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W
hat began life as a flying doctor service w

as to becom
e

A
frica’s largest indigenous health organisation. This book charts
the rise of the A

frican M
edical and R

esearch Foundation over
the past 50 years, and looks at the challenges and solutions to

health care in A
frica in the future. 
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W
ithin the hour chief pilot B

enoit W
angerm

ez and a flight nurse w
ere

airborne in a high-w
ing C

essna carrying an oxygen cylinder, a drip and
other m

edical equipm
ent.

W
hen B

enoit landed on the grass airstrip one hour and ten m
inutes later, a

young m
an of about 25 w

alked tow
ards the plane accom

panied by a local
doctor. The m

an's head w
as w

rapped w
ith a bandage that bulged over his

left eye. There w
as no evidence of an arrow

, and B
enoit thought he had

been called out on a w
ild goose chase. Then the doctor pulled an x-ray from

 a large m
anila envelope and held it up against the

light. “H
ave a look at this. You'll need to give it to the surgeons w

hen you get to N
airobi,” he said to pilot and nurse. B

enoit
struggled to keep his com

posure. The x-ray clearly show
ed an arrow

head, broken off at the shaft, em
bedded in the area of the

m
an's brain. H

e w
as flow

n to N
airobi and m

ade a full recovery. 

It is a story of com
petence and team

w
ork that saved a m

an's life. Yet em
ergency evacuations, som

etim
es calling for hair-raising

night landings on unlit bush airstrips, are frequent. The Flying D
octor Service is the only privately ow

ned aviation service in the
w

orld that does charity evacuations for its citizens. The bravery of its m
edical staff and aircrew

 runs as a constant thread through
A

M
R

EF's annals. They have rescued the w
ounded and sick from

 w
ar zones, natural disasters, epidem

ics, car, train and plane
accidents, and not infrequently those w

ho have been gored by an elephant or buffalo. 

The Flying D
octors operate non-stop the year round using their ow

n aircraft w
hich can be converted w

ith m
odern m

edical
equipm

ent into airborne intensive care units. There is even an incubator for prem
ature babies. Its hangar, operations room

 and
offices are at N

airobi's W
ilson A

irport, w
hich is w

here everything started 50 years ago w
ith a surgeon called M

ichael W
ood and

his four-seater Piper Tripacer. 

Since then, A
M

R
EF has evolved from

 w
hat w

as essentially a one-m
an operation bringing surgical skills to m

ission hospitals in
the bush into an organisation of international standing. The O

utreach Program
m

e that delivers essential health care and training
to rural hospitals still thrives, but over the last half century A

M
R

EF has sw
itched its em

phasis to education, innovation and
research. It has a staff of m

ore than 650 – 97  per cent of w
hom

 are A
frican – airplanes and an extensive com

m
unications

3
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It w
as a routine day at the Flying D

octor
Service w

hen the radio room
 received a

call from
 K

ilgoris, an area just to the
w

est of the M
aasai M

ara G
am

e R
eserve.

“W
e have a badly w

ounded m
an. H

e has
been shot in the head by an arrow

. C
an

you evacuate him
? O

ver.” 
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netw
ork. H

ow
ever, its core objective rem

ains essentially unchanged. A
M

R
EF is com

m
itted to better health for A

frica
because it is the right of every A

frican to have access to good health. It does this by creating vibrant netw
orks of inform

ed
com

m
unities w

orking w
ithin stronger health system

s. A
M

R
EF runs com

m
unity-based program

m
es in K

enya, Ethiopia,
Som

alia, South A
frica, Sudan, Tanzania and U

ganda. Its training program
m

es and courses for health w
orkers and the

com
m

unities they serve dissem
inate health know

ledge and best practices across the continent and beyond.

The idea of im
proving the health of A

frica's disadvantaged w
as first raised over sundow

ners at O
l O

rien farm
 on the

slopes of M
t. K

ilim
anjaro by three m

en, all reconstructive surgeons, w
ho w

ere destined to becom
e lifelong friends. It w

as
in the days before independence from

 B
ritain w

hen m
illions of people living in rem

ote areas had no access to proper
m

edical treatm
ent. So w

hy not, they suggested, take specialised and essential health care to the sm
all bush hospitals that

w
ere isolated by terrain and inadequate m

eans of com
m

unication. A
nd w

hy not connect these sam
e hospitals to expert

m
edical advice by setting up a radio netw

ork w
ith N

airobi as the hub. It w
as a daunting challenge, but if anyone could

do it, it w
as these three. They had traits in com

m
on: vision, charism

a, deep com
passion, the courage to explore m

edical
frontiers and the constitution of an ox. Today their nam

es are em
bedded in A

M
R

EF's history. Sir M
ichael W

ood, D
r

Thom
as R

ees and Sir A
rchibald M

cIndoe.

Sir A
rchibald, or A

rchie as his friends called him
, had earned his reputation as one of the w

orld's leading surgeons during
W

orld W
ar Tw

o in w
hat w

as then the fledgling discipline of reconstructive surgery. A
s C

hief Surgeon for the B
ritish R

oyal
A

ir Force, he had perform
ed 4,500 operations on heroic young pilots w

hose faces and hands had been incinerated w
hen

their fuel tanks exploded during aerial battles against the G
erm

ans. A
fter the w

ar, A
rchie bought a farm

 in Tanzania. Tw
o

of the prom
ising young m

en w
ho trained under him

 w
ere M

ichael W
ood, an Englishm

an, and the A
m

erican Tom
 R

ees. 

M
ike W

ood w
as an im

posing six foot plus in height but had the slightly hunched shoulders of an asthm
atic. It w

as this
chronic illness and his w

ife Lady Susan W
ood's roots in A

frica that prom
pted them

 to sail to K
enya w

ith their children in
1948. Sue's fam

ily, the B
uxtons, w

ere m
issionaries. She had been born in w

hat w
as then know

n as the C
ongo and carried

in a litter as a sm
all baby on a six-m

onth journey to the N
ile. 

Tom
 

R
ees 

m
atched 

M
ike 

in 
good 

looks 
and 

has 
an 

equally
beautiful w

ife, the indom
itable N

an. O
f W

elsh coal-m
ining stock,

his grandfather em
igrated to U

tah and staked out a ranch in the
shadow

 of the R
ocky M

ountains. This is w
here Tom

 grew
 up as a

m
em

ber of the M
orm

on church, w
hich believes in giving service

to others. H
alf of the 30-odd R

ees fam
ily of Tom

's generation are
doctors. 

There are tw
o basic requirem

ents for a N
G

O
 in its infancy, a belief

in w
hat you are doing and m

oney. Tom
, w

ho had a practice in
M

anhattan, and his w
ife N

an began fundraising in the U
nited

States in conjunction w
ith friends Sue Pretzlik in England and later

the evergreen, indefatigable Leonora Sem
ler in G

erm
any. W

hile
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they w
ere doing this, M

ike w
orked for nothing. Sue supported the fam

ily by running the farm
 they had bought near

A
rchie's O

l O
rien on K

ilim
anjaro. 

Sadly, A
rchibald M

cIndoe died unexpectedly of a heart attack in 1960. It w
as the sam

e year as the air fleet tripled in
size thanks to the A

m
erican radio and TV

 personality A
rthur G

odfrey, w
ho donated a Piper A

ztec and a Piper C
herokee.

A
M

R
EF had only three perm

anent staff m
em

bers but soon they w
ere to be joined by dedicated K

enyans such as M
zee

G
eoffrey G

athirw
a, D

avid M
utava, D

aniel M
w

angi, and John Sironga, w
ho w

orked w
ith the organisation in various

capacities for m
ore than three decades. Tom

, Sue and friends continued to raise m
oney, but expenditure that year w

as
only 11,500 pounds. 

The first health services to be delivered by ground transport w
ere started in 1961 by D

r R
oy Shaffer, an A

m
erican doctor

born to m
issionaries, and the A

ustralian nurse H
ilary Prendergast.  They w

ere accom
panied by D

anieli Lom
oni, a M

aasai
from

 Tanzania, w
ho continued to w

ork for A
M

R
EF for the next 40 years.  R

oy spoke fluent M
aa. They operated

interm
ittent m

obile clinics for nom
adic M

aasai pastoralists w
ho w

ere w
idely scattered over southern K

enya and northern
Tanzania. 

In 1964 they w
ere joined by a Frenchw

om
an, D

r A
nne Spoerry. She had qualified as a doctor in occupied Paris during

W
orld W

ar Tw
o and then joined the French resistance. She w

as caught by the G
estapo and sent to R

avensbruck, a brutal
concentration cam

p w
here few

 survived. A
nne did. A

fter the w
ar she settled in K

enya on a farm
 at Subukia. A

t 45 she took
up flying and w

as pestered by M
ike until she agreed to becom

e an official m
em

ber of the team
. 

A
nne piloted her Piper C

herokee four-seater to conduct w
hat she called “m

ango-tree clinics” in K
ajiado D

istrict, Lam
u D

istrict
and northern Kenya in the w

ild bandit-ridden country bordering Ethiopia, Som
alia and Sudan. Single all her life, A

nne adopted
m

annish w
ays and dress, dow

n to her tradem
ark aviator's cap. H

er flying style w
as equally distinctive. She w

as know
n for vertical

takeoffs from
 bush air strips and for her habit of setting the plane to autom

atic pilot and taking a nap.

