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CQI Continuous Quality Improvement 
DNA Deoxyribonucleic acid 
GBD Global Burden of Disease 
GDP Gross Domestic Product  
HIV Human Immunodeficiency Virus 
HRH Human Resource for Health  
ICD Institute of Capacity Development 
ICT Information and Communications Technology 
IFC International Finance Corporation  
ILO International Labour Organisation 
KPI Key Performance Indicator 
LMG Leadership, Management and Governance 
M&E Monitoring and Evaluation 
MDG Millennium Development Goals  
NCD Non-Communicable Disease 
NGO Non-Governmental Organisation 
OOP Out-of-Pocket 
PHC Primary Health Care 
PMNCH The Partnership for Maternal, Newborn & Child Health 
PPP Public-Private Partnership 
R&D Research and Development  
RMNCAYH Reproductive, Maternal, Newborn, Child, Adolescent and Youth Health  
SDG Sustainable Development Goals  
SSA Sub-Saharan Africa 
SWOT Strengths, Weaknesses, Opportunities, Threats 
TB Tuberculosis 
UHC Universal Health Coverage  
UK United Kingdom 
UNAIDS United Nations Programme on HIV/AIDS 
UNDP United Nations Development Programme 
UNFPA United Nations Population Fund 
UNICEF United Nations Children’s Fund 
US United States 
WHO World Health Organisation  
  



5 
 

FOREWORD  
It is my privilege to present to you the Amref Health Africa Corporate Strategy 2018-2022 coming on 
the back of our just ended 10 year strategy 2007-2017. The development of the Amref Health Africa 
Corporate Strategy 2018-2022 reflects the leadership position that the organisation finds itself in as 
the leading Africa-based international health development organisation. It also reflects, in an apparent 
way, the rapidly shifting dynamics in development financing which also explains the reason we have 
developed a 5 year strategy shifting from the 10 year period in the earlier strategy. 
 
The organisation has been recognised as one of the main international NGOs working closely with 
African Governments through the various Ministries of Health in Africa to improve the health of the 
African people through lasting health change for the last 60 years. The intent of this strategy therefore 
is to ensure that Amref Health Africa remains aligned to its vision of lasting health change in Africa 
and this intent is delivered though its mission to increase sustainable health access to communities in 
Africa through solutions in human resources for health, health service delivery, and investments in 
health. 
 
Though significant gains were made during the Millennium Development Goals (MDGs) era of 2000 
to 2015, Africa continues to suffer from systemic weaknesses in health as a result of misaligned and 
inadequate investments in social determinants of health like water and sanitation as well as weak 
health systems from decades of underinvestment and communities that live far from the 
underdeveloped healthcare system both culturally and geographically. 
  
To achieve change, Amref Health Africa recognises that this strategy can only be achieved within the 
global framework of the post-MDG agenda of Sustainable Development Goals (SDGs) and with 
partners who are congruently aligned to its vision, mission and values. Partnerships will therefore be 
critical in the planning, implementation and achievement of this strategy and our partnerships from 
our experience begin with the affected communities. 
 
The strategy particularly recognises the importance of focusing on underserved communities, women 
and children and youth. The youth have not been a specific focus in the ending 10 year strategy but 
have gained significant prominence in this strategy considering that 65% of the African population is 
people under 35 years. In the Africa Health Agenda International Conference 2017 hosted by Amref 
Health Africa, the use gave the clarion call ‘Nothing for us without us’ underlining the need to 
involve them in development and implementation of programs with affect them. 
 
Although our traditional methods of engagement remain extremely relevant, the need to do things 
differently for better results cannot be overemphasized and therefore innovation, either driven by 
technology or otherwise will take a very central role in this strategy.  
 
In order to achieve this, it is critical that Amref Health Africa embraces the role as a driver of change 
by creating an internal efficient learning environment. We must be conscious of the changing 
landscape where the international community has called for increased domestic financing and look for 
ways of increasing local resources from public and private sector as well as from the communities 
themselves in achieving our mission. 
 
This corporate strategy is the result of a lengthy consultation with the staff, advisory councils and 
Board of Amref Health Africa, communities, as well as our partners and I must thank them most 
sincerely. Their willingness to work together and participating so openly in developing this strategy is 
a testament to their commitment to ensuring its achievement. 
 
Finally, the achievement of this corporate strategy will require that we are honest about our 
shortcomings and proactive in addressing concerns when they arise. We must also remain cognizant 
of the needs and expectations of our staff, the communities we serve as well as our partners in public 
and private sectors. 
 

Omari Issa  

Chair, International Board  
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GLOSSARY OF TERMS  

• Capacity development is the process through which individuals, organisations and communities 
obtain, strengthen and maintain the capabilities to set and achieve their own development 
objectives over time.  
 

• Communities are groups of people that may or may not be spatially connected, but who share 
common interests, concerns or identities (WHO). In this strategy the groups of people will be 
those most likely to suffer social inclusion including the youth and with special emphasis on girls, 
women, children, and the underserved.  
 

• The demographic dividend is a boost in economic productivity that occurs when there are 
growing numbers of people in the workforce relative to the number of dependents. (UNFPA, 
2014) 
 

• Gender refers to the socially constructed characteristics of women and men – such as norms, 
roles and relationships of and between groups of women and men. While most people are born 
either male or female, they are taught appropriate norms and behaviours – including how they 
should interact with others of the same or opposite sex within households, communities and work 
places. (Adapted from WHO) 
 

• Health investments are methods of mobilising, allocating, and using financial resources in 
healthcare systems.  
 

• Health services include all services dealing with the diagnosis and treatment of disease, or the 
promotion, maintenance and restoration of health. They include personal and non-personal health 
services. (WHO)  
 

• A health system consists of all organisations, people and actions whose primary intent is to 
promote, restore or maintain health. (WHO) 
 

• Human Resources for Health (HRH) is “defined as all people engaged in action whose primary 
intent is to enhance health” (WHO, 2006). HRH includes but is not limited to health management 
and support personnel, physicians, nurses, nutritionists, midwives, dentists, allied health 
professionals, community health workers, and social health workers.  
 

• Innovation involves all processes by which new ideas are generated and converted into useful 
solutions in partnership with communities to derive greater value. Innovation can be technology 
or non-technology based.  
 

• A social enterprise approach is one that applies business strategies to maximise improvements 
in community well-being.  
 

• Youth in this strategy is defined using the Africa Youth Charter (2006), which defines youth or 
young people as every person between the ages 15 and 35. This is justified by delayed 
employment and elongated dependence of youth in Africa.    
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PREAMBLE TO THE AMREF HEALTH AFRICA STRATEGY 2018-2022  
 
The Amref Health Africa Corporate Strategy 2007-2017 comes to an end in September 2017. This a 
chance for the organisation to take a deep look at the communities it serves, its work in the past, its 
successes and challenges and create a blueprint for its work in the future. 
 
At the same time, the world has transitioned from the Millennium Development Goals of 2000-2015 
and embraced the UN Sustainable Development Goals (SDGs) 2015-2030.  This is expected to see 
developing countries join forces with the developed countries to make the world a better place for all 
humanity by tackling the unfinished business of MDGs as well as new challenges identified as key to 
achieving an end to poverty and hunger everywhere; combat inequalities within and among countries; 
build peaceful, just and inclusive societies; protect human rights and promote gender equality and the 
empowerment of women and girls; and to ensure the lasting protection of the planet and its natural 
resources. 
 
While the world looks to the SDGs with optimism, African governments are still grappling with 
multiple burdens of disease, malnutrition, illiteracy, environmental degradation, inequality, inequity 
and debilitating poverty. At the same time, disease patterns are changing with the rising burden of 
Non-Communicable disease.  
 
Amref Health Africa takes the view that for sustainable development to come about and Africa to 
break out of the vicious cycle of poverty, it is imperative for the world in general and Africa in 
particular to prioritise universal health coverage and strengthen community health systems. 
 
