldren �nclud�ng equ�table access to long-last�ng �nsect�c�de  
 treated  nets (LLIN) and malar�a d�agnost�cs 
• prevent�on of mother-to-ch�ld transm�ss�on of HIV
• enhanc�ng care and treatment of AIDS and TB �n ch�ldren, �nclud�ng HIV and TB d�agnost�cs and paed�atr�c drug  
 formulat�ons
• promot�on of personal and food hyg�ene, clean water and bas�c san�tat�on at the household level as a means of  
 prevent�ng  ch�ldhood �llnesses
 
Pre-adolescents, adolescents and youth (5 to 24 years): In address�ng the determ�nants of health among pre-adolescents,  
adolescents and youth, AMREF w�ll cons�der:
• g�v�ng pre-adolescents, adolescents and youth a vo�ce �n the development of appropr�ate health care prov�ded �n a  
 fr�endly  way. 
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• prevent�on, care and treatment of HIV and AIDS through health promot�on, youth- fr�endly HIV test�ng and   
 counsell�ng,  ant�retrov�ral therapy and management of opportun�st�c �nfect�ons �nclud�ng, TB
• promot�on of sexual and reproduct�ve health, �nclud�ng psychosoc�al l�fe sk�lls, substance abuse prevent�on and  
 educat�on on sexual�ty and fam�ly l�fe
• protect�on aga�nst gender-based v�olence 
• promot�on of personal and food hyg�ene, clean water and bas�c san�tat�on �n households and �nst�tut�ons such as  
 schools
• promot�on of ch�ldren and youth as change agents 

Women of reproductive age: The AMREF commun�ty health response to �mprove maternal health w�ll cons�der:
• protect�on of reproduct�ve r�ghts, �nclud�ng promot�on of �nformed cho�ce and protect�on aga�nst gender-based  
 v�olence
• prevent�on, care and treatment of HIV and AIDS through health promot�on, HIV test�ng and counsell�ng, ant�retrov�ral  
 therapy  and management of opportun�st�c �nfect�ons, �nclud�ng TB and sexually transm�tted �nfect�ons
• promot�ng access to and ut�l�sat�on of reproduct�ve health serv�ces for safe motherhood, �nclud�ng fam�ly plann�ng,  
 safe  obstetr�c care and the management of compl�cat�ons of pregnancy
• prevent�on and management of malar�a �n pregnancy
• promot�on of maternal nutr�t�on 
• promot�on of personal and food hyg�ene, bas�c san�tat�on, �mproved access to clean water as determ�nants of   
 maternal  health

The workforce: The AMREF commun�ty health focus on the workforce w�ll cons�der: 
• support�ng the l�nks between workplace programmes and commun�t�es
• prevent�on, care and treatment of HIV and AIDS through health promot�on, HIV test�ng and counsell�ng, ant�retrov�ral  
 therapy  and management of opportun�st�c �nfect�ons, �nclud�ng TB and sexually transm�tted �nfect�ons
• prevent�on, care and treatment of malar�a �n the workplace through health promot�on 
• promot�on of personal and works�te hyg�ene and safety to prevent �nfect�ons and �njur�es 

Anticipated Outcomes:
Community – Health System Partnerships
• the creat�on of a grow�ng coal�t�on of �nfluent�al, l�ke-m�nded organ�sat�ons, �nclud�ng commun�ty partnersh�ps,  
 networks,  advocacy forums as well as publ�c-pr�vate-commun�ty partnersh�ps as veh�cles for change
• nat�onal pol�c�es that recogn�se commun�ty structures and �nst�tut�ons as �ntegral to health �mprovement for   
 commun�t�es
• health systems that effect�vely �nclude commun�ty structures and �nst�tut�ons �n health �mprovement processes
• health systems that respond to the health problems and needs of the�r commun�t�es

Harnessing Existing Community Resources
• commun�t�es that are capable of �dent�fy�ng the�r own strengths and weaknesses, health needs and threats 
• commun�ty part�c�pat�on �n, and “ownersh�p” of, health care plann�ng and serv�ces
• commun�t�es that demand and use qual�ty health serv�ces
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2.     Building Capacity for Strengthened Communities and Health System    
 Responsiveness
Capac�ty bu�ld�ng �s the process by wh�ch �nd�v�duals, groups, commun�t�es and organ�sat�ons �ncrease the�r ab�l�ty to perform  
core funct�ons. For both the formal and �nformal sectors of the health system, the pr�or�ty areas AMREF w�ll address are:
• �mprov�ng health management �nformat�on systems (HMIS) at commun�ty level and the�r l�nks to ex�st�ng MOH  
 systems 
• human resource development, �nclud�ng �mprov�ng the sk�lls of health care workers, espec�ally commun�ty health  
 workers and  other commun�ty members 
• organ�sat�onal development �n health-related organ�sat�ons, �nclud�ng development of �nst�tut�onal and legal   
 frameworks

Strategic Objective: To enhance the organ�sat�onal and techn�cal capac�ty of health systems and CSOs to �mprove qual�ty of  
care and respond to commun�ty health needs. 