A
nne passed aw

ay at 80. She continued to fly until a w
eek before her death. W

hen her office w
as packed aw

ay, there w
as

m
oney stuffed betw

een papers and in books and draw
ers, uncashed cheques too. She lived frugally and cared only for the

people she served for 35 years. She put m
any through school, gave m

any others the chance to learn to fly, and w
on the

devotion of thousands for her courage and generosity.

“M
am

a D
aktari is still w

ith us. W
henever an old w

om
an com

es here, the M
aasai say it's A

nne,” says D
avid Sokoi, a retired

clinical officer w
ho used to w

ork w
ith her.

In 1966, nurses R
osem

ary Sanderson and W
inifred “R

obbie” R
obinson joined A

nne's M
obile M

edical U
nit to do ground

m
obiles in K

enya's K
ajiado and N

arok D
istricts am

ongst the M
aasai. They pitched tents in the shade of thorn trees and

visited bom
as and schools, curing the sick, im

m
unising children and talking about good hygiene practices. The tw

o
nurses and m

edical assistants such as Ishm
ael N

genyiki, Sam
son N

tore and their driver, D
anieli Lom

oni, averaged 1,500
patients on each tw

o-w
eek tour. D

espite this large caseload, the area they covered w
as so vast that they w

ere only able
to visit each site about three tim

es a year. 
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M
eanw

hile, M
ike W

ood and other doctors he had co-opted w
ere flying to m

ission hospitals deep in Tanzania and K
enya

to perform
 rounds of surgery on critical cases. M

ike had established a good relationship w
ith the Tanzanian authorities and

w
as able to fly direct to destinations w

ithout being cleared through custom
s and im

m
igration, just as the Flying D

octors
still do. This saved hours of flying tim

e, but even so the trips w
ere arduous. 

The first professional pilot w
as hired in 1961, but M

ike continued to fly his ow
n plane. H

e routinely flew
 up to three and a half

hours to reach a hospital then operated until just short of m
idnight. The follow

ing day he w
as in the theatre again until late

afternoon before flying on to the next hospital. O
n the return hom

e, the doctors accom
panying him

 w
ould be asleep before they

had reached 10,000 feet w
hile M

ike had to navigate across A
frica, often through storm

y w
eather. In the interests of safety, it w

as
decided in the 1970s to separate aviation and m

edicine in the O
utreach Program

m
e. 

A
M

R
EF w

as now
 suffering grow

ing pains. Its program
m

es had expanded in num
ber and w

ere being im
plem

ented in m
ore

countries. They w
ere underw

ritten through the hard w
ork of the A

M
R

EF fundraising offices. B
ut the Flying D

octor Service w
as

in financial trouble. In 1971 an enterprising w
idow

 from
 C

alifornia, M
addie D

e M
ott, started The Flying D

octor Society of A
frica,

w
hich gave its m

em
bers evacuation cover. Through their subscriptions and by selling C

hristm
as cards and other item

s branded
w

ith the Flying D
octors logo, the Society raised sufficient m

oney to bridge the funding gap. M
addie retired in her late seventies.

The Society's chairperson is now
 D

r M
uringo K

iereini, w
ho assum

ed that position in 1995. She also sits on A
M

R
EF's m

ain board. 

The Flying D
octor Service continued to expand. The tall and genial Jim

 H
eather-H

ayes joined the Flying D
octors soon after

school, intending to use the job to build up his flying hours before sitting for his com
m

ercial licence. Forty years on, Jim
 is now

the aviation director and the longest serving staff m
em

ber in A
M

R
EF. “W

hat's kept m
e here is that I believe in w

hat M
ike set up,”

he says. 

Jim
 

is 
part 

business 
executive, 

accountant 
and 

m
arketing

m
anager and all pilot. The Flying D

octor Service has evolved
into an autonom

ous, profit-based entity w
ith an annual budget

of $4.5 m
illion. “W

e run like an internal charter com
pany. The

D
irector G

eneral said he didn't w
ant us com

ing to him
 w

ith
losses so w

e've expanded from
 the little four- and six-seat

C
essnas to becom

e a com
m

ercial international air am
bulance

service covering A
frica. W

e transfer patients betw
een m

edical
facilities for the international response centres that w

ork for
the insurance com

panies. Today w
e're in Paris. Saturday w

e
w

ere in M
oshi and Lagos. The air am

bulance service m
akes up

65  per cent of all flights and pays for the aviation infrastructure
that supports the O

utreach Program
m

e,” he explains. 

The 1970s saw
 A

M
R

EF taking a new
 direction under the aegis

of 
its 

chairm
an, 

D
unstan 

O
m

ari, 
new

ly 
retired 

from
 

his
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position as Secretary to the East A
frican C

om
m

unity. U
ntil this tim

e, the m
ajority of its w

ork had been service delivery parallel
to the M

inistry of H
ealth. R

oy Shaffer and A
M

R
EF's current chairperson, the very personable Prof M

iriam
 W

ere, had coined the
term

 “com
m

unity-based health care” w
hen they w

ere lecturers at the N
airobi U

niversity M
edical School's D

epartm
ent of

C
om

m
unity H

ealth. N
ow

 it w
as about to com

e into its ow
n. 

“In the 1970s health care w
as reaching about 15 per cent of the people. W

e w
anted to m

ake com
m

unities an integral part of the
health system

 by giving the 85 per cent w
ho w

ere being neglected the m
eans to look after them

selves,” says M
iriam

. 

M
ike W

ood's brother C
hris, a doctor w

ho later becam
e one of A

M
R

EF's D
irectors G

eneral, w
as the principle architect of

com
m

unity-based health and training. It rem
ains the cornerstone of A

M
R

EF's m
ission to this day. A

s A
M

R
EF's D

irector of
Training, C

hris changed the program
m

e focus to prom
oting preventive health care through upgrading the qualifications of

health w
orkers, training com

m
unity health w

orkers and educating com
m

unities in health and hygienic practices. In 1974 R
oy

Shaffer developed A
M

R
EF's C

om
m

unity-B
ased H

ealth care U
nit. R

evi Tuluhungw
a, w

ho is now
 on A

M
R

EF in Tanzania's
A

dvisory C
ouncil after an illustrious career w

ith U
N

IC
EF, w

as also extensively involved in health education. B
y this tim

e
A

M
R

EF w
as A

fricanising itself as w
ell, training A

fricans to staff the organisation so that it no longer relied on foreigners to
carry out its w

ork.

C
hris also introduced the concept of operating in tandem

 w
ith M

inistries of H
ealth.

“If you are going to train health w
orkers, you m

ust have dialogue w
ith the governm

ents that em
ploy them

,” explains M
iriam

. 

B
y the 1980s, m

obile clinics, central to the old-type service delivery, w
ere being phased out. Evaluations of the m

obile clinics
conducted in the 1980s show

ed that they w
ere not cost-effective. Each safari cost about U

S$10,000. This averaged out at $5 per
patient, a sum

 that exceeded the governm
ent's annual per capita health budget. M

obile clinics, save in areas w
ithout health

facilities such as Turkana and southern Som
alia, had becom

e outdated. The w
ithdraw

al of the m
obiles sealed the transition from

curative to preventive health care. 

In 1983 M
ike W

ood announced he w
as retiring from

 A
M

R
EF, vow

ing not to m
ake the m

istake of hanging around w
hen he w

as
no longer needed. Soon after his retirem

ent in 1985, M
ike fell ill w

ith cancer and died, far too young, in 1987. H
is w

ife Sue
continued to give A

M
R

EF m
oral support, radiating an inspirational serenity and strength that rem

ained w
ith her until her death

in 2006.

B
y now

 partnership w
ith com

m
unities, grassroots organisation, governm

ents and donors w
as w

ell
established as A

M
R

EF's operational credo. System
s that w

ork in the W
est are often

unsuitable for A
frica w

here culture, attitudes, econom
ies, politics and even clim

ate
m

ust be taken into account. A
M

R
EF concentrated on finding w

ays to im
prove

health care by initiating projects that addressed A
frica's unique problem

s. This
evidence-based learning is supported by research. A

M
R

EF w
ants its program

m
es to

be m
odels for im

plem
entation throughout A

frica. It influences policy and practice by
sharing interventions that have been proven to w

ork w
ith governm

ents and other
m

edical organisations across the continent.
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• The FD
S evacuates about 30

m
em

bers per year  • FD
SA

 sold

26,455 m
em

berships during 2006  •

The A
M

R
EF Flying D

octors 600

annual em
ergency evacuations

provide a vital service to treat

patients  • There are 20,000 valid

m
em

bers
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Perhaps because it is a disease that prim
arily affects poor, rural

com
m

unities in the less developed countries, not enough w
as

done during the past 40 years to tackle this pandem
ic. It is one

of the w
orld's greatest health problem

s. U
ntil recently it ranked

at the bottom
 of the list of per capita funding for m

ajor diseases
even though there is new

 technology for the control of m
alaria

that is relatively affordable and easy to im
plem

ent.

Sm
all children and pregnant m

others are the m
ost susceptible because they lack any degree of im

m
unity to the disease. A

n
estim

ated 10,000 A
frican w

om
en and up to 200,000 babies die annually during pregnancy and birth. This is equivalent to the

population of a sm
all tow

n disappearing every year. M
alaria is one of the greatest threats to a child's survival. It is the underlying

cause for m
uch chronic illness and anaem

ia and for the low
 w

eights of babies at birth. In U
ganda, about half of all the deaths

am
ongst children under five and nearly one third of deaths of w

om
en during pregnancy are caused by m

alaria. 