Unlike the previous 10 year strategy, Amref Health Africa has elected to develop a shorter term 
strategy of 5 years in view of a rapidly changing operating environment as well as changes in global 
health patterns while at the same time have a longer time view and approach the lasting health change 
in Africa. 
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EXECUTIVE SUMMARY  
 Amref Health Africa, headquartered in Kenya, remains the largest Africa based international Non-
Governmental organisation currently running programmes in over 35 countries in Africa with lessons 
learnt over 60 years of engagement with governments, communities and partners to increase 
sustainable health access in Africa. Amref Health Africa also incorporates programme development, 
fundraising, partnership, advocacy and communication offices in Europe and North America as well 
as subsidiaries Amref Flying Doctors and Amref Enterprises. 
 
In 2007, Amref Health Africa formulated and launched its 10 year Corporate Strategy (2007-2017), 
‘Putting African Communities First’ with the Strategic Goal to ‘Advance Africa’s health by catalysing 
an evidence-based movement aimed at reducing the gap between communities and the rest of the 
health system.’ Implemented through a series of business plans, the Strategy comes to an end in 
September 2017 which also marks the organisation’s 60th anniversary. Amref Health Africa has 
developed this new 5 year strategy (2018-2022) to build on the gains of the last 6 decades and 
specifically the last 10 years to continue its Vision of Lasting Health Change in Africa. 
 
In many ways and though significant gains have been made, the conditions which existed in 2007 and 
which made it difficult to achieve Lasting Health Change for Africa remain to date and the most 
significant is the gap between vulnerable communities and the rest of the health system. To quote the 
2007-2017 Corporate strategy; 
 

‘These communities are often but not always remote geographically, but they are very remote 

in practical terms from policy makers and health system managers. Therefore, they have little 

opportunity to provide input to policy decisions regarding their own health needs or the ways 

in which they receive health services.’ 

 
The gap remains despite increased expenditures by governments and donors and despite successes in 
the era of Millennium Development Goals with significant communicable morbidity and mortality 
and a rising burden of Non-Communicable diseases. As noted in the 2007-2017 Corporate Strategy, 
poorly directed health financing has hastened the deterioration of peripheral health infrastructure, 
further undermining health promotion as well as quality and efficiency of basic preventive services at 
community level. Key to this gap remains limited gains in Universal Health Coverage and closely 
linked to Health Financing, poor ratios and mix of Human Resources for Health and poor 

Community Health Systems (CHS). 
 
The new strategic direction recognises that the next five years will not be business as usual. Globally, 
the world’s attention has progressed from the aid-driven Millennium Development Goals (MDGs) to 
the more universal Sustainable Development Goals (SDGs) set to be achieved by 2030. Although 
considerable progress was made on the health-related MDGs, these gains need to be sustained and, in 
many cases, accelerated to achieve the ambitious SDG targets which are more universal and inclusive. 
This strategy was developed in cognisance of the fact that the Addis Ababa Action Agenda 2015 on 
‘Financing for Development’ put emphasis on domestic resource mobilisation being central to the 
implementation agenda of the Sustainable Development Goals.  
 
Though the core mission of the organisation, Lasting Health Change for communities in Africa, does 
not change, this strategy recognises that the way the organisation conducts business will need to 
change significantly. This is in the face of increasing competition from non-traditional development 
players, shifting donor funding and unpredictable changes in the donor policy environment driven by 
key issues like migration and security. 
 
Amref Health Africa will increase its focus on entrepreneurial and sustainability approaches while 
taking bold steps to increase efficiency and effectiveness in our core mission work to the communities 
and providing value for money. 
 
Amref Health Africa targets to reach 100 million people in Sub-Saharan Africa at a cost of 
approximately 0.8 billion USD. This strategy is built on three Pillars: 
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1. Pillar I: Human resource for health. Develop and sustain human resources for health 
(HRH) to catalyse the attainment of universal health coverage in Amref Health Africa target 
countries. 

2. Pillar II: Innovative health services and solutions. Develop and deliver sustainable health 
services and solutions for improved access to and utilisation of quality preventive, curative, 
and restorative health services. 

3. Pillar III: Investments in health. Contribute to increased investments in health to achieve 
Universal Health Coverage (UHC) by 2030. 

 
Four cross-cutting themes of gender; research; policy and advocacy; and innovation and a focus on 
SDGs 2,3,5,6 and 17 will be integrated to hold these three pillars together and to embed the strategy 
in the global agenda. 
 
Partnership building is at the core of this strategy. In that regard, we will continue partnering with 
communities, ministries of health and other government agencies, donors, community based 
organisations, non-governmental organisations and the private sector in delivering desired outcomes. 
Our partners will ensure complementarity and shared value to the three strategic pillars. Particular 
emphasis will be given to the underserved, women and children, with increasing focus on emerging 
issues of interest including NCDs, youth and technology.  
 
As Amref Health Africa navigates through an environment that is turbulent and unpredictable, it is 
aware of the need to create a ‘Connected’ ‘Resourceful’ and ‘Vibrant’ organisation and embracing 
the values of Integrity, Quality, Leadership and Ubuntu (compassion and humanity) internally. 
 
This strategy document outlines the key priority interventions and activities that will drive strategy 
implementation in order to achieve the mission and vision of Amref Health Africa as represented by 
the Golden Circle illustrated in Figure 1. 
 

 
Figure 1: Golden Circle 
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OUR CORPORATE VISION  
Lasting health change in Africa 
 

 

OUR MISSION STATEMENT  
To increase sustainable health access to communities in Africa through solutions in human resources 
for health, health service delivery, and investments in health 
 
CORE VALUES 

As we implement this strategy, our way of working will be distinctly reflected in an enduring and 
passionate way by our values. These will be our guiding principles and the foundation to the strategy 
to guide the conduct, activities and goals of Amref Health Africa and will apply across the entire 
organisation in its governance and management structure. 
 
Amref Health Africa will embrace a culture of Leadership as an attitude rather than a role 
internally while taking industry leadership externally.  
 
We will uphold the following values: 

Integrity; demonstrating moral uprightness in all our dealings 
Quality; ensuring excellence is core to our planning and execution 
Ubuntu1; embracing essential human virtues of compassion and humanity 

 
These values will guide and represent what we do with the internal and external stakeholders we serve 
and who hold us accountable to our promises. 
 
  

                                                 
1 Ubuntu reflects ‘Africanism‘ and humanity towards others. It is the belief in a universal bond of sharing that 
connects all humanity. 
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A. OUR CONTEXT  
Amref Health Africa recognises that it operates within an internal and external context. A description 
of this context is captured below. 
 
Internal Context 
Founded in 1957, Amref Health Africa continues to carry the mantle that the founding fathers 
Michael Wood, Archibald McIndoe and Tom Rees, handed down; using the tools of our time 
(telephone, aeroplane, internet, mobile phones and radio) to link communities to their health services. 
 
Headquartered in Nairobi, Kenya, Amref Health Africa is today the largest African-based 
international health development organisation with programme offices in Kenya, Tanzania, Ethiopia, 
Uganda, South Sudan, South Africa, Senegal, Malawi, and Zambia, and fundraising and advocacy 
offices in United States, Canada, United Kingdom, Monaco, The Netherlands, Italy, Germany, Spain, 
France, Austria and Sweden. In 2014 the organisation rebranded from African Medical and Research 
Foundation (AMREF) to Amref Health Africa. 
 
Amref Health Africa is governed by an International Board (IB) of Directors drawn from Africa, 
Europe and North America. The IB provides policy guidance, financial oversight, strategic orientation 
and fundraising leadership to the organisation. Reporting to the IB is the Group Chief Executive 
Officer (GCEO) who leads a Global Senior Management Team. In Africa, the Country Director, with 
the guidance of a country level Advisory Council/Board takes direct responsibility over the technical 
and financial performance of the programmes under his/her remit. The countries in Europe and North 
America are led by the Chief Executive Officers (CEOs)/Executive Directors and are responsible for 
joint programme development, fundraising, advocacy, communications and donor relations. The 
Country Directors, CEOs/Executive Directors and Corporate Directors for the Senior Management 
Team. See Figure 2 for the Governance Structure. 
 

 
Figure 2: Governance Structure 

 
The Corporate Strategy (2007-2017), aimed to achieve the following objectives: (i) Strengthen 
partnerships with communities for better health; (ii) Build the capacity to strengthen communities and 
health system responsiveness; (iii) Strengthen health systems research for policy and practice; and (iii) 
Strengthen the institutional capacity to implement its mandate. Guided by MDGs 4 and 5, the Strategy 
focussed significantly on MNCH, HIV/AIDS/TB/Malaria, WASH, Medical and Diagnostics, and 
Capacity Building. The Corporate Strategy was rolled out through: (a) Business Plan 1 (2011-2015); 
and (b) The Transitional Business Plan (TBP) (2015-2017), which focussed on five business areas: 
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community health systems strengthening (CHSS), capacity building, advocacy, income generation 
and resource mobilisation, and institutional strengthening. 
 