Specific Programme Drivers: Eventually all of the programme dr�vers w�ll have an �mpact on the capac�ty bu�ld�ng theme, but  
 knowledge generat�on �n the follow�ng areas �s cons�dered part�cularly cr�t�cal:
• essent�al sk�lls requ�red for the management and del�very of qual�ty health serv�ces that meet the needs of women,  
 men,  ch�ldren and adolescents
• systems and tools that fac�l�tate the del�very of equ�table and effect�ve health serv�ces
• organ�sat�onal capac�ty that �mproves access and qual�ty of serv�ce, and fac�l�tates partnersh�p w�th commun�t�es �n  
 the  del�very of equ�table and effic�ent health serv�ces 
  
Entry Points: 
• MOHs
• Commun�t�es/CSOs and health actors that �nfluence health prov�s�on at the commun�ty level, �nclud�ng 
• planners, pol�cy makers, 
• �mplementers and prov�ders, 
• tra�ners/superv�sors 
• tra�n�ng �nst�tut�ons and other fac�l�t�es

Anticipated Outcomes: 
HMIS
• the development and test�ng of commun�ty-based HMIS and the�r l�nks to other health plann�ng systems
• commun�ty health systems that are more effect�vely captur�ng and us�ng ava�lable �nformat�on/ev�dence 
• the adopt�on and use of pro-poor commun�ty-based health plann�ng, resource allocat�on and mon�tor�ng by   
 m�n�str�es of  health

Improved Quality of Care, Efficiency
• the capac�ty of managers and serv�ce prov�ders at the per�pheral level of the health system strengthened to promote  
 serv�ce effic�ency and qual�ty
• sk�lls �mprovement for d�agnos�s, treatment and spec�al�sed care at the per�pheral end of health systems
• knowledge that w�ll encourage pol�c�es and pract�ces to promote �mproved qual�ty of care by all categor�es of health  
 prov�ders
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• strengthened commun�ty structures and systems for care and support of orphans and other vulnerable ch�ldren
• �ncreased, more formal�sed use of tra�ned commun�ty-based health care workers
 and trad�t�onal serv�ce prov�ders

Human Resource Deployment
• strengthen�ng per�pheral laboratory serv�ces  
• the development and test�ng of new approaches for the rat�onal development and deployment of human resources  
 and health  technolog�es 
• �mproved techn�cal and management sk�lls appl�ed to the health needs of commun�t�es
• strengthened health governance �n CSOs, CBOs, DHMTs and FBOs
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3.   Health Systems Research for Policy and Practice 
The need to strengthen research for �nfluenc�ng pol�cy and pract�ce �s �ncreas�ngly ev�dent as health systems struggle to  
adequately respond to publ�c health challenges. Many best pract�ces ex�st w�th�n commun�t�es, but few resources are   
ded�cated to develop�ng the mechan�sms to repl�cate them and br�ng them to scale.

Mak�ng health systems respons�ve to commun�ty health needs and pr�or�t�es and redress�ng the d�sproport�onate burden of 
d�sease and emerg�ng health threats affect�ng the poor are cont�ngent upon generat�ng a framework for commun�ty health 
�ntervent�ons based upon new knowledge and pragmat�c pol�cy opt�ons. Support for health systems research and pol�cy analys�s  
can effect�vely harness commun�ty-based health �nformat�on and bu�ld commun�ty and profess�onal competenc�es that counter 
health system fa�lures and d�sconnects. 

Strategic Objective: To generate and commun�cate the ev�dence for effect�ve pol�cy and pract�ce that w�ll have a pos�t�ve  
�mpact on the �nterface between commun�t�es and the rest of the health system, and to advocate the adopt�on and scale-up of 
best  pract�ces. 

Specific Programme Drivers:  Th�s programme theme w�ll generate knowledge address�ng �ssues ra�sed through the other two 
themat�c areas and relevant to at least one of the follow�ng:
• health system �mprovements that can lead to clos�ng the gap
• culturally sens�t�ve health plann�ng and programm�ng
• health systems that take an �ntegrated approach to health w�th spec�al emphas�s on publ�c health and a sh�ft away  
 from purely  d�sease-dr�ven vert�cal programm�ng
• processes that encourage pro-poor health plann�ng and financ�ng  

Research Agenda:  In th�s strategy per�od AMREF and a w�de range of partners w�ll use operat�onal and evaluat�ve research and 
pol�cy analys�s to generate cred�ble ev�dence related to clos�ng the gap between commun�t�es and the rest of the health system. 
To th�s end, AMREF’s research w�ll focus on:
• the �mportance of commun�ty part�c�pat�on �n effect�ve and effic�ent health serv�ces – from health promot�on to  
 prevent�on to  care
• the role, engagement and �ntegrat�on of commun�ty health workers and c�v�l soc�ety �n the health system
• �ntervent�ons that contr�bute to �mprov�ng health worker competenc�es and retent�on
• �nnovat�ve, �ntegrated health programm�ng at commun�ty level 
• approaches for organ�sat�onal transformat�on for better health

As th�s research cont�nues, AMREF w�ll work w�th nat�onal governments and development partners at all levels to rev�ew/develop,  
track and use commun�ty-dr�ven health �nd�cators �n health system plann�ng. At the same t�me we w�ll �dent�fy a body of Afr�can 
commun�ty-based best pract�ces that can be translated �nto scaled up act�on.  