U
ganda's N

ational M
alaria Program

m
e is in the vanguard of m

alaria prevention and control.  In 2003, A
M

R
EF joined w

ith the
governm

ent's district health services and three other N
G

O
s to launch a three-year M

alaria Partnership Program
m

e in the districts
of 

K
iboga, 

K
anungu 

and 
Kum

i, 
funded 

by 
G

laxoSm
ithK

line's 
(G

SK
) 

A
frican 

M
alaria 

Partnership. 
A

M
R

EF 
took 

overall
responsibility for the project and for activities in K

iboga D
istrict. The objective w

as to reduce the m
alaria-related illness and

m
ortality rates of pregnant w

om
en and children under the age of five using im

proved hom
e-based case m

anagem
ent, insecticide-

treated nets and Interm
ittent Presum

ptive Treatm
ent of m

alaria in pregnancy.

The people of K
iboga D

istrict in central U
ganda know

 very w
ell about m

alaria. M
ost of the land in K

iboga is covered by
plantations of dark green m

atoke (banana) plants and fields of w
ind-ruffled m

aize m
arch across the rolling hills beneath a gentian

blue sky. It yields subsistence harvests for its farm
ers. M

alaria is endem
ic to the district. It has had a devastating im

pact on fam
ily

w
elfare, exacting a toll on school attendance and incom

e-earning abilities. 

02/K
IB

O
G

A
N

E
T

 G
A

IN
S

For centuries A
frica has been held hostage to a tiny

insect that m
akes its presence know

n through its
high-pitched w

hine. It is the A
nopheles m

osquito,
w

hich injects m
alarial parasites into the hum

an
bloodstream

 w
ith its pinprick bite. Every year half

a billion people around the w
orld suffer the sw

eats
and trem

ors of m
alaria. O

ne m
illion children

under five die of it, 90  per cent of them
 in sub-

Saharan A
frica. This figure, shocking as it is, m

ost
likely is an underestim

ate of the true death toll.
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O
nce m

alaria strikes, it should be treated w
ith the right drugs w

ithin the first 24 hours. If left unchecked, the disease can progress
to severe form

s of m
alaria such as cerebral m

alaria. C
erebral m

alaria is a killer.  To guard against the effects of m
alaria, it m

eant
having 'em

bedded' people trained to recognise, diagnose and treat m
alaria in their ow

n com
m

unities. 

M
alaria can be cured, but only w

ith a regim
en of the right drugs taken in the correct dosages and at the right tim

e. It w
as so rife

in K
iboga that people autom

atically attributed any variety of sym
ptom

s - headache, joint pain, fevers, coughing - to the disease.
Instead of spending m

oney on consulting a doctor, they bought anti-m
alarial drugs from

 roadside kiosks. O
ften they did not have

m
alaria in the first place. If they did, they frequently bought ineffective drugs w

hich they took in the w
rong doses. 

H
ence, as part of the program

m
e, A

M
R

EF trained 1,146 C
om

m
unity M

edicine D
istributors (C

M
D

s) w
ho prom

ote hom
e-based

m
anagem

ent of fever am
ongst children under five in the three districts of K

iboga, K
anungu and Kum

i, W
hen treatm

ent is needed,
they distribute H

om
apak, an easy-to-use packet of anti-m

alarials sealed in individual doses. They also educate com
m

unities on
the im

portance and proper usage of insecticide-treated m
osquito nets in the prevention of m

alaria. C
M

D
s have no form

al
m

edical background but are chosen by the com
m

unity for their reliability. They are given refresher training and a bicycle to travel
from

 house to house. 

W
ithin a few

 m
onths of being trained, the C

M
D

s surpassed health facilities in the num
ber of children under five that they treated.

B
y the end of the project period, 80 per cent of the children w

ith m
alaria w

ere receiving the correct treatm
ent; three out of four

of them
 from

 C
M

D
s. A

M
R

EF also trained clinical officers, nurses and laboratory technicians in correct m
alaria diagnosis and

treatm
ent. 
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“Indicative trends show
 that in som

e areas the referral of m
alaria cases to health centres has declined, w

hich m
eans the C

M
D

s
are doing their job. B

ut referrals are a double-edged indicator. In other areas the num
ber of referrals has risen because there is

greater aw
areness of the dangers of m

alaria,” says Joshua Kyallo, A
M

R
EF's C

ountry D
irector in U

ganda. 

D
irector G

eneral M
ichael Sm

alley underlines the im
portance of partnering and training w

ith com
m

unities. “M
ost people

w
ho die from

 m
alaria w

ill do so at hom
e, having never reached a hospital or clinic. Either the sym

ptom
s are not recognised

in tim
e, or the w

rong drugs are adm
inistered, or the hospital w

ill be too far aw
ay, or thought too expensive. W

e have to take
health care into the villages, into the hom

es. A
cross every A

M
R

EF project w
e train com

m
unity m

em
bers right there in the

village w
here it m

atters. It's about building a health care system
 that is appropriate, resourced, and actually m

eets the needs
of the people. These com

m
unity health w

orkers can do this job, and M
inistries of H

ealth across A
frica are w

aking up to
that.” 

Early diagnosis and prom
pt treatm

ent are fundam
ental to the W

orld H
ealth O

rganisation's global strategy for com
bating

m
alaria. The correct use of an effective anti-m

alarial drug shortens the duration of the illness and reduces the risk of
com

plications and death. B
ut as a result of incorrect and indiscrim

inate drug use, parasite resistance to chloroquine - the
m

ainstay of m
alaria treatm

ent since the 1950s - has increased by a factor of 14 since the early 1990s. A
M

R
EF did advocacy

at national level to change the M
inistry of H

ealth's m
alaria protocol to m

ake the new
 artem

isin-based com
bination therapy

drugs the first-line drug for treating m
alaria. U

ganda is one of 34 A
sian and A

frican countries that have changed their health
policy to sw

itch to these drugs. 

A
M

R
EF also w

anted to integrate m
alaria prevention into the package of antenatal health services. D

espite often having to travel
long distances, at least tw

o thirds of expectant m
others in A

frica visit a clinic at least tw
ice. B

oth the m
other and her unborn

child fare m
uch better w

hen m
alaria treatm

ent is adm
inistered at least tw

ice during pregnancy.

A
nother very effective m

easure for both m
others and children is to sleep under a net that has been treated w

ith insecticide that
kills m

osquitoes. O
ver the last decade as m

any as 5 m
illion A

frican children m
ight have survived if they had been protected at

night.  

A
M

R
EF’s experience show

s that good health starts and ends w
ith com

m
unities. M

alaria can be controlled through prevention,
and an effective m

alaria cam
paign is based not only on the delivery of services but by explaining to com

m
unities its dangers

and by teaching them
 w

hat to do and w
hen to do it. Persuading people to change their behaviour in the face of w

ell-established
patterns and cultural taboos is not easy to achieve. O

nce again, the C
M

D
s w

ere the right people, w
ith the right inform

ation in
the right place to achieve this.   

In Kyayim
ba V

illage, Tito O
kw

alinga, the A
M

R
EF project m

anager, sits am
ongst a group of w

om
en w

ho have volunteered to pass
on the m

alaria m
essage after having a com

m
unity m

eeting w
ith their local C

M
D

. They are know
n and trusted m

em
bers of the

com
m

unity w
ho can relay inform

ation in their m
other tongue. M

any of them
 have lost children to the disease and are w

ell aw
are

of its risks and the sorrow
 it brings. “M

ost people don't know
 how

 or w
here m

osquitoes breed. There have alw
ays been drugs

11
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on sale, but they take them
 w

ithout proper direction. A
M

R
EF

coordinates 
m

alaria 
aw

areness, 
but 

it's 
the 

com
m

unities
them

selves w
ho do the w

ork. It's m
aking a huge difference,”

says Tito. 

A
M

R
EF believes in m

arketing its m
essages. In all three of the

project districts it dissem
inated inform

ation about m
alaria

through radio broadcasts, video show
s, posters, com

petitions,
aw

areness days and live perform
ances. Eva G

aliw
ango, 28, is

the lead singer of an all-w
om

en's dram
a and m

usic group.
H

er show
s are colourful and lively and attract crow

ds of up
to 1,000 people. They are staged tw

ice a m
onth at village

gatherings, 
council 

m
eetings 

and 
in 

church 
halls. 

The
entertainm

ent com
es across as light-hearted yet the m

essages
contained in the songs and skits are ones of life and death. A

s
he does w

ith other groups, Tito helps Eva and her friends in
the production. Together they contrive to w

eave in a w
ealth

of inform
ation concerning the disease's early detection and

proper treatm
ent. 

“A
ll of us w

ere constantly getting sick. W
e had no drugs in the

village, and w
e didn't know

 how
 to cope. O

ur children died
before w

e could get them
 to hospital,” Eva recalls, “A

M
R

EF
has given us new

 hope. N
ow

 w
e have hom

e treatm
ent packs

w
ith all the right drugs to keep us out of danger. W

e've
learned that insecticide-treated nets keep our nasty m

osquito
friends aw

ay. M
alaria is still here. O

ur children are still getting
sick. B

ut they're not dying.”