At the conclusion of the ten year period, an evaluation was conducted that demonstrated that overall, 
the Strategy directly transformed the health of approximately 12 million people annually (32 percent 
women and 30 percent children), directly and indirectly impacting over 70 million people through 
training, provision of improved health services and policy change including training of more than 
700,000 health care workers in Africa. 
 
Specifically, Amref Health Africa made a number of achievements key among them being 
strengthened organisational governance systems through reducing the number of Board members 
from 18 to 12 members and strengthened cohesion between Africa, North America and Europe 
operations improving the more efficient one-Amref approach; Implemented  Programmes budgeted 
at approximately US$700 million and Expanded the geographical footprint to Francophone West 
Africa (Senegal, Cote D’Ivoire, Guinea, and Sierra Leone), and Southern Africa (Mozambique, 
Malawi and Zambia). This includes acquisition of offices in Malawi, construction of a training annex 
and the Dagoretti centre in Nairobi; Adoption of technology for capacity building (using ICT4D) 
including the scale up of eLearning across several cadres of health workers and geographies, 
introduction of mLearning, and digitisation of household data collection tools; Registered the Amref 

Flying Doctors (AFD) as the organisation’s first social enterprise, and purchase of additional 
aircrafts; Increased international recognition through various awards such as World Federation of 
Public Health (2013), Brandon Hall Group (2015), GHWA (2013), AfDB (2013) among other; 
Influenced policy change in a number of areas including incorporation of ICT for training health 
workers in Kenya and Zambia, acceptance of eLearning as a mode of training for in-service training 
in Kenya, Uganda, Tanzania, Malawi, Lesotho, and pre service training in Kenya and Zambia; Rolled 

out evidence-based models such as Organisational Development and Systems Strengthening (ODSS) 
capacity development model by the government of Kenya, the Boma model, Mentor Mother Model, 
Katine Integrated Model, the Ng’andakarin model the Alternative Rites of Passage (ARP) models; 
Hosted international conferences such as the Africa Health Agenda International Conference 
(AHAIC) in 2014 and 2016; Diversified our funding base to become a Principal Recipient (PR) for 
the Global Fund and a Prime partner for the USAID. Amref health Africa also received funding from 
bilateral, multilateral, foundations and private sector corporations; Achieved WHO observer status; 
We Built strong partnerships with the private sector partners; Mobilised significant unrestricted 

funding from our offices in Europe and North America including, which were utilised for 
programmes and organisational strengthening; Won a bid to host the Advocacy Accelerator. 
 

Despite these successes, Amref Health Africa is still grappling with a number of challenges, key 
among them: Minimal (15%) growth in funding between 2010 and 2017; Sub optimal operating 

systems; High turnover of talent due to highly competitive environment; Sub optimal programme 

implementation and knowledge management; poor integration of research, vertical programming 
(driven by donor needs), harnessing the power of the global organisation largely due to inadequate 
systems and funding for central systems, poor advocacy due to lack of capacity and a project-based 
rather than a programme-based approach. Other challenges included insecurity, climate change, 
global health threats, political instability, lack of policy adherence in countries where we work, etc.  
 
Given that community is central to everything that Amref Health Africa does, the organisation 
conducted a survey with a number of stakeholders from the civil society, private sector and 
approximately 5,000 Community Health Workers to identify the problems/gaps that exist in the health 
system. The survey found that inadequate human resources for health; poor infrastructure and poor 
distribution of health facilities were the top three problems. The stakeholders recommended that 
Amref Health Africa focus its strategy on bridging the gap to services through empowering 
community health workers through training and support; build capacity for Human Recourses for 
Health (HRH) and advocacy for allocation of financing for health. 
 
Amref Health Africa’s uniqueness is attributed to its African roots, long history and broad global 
links, a fact that provides a strong, trusted brand, credibility with a global presence. A review of the 
organisation’s strengths and weaknesses revealed Amref Health Africa is well connected to the 
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stakeholders that we work with including communities, governments, and other development 
agencies. However, it was noted that there is overreliance on restricted funding and there is need to 
diversify funding source and strengthen internal systems and processes to make them more 
responsive.  
 

External Context 
The world has and continues to change rapidly due to globalisation and rapid technological 
advancements. The global economy is shifting, with major economies continuing to face diminishing 
productivity gains while recovering from the 2008-09 financial crisis. The working-age population is 
shrinking in the west but growing in Africa. Rapid technological advancements are being realised, 
which are increasing the pace of change and creating new opportunities, while aggravating divisions. 
The public is increasingly demanding accountability from governments. Conflicts are increasing due 
to diverging interests among major powers, an expanding terror threat, continued instability in weak 
states, and the spread of disruptive technologies. Climate change, environment, and health issues are 
demanding greater attention. More extreme weather, water and soil stress, and food insecurity will 
disrupt societies. Increased travel and poor health infrastructure will make infectious diseases harder 
to manage. 
 
The 2030 Agenda for Sustainable Development, based on 17 Sustainable Development Goals (SDG), 
seeks to build on the Millennium Development Goals (MDG) and complete what they did not achieve 
(United Nations 2016). Although considerable progress on the health-related MDG indicators has 
been made, these gains will need to be sustained and, in many cases, accelerated to achieve the 
ambitious SDG targets (GBD 2015; SDG Collaborators 2016). The SDGs work in the spirit of 
partnership and pragmatism to make the right choices now to improve life in a sustainable way, for 
future generations. They provide clear guidelines and targets for all countries to adopt in accordance 
with their own priorities and the global and environmental challenges. The SDGs are an inclusive 
agenda, with a focus on Universal Health Coverage (UHC) and a clarion call of “leaving no one 
behind”.  
 
Sub-Saharan Africa continues to provide a mixed picture in terms of development, with 40 percent of 
the world’s poor living in the region while at the same time showing growth in Gross Domestic 
Product (GDP) by five percent per year in real terms between 2001 and 2014, compared to just over 
two percent during the 1980s and 1990s (International Monetary Fund 2016). Sadly, over the next five 
years, this average growth is set to decline to just 1.5 percent, with commodity-dependent countries 
such as Nigeria, Democratic Republic of Congo, Ghana, South Africa, and Zambia stuck in low or 
negative growth; while low commodity-dependent countries such as Kenya, Senegal and Ethiopia 
continuing to have high growth rates of around six percent (International Monetary Fund 2016). 
 
Today’s generation of young people numbers slightly less than 1.8 billion in a world population of 7.3 
billion.  About nine out of 10 people between the ages 10 and 24 live in less developed countries. In 
17 developing countries, half the population is under age 18 (UNFPA., 2014). There is potential to 
harness this demographic dividend.  
 
As at 2015, Sub-Saharan Africa had 386 million unique mobile phone subscribers with an expectation 
that by 2020, 518 million persons, equivalent to 49 percent penetration, will have a line. More than 
200 million individuals across the region were accessing the Internet through mobile devices, a figure 
that will almost double by 2020 and Sub-Saharan Africa continues to lead the world in the adoption of 
mobile money services with more than one-fifth of mobile connections in the region linked to a 
mobile money account in 2015. However, more than 60 percent of the population, especially those in 
rural areas, will still lack internet access by the end of the decade. Even with these impressive 
connections, a gender gap remains where African women are 13 percent less likely than African men 
to own mobile phones (GSMA., 2015). 
 
The high burden of disease remains the main challenge to African health systems (Africa Union., 
2016). Sub-Saharan Africa (SSA), home to 11 percent of the world’s population, bears 24 percent of 
the global disease burden and accounts for less than one percent of global health expenditure. Within 
the region, communicable, maternal, neonatal and nutritional disorders account for 67–71 percent of 
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disease burden (Murray et al. 2012) (IFC 2016). Moreover, with only one percent of the world’s 
health expenditure and weak health systems, SSA has little capacity to respond to this huge health 
need (Anyangwe & Mtonga 2007). The average life expectancy for Africans is 21 years less than for 
people born in developed countries (WHO, 2014). It is estimated that one extra year in life expectancy 
leads to an estimated increase in GDP per capita of 4 percent (Lester & Weil 2013). 
 