W�th�n th�s broad research agenda, we have developed the follow�ng research quest�ons, wh�ch w�ll be under cont�nual rev�ew.  
AMREF �s cogn�sant of the fact that there are, and w�ll be, new and emerg�ng health challenges on the cont�nent, and we w�ll 
pr�me  our research programme to be prepared to evaluate these �n the context of th�s strategy.
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Research Questions:

1.  What are the quant�tat�ve and qual�tat�ve �nd�cators of the gap that can be developed to �nform pol�cy opt�ons and  
 programme  cho�ces?

2.  What �s the ev�dence that engag�ng w�th commun�ty organ�sat�ons and networks to enhance c�v�l soc�ety   
 part�c�pat�on  �n health  systems  w�ll contr�bute to clos�ng the gap, and what are the �mpl�cat�ons for pol�cy and  
 pract�ce?

3. What �nformat�on do people requ�re to pro-act�vely manage the�r own health?

4. What are the equ�ty- (soc�al, econom�c, cultural) and gender-based barr�ers that prevent access to qual�ty health care,  
 and what are the  commun�ty-based solut�ons?

5. What are the barr�ers that prevent the �ntegrat�on of commun�ty health workers �nto the health system and how can  
 these barr�ers be  overcome? 

6. What �s the opt�mum rat�o (numbers aga�nst populat�on) for commun�ty health workers �n sub-Saharan Afr�ca?

7.  Where are the opportun�t�es to �mprove the role and performance of commun�ty health workers (�nclud�ng �ssues of  
 equ�ty,  recru�tment  and retent�on)?  

8.  What are the best pract�ces for commun�ty-based referral systems and the�r l�nks to the formal sector?

9. What are the opt�ons for retool�ng the sk�lls of health profess�onals �n the formal sector and enhanc�ng the�r   
             performance and job sat�sfact�on �n del�ver�ng qual�ty health care at the per�pheral end of the health system? 

10. What are the key components of a commun�ty-based health �nformat�on system and how can they be l�nked to  
 d�str�ct and nat�ona HMIS?

11.  What components of current d�sease surve�llance systems should be extended beyond health fac�l�t�es and appl�ed at  
 commun�t level?

12.  How can the health system take a more �ntegrated approach to manag�ng the d�sease burden �n commun�t�es?

13. What �s the �mpact of the unregulated, �nformal pr�vate sector on the health of poor commun�t�es, and what are the  
 lessons for health  pol�cy and pract�ce?

14.  How can �nformat�on commun�cat�on technolog�es (ICT) and other appropr�ate technolog�es contr�bute to �mprov�ng  
 health outcomes �n vulnerable commun�t�es? 

15. What are the key components of a strong commun�ty-based health-financ�ng model that w�ll help to close the gap?

16. What �s the state of commun�ty health �n Afr�ca (e.g., track�ng expend�tures, qual�ty of care, relevance of   
 programm�ng access�b�l�t and ut�l�sat�on of serv�ces, and commun�ty and c�v�l soc�ety part�c�pat�on �n    
 health serv�ce  del�very)? 



Anticipated Outcomes:  
Generat�ng the answers to the research quest�ons above w�ll contr�bute to a better understand�ng of the causes of the gap 
between commun�t�es and the rest of the health system. AMREF also expects to be able to �dent�fy and document ev�dence of 
pol�c�es and pract�ces that have had a pos�t�ve �mpact on clos�ng the gap.  

Commun�cat�ng the ev�dence to �nfluence change �s the ult�mate outcome of th�s research theme. To provoke a reduct�on �n 
pol�cy gaps and the scal�ng up of best pract�ces, AMREF, work�ng w�th relevant government m�n�str�es, development agenc�es, 
the OECD and other strateg�c partners, w�ll use the ev�dence ar�s�ng from our research to:
• �dent�fy cr�t�cal �ssues 
• coord�nate responses to �nfluence pos�t�ve changes �n commun�ty health care 

Risk Analysis and Mitigation
We have cons�dered the l�kely r�sks fac�ng AMREF as we �mplement th�s strategy and have developed a set of act�ons to m�t�gate 
them. The �mplementat�on plan w�ll prov�de more deta�l; here we refer to the s�x major r�sks that AMREF has �dent�fied. 
 

 Risk      Mitigation

AMREF �s unable to 

fund the new strategy – both for 

�nst�tut�onal development and for 

programmes. 

• Recru�t a sen�or fundra�ser to develop fundra�s�ng strategy and plan w�th targets 

• Expand AMREF’s capac�ty for wr�t�ng h�gh qual�ty proposals

• D�alogue w�th key donors on health �ssues fac�ng Afr�ca and on the relevance of the   

 AMREF strategy

• Strengthen the �nteract�ons between AMREF and nat�onal offices to ensure a un�fied   

 approach to strategy, proposal development  and fundra�s�ng 

• Ensure and ma�nta�n cost effect�veness across AMREF 

Can we effect change �n health 

systems wh�lst work�ng through 

partners? 

• Select�on of partners w�ll be cr�t�cal: need clear cr�ter�a �nclud�ng very clear �nd�cators of success

• Involve partners �n des�gn and plann�ng

• AMREF w�ll prov�de processes, superv�s�on, coord�nat�on, fac�l�tat�on and qual�ty assurance 

For the strategy to work all AMREF 

staff must buy �nto the strategy 

and work together. 