It is clear that such perform
ances are effective in bringing

about 
behaviour 

change. 
“Theatre 

is 
a 

pow
erful 

w
ay 

of
teaching. The people w

ho com
e to these perform

ances are
buying nets. They're getting their children treatm

ent in the
crucial first 24 hours. W

e w
ant to keep this going. The good

new
s is that the com

m
unity is com

m
itted to doing just that,”

says the local D
istrict D

irector of H
ealth Services, K

iboga,
D

r A
llan M

uruta.
A

n evaluation of the cam
paign show

s that it has m
ade a

deep 
im

pact. 
A

ttendance 
at 

antenatal 
clinics 

in 
the
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K
iboga control areas increased noticeably one m

onth after the first broadcast of the radio program
m

es. B
y the third year

of the project, the num
ber of w

om
en receiving m

alaria treatm
ent in pregnancy had risen by nearly 90 per cent.

There w
as also a surprise. The m

alaria aw
areness cam

paign coincided w
ith a governm

ent expansion of health facilities.
A

n analysis of the tim
ing of prom

otional activities indicates that the higher attendance rates w
ere a result of publicity

and training rather than the increased availability of services. 

A
nne A

lim
o, the A

M
R

EF project assistant w
orking w

ith com
m

unities in K
iboga, is upbeat about K

iboga D
istrict's grow

ing
understanding of the issues surrounding m

alaria. “The publicity about m
alaria is everyw

here. You see posters and articles
about m

alaria prevention in people's houses, in the shops and schools and churches. If you don't see them
, it usually

m
eans the w

ind has blow
n them

 aw
ay!”

Even so, the project w
as not w

ithout its problem
s. In K

iboga, insecticide-treated m
osquito nets retail at a price equivalent

to U
S$5.00. This is beyond the reach of fam

ilies w
ith low

 incom
es w

ho already have to m
ake choices betw

een food,
clean w

ater and clothing. The traditional substitute for nets is to cover children w
ith bark  cloth or to burn the leaves of

particular plants to produce sm
oke that repels m

osquitoes. These children w
ere falling ill w

ith m
alaria every tw

o or three
m

onths. B
y the end of the project period, 64 per cent of children under five years of age w

ere sleeping under insecticide-
treated nets in the sub-counties of K

iboga w
here A

M
R

EF had a presence.

To m
ake good its pledge to control m

alaria, the M
inistry of H

ealth plans to distribute free nets nationw
ide. M

eanw
hile

A
M

R
EF has helped w

om
en's self-help groups to set up revolving funds to finance the purchase of nets; Population

Services International underw
rites the distribution of nets on credit to the poorest strata of households. 

A
M

R
EF has gradually phased out of the project as the M

inistry of H
ealth and the district-level authorities take over. The

M
alaria Partnership Program

m
e's interventions have been m

ainstream
ed into district level planning and

budgets. It is the M
inistry of H

ealth's intention to replicate the lessons learned in K
iboga, K

um
i

and K
anungu nationw

ide. O
ther partners, including U

N
 agencies, are exam

ining the
m

odel for replication elsew
here in A

frica. 

“It's a good sign,” says Joshua, “W
e've bow

ed out, and the governm
ent

is taking over because they recognise the project's value. The project has
becom

e sustainable w
hich m

eans w
e've achieved w

hat w
e set out to do.

W
e are replicating this approach in other districts w

hile the N
ational

M
alaria C

ontrol Program
m

e has developed a m
alaria policy and strategy

using the com
m

unity-based m
odels tried by A

M
R

EF and other civil society
organisations.”
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• A
M

R
EF’s w

ork on m
alaria control

com
m

enced in the early 1980s  • A
M

R
EF w

as

one of first organisations to cham
pion the use

of ITN
s at com

m
unity level in U

ganda  • In

2006, in the m
alaria projects of N

akasongola,

Soroti and U
M

PP, trained a total of 158, 1,107

and 99 C
O

R
PS respectively • The projects also

distributed 2,972 ITN
s in 2006  • M

alaria is

the greatest killer of children in A
frica • 1.3

m
illion people die of m

alaria each year, 90 per

cent of w
hom

 are children under 5
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15It is already ten o'clock, but the queue appears no shorter. M
ost people arrived before seven

that m
orning and have resigned them

selves to w
aiting all day for the chance to be exam

ined
by a visiting team

 of A
M

R
EF reconstructive surgeons. They have com

e from
 all parts of the

country, travelling long distances by bus over bone-rattling roads or trudging for m
iles on foot.

These are the patients w
ho have been pre-screened by local m

edical staff and selected as
being m

ost in need of corrective surgery. They are all cases in need of im
m

ediate attention.
Even so, not everyone w

ill be fortunate enough to be operated on.

D
r A

srat M
engiste, an Ethiopian, is A

M
R

EF's Leprosy and R
econstructive Project M

anager.
A

lw
ays calm

, never flustered, A
srat spends every w

eek of the m
onth on surgical outreach

m
issions to rural hospitals w

here he not only operates but teaches the practice and theory of
reconstructive surgery to w

atching m
edical students and doctors. H

is term
s of reference are

to w
ork him

self out of a job. 

“Every patient is part of the training process as far as A
srat is concerned. H

e explains w
hat

caused the condition, talks them
 through the surgery, and discusses aftercare,” notes D

r
Johnson M

usom
i, head of the O

utreach Program
m

e.   

O
n this particular visit A

srat is accom
panied by B

ill A
dam

s-R
ay, w

ho habitually takes a
m

onth-long break each year from
 his practices in Sw

eden to help out. B
ill is one of A

srat's
predecessors and an old hand. D

uring his tw
elve years w

ith A
M

R
EF B

ill perform
ed 10,000

operations, including 1,000 on cleft palates. It is a rem
arkable record. 

A
srat and B

ill have flow
n in from

 N
airobi in one of the Flying D

octor Services' four-seater
planes. Today, the first of a five-day w

orking trip, brings w
ith it difficult choices. Every patient

w
aiting to be seen is in desperate need of treatm

ent, but tim
e constraints m

ean that only tw
o

out of three patients can go under the scalpel. O
nce the selection process has been m

ade,

03/O
U

TR
EA

C
H

A
 S

T
IT

C
H

 IN
 T

IM
E

The K
ilim

anjaro C
hristian

M
edical C

entre in M
oshi

enjoys a breathtaking
backdrop, the cloud-
tonsured dom

e of
K

ilim
anjaro, A

frica's
highest m

ountain. This is
one of the best hospitals
in Tanzania, and it is
alw

ays busy. O
n this

particular m
orning,

how
ever, one of its long

corridors is exceptionally
crow

ded. People line the
w

alls all the w
ay to the

interior staircase and
beyond, ending w

ith a
trickle of latecom

ers w
ho

are sitting, squatting and
standing near the w

ard at
the far end. W

hen a
doctor peers round the
consulting room

 door,
scores of faces turn in his
direction. They regard him
in studied silence as if he
is onstage.
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they w
ill perform

 ten operations a day over the next four days. A
 caseload this big w

ould stretch over three w
eeks in a W

estern
hospital. 

H
ow

ever, taxing schedules are routine for A
srat and his colleagues.  In 2006, A

M
R

EF's three-m
an reconstructive surgery team

perform
ed m

ore than 700 operations during 40 trips. R
ural hospitals are visited tw

o to six tim
es a year. They treat as m

any of the
urgent and extrem

e cases as they can on each trip for it w
ill be several m

onths before som
eone returns.

The O
utreach Program

m
e em

bodies founder M
ike W

ood's vision of taking specialised and essential health care to rural and
rem

ote hospitals. Its personnel and know
-how

 have extended a vital lifeline to rural health facilities for the last 50 years. Today
A

M
R

EF provides specialist m
edical services to 110 rural hospitals in Kenya, U

ganda, Tanzania, Ethiopia, Som
alia, R

w
anda and

Southern Sudan. This is an area the size of W
estern Europe

R
econstructive surgery is just one sm

all part of the A
M

R
EF O

utreach Program
m

e. A
M

R
EF provides experts and expert advice on

a range of issues, from
 epidem

iology, anaesthesiology and urology to laboratory technologists, m
edical equipm

ent engineers and
dentists. In addition, m

ore than 100 hospitals in eastern A
frica are connected to the A

M
R

EF radio netw
ork. Partnering w

ith
governm

ents to strengthen health care system
s is A

M
R

EF's highest priority, according to its D
irector G

eneral, M
ichael Sm

alley.

W
hen help is m

ost urgently needed, a m
em

ber of the A
M

R
EF m

edical
team

 cannot alw
ays be there. To solve this problem

, A
M

R
EF, w

ith
funding and technical support from

 V
odafone, is testing a sim

ple
telem

edicine m
odel based on em

ail to put doctors, nurses and clinical
officers in rem

ote hospitals in instant contact w
ith expert m

edical
advice. Should a patient present puzzling sym

ptom
s, they can scan

pictures onto the com
puter and em

ail them
 to staff in the A

M
R

EF’s
country office in Kenya or other m

edical experts and get a second
opinion. A

M
R

EF is investigating how
 to use videoconferencing to

enable 
specialists 

in 
referral 

hospitals 
to 

participate 
rem

otely 
in

com
plex operations. A

M
R

EF im
plem

ents innovative ideas so that they
can be scaled-up and im

plem
ented all over the continent. The four

pilot telem
edicine projects in Tanzania and Kenya have provided the

blueprint 
for 

replication 
in 

tw
elve 

hospitals 
in 

Tanzania 
and Kenya.   