Women and children are particularly affected by inadequate supply of health services in SSA. The 
risk of a woman living in the region dying from a pregnancy-related cause during her lifetime is about 
23 times higher than it is for a woman living in a developed country (Millennium & Goals 2015). 
Africa accounts for 200,000 of the 289,000 mothers who die every year from pregnancy or childbirth-
related complications (Thiam et al., 2016). The highest rates of child mortality are still in Sub-Saharan 
Africa—where 1 in 9 children die before the age of five, more than 16 times the average for 
developed regions (1 in 152)—and Southern Asia (1 in 16) (United Nations Inter-Agency Group for 
Child Mortality Estimation 2012). More than 30 percent of children are stunted and under-nutrition 
contributes to nearly half of all deaths among children under five years of age (Financial & Strategy 
2014). Furthermore, a picture of a double-burden of disease is emerging, with a projection that by 
2020, the prevalence of communicable and non-communicable diseases will be equal in Africa, 
overloading an already strained health system (WHO 2010). Further, Adolescent childbearing remains 
high in sub-Saharan Africa, at 116 births per 1,000 adolescent girls in 2015, which is more than 
double the world’s average (Thiam et al., 2016). 
 
A major barrier to universal coverage is an overreliance on direct payments at the time people need 
care. Only 5–10 percent of people in SSA have any type of formal social protection in the event of 
illness (WHO, 2010). Most countries in the region committed to increase public health spending to at 
least 15 percent of the government’s budget through the 2001 Abuja Declaration (IFC 2016). Sadly, 
as at 2014, only four countries were above the Abuja target. For most countries, government spending 
allocated to health has decreased by 10 percent on average over the last 20 years (World Bank 2014). 
Inequality in total health spending across African countries has also increased over time despite 
modest reductions in out-of-pocket expenditure. An estimated 10 million people in Africa are pushed 
to poverty every year because of direct out-of-pocket health costs; indicating inequity that weighs 
most heavily on the poor and is associated with a high risk of household impoverishment through 
catastrophic costs (Ssozi & Amlani,. 2016). 
 
There are substantial long term benefits to investing in health (WHO 2013b). The evidence shows that 
investments in the health sector pay off at the rate of 1 to 9. Around a quarter of economic growth 
between 2000 and 2011 in low-income and middle-income countries is estimated to have resulted 
from improvements to health (WHO 2016). The lack of access and affordability of essential health 
care therefore has significant social and economic impact (Vega 2013).  
 
Human Resources for Health (HRH) including health professionals, health managers, Community 
Health Workers (CHWs) and support staff, is the glue that binds the various building blocks of the 
health system. The World Health Organisation defines countries as having a “critical shortage” of 
health workers if they have fewer than 2.28 doctors, nurses and midwives per 1000 population (WHO 
2006). Thirty-six countries in SSA fit within this definition (Willcox et al. 2015). The situation is 
worse at the primary health care level, widely recognised as the most cost-effective strategy for 
delivering essential health interventions (WHO 2008). There are global, regional and in-country 
efforts to address these HRH challenges including the WHO HRH 2030 strategy which puts emphasis 
on the acceleration of progress towards universal health coverage and the Sustainable Development 
Goals (SDG) by ensuring equitable access to a skilled and motivated health worker within a 
performing health system (HRH Strategy., 2016). 
 
Part of the reason for the shortage of HRH is the inadequate number and capacity of medical and 
nursing schools in Sub-Saharan Africa. At present there are only 134 medical schools and 51 public 
health schools, that train 6,000 medical doctors annually; while nursing schools produce just 26,000 
nurses and midwives a year. It is estimated that an additional 600 medical and nursing schools are 
required to bridge the HRH shortage in the production process (WHO-AFRO 2013). 
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A major global health research issue is the inequitable distribution of research efforts and funds 
directed towards populations suffering from the world's greatest health problems. Only 10 percent of 
all health research funding is being used to address 90 percent of the world’s burden of disease, 
suffered primarily in developing countries (WHO 2002). NGOs contribute to all stages of the research 
cycle and have a key role in advocacy, utilisation and management of knowledge, and in capacity 
development. Yet, typically, the involvement of NGOs in research is downstream, from knowledge 
production, and it usually takes the form of a partnership with universities or dedicated research 
agencies at best (Delisle et al. 2005).  
 
Over the years, Amref Health Africa has focused on vulnerable and underserved communities, 
especially women and children. These populations account for over 60 percent of its beneficiaries. In 
this new strategy, Amref Health Africa will continue to focus on these segments of the population and 
broaden its reach to adolescents. The organisation recognises that Sub-Saharan African countries have 
a disproportionally large adolescent population with half of the people being under age 19, and the 
demographic transition yet to begin (UNFPA 2015). Across the region in 2015, adolescent girls and 
young women accounted for 25 percent of new HIV infections among adults, and women accounted 
for 56 percent of new HIV infections among adults (UNAIDS 2016). 
 
With approximately 65% of its population below 35 years of age, and 35% falling between the ages of 
15 and 35 years, Africa is the most youthful continent in the world. This presents an opportunity for 
the continent to fulfil the sexual reproductive health rights of its youth, which are essential for any 
society to achieve its demographic dividend. The fact that this population ages with every passing 
year means that there is a narrow and gradually closing window within which to take action. Further, 
millions of girls in Sub Saharan Africa are pushed out of school because of harmful traditional 
practices like Female Genital Mutilation and child marriage, early and unplanned pregnancies, poor 
access to health care and limited education thereby limiting their opportunities, perpetuating poor 
health and jeopardising the likelihood of Africa harnessing the demographic dividend. Their numbers 
means that the youth must be meaningfully included in the implementation and tracking of the 
Sustainable Development Goals (SDGs). This is because sustainable development cannot be achieved 
without ensuring that everyone is able to enjoy their rights to expand their capabilities, secure their 
reproductive health and rights, and contribute to economic growth. 
 
While older people make up a relatively small fraction of the total population in SSA, reduction in 
fertility and child mortality have meant that, despite the huge impact of the HIV & AIDS epidemic 
across much of the region, both the absolute size and the proportion of the population aged 60 years 
and above have grown and will continue to grow over the next 30 years.   
 
This external context provides both opportunities and threats for Amref Health Africa. Shifting donor 
environment, increasing nationalism in the West, competition, and political instability pose threats to 
the organisation’s mandate and vision. However, there are also opportunities such as the widening 
global health agenda, growth of technology, shift from aid to trade, and emerging social business 
concept, that Amref Health Africa will leverage to deliver this 5-year strategy.  
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B. CONCEPTUAL FRAMEWORK  
From the foregoing external review it is clear that communities access to healthcare are affected by 
absence of HRH, weak health infrastructure, increasing double burden of disease, lack of financial 
access as a result of poverty accompanied by low investments in health in Africa. Total health 
expenditure (THE) in SSA increased to $68.7 billion in 2010 from $9.7 billion in 2000. The SSA 
regional average of THE per capita increased by 452 percent, from $16 in 2000 to $88 in 2010. 
Government funding, as a percentage of THE, remained constant at 37 percent during the same 
timeframe. OOP spending declined slightly as a share of THE, from 30 percent to 28 percent. Private 
spending increased five-fold, from $4 to $21 per capita. External assistance increased from $1 to $11 
per capita (Connor 2013).  
 
We believe therefore that in order to improve access to sustainable healthcare the key areas of 
interventions should be on HRH, Health services improvement, reduction on poverty, financing 
solutions and proper systems for health. From the internal analysis, Amref Health Africa has 
developed capacity in HRH development and creating innovative health solutions for communities in 
Africa as demonstrated by our work in the last 10 year strategy as well as the 60 years of existence.  
 