• Implementat�on of the strategy must be a constant �tem on the sen�or management team agenda

• Effect�ve �nformat�on shar�ng and commun�cat�on

• Rev�ew all job descr�pt�ons, roles and respons�b�l�t�es across AMREF and adjust the appra�sal system  

 to ensure cons�stency w�th the strategy 

Fa�lure to manage AMREF’s 

�nformat�on and knowledge w�ll 

jeopard�se the strategy.  

• Embed knowledge management �n project plans, �nclud�ng t�me and money to carry out necessary  

 tasks

• Bu�ld staff capac�ty for knowledge capture and management

• Make documentat�on part of performance management and job descr�pt�ons

Fa�lure to �nfluence governments 

and donors w�ll be an obstacle to 

success.  

• AMREF w�ll use ex�st�ng part�c�pat�on �n government annual rev�ews and plann�ng processes to  

 d�scuss emerg�ng ev�dence  

• AMREF w�ll ensure �t �s represented by the r�ght people and that sen�or AMREF staff del�ver   

 d�fficult messages

• Use rel�able and well-documented ev�dence and commun�cate effect�vely

• Cont�nuous relat�onsh�p bu�ld�ng w�th MOHs and other partners

Changes �n government and 

donor agendas/pol�c�es may 

threaten the relevance of the 

strategy.  

• Need to mon�tor external env�ronment on an ongo�ng bas�s and regroup �f necessary – th�s w�ll be a  

 l�v�ng strategy

• Seek to �nfluence governments and donors about the pr�or�ty of strengthen�ng health systems 
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Implementat�on Mechan�sms, Mon�tor�ng and Evaluat�on 

In carry�ng forward AMREF’s strategy for 2007–2017, we w�ll rev�ew our ex�st�ng �mplementat�on system and structures and 
mod�fy and �ncorporate them as appropr�ate. 

Implementation Mechanisms
The �mplementat�on mechan�sms that AMREF w�ll employ cross cut the three programme themes of th�s strategy and are 
descr�bed below: 

Community-based Problem Solving 
Commun�ty part�c�pat�on �s the process of �nvolv�ng commun�t�es �n sett�ng health pr�or�t�es, and �n plann�ng, �mplement�ng 
and evaluat�ng �ntervent�ons and act�v�t�es. The process �tself �s empower�ng and bu�lds competenc�es and confidence �n those 
�nvolved. It �s also a mechan�sm for mob�l�s�ng human and mater�al resources at local level for health development efforts. The 
process enta�ls a truly democrat�c d�alogue w�th commun�t�es where not only �s commun�ty �nvolvement a r�ght, but �s also 
part of the broader soc�al development and real�sat�on of human potent�al. Work�ng together w�th the �nformal sector and 
commun�t�es �n true partnersh�p w�ll be a new challenge for many health workers �n the formal sector, donors and academ�c 
�nst�tut�ons. Th�s challenge w�ll be new to the commun�t�es too. 

Innovative Institutional Arrangements 
AMREF recogn�ses that engag�ng w�th c�v�l soc�ety at the programme level prov�des a number of advantages. Local and d�str�ct 
level CSOs work at the grassroots, close to commun�t�es, and are thus well placed to offer �ns�ght on the ground. They have a 
wealth of exper�ence from wh�ch much can be learned and are better placed than formal sector actors to work d�rectly w�th, and 
prov�de serv�ces to, the commun�ty. They can help �dent�fy and g�ve a vo�ce to commun�ty needs and are an �mportant resource 
for health promot�on. Work�ng w�th them fac�l�tates commun�ty-based plann�ng, jo�nt �dent�ficat�on and effic�ent ut�l�sat�on of 
resources and allows for more focused, effect�ve and respons�ve �ntervent�ons. 

CSOs also represent �mportant partners for local level advocacy. And, at nat�onal and �nternat�onal levels, partnersh�ps w�th 
CSOs prov�de �mportant opportun�t�es for creat�ng all�ances that speak w�th one vo�ce and so prov�de a more effect�ve means to 
�nfluence agendas. AMREF w�ll work locally, nat�onally and w�th�n Afr�ca to ra�se awareness of the �mportance of c�v�l soc�ety �n 
promot�ng health �mprovement for all. Work�ng w�th CSOs �n consort�a w�th spec�al�sed NGOs enables a complementary m�x of 
sk�lls and exper�ence.

Networking
Network�ng �s a key feature of th�s strategy and w�ll be promoted at all levels. The focus w�ll be on strengthen�ng cooperat�on 
among m�n�str�es of health, NGOs, c�v�l soc�ety, tra�n�ng �nst�tut�ons �n Afr�ca and AMREF. Efforts w�ll be made to select�vely 
explore collaborat�ve and mutually benefic�al arrangements w�th northern �nst�tut�ons, and ex�st�ng collaborat�ve arrangements 
w�ll be rev�ewed to enhance the equ�ty d�mens�on of such �n�t�at�ves. 