In the past, health w
orkers relied heavily on the clinical diagnosis of disease through interpreting sym

ptom
s and patient histories.

The Laboratory Program
m

e, headed by long-tim
e A

M
R

EF staff m
em

ber D
r Jane C

arter, strengthens treatm
ent system

s by
providing a m

eans of accurate diagnosis. The program
m

e reinforces diagnostic services by training laboratory technicians, giving
advice on laboratory set-up, m

aintaining quality assurance standards and being on hand for back-up support. The laboratories
also play a crucial role in the surveillance of diseases that pose public health risks in the region such as m

alaria, tuberculosis
and A

ID
S. The program

m
e partners w

ith governm
ent health m

inistries and w
ith m

edical facilities in the rural and poor areas of
Kenya, Tanzania, U

ganda, Southern Sudan and Som
alia.

16
A

 
V

E
R

Y
 

A
F

R
I

C
A

N
 

J
O

U
R

N
E

Y

A
M
R
E
F
-
B
o
o
k
 
N
E
W
 
V
4
 
 
2
7
/
0
2
/
2
0
0
7
 
 
0
4
:
2
5
 
P
M
 
 
P
a
g
e
 
1
8



A
 

V
E

R
Y

 
A

F
R

I
C

A
N

 
J

O
U

R
N

E
Y

A
 large proportion of those w

aiting to see B
ill and A

srat are children, infants and sm
all babies. Little girls in their Sunday frilly

dresses hold their m
others' hands. The boys are brought by fathers to m

ake sure their sons behave like m
en and do not cry. The

tw
o m

ost com
m

on conditions in this age group are cleft palates and contractures from
 severe burns. 

N
early 99 per cent of Tanzanians cook on open fires or charcoal jikos.  A

ll too often w
hen children fall into fires or

scald them
selves w

ith boiling liquid, they do not receive proper care. A
s a result, the untended w

ounds
form

 thick cobw
ebs of scar tissue that cause crippling deform

ities. H
ands, arm

s and legs
are aw

kw
ardly bent into fixed positions. Severe burns on the neck can fuse an

infant's head to its chest.

O
ne in 1,000 A

frican babies are born w
ith cleft palates, a defect that is

genetically inherited. It is know
n as “the curse of the forefathers”. In

Europe the occurrence of cleft palates is one in 600 because the survival
rate is higher. B

abies w
ith split lips have difficulty taking the breast because

there 
is 

no 
m

eans 
of 

suction. 
If 

not 
carefully 

nursed, 
they 

becom
e

m
alnourished, w

eaken and die. 

Physical defects touch on cultural attitudes as w
ell as survival. B

ill rem
em

bers
one of the first lips he stitched together into an alm

ost perfect m
outh. The

m
other w

as overjoyed because her baby daughter's m
arriage value had risen

from
 tw

o cow
s to tw

enty. M
others still tend to cover their babies' heads under

a kikoi. A
dults shroud them

selves in hats, cloths, long sleeves, m
akeshift slings

to conceal the abnorm
ality. 

O
ut in the corridor a m

an clam
ps a dirty gauze dressing to his m

outh. D
isease has enlarged his low

er lip into a dangling
appendage the diam

eter of a cup. H
is sham

e and distress is palpable. There is stigm
a attached to deform

ity, and those w
ho can

hide it do so. This is not possible for the albinos w
ith m

ottled pink skin and colourless hair. N
or for the nineteen-year-old girl

grossly disfigured by K
aposi's sarcom

a, a side effect of A
ID

S. Translucent bubbles of skin hang in unsightly clusters beneath her
eyes, over her m

outh, on one cheek and behind her right ear. She sits w
ith her hands folded on her lap and eyes dow

ncast,
encased in m

isery. 

In com
es four-m

onth-old Josephine cradled in A
nna's arm

s. A
nna is young and pretty, a single m

other w
ho w

alked six hours
across the plains to reach the nearest taxi stop. A

 cleft lip traces a dark zigzag betw
een Josephine's nostril and m

outh. A
nna's

w
hispered response to questions sounds like w

ind rustling the trees. Josephine cannot suckle. She feeds her m
ilk and uji

porridge drop by drop. A
srat nods to a nurse. “W

e'll do her tom
orrow

.”

D
r Edw

ard W
ayi, a Tanzanian trained by A

M
R

EF, has com
e from

 D
ar es Salaam

 to join the team
. H

e is B
ill's protégée and

does surgical m
issions of his ow

n throughout rural Tanzania. The next patient is a handsom
e w

om
an w

ith a strangely flat
profile. W

ayi reads her case notes and laughs, handing them
 to B

ill. “D
o you recognise this handw

riting?”
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• A
M

R
EF has built and m

aintained the largest

radio netw
ork in East A

frica, w
ith over 100

radio links to health facilities • A
M

R
EF has

flow
n 14,996, 206 m

iles to the end of 2006.

H
ence, A

M
R

EF has flow
n 15 m

illion m
iles to

date • A
M

R
EF currently provides specialist

health care and training in 110 hospitals in 7

countries • The O
utreach Program

m
e has been

running w
ithout interruption since 1957
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B
ill studies the file and looks up, delighted. “It's m

ine. She presented w
ith no nose in '85. It

w
as from

 either TB
 or syphilis. I reconstructed it w

ith skin from
 the forehead.” The w

om
an

gives him
 a gracious sm

ile as he exam
ines his w

ork of tw
o decades back. “She's lucky. The

skin rem
ained the sam

e colour after the graft. You can't see it at all. …
…

 So w
hy are you

here?” he asks her. 

The w
om

an shapes her m
outh into a large O

 and points to a coin-sized fistula in her
palate. H

er speech is laboured and the surgeons lean forw
ard, trying to tease m

eaning
out of the strangled aspirations. “W

hen I eat and drink, it gets into m
y nose. I w

ant the
hole in m

y m
outh fixed.” 

B
ill nods. “That's reasonable.” She is added to the list.   

N
ext is a boy w

ith a tiny auxiliary finger attached to a w
ebbed thum

b.  A
srat holds out a pen. It falls to the floor as the boy

fum
bles to grasp it. “It's bad new

s in A
frica not being able to use both hands. Let's try and release the right thum

b. It w
ill help

him
 to dress and eat. That's the im

portant thing,” he says.

A
s the day progresses the team

 is presented w
ith a spectrum

 of deform
ity and disease: keloids, neural fibrom

as, cancrum
 oris.

C
olleagues in A

m
erica and Europe w

ould be unlikely to see such a variety of illness in their entire careers. “I w
as constantly

studying. I saw
 cases w

here I didn't have a clue w
hat to do. I'd go back to the guesthouse and read textbooks,” B

ill recalls. 

B
ill once treated a M

aasai boy w
hose hands had been bitten off by a rabid hyena w

hile herding cattle. “I m
ade a sort of forked

rip in his right arm
. It's called K

ruckenburg. It w
as functional and he had sensation. H

e could put his hand in his pocket and tell
the difference betw

een a five shilling and ten shilling coin. N
o expensive m

echanical arm
 can do that for you.” Then, as now

,
w

orking in bush hospitals calls for stam
ina, ingenuity and the ability to im

provise w
ith w

hat is to hand.

W
hen B

ill w
as w

orking in Tanzania in the 1980s, basic essentials w
ere in such short supply that soap had to be extracted from

a locked cupboard before scrubbing up. In those days A
M

R
EF surgeons alw

ays travelled w
ith their ow

n stock of sutures, local
anaesthetic, adrenalin and antibiotics. There has been a m

arked im
provem

ent in the theatres of rural hospitals. Even so, it is not
unusual for an operation to be finished by the light of a torch because the electricity has failed.  

“The m
ost im

portant thing w
e do is to train A

fricans in A
frica - not Europe or A

m
erica - because this is w

here w
e w

ant them
 to

w
ork. O

perations are carried out in a less than perfect setting w
ith results that are the best that can be done under the

circum
stances. They should know

 how
 to cope w

ith that. You do w
hat you can,” says A

srat.

Every year an average of 1,000 doctors, surgeons and physicians and 3,000 nurses are trained on site. Passing on know
ledge

through w
orkshops is a key com

ponent of the O
utreach Program

m
e. A

M
R

EF surgeons average m
ore than 6,000 operations a

year, but this is just a drop in the bucket of need. It represents less than 5 per cent of the caseload that requires treatm
ent. The

gap can only be closed by training up A
frican m

edical personnel and strengthening the capacity of the hospitals in w
hich they

w
ork. 
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• D
ulverton Trust and M

unitalp Foundation

donated the H
angar in 1971, the sam

e year

the Flying D
octor Society inaugurated  •

There are only seven reconstructive surgeons

for East A
frica’s population of 110 m

illion  •

A
M

R
EF's Flying D

octors Training Program
m

e

trains on average 1,000 doctors and over

3,000 nurses every year
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“The tw
o biggest problem

s w
e face are the professional brain drain and state health budgets that can't sustain the sort of services

that people deserve. A
M

R
EF w

ill be around for quite som
e tim

e,” points out D
r Johnson M

usom
i. “B

ackup is relevant for rural
areas. There are still flying doctor services in C

anada and A
ustralia,” he adds. 

B
ill and A

srat decide not to break for lunch. The tw
o confer in low

 voices and frequently crack jokes. They have a knack for
m

aking patients sm
ile and calm

ing tearful babies. Theirs is an easy cam
araderie born out of intense effort am

idst catastrophe.
D

ecisions are com
m

unicated in the shorthand of raised eyebrow
s and barely perceptible m

ovem
ents of the head. B

y 4 o'clock,
eighteen patients have been put dow

n for surgery.  