As Amref Health Africa navigates through this uncertain landscape engaging in this cohesive vision 
of environmental and social sustainability will help the organisation develop new models for growth 
and thought leadership. Amref Health Africa will therefore engage in the following SDGs: 
 
SDG 2: Zero hunger  
SDG 3: Good health and well being  
SDG 5: Gender equality  
SDG 6: Clean water and sanitation  
SDG 17: Partnerships for the goals  
 
Amref Health Africa believes it has the capacity and experience to address the gap in HRH, and also 
in creating health solutions that increase access for communities. However, it is our view that OOP 
expenditure is a significant burden to the communities in Africa and cannot be left out of our 
discussions. Despite our limited experience in this area, we have elected to make it a core part of our 
strategy to implemented through partnerships and learning. Amref Health Africa has chosen to take a 
systems approach and has therefore chosen to work in the following areas; 

1. Human Resources for Health  
2. Innovative health services and solutions   
3. Investments in health   

 
We believe that we can effect lasting health change for communities in Africa, through the following 
theory represented in the conceptual framework in Figure 3.  
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Figure 3: Conceptual Framework  

 
Amref will apply this conceptual framework to the entire community and health system in an 
integrated way, focussing on women, children, and youth, with a priority on the poor and under-
privileged. In this strategy will focus will focus on the following vertical programmatic areas, noting 
that implementation will be integrated for better health system strengthening: RMN Reproductive, 
Maternal, New born, Child, Adolescent and Youth Health (RMNCAYH), Communicable diseases- 
HIV/AIDS, TB, Malaria, Water, Sanitation and Hygiene and Neglected Tropical Diseases, Non 
communicable diseases, Medical services (laboratory and outreach), Nutrition, and Programmatically 
integrated emergency humanitarian services.  
   
Successful implementation of this strategy will include integration of:  

1. Gender  
2. Research  
3. Policy and advocacy  
4. Innovation  

 
The details of these pillars and themes are covered in the section below in terms of the priority 
intervention areas, strategic focus areas, high level activities, etc.  
 
Each of our country programmes will contextualise this strategy within their country’s health sector 
development strategy and develop a more detailed annual business plan to guide implementation.  
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C. THE STRATEGY  
 
In order to achieve Lasting Health Change in Africa, Amref Health Africa has identified three pillars, 
each with a strategic focus area and priority interventions as illustrated in  
Figure 4: 
 

 
 

Figure 4: Schematic representation of the strategy 
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1.0 PILLAR 1: HUMAN RESOURCES FOR HEALTH (HRH) 
 
Strategic Focus Area 1: Develop and sustain human resources for health (HRH) to catalyse the 
attainment of universal health coverage in Amref Health Africa target countries. 
 

Context and Gaps  
The 2013 World Health Organisation (WHO) report on human resources for health (HRH) declares “a 
universal truth” that there is “no health without a workforce” (WHO 2013a). Yet 36 Sub-Saharan 
countries have an average of 1.1 health workers per 1,000 population, below the recommended 2.3 per 
1,000 population, and far less than the 4.45 per 1,000 population estimated as necessary to achieve the 
SDGs and universal health coverage (WHO-Afro 2013; Frontlinehealthworkers.org 2016). The HRH 
challenges of shortage, skill-mix imbalances, mal-distribution, barriers to inter-professional 
collaboration, inefficient use of resources, poor working conditions, a skewed gender distribution, and 
limited availability of health workforce data affect not only the better known cadres of midwives, 
nurses and physicians, but all health workers, from community to specialist levels (WHO) 
2016).There are global, regional and country efforts including, the WHO HRH 2030 Strategy, to 
address HRH challenges of ensuring equitable access to a skilled and motivated health worker within 
a performing health system (Republic of Rwanda Ministry of Health 2011; Ministry of Health and 
Social Welfare [Tanzania] 2014; Ministry of Health [Mozambique] 2015; WHO 2016; Ministry of 
Health [Kenya] 2014).  
 
At the root of the HRH shortage is chronic under-investment in education and training of health 
workers in some countries, resulting in inadequate medical and nursing schools. Across the Afro 
region there are only 134 medical schools, and 51 public health schools, that train 6,000 medical 
doctors annually; while nursing and midwifery schools produce 26,000 nurses and midwives 
annually. It is estimated that an additional 600 medical and nursing schools are required to bridge the 
HRH shortage in the production process (WHO Afro 2013). Furthermore, difficulties in deploying 
health workers to rural, remote and under-served areas, together with high attrition rates compound 
the problem.  
 
Given the acute shortages in the health workforce, several countries have tried innovative ways of 
overcoming health worker shortages while still expanding health coverage, and without 
compromising patient outcomes (Crowley & Mayers 2015). CHWs have been reported to promote 
equitable access to health promotion, disease prevention and use of curative services at household 
level in addition to improving demand and quality of health services, reducing waiting times at 
clinics, and reducing the workload of health workers (Mccollum et al. 2016; Mwai et al. 2013). 
Therefore, involvement of CHWs has emerged as a rational strategy for addressing this shortfall in 
human resources that hinders the roll-out of programmes in many countries (Schneider et al. 2016). 
Further it is suggested that in general, the costs of the core elements of a national CHW system are a 
fraction of the costs of primary health care services (Mccord et al. 2012).  
 
Nonetheless, there is a need to devise strategies to ensure CHWs are able to tackle new health 
challenges such as non-communicable diseases, mental health and violence and injury, and re-define 
their roles as some may have more expertise than others. In this process there is a risk that without a 
proper scheme of service, the social and environmental health roles of CHWs will be crowded out by 
technical and treatment roles of core cadres, especially if the latter are incentivised (Schneider et al. 
2016). Worse still, the high attrition levels of CHWs, estimated to be as high as 77 percent, could 
endanger the possible gains of the system (Nkonki & Sanders 2011). Studies show that compensation 
and training opportunities are strongly correlated to higher job satisfaction and intent to stay, while 
poor living and working conditions are disincentives (Lanktree et al. 2014; Fogarty et al. 2014). 
Realising the health-related SDGs, will not be possible if CHWs do not become an integral part of 
sufficiently resourced health systems. 
 
Amref Health Africa has been involved in training of midlevel and community health workers 
through in-service, pre-service and continuing professional development (CPD) for many years. 
Between 2011-2015, the organisation trained over 700,000 health workers in Africa through a variety 
of training and education approaches using traditional and ICT-propelled education and training 
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methods, e.g., eLearning and mLearning for health. This strategy (2018-2022) will therefore draw 
from the evidence and lessons learnt from this experience. In addition, the strategy will also draw 
from various global and regional HRH strategies. This strategy is further informed by HRH gaps 
identified through research and situational analyses across the continent.  
 
Strategic Objectives and Priority Interventions  
 

1.1 Strategic Objective 1: Increase the number and skills mix of mid-level and 

community level health workers 

1.1.1 Priority Intervention: Increase in numbers and skills mix  
1.1.1.1 Scale up the use of eLearning and mLearning approaches for in-

service, pre-service and CPD training  
1.1.1.2 Establish the Amref International University (AMIU) to expand 

HRH training in Africa 

1.1.1.3 Train and retain CHWs 

1.1.1.4 Develop new HRH models for education and training  
 

1.1.2 Priority Intervention: Advocacy for HRH policy 
1.1.2.1 Advocate for the formalisation of the CHW cadre, training and 

scheme of service  
1.1.2.2 Establish accreditation system for distance learning approaches 
1.1.2.3 Advocate and integrate LMG in basic and post-basic training 

programmes 
 

1.2 Strategic Objective 2: Strengthen leadership, management and governance 

capacities within health systems 

1.2.1 Priority Intervention: Enhanced Leadership, Management and 

Governance (LMG) capacity for HRH 
1.2.1.1 Train health workers in LMG  
1.2.1.2 Build capacity of CBOs, NGOs and government agencies in LMG 
1.2.1.3 Build capacity of health training institutions to deliver LMG 

 
1.3 Strategic Objective 3: Improve human resources for health (HRH) productivity 

1.3.1 Priority Intervention: Optimising performance of HRH 

1.3.1.1 Scale up courses on support supervision, mentorship and coaching  
1.3.1.2 Develop and support implementation of Continuous Quality 

Improvement (CQI) programmes for health 
 

1.3.2 Priority Intervention: Research and advocacy for productivity and 

retention 
1.3.2.1 Advocate for institutionalisation of management as a core skill in the 

health sector 
1.3.2.2 Advocate for better working and living conditions for health workers  
1.3.2.3 Research and disseminate data on community satisfaction, health 

worker productivity and retention 
1.3.2.4 Research and develop HRH models for productivity and retention  

 

2.0 PILLAR 2: INNOVATIVE HEALTH SERVICES AND SOLUTIONS  

 
Strategic Focus Area 2: Develop and deliver sustainable health services and solutions for improved 
access to and utilisation of quality preventive, curative, and restorative health services. 
 