Service Delivery
AMREF shall not engage �n serv�ce del�very for �ts own sake, but as a mechan�sm for test�ng serv�ce del�very models that enhance 
effect�veness, effic�ency, qual�ty and accountab�l�ty at the commun�ty level. Serv�ce del�very w�ll also be used to strengthen 
the part�c�pat�on of commun�t�es �n health systems, to test qual�ty assurance mechan�sms and to bu�ld the capac�ty of serv�ce 
prov�ders w�th�n d�str�ct health teams, the �nformal health sector and commun�t�es. Serv�ce del�very w�thout the opportun�ty to 
learn w�ll not be part of th�s strategy.

Chapter 5:
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Technical Assistance
AMREF w�ll bu�ld manager�al and techn�cal capac�ty of health development CSOs to enable them to more effect�vely take on 
the�r roles and respons�b�l�t�es and transfer sk�lls to commun�t�es. Th�s enta�ls strengthen�ng the capac�ty of CSOs to establ�sh and 
govern themselves, develop effect�ve programmes, ga�n access to susta�nable resources and adopt best pract�ces. AMREF w�ll 
also ass�st CSOs to carry out needs assessments, basel�ne surveys, and the des�gn, �mplementat�on, and M&E of �ntervent�ons, as 
well as to ma�nta�n HMIS systems that l�nk to the formal health sector. AMREF, as appropr�ate, w�ll act as the�r representat�ve vo�ce 
and help them become more effect�ve advocates for change. We w�ll also use techn�cal ass�stance to CSOs as a mechan�sm to 
create a group of l�ke-m�nded organ�sat�ons that share AMREF’s comm�tment to strengthen�ng health systems.

AMREF w�ll work w�th governments, CSOs and commun�t�es to bu�ld the�r capac�t�es to make the trans�t�on from curat�ve-centred 
programm�ng to prevent�ve care, health educat�on and the promot�on of good health. AMREF w�ll place spec�al emphas�s on 
those act�v�t�es that l�nk commun�t�es to the d�str�ct level of health care. We w�ll cont�nue to promote the prov�s�on of techn�cal 
support from w�th�n Afr�ca for commun�ty health and scale up models that reduce the gap between commun�t�es and the rest 
of the health system.  

Training 
Tra�n�ng �s one of the AMREF’s strengths and w�ll be a key element of th�s strategy. AMREF w�ll use tra�n�ng as a tool for 
d�ssem�nat�ng health �nformat�on and for shar�ng knowledge and sk�lls. Cont�nu�ng and d�stance learn�ng w�ll be a core element, 
and new tra�n�ng methods, for example us�ng �nformat�on technology, w�ll be pursued. It �s ant�c�pated that AMREF’s tra�n�ng 
programmes w�ll be extended to other s�tes and countr�es through e-learn�ng and strateg�c partnersh�ps dur�ng th�s strategy 
per�od. Opportun�t�es w�ll be explored for us�ng e-learn�ng �n ex�st�ng AMREF courses such as the D�ploma �n Commun�ty 
Health.

Research and Knowledge Management 
AMREF w�ll cont�nue to fac�l�tate the development of �nnovat�ve models for commun�ty part�c�pat�on �n the �mprovement of 
the�r health, as well as the documentat�on and d�ssem�nat�on of lessons from successful case stud�es. AMREF w�ll work w�th CSOs 
to enable them to contr�bute to sett�ng the research agenda, and to unleash the underused human resource potent�al w�th�n 
commun�t�es to carry out research themselves. Together w�th others AMREF w�ll use ev�dence of the need for change, and w�ll 
encourage and support the scal�ng up of successful models  part�cularly those that have been shown to enhance commun�ty-
based serv�ce effic�ency and those that w�ll promote clos�ng the gap. 

Operat�ons research act�v�t�es w�ll be bu�lt �nto all programmes to ensure the cont�nued collect�on of v�tal �nformat�on and for 
strengthen�ng M&E. AMREF w�ll cont�nue to collaborate w�th other �nst�tut�ons to ensure the cont�nued product�on of h�gh qual�ty 
research �n relevant areas of th�s strategy. Th�s strategy places a prem�um on health systems and pol�cy research. Documentat�on, 
publ�cat�on and d�ssem�nat�on of find�ngs and lessons learned w�ll be enhanced. Emphas�s w�ll also be placed on shar�ng of 
exper�ent�al learn�ng, on the exchange of �deas and on foster�ng d�alogue �n the reg�on. 

Evidence-based Advocacy 
Th�s strategy w�ll �ntegrate our project level exper�ences and research and use the result�ng ev�dence base to �nfluence pol�cy 
and pract�ce regard�ng �ssues affect�ng the gap between commun�t�es and the rest of the health system. Our work to �nfluence 
pol�cy and dec�s�on makers w�ll �nvolve all of AMREF; through our nat�onal offices �n Europe and North Amer�ca, AMREF has a 
spec�al opportun�ty to take Afr�can ev�dence and an Afr�can vo�ce to pol�cy and dec�s�on makers �n the north. 

Our ev�dence-based advocacy �n�t�at�ves w�ll make use of r�gorously vetted �nformat�on, and a coord�nated plan for commun�cat�on, 
bu�ld�ng an env�ronment conduc�ve to support�ng �ntended changes to pol�cy and/or pract�ce. A successful ev�dence-based 
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advocacy campa�gn takes t�me to des�gn and �mplement, and consequently AMREF w�ll manage a l�m�ted number of campa�gns 
at any one t�me. 

