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To conclude this segment, there are many cross-cutting issues at play in African communities that put women at 
higher risk of maternal injury and death. Gender imbalance is pervasive in situations where women have little  
 
chance of receiving formal education, as is common in many remote and traditional communities in Africa. 
Access to all forms of information is poor, including reproductive health information for both young people and 
adults. Gender based violence including female genital cutting, early and forced marriage and early pregnancy 
before girls are fully developed are common, and under these circumstances women are also at higher risk of HIV 
infection (9). Chronic under-nutrition is common in children, especially girls, and underlies 30% of child 
mortality. Malnourished girls end up with contracted pelvis which predisposes to obstructed labor and fistula or 
worse. Although males make most reproductive decisions, they have little involvement in women‘s health from a 
positive perspective.  
 
 
It is critical to address these factors, including promoting the education of girls, and designing programmes that 
involve and educate men in issues of support to their partners as equals in family and reproductive responsibility. 
AMREF believes strongly that communities need to be involved in all aspects of health interventions, including 
the development of gender strategies and community health workers that act as an interface with the health system 
and support cross-referral between communities and their health services. Community health workers have a key 
role to play in maternal and child health promotion.  
 
In many ways, the example of obstetric fistula encapsulates AMREF‘s understanding of the issues that underlie 
poor health status in Africa in the 21st century, and make it difficult to make progress towards achievement of the 
health MDGs. Before looking at the implications of AMREFs field findings and experiences for future action by 
the international health development partnerships, we would like to locate the issues so far discussed in the wider 
international development discourse.  
 
The Global Health Paradigm and MDGs  
 
Following the concept of globalization and its economic theories and dictates especially to developing countries 
and their markets, “Global Health” is increasingly a fashionable term. New Global Health partnerships have been 
created before and since the Millennium Declaration, and new Global Health terminology has emerged. Global 
Health is perhaps best defined by the World Health Organization’s (WHO) mandate: ―health is a shared 
responsibility, involving equitable access to essential care and collective defence against transnational threats (10).  
 
Such a global health paradigm should put equal value on the health of all people and the threats to their well 
being. However, a cursory examination of international health development assistance (ODA) from rich to poor 
countries will show that there has been greater solidarity in addressing diseases that pose the risk of uncontrolled 
epidemics spreading from low income to middle and high income countries, than on non-infectious diseases and 
sustainable health service delivery systems for poor countries (11).  
 
There are many past and current examples – from small pox and polio eradication to HIV, Multiple Drug 
Resistant (MDR) tuberculosis and H1N1 influenza. Certainly all players in international health are very aware that 
viruses and infectious bacteria do not respect state borders. There is no doubt that initiatives directed at such 
diseases contribute significantly to general health improvement in developing regions of the world, especially 
Africa which has very weak health systems and suffers a huge burden of communicable and infectious diseases. 
Certainly no one can diminish the impact of immunization on child health in developing countries, or that of 
widespread use of mosquito nets on malaria incidence, that of HIV control interventions, nor indeed that of any of 
the many periodic vertical programmes that come up every other year. By their very design, these work on a 
project and therefore relatively short term basis, whether or not they achieve their initial aims. They are based on  
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the understanding that ultimate responsibility for the health and other welfare of any people rests with their 
government, within their national borders.  
 
Our major concern as an African NGO is therefore the temporary nature of such transnational solidarity and 
support in relation to the long term underlying issues of poor health status in Africa. If indeed there is a global and 
transnational paradigm in relations between nations, it should not be limited to only some areas, e.g. economic 
cooperation and trade, rules of diplomacy, communicable disease control, or indeed security. Similar rules should 
apply to the rights of individuals to good health and health care  
 
In our experience, the level of transnational solidarity differs considerably when the issue is non-infectious causes 
of ill-health and death and diseases that are limited by geography, environment and distance, such as poor 
nutrition, maternal and child morbidity and mortality due to lack of access to care and tropical diseases. Concern 
for health systems that address such issues has only emerged slowly in recent years, and in this respect the concept 
of a global health paradigm in which every individual‘s heath is of importance is still very young, if indeed it 
exists. The approach has been the enactment of many international conventions and calls to action, including the  
 
Safe Motherhood Initiative (SMI) in 1987, the 1994, Cairo International Conference on Population and 
Development and its Plan of Action that defined sexual and reproductive health and rights in the context of the 
Universal Declaration of Human Rights, and continues to guide development of interventions in reproductive 
health and rights, the 1995 Beijing Conference on Women and its follow up meetings and those of the ICPD, and 
the Millennium Declaration that defined the MDGs as principles of consistent commitment and monitoring of 
international development and resource allocation to development interventions.  
 