Context and Gaps 

A country’s progress towards universal health coverage leads to better health, especially for poor 
people (Moreno-Serra & Smith 2012). Achieving sustainable UHC requires health systems to deliver 
and measure progress on access to coverage for needed health services and financial risk protection 
(Vega 2015). Sub-Saharan Africa is home to 11 percent of world’s population but bears 24 percent of 
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global burden of disease (Khamala 2016). With only one percent of the world’s health expenditure, 
the continent has the weakest health systems in the world with limited capacity to respond to the huge 
health needs. Out-of-pocket payments have increased in nearly all countries, and the regional average 
has increased from US$15 per capita in 1995, to US$38 in 2014. As a result, 11 million Africans are 
falling into poverty every year due to high out-of-pocket payments (International Bank for 
Reconstruction and Development 2016). 
 
Women and children are the most affected by the weak health systems in Africa. Over 13,000 
mothers, new-borns, and children die every day in Sub-Saharan Africa (Friberg et al. 2010).The 
lifetime risk of a woman in SSA dying from a pregnancy-related cause is close to 100 times higher 
than it is for a woman living in a developed country (Africa Union 2014). Maternal and newborn 
access to health care illustrates the problems of access, quality and equity within the health systems. 
An average of just 42 percent of mothers deliver in health facilities, while many who do reach the 
facility do not get all the required services. In addition, there is a five-fold difference in skilled birth 
attendance for the poor compared to the poor in many countries (Friberg et al. 2010). More than 30 
percent of children in SSA are stunted, with malnutrition contributing to about 50 percent of all child 
deaths (PMNCH 2014). To complete the picture, many SSA countries today face a double disease 
burden, with increasing numbers of patients with non-communicable diseases added to the challenges 
of communicable diseases (Beran & Yudkin 2006). 
 
In contrast to health care systems in high-income countries, which make extensive use of technology, 
health systems in SSA often lack the most basic technology and the capacity to create and use 
technology as well. Deploying high-income country technologies in SSA often leads to failure 
because of underdeveloped infrastructure, and too few health care workers (Howitt et al. 2012). The 
health system is therefore one that is inefficient, poorly funded and unable to provide access, quality 
of care and financial protection to the most vulnerable.  
 
Countries that have invested in establishing a solid community health platform have achieved 
substantial drops in mortality. These community health models rely on various mechanisms of 
community empowerment in health service delivery including community ownership, community 
management, and community monitoring (International Bank for Reconstruction and Development 
2016). Amref Health Africa takes the view that to enable the continent break out of the vicious cycle 
of poverty and ill health, it is imperative for Africa to prioritise universal health coverage (UHC). This 
calls for adequate investments in strong, efficient, well-run primary health systems; access to essential 
medicines and technologies; and sufficient, motivated health workers.  
 
In order to respond to these health needs, Amref Health Africa will strengthen the service delivery 
health system building block by: supporting disease prevention initiatives; mitigating socio-cultural 
and economic determinants of ill health that influence access to and utilisation of health services; 
foster continuity of quality care and treatment (including improving diagnosis of diseases). For 
example, 37 of the 49 Sub-Saharan African countries have no accredited laboratory service systems. 
  
Strategic Objectives and Priority Interventions 

 

2.1 Strategic Objective 1: Increase access to quality promotive, preventive, curative and 

restorative health services among women, children, adolescents and the youth 

2.1.1 Priority Intervention: Health services improvement 
2.1.1.1 Provide facility and community based health services (promotion, 

disease prevention, treatment and restorative) that meet community 
needs 

2.1.1.2 Strengthen referral services between health facilities and 
communities  

2.1.1.3 Co-create and deploy sustainable solutions for increasing health 
services’ access and quality, working with the civil society, private 
sector, governments, and communities. 

 
2.1.2 Priority Intervention: Promotive health  
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2.1.2.1 Work in households to reduce the causes of ill health 
2.1.2.2 Package and disseminate health information  

 
2.2 Strategic Objective 2: Increase utilisation of health services 

2.2.1 Priority Intervention: Demand creation 
2.2.1.1 Develop community-centred, affordable innovative solutions that 

bridge the health system gaps at community level 
2.2.1.2 Develop and deploy business models for bringing innovations and 

solutions to the market 
2.2.1.3 Scale up service delivery innovations for hard to reach communities 

 

2.3 Strategic Objective 3: Innovatively improve quality health services  

2.3.1 Priority Intervention: Institutionalise quality  
2.3.1.1 Support quality assurance mechanisms for health services  
2.3.1.2 Promote community-centred care  

 
3.0 PILLAR 3: INVESTMENTS IN HEALTH 

 
Strategic Focus Area 3: Contribute to increased investments in health to achieve Universal Health 
Coverage (UHC) by 2030. 
 
Context and Gaps 
There are substantial long term benefits to investing in health (WHO 2013b). Around a quarter of 
economic growth between 2000 and 2011 in low-income and middle-income countries is estimated to 
have resulted from improvements in health (WHO, 2016). Health expenditure in Africa has increased 
significantly, but domestically financed government spending has stalled (International Bank for 
Reconstruction and Development 2016). However, there continues to be inadequate amounts 
committed to health, particularly by governments. Most countries in the region committed to increase 
public health spending to at least 15 percent of the government’s budget through the 2001 Abuja 
Declaration (IFC 2016). However, the share of government spending allocated to health has decreased 
by 10 percent on average over the last 20 years with only four countries above the Abuja target in 
2014. The 2015 Sustainable Development Goals to which most countries have committed to, 
highlights the problem. It is estimated that achieving the stated goals across the globe will require an 
additional US$2.5 trillion (Reisman & Olazabal 2016). Strategic investments are also needed in the 
creation of enabling legal and policy environments that contribute to making treatment more 
sustainable (Clark 2013). Private capital will be required to address this shortfall.  
 
For Sub-Saharan Africa – which accounts for 11 percent of world’s population, bearing 24 percent of 
global burden of disease and accounts for less than one percent of global health expenditure – the 
need for innovation is even more critical. Even economic growth presents two sides with demand for 
quality health care services projected to increase; further straining the health system (Mwabu 2013). 
Currently only 5–10 percent of people have some form of health insurance despite the improving 
economic performance of the region (IFC 2016). Achieving UHC will require a mix of the available 
mechanisms to increase expenditure in health (IFC 2016). External assistance increased from $1 to 
$11 (~900percent) per capita compared to 37 percent government spend, and a five-fold increase from 
the private sector (Connor 2013). One of the major disadvantages faced by non-governmental 
organisations and social enterprises is how to access funding opportunities. Innovative ways of 
funding development are therefore needed (Kogut & Kulatilaka 2012). Market approaches have 
gained popularity as one mechanism to scale up health and other social interventions. Such 
approaches leverage the power of private capital, using financial and market principles to drive social 
and environmental change (Reisman & Olazabal 2016). Social impact bonds launched in the UK in 
2010 are one such example, where private investors are paid a return if the project succeeds. 
Governments have long used public/private partnerships for building large-scale infrastructure 
projects such as toll roads and airports. Yet public/private partnerships do not need to be limited to 
building large, physical infrastructure projects. They can be used to tackle development issues like 
limiting the spread of disease (Burand 2013). 
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Amref Health Africa has in the last several years made a deliberate decision to create sustainable 
financial models that subsidise health programmes with moderate success as noted in the Amref 
Flying Doctors model of cross-subsidising charity air evacuation with member subscriptions for air 
evacuation cover, as well as training fees at its training institution being used to provide training for 
health workers in disadvantaged communities. 
 
Below are the specific interventions that Amref Health Africa will undertake to address gaps 
identified in investment for health in Africa to contribute to achievement of UHC. 
 