Grant Making
AMREF uses grant mak�ng alongs�de a comm�tment to strengthen the governance and management sk�lls of rec�p�ent CBOs 
and NGOs. AMREF has systems �n place to support grant mak�ng for �ssues that fall w�th�n AMREF’s overall strategy. Th�s strategy 
element w�ll depend on resources ava�lab�l�ty.

Monitoring and Evaluation (M&E)
To ensure that the strategy goals and object�ves are mon�tored and evaluated over the next 10 years, a full M&E plan w�ll be 
developed and mod�fied over t�me as requ�red. Ex�st�ng quant�tat�ve and qual�tat�ve �nd�cators w�ll be adapted as appropr�ate, 
and others w�ll be developed and defined for both the successful �mplementat�on of the strategy as a whole and for spec�fic 
outcomes that contr�bute to real�s�ng the strategy goal. M�lestones w�ll be set at yearly �ntervals along w�th end-of-project 
targets. 

There w�ll be a central report�ng po�nt at AMREF for M&E, and together w�th �ts partners AMREF w�ll determ�ne respons�b�l�t�es 
for mon�tor�ng and report�ng on each �nd�cator. Basel�ne surveys w�ll be carr�ed out as necessary, and data sources, collect�on 
methods and schedules w�ll be determ�ned for both outcome and output levels. L�m�tat�ons regard�ng data collect�on and 
analys�s w�ll be �dent�fied from the outset and m�t�gated as much as poss�ble. 
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  Chapter 6: 

Organ�sat�onal Arrangements
Dur�ng the past four years AMREF has made substant�al progress �n rev�tal�s�ng �ts programmes through organ�sat�onal 
strengthen�ng act�v�t�es, developed as a result of AMREF’s des�re to del�ver cutt�ng edge health development �n�t�at�ves. Through 
th�s process, AMREF has ga�ned:
• �mproved techn�cal leadersh�p 
• a sharper focus �n ex�st�ng programmes based on s�mple assessments of our comparat�ve advantage 
• a cons�stent approach to programme and project management 
• an �ncreased focus on support�ng the smaller country programmes �n Eth�op�a and South Afr�ca (and the dec�s�on to  
 temporar�ly  w�thdraw from  Mozamb�que) 
• strengthened proposal development 
• a greater capac�ty for commun�cat�ng about AMREF to external aud�ences
• �mproved HR management (�nclud�ng an �nternal HIV staff pol�cy)

Th�s organ�sat�onal strengthen�ng has contr�buted to a doubl�ng of the financ�al support for AMREF’s programme and project 
portfol�o over the past four years. 

Governance 
The Board ensures that AMREF �s managed accord�ng to the strategy and pol�c�es approved by the Board. Th�s encompasses 
�ts m�ss�on, �ts financ�al and human resource management, and takes �nto account the global framework w�th�n wh�ch AMREF 
operates. An �mportant secondary role of the Board �s to support management �n fulfill�ng AMREF’s role as a serv�ce prov�der, as 
a knowledge-based advocacy organ�sat�on and as a condu�t for publ�c and pr�vate fund�ng. 

The International Forum
AMREF and the nat�onal offices that make up the Internat�onal Forum have recently taken the �mportant dec�s�on that all are part 
of one AMREF. Th�s dec�s�on w�ll have �mpl�cat�ons for programm�ng and jo�nt act�v�t�es dur�ng th�s ten-year strategy per�od. The 
all�ance between AMREF and the nat�onal offices has been cruc�al to the development of AMREF dur�ng the past 50 years. Dur�ng 
the strategy per�od there w�ll be four shared roles:
• bu�ld�ng awareness of AMREF and of Afr�ca’s health agenda
• work�ng w�th ex�st�ng and new donors to �ncrease AMREF’s fund�ng base and the amounts of restr�cted and   
 unrestr�cted  fund�ng flow�ng to AMREF 
• jo�ntly develop�ng and us�ng shared �nformat�on systems for programme plann�ng, financ�ng and report�ng
• tak�ng Afr�ca’s vo�ce for health to the cap�tals of the north through jo�ntly planned lobby�ng and ev�dence-based  
 advocacy

The Internat�onal Forum �s represented on the AMREF Board by �ts Cha�r. 
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Programme Planning
AMREF works through sen�or management teams at the �nst�tut�onal level and �n each country programme. These teams prov�de 
a flow of management �ssues and dec�s�ons through the organ�sat�on. AMREF organ�ses Annual Programme Meet�ngs each 
year that br�ng together m�ddle and sen�or managers �n country programmes and at the �nst�tut�onal level. The l�nk between 
programme management and the Board �s through the Board’s Health Programme Comm�ttee. 

Programme Management 
AMREF has a new programme and project management system that encourages staff to take respons�b�l�ty for spec�fic tasks �n 
a standard�sed manner across the organ�sat�on. 
Th�s �ncludes:

• the des�gn, fund�ng, �mplementat�on and mon�tor�ng of projects that support AMREF’s m�ss�on and strategy
• establ�sh�ng dec�s�on-mak�ng boundar�es
• ensur�ng more effic�ent capture and d�ssem�nat�on of knowledge

The system prov�des the backbone for AMREF management, prov�d�ng l�nks to: 

• performance management
• organ�sat�onal capac�ty development
• organ�sat�onal knowledge management (�nclud�ng the systems to capture and man�pulate that knowledge)   

AMREF �s also rev�ew�ng and rat�onal�s�ng �ts �nst�tut�onal mon�tor�ng and evaluat�on framework and plan aga�nst the evolv�ng 
strategy. 