The sun is low
 w

hen they exam
ine the girl w

ith K
aposi's sarcom

a.  “These lesions are im
possible to cut off. There are so m

any
blood vessels, she'll bleed like a river in flood,” observes B

ill. She does not m
ake it onto the list. 

It is long after dark by the tim
e the corridor is em

pty and everyone heads off for supper. They have seen 62 patients.  The operating
list is com

plete.

“C
hoosing w

ho to operate on is the hardest part of m
y job,” A

srat explains, “There are so m
any w

ho need help that I
som

etim
es feel m

y w
ork is like building w

ith grains of sand. You have to w
eigh the balance. Som

etim
es

there is too m
uch surgery involved for too little gain.” 

The next m
orning, tw

enty post-graduate m
edical students in green scrubs peer

over their m
asks at little Josephine, w

ho has been anaesthetised and laid out
on the operating table. A

srat sits by her head, contem
plating the jagged tear

along her upper lip. U
sing w

hat's to hand, he dips a scalpel in ink and traces an
anatom

ical m
arking to indicate w

here he intends to cut. “W
e are going to do

M
illard's operation w

ith rotation and advancem
ent,” he intones. In Europe cleft

palate patients undergo a series of operations plus orthodontistry to achieve
perfect features. A

M
R

EF surgeons are m
ore pragm

atic. The operation takes 45
m

inutes.

A
 few

 hours and several m
eetings later, the tw

o m
en reach the paediatric w

ard.
Josephine is cuddled in her m

other's arm
s. H

er m
outh opens and shuts like a goldfish

as she seeks the breast. The stitching from
 nostril to lip is barely visible. “Thank you,”

w
hispers A

nna.

G
ratitude is expressed in other w

ays too. There are num
erous boys in East A

frica called A
srat and B

ill.
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• The O
utreach Program

m
e currently

carries out alm
ost 17,000 consultations

every year  • A
M

R
EF specialists give

alm
ost 2,000 hours of form

al training and

alm
ost 6,000 hours of inform

al training

each year • A
M

R
EF surgeons carry out

over 5,000 surgical operations • O
ne

O
utreach visit costs just U

S$1, 568 w
hich

can help up to 100 patients
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Life's daily pace is hostage to the heat. Yet there are pockets of activity in the
dirt squares and streets. The grow

l of an accelerating piki pikifloats above the
squeals and shouts of children absorbed in a gam

e of their ow
n design.

B
alloons of dust explode beneath their feet as they run. Their elder brothers

are nearby haw
king coconuts, fish and fruits. W

hen the sun is high these
w

achuuzi
cluster on corners. In boastful voices they recount their sexual

exploits w
ith the girls next door and w

ith others w
ho dem

anded paym
ent.

Their bragging is punctuated w
ith finger w

agging and laughter. “If you w
ent

w
ith that one, you'd better go to A

ngaza!” 

For m
any w

ho live here bread-line incom
es and quiet desperation have im

poverished the sense of life's w
ider possibilities.

Perhaps it is this perception of narrow
ed horizons that is partially to blam

e for risky sexual behaviour and substance abuse.
C

ocaine is sold and bought in alleys. There are those w
ho sm

oke ganja regularly. A
lcohol is a problem

 too. A
ll are classic

ingredients for fuelling the spread of H
IV. 

O
ver the last tw

o decades, H
IV

 and A
ID

S have spread as relentlessly as a brushfire. A
lthough the transm

ission rate has slow
ed,

the percentage of infected people, is still high. O
n the Tanzanian m

ainland, it is 7 per cent am
ongst adults aged fifteen to 49.

The prevalence in D
ar es Salaam

, a port city and the hub of business transactions, is 11 per cent. 

H
IV

 w
as first detected in 1983 in three people living near Lake V

ictoria. Three years later cases had been reported in every region
in the country. Since then, the epidem

ic has low
ered life expectancy, dented the econom

y and destroyed fam
ilies. A

t least one
out of ten Tanzanian children are orphans. 

H
IV

/A
ID

S is acknow
ledged as a national disaster. Slow

ing its transm
ission and caring for those w

ho are already suffering from
A

ID
S has becom

e a national priority. N
either objective can be achieved unless Tanzanians know

 their H
IV

 status, w
hich is key

to behaviour change. Yet at the turn of the m
illennium

, less than 10 per cent of the late teen and adult population had been
tested. 

04/A
N

G
A

Z
A

P
O

S
IT

IV
E

L
Y

 O
K

A
Y

Tim
e and hum

idity have conspired
against K

inondoni, one of D
ar es

Salaam
's oldest neighbourhoods. Paint

peels. R
oofs rust. W

alls that m
im

ic the
brilliant blues and soft greens of the
Indian O

cean have fallen into
pockm

arked disrepair. This is a place
w

here fam
ilies have lived for

generations, m
aking do and getting by.

A
M
R
E
F
-
B
o
o
k
 
N
E
W
 
V
4
 
 
2
7
/
0
2
/
2
0
0
7
 
 
0
4
:
2
5
 
P
M
 
 
P
a
g
e
 
2
3



A
 typical “testing site” w

as a sm
all all-purpose room

 in a hospital. M
edical staff w

ere not trained in appropriate counselling
techniques. There w

as little confidentiality. A
nd there w

as an agonisingly long w
ait for the results. A

s far as Tanzanians w
ere

concerned, the process increased stigm
a, caused em

barrassm
ent and w

as futile anyw
ay as, at that stage, antiretrovirals had yet

to be introduced into the health system
. 

Then in 2001, U
SA

ID
 granted A

M
R

EF's Tanzania office $15m
illion to put in place a C

ounselling and Testing (C
T) program

m
e in

partnership w
ith the governm

ent and non-governm
ental and faith-based organisations.  The idea w

as to create a m
odel for

quality counselling and testing that could be replicated nationw
ide. The key target groups w

ere youth, engaged couples,
prospective parents and truck drivers. B

ut how
 do you sell a product w

ith a tarnished im
age? 

A
M

R
EF cam

e up w
ith the sam

e solution as any com
m

ercial enterprise w
ould - advertising and m

arketing. It chose to w
ork w

ith
the local advertising agency M

&
M

. The brief w
as to create an upbeat, user-friendly product im

age that w
ould appeal to young

people. W
ith this in m

ind, M
&

M
 coined the slogan: C

om
e and Let's Talk. The product w

as nam
ed A

ngaza, Sw
ahili for “shedding

light”. 

The cam
paign conveyed the m

essage that testing is “for people like you” through the m
edia of press, radio, TV, billboards and

flyers in C
T sites. A

s m
arket confidence in A

ngaza grew
, the ads becam

e increasingly sophisticated. A
 series of endorsem

ents for
A

ngaza by role m
odels such as a priest and a school coach helped to w

in over sceptical clerics and parents. Soon A
ngaza w

as
a household nam

e. In 2006, M
&

M
 ran ads featuring a football star and a law

 student w
ho are negative and a kiosk ow

ner and
a student w

ho are positive. Each ad is a personal testim
onial to living healthily and planning the future.  

“W
e could never have done that at the start of the cam

paign. W
e w

on product credibility by using real people,” explains the
account director, A

m
ina A

bubakar. “W
e are a sm

all society and people w
ould know

 if w
e lied to them

.”  

In its first five years, A
ngaza tested nearly half a m

illion people. D
espite this success, there w

ere cultural obstacles to overcom
e.

M
ale clients far outnum

bered fem
ale clients as girls needed parental perm

ission to visit A
ngaza, A

nd w
hile the m

ajority of
A

ngaza clients w
ere under 30, they said they w

ere uncom
fortable being tested at the sam

e place as their elders, says Tanzania
C

ountry D
irector, Paul W

aibale. A
M

R
EF began to support C

T sites for young people. It paid off.  K
inondoni's M

w
ananyam

ala
Youth C

entre run by TH
A

O
 (Tanzania H

urum
a A

ID
S O

rganisation) is so popular that students from
 all over the country com

e to
be tested during school holidays. 

A
M

R
EF trained peer educators w

ho publicised neighbourhood A
ngaza centres and urged fem

ale attendance through bongo
flavour rap and R

&
B

 songs. Youth centres had traditionally provided facilities for m
ale-oriented sport. A

M
R

EF paid for netball
courts to encourage the girls. 

O
nce the gender m

ix equalised, a w
orrying phenom

enon cam
e to light. G

irls and young w
om

en are up to three tim
es m

ore
likely to be positive than boys and young m

en. This trend highlights the distressing fact that girls fall prey to the advances of older
m

en w
hile at the sam

e tim
e cultural prohibitions rob them

 of the ability to negotiate safe sex. 
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TH
A

O
 encourages parents to transcend cultural taboos and talk to their children about how

 to cope w
ith their sexuality. “If you

don't educate parents, it's like w
ashing your clothes and w

alking back into the dust,” says K
assim

u Kom
ungom

a, w
ho m

anages
M

w
ananyam

ala.

“A
ngaza has done a great job in creating aw

areness,” Elise Jensen, U
SA

ID
's team

 leader for H
IV

/A
ID

S point out. “The Tanzanian
governm

ent relies on it to provide advice. There's a real perception that A
M

R
EF provides a quality service. A

nd it's true!”