Strategic Objectives and Priority Interventions 

 

3.1 Strategic Objective 1: Develop and implement sustainable and scalable models to 

invest in health  
3.1.1 Priority Intervention: Develop and employ sustainable and innovative 

models for delivery of healthcare 
3.1.1.1 Improve health care through private public partnerships.  
3.1.1.2 Harness and employ technology to bridge gaps in access to health 

services. 
3.1.1.3 Manage and provide primary health care commodities  

 
3.1.2 Priority Intervention: Unlock public and private capital for health 

investments 
3.1.2.1 Create and manage targeted funds for mobilising resources 

3.1.2.2 In partnership with others, engage and start to learn the use social 
impact investments in reducing preventable morbidity and mortality 

 
3.2 Strategic Objective 2: Increase financial protection for disadvantaged communities 

in target countries in order to reduce Out-of-Pocket (OOP) 

3.2.1 Priority Intervention: Mobilise communities for financial protection for 

health 
3.2.2 Create a platform for CHWs to promote health insurance for communities 

3.2.3 Establish community-based insurance schemes  
 

3.2.4 Priority Intervention: Develop and test models for efficient health service 

utilisation 
3.2.4.1 Develop and deploy technology-driven payment models for health 

care  
3.2.4.2 Develop and promote innovative payment models that enhance 

access for quality health services for the most vulnerable in the 
community  

 
3.3 Strategic Objective 3: Advocacy for increased investments and financial protection 

of citizens in health in Sub-Saharan Africa 

3.3.1 Priority Intervention: Create an enabling environment for investment in 

health 
3.3.1.1 Advocate for establishment of appropriate Private-Public Partnership 

(PPP) regulatory frameworks  
3.3.1.2 Promote research on barriers and opportunities for investment in 

health 

3.3.1.3 Drive global thought leadership on public and private sector 
investment in healthcare on Africa 

 

3.3.2 Priority Intervention: Advocate for increased allocation and utilisation 

of funds in the health sector 
3.3.2.1 Advocate for allocation of earmarked taxes to the public health 

sector, e.g., tobacco and alcohol 
3.3.2.2 Empower citizens to demand accountability on health expenditure  
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3.3.2.3 Advocate for mandatory national health insurance 

 
4.0 CROSS CUTTING THEMES 
 
The strategy shall integrate the following approaches:  
 
4.1 Gender 

UNDP gender indices indicate significant gender inequality in almost every African country; yet it is 
recognised that reducing inequalities in access to health and education for women, can have 
significant economic benefits, which across into the next generations (UNDP 2016). Gender 
discrimination in Africa results in fewer girls in school, fewer women in paid jobs, more women in 
agricultural labour without the right to land ownership, gender-based violence with women mostly as 
the victims, child marriages, teenage pregnancies and preventable maternal mortality. 
 
Amref Health Africa recognises that health development cannot be achieved in Africa without gender 
inclusivity. As such, the organisation will ensure adherence to principles and international standards 
of gender equality and parity in its operations and practices as well as in the programmes that it 
implements. Notably we will support alternative rites of passage to address female genital mutilation, 
an issue that is rampant in many African countries.   
 
4.2 Research 

Research remains a key priority for Amref Health Africa. The organisation is committed to 
inculcating research into everything that it does in order to generate evidence for use, and especially 
in advocating for change that will contribute to improved and lasting health in Africa. As a leading 
research organisation in Africa, Amref Health Africa will increase use of sound and rigorous research 
methods and techniques in research design, data collection and analysis which will result in high 
quality research products; increased communication and dissemination of research products using 
appropriate channels; and increase the number of research products that translate into policy and 
practice.  
 
4.3 Policy and Advocacy 

The 2030 Agenda requires a revitalised and enhanced global partnership that mobilises all available 
resources from Governments, civil society, the private sector, the United Nations system and other 
actors (United Nations 2016). Amref Health Africa’s contribution to lasting health change is only 
possible when its health programmes, innovations, community knowledge and research results are 
translated into policies. The advocacy agenda will focus on development and implementation of 
relevant policies across the three pillars of this strategy. 
 
4.4 Innovation  

Innovations, especially in technology, are able to address many of the challenges that Africa’s health care 
sector faces. Amref Health Africa, through implementing this strategy, will improve access and quality of 
health service delivery through innovative technologies that enhance efficient, effective, timely, safe and 
patient-centred health services. Through this strategy Amref Health Africa will focus on innovative 
models that achieve scale, quality and improved performance across the three pillars. 
 

D. RISK ANALYSIS AND MITIGATION  

Amref Health Africa has considered the likely risks it will face in the implementation of this strategy. 
Table 1 highlights the six substantial risks that the organisation anticipates to face and the mitigation 
actions it will take.  
 
Table 1: Key risks  

 

Risk  Mitigation  

Financial. Amref Health Africa will face a 
financial risk arising from geopolitical 
changes resulting in funding shortage, as 

• Diversified sources of funding 
• Appropriate financial management systems 

and practice  
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Risk  Mitigation  

well as internal financial management.  • Entrepreneurial business approach for 
financial sustainability  

Human Resources. In this new strategy, 
Amref faces the risk of not attracting and 
not retaining the right skills and skills mix 
in an extremely competitive environment.   

• Cultural transformation to best place to 
work  

• Recruitment and retention of the right staff 
• Embed performance management  

Operational. The complexity of the 
organisation may present operational 
difficulties in the implementation of the 
strategy.  

• Best practice fit-for-purpose business 
processes, standards, and responsive 
systems  

• One Amref approach  

Mission drift. The shift from pure NGO to 
an NGO with a social enterprise approach 
presents the risk of Amref Health Africa 
drift from its stated mission of putting 
communities first.  

• Clearly documented policy on revenue 
generating enterprises and private sector 
engagement  

• Comprehensive system of governance, 
internal controls and practices 

• Embed the culture of ‘communities first’ 

 
E. MONITORING, EVALUATION AND LEARNING OF STRATEGY 

To guide monitoring, evaluation and learning (MEAL) on the strategy in the next five years, a Results 
Framework has been developed (Table 2). The framework succinctly outlines the core activities, 
outputs, outcomes and impacts, aligned to the three strategic focus areas: developing human resources 
for health; developing and delivering innovative and sustainable health services and solutions; and, 
enabling investments in health. Annual corporate strategy work plans will be developed with clearly 
defined indicators (quantitative and qualitative), baseline information and targets at both output and 
outcome levels. The Amref Health Africa programmes will align their operational plans to the 
corporate strategy.  
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Table 2: Results Framework 
 
STRATEGIC 

OBJECTIVES 

ACTIVITIES OUTPUTS INTERMEDIATE 

OUTCOMES 

IMPACT 

(Amref's strategy)  (Results of Amref's work under 

the Strategy) 

(Changes in performance, 

capacities of the health system) 

(Changes in health at 

the population level) 

Pillar 1: Human Resources for Health  

Increase the number 
and skills mix of 
mid-level and 
community level 
health workers 

1.1. Increase in numbers and skills mix   

Scale up/expand the use of 
eLearning and mLearning 
approaches for in-service, pre 
service and CPD training 

Countries have scaled up 
e&mLearning approaches  

 Increased ratio of health workers 
to population 

  

Establish the Amref International 
University  (AMIU)  

AMIU established &HRH 
training courses initiated  

  

Train and retain CHWs CHWs trained and retained   

Develop new HRH models for 
education and training 

HRH models for education and 
training developed 

  

1.2. Advocacy for HRH policy   

Advocate for the formalisation of 
the CHW cadre, training and 
scheme of service 

CHW cadre, training and scheme 
of service formalised 

Improved leadership, 
management and governance of 
health systems 

  

Establish accreditation system for 
distance learning approaches 

Distance learning accreditation 
system established 

Increased availability, 
access and utilisation of 
health services through 
creation of a functional 
and responsive health 
system 

Advocate and integrate LMG in 
basic and post-basic training 
programmes 

LMG courses integrated and 
delivered as modules in basic and 
post-basic training programmes 

Strengthen 
leadership, 
management and 
governance 
capacities within 
health systems 

1.3. Enhanced Leadership, Management and Governance capacity for HRH 

Train health workers in LMG HCWs trained in LMG Improved leadership, 
management and governance of 
health systems Build capacity of CBOs, NGOs 

and government agencies in LMG 
Capacity of CBOs, NGOs and 
government agencies built in 
LMG 
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STRATEGIC 

OBJECTIVES 

ACTIVITIES OUTPUTS INTERMEDIATE 

OUTCOMES 

IMPACT 

(Amref's strategy)  (Results of Amref's work under 

the Strategy) 