Tracking Progress 
The external env�ronment �n Afr�ca and �n each country programme w�ll be mon�tored through the l�fe of th�s strategy to ensure 
that the document and AMREF’s programme rema�n relevant to the needs of Afr�ca and �ts people. 

Financial Systems 
AMREF has a comprehens�ve financ�al management system that tracks �ncome and expend�ture across the organ�sat�on and 
has l�nks to procurement and �nventor�es of stores and cap�tal assets. A F�nance Manual supports the management of AMREF’s 
financ�al assets. The AMREF �nternal aud�t group (wh�ch reports to the Board’s Aud�t and F�nance Comm�ttee) uses a r�sk-based 
aud�t approach. AMREF’s finances are aud�ted every year by an �nternat�onally recogn�sed aud�t firm. Its annual accounts are 
publ�shed. 

Human Resource Systems
AMREF has an �nst�tut�onal HR group l�nked to HR capac�ty �n all country programmes. HR management �s d�rected by a Board-
approved HR manual, and �s supported by the Board’s HR Comm�ttee.

Information Technology 
AMREF has a ded�cated IT funct�on that supports ema�l and Internet serv�ces throughout the organ�sat�on. Furthermore, the IT 
team spearheads the development of databases at both the organ�sat�onal and programme levels and part�c�pates �n the des�gn 
and use of new ICT tools and methods �n health �mprovement.
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AMREF Country Programme Strategies 
Th�s �nst�tut�onal strategy prov�des the framework for the development of country programme strateg�es. Each country 
programme strategy w�ll pay spec�al attent�on to �ts country context but w�ll operate w�th�n the programme boundar�es outl�ned 
�n the �nst�tut�onal strategy. Adv�sory counc�ls �n each country (an adv�sory board �n South Afr�ca) ass�st �n sett�ng pr�or�t�es, 
�dent�fy�ng opportun�t�es and mon�tor�ng programmes.

Communications and the AMREF Brand
AMREF prov�des a flow of �nformat�on to nat�onal offices and �ts partners to support fund ra�s�ng. A comprehens�ve and user 
fr�endly web s�te, presently rece�v�ng over one m�ll�on h�ts every month, supports th�s �nformat�on flow. The Board’s Fundra�s�ng 
and Commun�cat�ons Comm�ttee also supports AMREF’s commun�cat�on efforts. 

AMREF has re-evaluated �ts brand and developed a common pos�t�on. A brand book �s ava�lable, and the organ�sat�on �s now 
well placed to speak w�th one vo�ce about AMREF. We have agreed that AMREF �s an �nternat�onal Afr�can health development 
organ�sat�on and that all parts of AMREF, �nclud�ng our country programmes �n Afr�ca and our nat�onal offices �n Europe and 
North Amer�ca, are part of one organ�sat�on. Dur�ng the next ten years AMREF w�ll work to ma�nta�n clar�ty �n �ts brand and use 
the power of �ts brand to foster the work of the organ�sat�on.

Financing 
Dur�ng the past five years AMREF’s total expend�ture has grown from $19.4 m�ll�on to $58 m�ll�on. Th�s growth has come from a 
substant�al �ncrease �n our project �ncome. AMREF �s rece�v�ng more grant money and larger grants. Th�s �s a result of a del�berate 
pol�cy to target b�gger grants w�th longer l�ves and so make grant report�ng more t�me and cost effect�ve. We w�ll cont�nue th�s 
pol�cy. 

Unrestr�cted fund�ng supports AMREF’s �nst�tut�onal development, much of our �nternal techn�cal leadersh�p, our capac�ty for 
research and our outreach to external aud�ences. The full �mplementat�on of th�s strategy over the ten-year per�od w�ll requ�re 
$40.3 m�ll�on of unrestr�cted fund�ng to develop and ma�nta�n the necessary core �nst�tut�onal competenc�es. S�nce AMREF’s 
unrestr�cted fund�ng base has always been frag�le, we have developed a ten-year plan for unrestr�cted fund�ng. We w�ll pursue 
five opt�ons to �ncrease the amount and secur�ty of unrestr�cted �ncome, �nclud�ng:
• �ncreas�ng the programme portfol�o and thereby �ncreas�ng the total amount of overhead recovery 
• Seek�ng new donors w�ll�ng to grant the organ�sat�on unrestr�cted funds; these donors w�ll l�kely be government  
 agenc�es,  �nd�v�duals w�th personal wealth, foundat�ons and corporat�ons 
• �nvest�gat�ng novel ways of ra�s�ng funds; for example, AMREF �s currently explor�ng web-based g�v�ng
• bu�ld�ng an endowment fund and us�ng �t as a source of unrestr�cted funds 
• mak�ng use of fee �ncome from a consultancy arm of the organ�sat�on

The Board’s Fundra�s�ng and Commun�cat�ons Comm�ttee w�ll support AMREF’s new fundra�s�ng act�v�t�es.
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Geographic Footprint 
AMREF �s often asked for our op�n�on on health �ssues affect�ng Afr�ca, and we are �ncreas�ngly an “Afr�can vo�ce for health”. In 
order for AMREF to strengthen �ts Afr�can vo�ce we must have a presence beyond our ex�st�ng “heartland” of East Afr�ca, the horn 
of Afr�ca and South Afr�ca. AMREF w�ll therefore re-exam�ne �ts geograph�c footpr�nt dur�ng the com�ng ten-year per�od. 