It is a m
uggy, overcast day and show

ers of rain chatter on the roof of the A
M

R
EF country office in dow

ntow
n D

ar es Salaam
.

A
ngaza's m

ain C
T site is at the back of the building. A

 client w
alks in and catches a m

om
entary w

hiff of hospital disinfectant
w

hich is chased aw
ay by the overhead ceiling fan. H

aw
a A

thum
aini the receptionist greets her. “Thank you for choosing A

ngaza.
This is free. The results are confidential and verbal.” H

aw
a produces a sm

all patient card w
ith a num

ber on it. The three C
s of

testing are consent, counselling and confidentiality. O
ne of the selling points of A

ngaza is the anonym
ity it accords its clients.

“You don't have to give your real nam
e,” she says and gives the w

om
an a dazzling sm

ile. 

The w
om

an sm
iles too. “I'm

 A
m

ina.” 

A
lthough it is early, the w

aiting room
 is filling up. A

m
ina looks around her and w

onders w
ho w

ill be leaving w
ith bad new

s.
That girl staring at her hands looks w

orried. The soldier doesn't. H
e's totally at ease, so w

hy is he here?  A
re they thinking the

sam
e thing about m

e? 
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A
 teenage girl in a buibui

appears clutching cotton w
ool to her arm

. Sensing she is the type w
ho likes to chat, A

m
ina catches

her eye. Perhaps she can find out w
hat lies ahead. “The first tim

e, m
y stom

ach w
as doing som

ersaults,” the girl confides. “W
hen

you go into the room
 to hear the results, you can't tell anything by the expression on their face. B

ut they don't keep you in
suspense. They tell you right aw

ay. I w
as negative, thankfully. N

ow
 I'm

 back for the confirm
ation test. M

y boyfriend's very angry.
H

e didn't w
ant m

e to com
e. I haven't spoken to him

 for several days. A
nd w

hy apologise? I haven't done anything w
rong. You

can get tired of sex, you know
. Som

etim
es at the end of the day I just can't face it. I tell him

 I'm
 busy and I w

on't be able to see
him

 tonight. In fact, if I w
as positive, I'd just stop,” the girl says firm

ly, referring to the A
B

C
 of protection against H

IV: abstinence,
be faithful and condom

s. 

B
ehavioural change is key to slow

ing H
IV

 prevalence. A
lthough hard to change, studies show

 that the greatest aw
areness is

am
ongst the youth.  “It's a m

ajor challenge even w
ith the educated elite. O

ne w
ould have assum

ed they w
ould be

know
ledgeable enough to avoid infection, but it's not the case,” says D

r Joseph Tem
ba, G

lobal Fund C
oordinator of the Tanzania

C
om

m
ission for A

ID
S (TA

C
A

ID
S). 

A
gnes N

dyetabula is the centre's counsellor supervisor. A
 trained nurse and m

idw
ife w

ith a diplom
a in m

ental health, she joined
A

ngaza at its inception and has seen it expand to over 50 sites nationw
ide in just five years. “W

e w
ere very scared,” she says,

“W
e didn't know

 if people w
ould com

e, but from
 the m

om
ent w

e opened our doors, I w
as seeing about ten people a day. N

ow
w

e handle m
ore than a thousand a m

onth.”

A
M

R
EF trains its ow

n counsellors and others w
ho are w

orking w
ith the G

lobal Fund, non-governm
ental organisations and

m
issions. A

ll students undergo a rigorous one-m
onth course. A

M
R

EF counsellors are then supervised for several m
onths as they

gain w
ork experience before returning for a w

eek's refresher course. It is only then that they receive a certificate of com
petence. 

A
gnes readily concedes that counselling is a taxing job. “W

hen it's negative, I say to m
yself, 'Thank G

od!'. Then you start afresh
w

ith the next one, sm
iling to put them

 at their ease and asking them
 how

 they are. If this one's result is positive …
.. okay …

. I'm
not supposed to be sym

pathetic even though I'm
 em

pathetic. B
ut. I'm

 a hum
an being and I really feel it. It's like a priest. A

t four
you're at a w

edding and at five it's a funeral.”

G
ood pre-test counselling is like holding up a m

irror to the client. It is a process that prepares people m
entally and em

otionally
for the outcom

e of their tests. First there is a general talk about the w
ays that H

IV
 can be transm

itted. Then the focus becom
es

personal. H
as the client done anything to be at risk? Finally, as probability firm

s into reality in his or her m
ind, there is discussion

about how
 to live safely and responsibly in the w

ake of a positive or negative result. Post-test counselling is far shorter, designed
to help clients verbalise their feelings.

B
ecause the caseload is so big, the hour-long sessions before being tested are conducted in groups then each client has shorter

one-on-one discussion w
ith a counsellor. The list of issues is long: m

aintaining im
m

unity levels, opportunistic infections,
nutrition, w

hen and w
here to start a regim

en of antiretrovirals, tuberculosis, sexually transm
itted infections, preventing the

transm
ission of H

IV
 from

 m
other to baby during birth, infecting others. 
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A
gnes and A

m
ina sit facing each other across a low

 table. A
gnes leans forw

ard, her hands clasped
together. H

er soothing voice and non-judgm
ental attitude instils trust. She m

akes it easy to open
up and talk about secret concerns.  “So you w

ant to know
 if you’ve got H

IV
? That's great. W

e're
very busy, but you are very special. There's no hurry. I w

ant you to m
ake this decision from

 your
ow

n choice. First I'd like to get to know
 you a little better. W

hat's your tribe? …
. D

o you go to
church?....H

ave you been to school? …
... D

oes your husband know
 you are here? …

.. N
o? W

hat
w

ill you say to him
 after you get the results? It's better if you're counselled and tested together so

that w
e can m

ake a risk reduction plan.” 

Traditionally, couples do not discuss sex, but nearly half of H
IV

 infection in Tanzania occurs
w

ithin m
arriage. Frequently one partner is positive and the other is negative. The proportion of positive w

om
en is

greater than that of m
en. 

G
etting discordant couples to talk openly about their situation is just one of A

ngaza's challenges. The long term
financial sustainability of the A

ngaza m
odel is a concern for all partners. “The national budget hasn't got the resources

to underw
rite testing nationw

ide,” says Z
ebina M

sum
i, w

ho heads the C
ounselling and Social Support U

nit of the
N

ational A
ID

S C
ontrol Program

m
e. In 2005 national C

T guidelines w
ere draw

n up using the A
ngaza tem

plate.
A

M
R

EF's role in the future w
ill be advocacy at a global level to urge the need for the G

lobal Fund and other
international bodies to continue to scale-up w

hile m
aintaining A

ngaza standards.

Jennifer Lyam
uya, a qualified clinical officer, w

orks at the A
ngaza C

T site at K
inondoni's governm

ent-run M
agom

eni
H

ealth C
entre. It consists of three canvas tents discreetly hidden from

 curious eyes in an open space of ground behind
the building. O

n this blindingly sunny m
orning Jennifer is standing in front of a row

 of test tubes. She is a lively and
pretty w

om
an in her thirties and w

ears a w
hite lab coat. O

n her right hand is a w
hite surgical glove. She is using the

C
apillus test to detect the presence of H

IV
 antibodies. W

hen blood sam
ples test positive, she routinely does a second

test w
ith the D

eterm
ine strip m

ethod for confirm
ation. 

D
uring A

ngaza's early years, a shortage of laboratory technicians able to carry out such tests, for the grow
ing num

ber
of sites posed an obstacle to im

plem
enting w

idescale replication. A
M

R
EF lobbied the M

inistry of H
ealth to allow

 it to
train its nurses and m

idw
ives to conduct rapid H

IV
 tests. This latest practice is now

 in place though it has yet to be
form

alised. It is another exam
ple of how

 A
M

R
EF's experience on the ground plays a role in form

ulating policy. 

Jennifer picks up a vial and drops blood on a glass slide to m
ix w

ith a latex reagent coated w
ith H

IV
 antigens. “W

atch
carefully. See? There's no reaction. This one's negative,” she says. 
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Jennifer selects another vial, the blood sam
ple m

oves upw
ards by capillary forces. “M

m
m

.. It's m
ilky. N

ot clear like the other
one. That m

eans that the sam
ple is specific to the antigens as agglutination is taking place…

…
.. Positive”. Jennifer appears

unruffled. She has done this m
any tim

es before and know
s that clients' reactions vary. Som

e shout. A
 few

 are silent w
hich can

signal they are contem
plating suicide. There are those w

ho blam
e their partners. M

ost com
m

only the new
s is m

et w
ith stoic

acceptance. It is rare for a client to go into denial and protest that a m
istake has been m

ade.

In another tent a girl of 18 sits alone on a chair w
aiting for her results. In response to the gentle probing of her counsellor Eva

M
bilinyi. She has recounted the circum

stances of her life. She is an orphan w
ho lives w

ith her sister. They run a sm
all kiosk w

hich
brings in just enough m

oney to scrape by. W
hen she w

as fifteen, she lost her virginity to a boy her ow
n age. They have been

having sex together ever since. R
ecently she asked him

 to use a condom
 and he refused. Perhaps he w

as seeing other girls. She
had thought about this for a w

hile and decided to visit A
ngaza. 