The African region, through the AU, has responded to many of the conventions by creating continental 
declarations and targets which guide African governments in policy development and implementation regarding 
various target groups. We are keenly watching the new AU initiative known as CARMMA or   
Campaign for Accelerated Reduction of Maternal Mortality in Africa (12) that was launched by the African Union 
in 2009 and will be further considered in the AU summit of July 2010 for resource requirements and details of roll 
out to see how it will evolve as a platform for international cooperation on maternal and child health 
improvement. The upshot in this approach of initiatives is the “projectization" of issues of development, including 
health issues, which is intended to be temporary, with the objective to help countries assume their responsibilities 
towards their inhabitants, within a foreseeable future. The approach while understandable, results in little pressure 
to honor international commitments based essentially on a shared responsibility in a globalized world, for example 
to allocate 0.7% to ODA by the rich developed countries, or conversely by the recipient poor countries to allocate 
15% of their budgets to health or 20% to education. Although there has been spectacular increase in ODA to 
health since 2001, it is still less than 0.1% of the huge GDP of the developed countries.  
 
Globalization must refocus in this sense to acknowledge that health systems cannot be projects as they are meant 
to be long term commitments, if they are to address the needs of populations. They require more stable and 
predictable funding to enable national planners to set reasonable and stable targets that have a reasonable chance 
of being achieved without resources being redirected to some new priority midway through the plan. One of the 
latest initiatives, the International Health Partnership (IHP+) led by the UK seeks to do exactly that, by 
coordinating the efforts of donors in each country and attempting to assure longer term and more reliable funding 
commitments, as well as encouraging governments to recognize the contribution that civil society organizations 
can make in doing development tasks that government is less suited to perform, in a spirit of partnership (12).  
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Achieving the Health MDGs in Africa - Conclusion and Suggestions  
 
The foregoing discussion has touched on a number of issues that have to be addressed if there is to be accelerated 
progress towards achieving the health MDGs in Africa. The key ones are: 
 
1. The gap that exists between communities and their health services: the gap can be cultural, physical, 
infrastructural, policy e.g user fees, poor access to information, low quality or absence of services, or directly 
arising from poverty. AMREF strongly believes that health services must be organized and developed around 
communities as key participants, including the training of their own resource persons to act as a bridge and 
facilitator with the formal health service. Such Community health workers have to be included in the remuneration 
system of the health service as they form the first tier of human resources for health, and can be held accountable 
for a defined set of tasks. Expecting them to be volunteers has not worked in the past, and yet they have a crucial 
role to play  
2. The human resources crisis: Africa has 13 percent of the global population and 25 percent of the global 
burden of disease but only 1.3 percent of the global workforce. Globalization, vertical funding for programmes, 
low resource allocation to training, poor remuneration packages, and poor human resource management all 
combine to create this crisis that makes it impossible to deliver on health development targets including the 
MDGs. More investment and dependable funding arising from a shared sense of responsibility between 
developing and developed countries in this matter will alleviate this problem for developing nations. Support to 
innovative training methods especially use of technology and retraining of staff are essential in rapid and efficient 
production of health workers. Task shifting is a policy that should be supported to ease shortages of key staff  
 
3. A weak and under-financed health care system, especially basic or primary health care services that are not 
able to provide a minimum package of adolescent and adult reproductive health, and maternal and child health 
services, contribute to poor maternal health and high child mortality. While vertical programme funding is useful 
and effective in control of endemic and epidemic diseases, such funding can be used within a health systems 
framework based on the WHO building blocks to strengthen the health system for effective primary health care 
delivery. AMREF prioritizes resource allocation and management support to the health centre and community 
levels of the health system because 80% of maternal and child health problems can be solved there. Support and 
supervision from the district level is a crucial element in health systems management  
 
4. Cross cutting issues of gender, gender-based violence, and lack of male involvement in maternal and child 
health must be integral parts of interventions. Malnutrition, both protein calorie and micronutrient is highly 
prevalent in African communities and contributes to both maternal and child mortality significantly. Few or no 
resources are currently allocated to this major underlying problem which needs to be brought under view once 
more.  
5. Development partners and recipient countries need to refocus on the meaning of the new global health 
paradigm and find ways of actualizing the many international commitments already made, in particular meeting 
the thresholds of 0.7% of GDP for ODA allocation, and 15% allocation of budgets to health in recipient countries  
 
6. Civil Society has increasingly played a productive and complementary role to governments in raising the 
profile of maternal and child mortality and the other health MDGs. This role needs to be supported and adequate 
resources allocated so the civil society can increasingly take more responsibility for service delivery issues that 
they are better at. Their operating space needs to be expanded in countries that have major restrictions  
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