The pol�t�cs of health development are such that AMREF w�ll not have a cred�ble vo�ce w�thout some form of presence �n the sub-
reg�ons where we are currently not work�ng. Address�ng th�s s�tuat�on �nvolves ensur�ng qual�ty where AMREF already works and 
find�ng cost-effect�ve ways to extend AMREF’s footpr�nt w�th�n Afr�ca.

In mov�ng forward AMREF w�ll explore:
• develop�ng strateg�c all�ances, often �nvolv�ng techn�cal ass�stance, to create a group of l�ke-m�nded organ�sat�ons  
 w�ll�ng to work together and ult�mately to share management and techn�cal capac�t�es 
• extend�ng AMREF’s tra�n�ng programme w�th partners �n new countr�es w�ll�ng to prov�de fac�l�t�es and staff to del�ver  
 AMREF  tra�n�ng programmes
• creat�ng reg�onal hubs �n the horn of Afr�ca, southern Afr�ca and West Afr�ca

AMREF currently has no phys�cal presence �n West Afr�ca, and the first pr�or�ty for th�s hub w�ll be to pursue partnersh�ps w�th 
governments and health �nst�tut�ons �n the reg�on. The reg�onal hub for West Afr�ca w�ll �n�t�ally cover both Francophone and 
Anglophone countr�es. AMREF w�ll also use strateg�c partnersh�ps and all�ances to host the reg�onal hubs to avo�d the mass�ve 
up-front expend�ture requ�red for new country programmes. These partnersh�ps w�ll prov�de AMREF w�th a cost-effect�ve and 
flex�ble mechan�sm for respond�ng to new country programme opportun�t�es. 

In East Afr�ca, where our country programmes are mature w�th establ�shed �nfrastructure and programme portfol�os, a reg�onal 
hub w�ll not be created. However, opportun�t�es for the shar�ng of core resources and competenc�es among the three country 
programmes �n Kenya, Tanzan�a and Uganda w�ll be explored.

   Chapter 7:  



38

A
M

RE
F 

20
07

-2
01

7 
 S

TR
AT

EG
Y 

Conclus�on

Impl�c�t �n AMREF’s strategy for 2007-2017 �s the bel�ef that commun�t�es should be seen as the organ�s�ng pr�nc�ple of health 
systems. Currently, however, a gap ex�sts that separates marg�nal�sed and vulnerable commun�t�es from the rest of the health 
system. Th�s gap prevents the �ntegrat�on of these commun�t�es �nto the system and exacerbates d�spar�t�es �n health care, 
weaken�ng health promot�on and d�sease prevent�on. To help overcome these d�spar�t�es and close the gap, AMREF’s new 
strategy places the needs of commun�t�es first �n all of �ts programm�ng �n�t�at�ves. 

Spec�fically, AMREF’s strategy goal �s to “advance Afr�ca’s health by catalys�ng an ev�dence-based movement a�med at reduc�ng 
the gap between commun�t�es and the rest of the health system”. The cross-cutt�ng, process-or�ented programme dr�vers that 
have been developed for th�s strategy w�ll ensure that AMREF acts �n a hol�st�c and �ntegrated manner and focuses on commun�ty 
needs. Every �ntervent�on, and espec�ally those funded by vert�cally dr�ven programmes w�ll be expected to respond to the 
programme dr�vers (e.g., pro-poor, culturally and gender sens�t�ve, among others). In th�s way AMREF w�ll ensure that �t rema�ns 
focused on �ts strategy goal. 

Inform�ng the select�on of the three themes for th�s strategy are: the Afr�can health cr�s�s, AMREF’s comparat�ve advantage, and 
five decades of AMREF’s exper�ence work�ng w�th commun�t�es and health systems �n the reg�on. The three �nterdependent 
themes have been selected to respond to spec�fic core �ssues that create and susta�n the gap:
• Partnersh�ps w�th Commun�t�es for Better Health
• Bu�ld�ng Capac�ty for Strengthened Commun�t�es and Health System Respons�veness
• Health Systems Research for Pol�cy and Pract�ce

Mov�ng through the next 10 years, AMREF w�ll cont�nuously mon�tor �ts �ntervent�ons and evaluate progress. For our full 
�mplementat�on, mon�tor�ng and evaluat�on plan we have developed a compan�on document to th�s strategy. As we gather 
knowledge and ev�dence �n our programme work and research, we w�ll develop advocacy �n�t�at�ves to �nfluence pol�cy makers 
to promote �dent�fied best pract�ces.

Work�ng �n collaborat�on w�th our partners, AMREF �ntends to keep the �ssue of clos�ng the gap between vulnerable commun�t�es 
and health systems at the forefront of the development agenda for �mprov�ng Afr�can health.
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