(Changes in performance, 

capacities of the health system) 

(Changes in health at 

the population level) 

Build capacity of health training 
institutions to deliver LMG 

Capacity of health training 
institutions built to deliver LMG 

Improve human 
resources for health 
(HRH) productivity  

1.4. Optimising performance of HRH 

Scale up courses on support 
supervision, mentorship and 
coaching 

Courses on support supervision, 
mentorship and coaching scaled 
up  

Improved quality of health 
services 

Develop and support 
implementation of Continuous 
Quality Improvement 
programmes for health  

CQI programmes developed   

1.5. Research and advocacy for productivity and retention 

Advocate for institutionalisation 
of management as a core skill in 
the health sector 

Management institutionalised as a 
core skill in the health sector 

 Improved alignment of job 
holders to the job 

Advocate for better working and 
living conditions for health 
workers 

Working conditions for health 
workers improved 

Better living and working 
conditions 

Research and disseminate data on 
community satisfaction, health 
worker productivity and retention 

Data on community satisfaction, 
health worker productivity and 
retention collected and 
disseminated 

Improved availability and access 
to policies and guidelines 

Research and develop HRH 
models for productivity and 
retention 

HRH models for productivity and 
retention developed 

Pillar 2: Innovative health services and solutions 

  2.1: Health services improvement   

Increase access to 
quality promotive, 
preventive, curative, 

Provide facility and community 
based health services that meet 
community needs 

Women, children adolescent and 
youth reached by Amref health 
services 

Improved quality of health 
services 

Reduced maternal, 
neonatal and infant 
mortality; Reduced 
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STRATEGIC 

OBJECTIVES 

ACTIVITIES OUTPUTS INTERMEDIATE 

OUTCOMES 

IMPACT 

(Amref's strategy)  (Results of Amref's work under 

the Strategy) 

(Changes in performance, 

capacities of the health system) 

(Changes in health at 

the population level) 

and restorative health 
services among 
women, children, 
adolescents and the 
youth 

Strengthen referral services 
between health facilities and 
communities 

disease prevalence 

Co-create and deploy sustainable 
solutions for increasing health 
services’ access and quality, 
working with the civil society, 
private sector, governments, and 
communities 

2.2: Promotive Health 

Work in households to reduce the 
causes of disease 

Women, children adolescent and 
youth reached by Amref health 
services 

Increased access to health 
services 

Package and disseminate health 
information 

Increase Utilisation 
of Health Services 

2.3: Demand Creation 

Develop people centred, 
affordable innovative solutions 
that bridge the health system gaps 
at community level 

Innovative models developed Increased utilisation of health 
services 

Develop and deploy business 
models for bringing innovations 
and solutions to the market 

Innovative models scaled up 

Scale up service delivery 
innovations for communities 

Innovatively 
Improve Quality of 
Health Services 

2.4: Institutionalise Quality 

Support quality assurance 
mechanisms for health services 

Communities satisfied with the 
quality of services 

Improved quality of health 
services 

Promote community-centred care 

Pillar 3: Investments in Health  
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STRATEGIC 

OBJECTIVES 

ACTIVITIES OUTPUTS INTERMEDIATE 

OUTCOMES 

IMPACT 

(Amref's strategy)  (Results of Amref's work under 

the Strategy) 

(Changes in performance, 

capacities of the health system) 

(Changes in health at 

the population level) 

Develop and 
implement 
sustainable and 
scalable models to 
invest in health 

3.1. Develop and employ sustainable and innovative models for delivery of healthcare Sustainable health 
change  

Improve healthcare through 
private public partnerships 

Established PPPs in PHC in at 
least 3 countries 

Improved essential healthcare 
through PPPs 

Harness and employ technology 
to bridge gaps in access to health 
services 

Technology solutions deployed in 
target countries 

Manage and provide primary 
health care commodities 

PHC commodities provided 

3.2. Unlocking public and private capital for health investments 

Create and manage targeted fund 
for mobilising resources  

A targeted fund created and 
investment in social impact bonds 
initiated 

Growth in Amref portfolio 

In partnership with others, use 
Social Impact Investments in 
reducing preventable morbidity 
and mortality 

Increase financial 
protection for 
disadvantaged 
communities in 
target countries in 
order to reduce out of 
Pocket (OOP). 

3.3. Mobilising communities for financial protection for health 

Create a platform for CHWs to 
promote health insurance for 
communities 

CHWs as health insurance Agents  Increased enrolment in health 
insurance schemes 

Establish community based 
insurance schemes 

Community based insurance 
schemes established 

3.4. Develop and test models for efficient health service utilisation 

Develop and deploy technology 
driven payment models for 
healthcare 

Healthcare payment models 
developed and deployed  

Decreased OOP expenditure 
among disadvantaged 
communities  

Develop and promote innovative 
payment models that enhance 
access for quality health services 
for the most vulnerable in the 
community  

Advocacy for 3.5. Creating an enabling environment for investment in health 
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STRATEGIC 

OBJECTIVES 

ACTIVITIES OUTPUTS INTERMEDIATE 

OUTCOMES 

IMPACT 

(Amref's strategy)  (Results of Amref's work under 

the Strategy) 

(Changes in performance, 

capacities of the health system) 

(Changes in health at 

the population level) 

increased 
investments and 
financial protection 
of citizens in health 
in Sub-Saharan 
Africa 

Advocate for establishment of 
appropriate Private Public 
Partnership regulatory 
frameworks 

Regulatory frameworks 
established in target countries 

Increased budget allocation to 
Health in Sub-Saharan Africa 

Promote research on barriers and 
opportunities for investment in 
health 

Publications and editorials in 
health investment 

Drive global thought leadership 
on public and private sector 
investment in healthcare on 
Africa 

increased role in global forums on 
public and private sector 
investment in healthcare on 
Africa 

3.6. Advocate for increased allocation and utilisation of funds in the health sector 

Advocate for allocation of 
earmarked taxes to the public 
health sector, e.g. tobacco and 
alcohol 

Earmarked taxes to the public 
health sector 

Increased private sector 
investment in primary healthcare 

Empower citizens to demand 
accountability on health 
expenditure 

Established right to health index 
in at least 2 countries  

Advocate for mandatory national 
health insurance 

National health insurance 
established in target Countries as 
a result of Amref advocacy 
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G. APPENDICES 

THEMATIC AREAS 

In order to effectively implement this strategy, Amref Health Africa has defined programmatic areas 
and approaches on which it will focus its activities. These are represented in the Table 3. 
 
Table 3: Programmatic Areas of Focus 

 
 Programmatic Area Approach 

1 Reproductive, Maternal, 
New born, Child, 
Adolescent and Youth 
Health (RMNCAYH), 

• Rights-based approach and integration  

• Access to and utilisation of universal reproductive health 
services that are needs based, address life cohorts  

• Constructive male engagement  

2 Communicable diseases- 
HIV/AIDS, TB, Malaria 

• Comprehensive and needs-based approach 

• Prevention, treatment, care and support 

3 Water, Sanitation and 
Hygiene and Neglected 
Tropical Diseases  

• Ensuring access to safe water and sanitation, hygiene  

• Evaluating appropriate service delivery models  

4 Non communicable 
diseases 

• Evaluating evidence based models for NCDs prevention, 
detection, and treatment/management  

5 Medical services 
(laboratory and outreach) 

• Building on the existing outreach services  

• Support and strengthening the capacities of local government 
authorities and  

• Supporting capacities of health facilities to provide appropriate 
specialist medical services 

6 Nutrition  • Focus on the life cohorts to ensure that pregnant women 
understanding risks of under and over nutrition during and 
after pregnancy;  

• New-borns and children access and utilise nutritious foods 
during the first 1000 days of life 

7 Programmatically 
integrated emergency 
humanitarian services 

• Build community resilience where we have programmes 

• Prevent and respond to life threatening emergencies in 
communities where we have programmes 
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BUDGET FOR THE STRATEGY PERIOD 

 

 
 

Summary 
This is a revenue budget based on the actual income for the previous financial year (2015/16). Over 
the years, the average growth will be 15 percent for the NGO and 19.5 percent for the commercial 
activities. 
 
The average overhead recovery rate will be 12.9 percent and average overhead expenditure rate will 
be 13.6 percent over the years. 
 
 