They had discussed at length w
hat to do after she know

s her status. If she is negative, Eva had said, she m
ust be careful to avoid

infection in the future. Eva had then talked about being positive. Proper follow
-up care is im

portant if she can stay w
ell and

active. Eva's friendly m
anner had put her at ease and helped her to focus on the conversation. She rem

em
bered Eva saying that

a positive result m
eans a change in lifestyle, not a death sentence. If her C

D
-4 count, w

hich m
easures the strength of the im

m
une

system
, falls below

 200, she should start on life-prolonging antiretroviral m
edication. That had given her hope. A

nd she felt less
alone w

hen Eva had reassured her that she could com
e back any tim

e to ask questions or sim
ply talk through her w

orries. Eva
also told her about A

ngaza's post-test clubs w
here people living positively seek out others like them

 for em
otional support and

to share advice on good nutrition, depression, and how
 to negotiate safe sexual contacts w

ith partners w
ho are H

IV
 negative. 

The visitor can see the girl's fright at a glance. H
er back is as straight as a plum

b line. H
er face is blank, like a m

ask. The tim
e

betw
een giving blood and receiving a result is rem

arkably brief. Even so, those ten to fifteen m
inutes are by far the scariest part

of the experience. It is plain to see she senses she is crossing a threshold w
here there w

ill be no turning back. 

N
ow

 the girl turns her head as Eva sits dow
n opposite her. Eva is talking. Tears dam

pen the girl's cheeks. She seem
s to be stunned

rather than surprised. She produces a large w
hite handkerchief and clam

ps it to her nose and m
outh. W

hen she speaks, it is
alm

ost inaudible. “I w
ill abstain from

 now
 on.” 

The girl heads for the gate. In a different setting, one m
ight have thought she w

as going to buy a packet of tea
leaves at the shop. A

 sudden breeze lifts the hot air and rustles the trees. O
n the other side of the

gate people pass on foot, oblivious to her sm
all dram

a. C
ars rum

ble over potholes.
Life goes on. A

s it w
ill for her too. 27

• A
ngaza project w

as initiated in 2002

w
ith funding from

 U
SA

ID
  • A

ngaza

m
eans “shed a light” in Sw

ahili  • So far

A
N

G
A

Z
A

 has 49 C
T sites operating and 7

m
ore site are in the process of opening •

444,660 clients have tested since the

com
m

encem
ent of A

N
G

A
Z

A
 • 904

counsellors have been trained and about

52 site m
anagers
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The 
view

 
from

 
the 

rear 
of 

the 
headquarters

building 
is 

a 
stark 

contrast. 
Squeezed 

into 
a

narrow
 valley is a tightly packed m

aze of shacks
veiled in sm

oke from
 charcoal cooking fires. They

have been cobbled together from
 m

ud, sticks,
flattened paint tins, discarded polythene sheets,
corrugated iron and any other useful m

aterial that
can be salvaged from

 garbage dum
ps. This is

K
ibera. It is one of A

frica's largest slum
s. 

From
 the w

indow
 of a Flying D

octor’s plane on its approach to the W
ilson airfield, the fault line of m

iddle-class w
ealth and

grinding poverty, hope and despair, is clear to see. K
ibera spills dow

n to the fetid w
aters of N

airobi D
am

 and spraw
ls up the

valley's denuded slopes tow
ards the m

anicured greens of N
airobi G

olf C
ourse and the com

fortable suburban houses of K
abarnet

G
ardens. Its dilapidated corrugated-iron roofs look like a pile of leaves of variegated brow

ns that have been raked into a slapdash
pile. The people are insect-sm

all and barely discernible as they pass along alleys as w
ide as a m

an is tall. C
lose to 850,000 live

here cheek by jow
l on 240 hectares of no-m

an's land. In the m
eanest of K

ibera's dozen or so villages, the population density is
2,000 per hectare.

If W
ilson A

irport sym
bolises the genesis of A

M
R

EF, K
ibera points tow

ards the future direction of the organisation. W
hen A

M
R

EF
first started, the locus of poverty w

as rural. H
ow

ever, the last few
 decades have seen a steady exodus of people from

 the
countryside in search of jobs and a better w

ay of life. This has dram
atically reshaped the distribution of Kenyans. Today tw

o out
of five are urban, a trend that is reflected throughout the continent. Sixty per cent of N

airobi's inhabitants are crow
ded into slum

s
that occupy less than 5 per cent of the land. They are on the frontline of survival, subsisting on about half a dollar a day.

To paraphrase the m
antra of real estate agents, location shapes destiny. Place and progress are inextricably intertw

ined,
particularly for A

frica's urban poor. The chances of being healthy, educated, em
ployed and physically safe dim

inish dram
atically

for those w
ho live on the w

rong side of the tracks. Slum
s are the sum

 of the deprivation of basic standards of living that m
ost of

us take for granted. They are regarded as “tem
porary” because they have m

ushroom
ed on governm

ent-ow
ned property. A

s there

05/K
IB

ER
A

N
O

T
 O

N
 Y

O
U

R
 D

O
O

R
S

T
E

P

D
irectly across the Langata R

oad from
 A

M
R

EF headquarters is
W

ilson A
irport w

here R
unw

ay 14 ends just yards from
 traffic

heading out of N
airobi. In a trick of perspective, light aircraft

seem
 to hang m

otionless in a crystalline sky in the m
om

ents
before reducing pow

er to land. It is a sight that never ceases
to enthral the ever-present handful of pedestrians w

ho stop to
gaze w

ith fingers draped through the chain-link fence. W
ilson

A
irport is the sym

bolic seat of A
M

R
EF activity. This is w

here,
for fifty years, planes have ferried doctors to m

ission hospitals
in the bush and w

here others return from
 m

anyattas
hundreds

of m
iles aw

ay w
ith patients strapped to a stretcher, their link

to life the nurse by their side and the drip line in their arm
.
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are no title deeds, there is no legal obligation to provide an
infrastructure of w

ater, sanitation and health care. The inform
al

delivery of essential services, usually privately ow
ned, alw

ays
inadequate, invariably over-priced, does not fill the void. 

A
s a result, fam

ilies com
m

only suffer a child m
ortality rate three

tim
es higher than that of their better off neighbours. W

hether or
not a child can survive the first five years of his or her life is a
reliable indicator of progress - or its absence - in hum

an and
econom

ic 
developm

ent. 
Slum

 
children 

die 
from

 
diarrhoea,

m
easles and other diseases because they drink polluted w

ater
and never get im

m
unised. Studies indicate that the prevalence

of these killer diseases is due to bad living conditions rather than
incom

e levels.

The belief that slum
s can be ignored because they are tem

porary
is 

fallacious. 
M

any 
K

ibera 
residents 

are 
second 

and 
third

generation. Yet K
ibera had been passed over by all but a very

few
 N

G
O

s. B
ringing services to its residents w

ould be the first
step 

in 
form

ally 
acknow

ledging 
that 

K
ibera 

is 
perm

anent.
D

espite its large population and reputation for harbouring gangs
of crim

inals, there is not a single police post to be found inside
K

ibera. A
nd, until six years ago, even though A

M
R

EF had been
doing outreach activities in the slum

, there w
as no health centre. 

From
 A

M
R

EF's point of view
, this w

as untenable. A
fter all, K

ibera w
as on its back doorstep. A

M
R

EF m
ade overtures to find out

w
hat people felt they needed m

ost. The answ
er received w

as a place w
here they could be treated w

hen they w
ere sick, and

w
ater and sanitation. A

M
R

EF agreed to build a health centre. The idea w
as to replicate the m

odel that had been successfully
tested am

ongst the pastoralist M
aasai in M

agadi D
ivision and see if it w

orked in an urban slum
 setting. The health centre w

ould
provide the base from

 w
hich A

M
R

EF could im
plem

ent im
provem

ents in the delivery of health-linked services such as w
ater and

sanitation. A
s in Entasopia, the objective w

as to enter into partnership w
ith the com

m
unity and the M

inistry of H
ealth so that the

project w
ould continue to be viable even w

hen A
M

R
EF eventually w

ithdrew
. 

Establishing the entry point for com
m

unity health care w
as relatively easy. C

reating a foothold turned out to be far m
ore arduous.

W
ith land at a prem

ium
, convincing people of the benefits of handing over a quarter acre to construct a health centre w

as a real
challenge. “People w

ere suspicious. They said A
M

R
EF w

anted to take our land and chase us aw
ay,” says Q

ueen W
am

bua, a
K

ibera businessw
om

an w
ho supports eight children and a husband through her curio shop. Further, not everyone saw

 the sense
of having a health facility. They had alw

ays resorted to curing sickness through traditional healers or by visiting a quack
practitioner. O

ften they sim
ply bought cheap and ineffective drugs over the counter from

 the sam
e kiosks as w

here they got their
sm

all blue packets of w
ashing pow

der.
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A
M

R
EF operates on the prem

ise that no project can run w
ithout a strong w

orking relationship w
ith the com

m
unity. A

M
R

EF
decided to enlist the support of local leaders, m

en w
hose standing w

as equivalent to that of village elders. This did not w
ork

w
ell. U

nlike rural com
m

unities w
here fam

ily and com
m

unity structures are still in place, slum
s are a fusion of cultures draw

n
from

 all parts of the country, and a large proportion of those living there are m
igrants w

ho have left their fam
ilies behind. That

essential spirit of com
m

unity solidarity w
as lacking. In its place w

as m
istrust betw

een the different ethnic groups. A
nd because

everyone lived in constant proxim
ity to tragedy and death, they tended to take w

hat they could how
ever they could. 

R
ysper R

ajula and later Sakw
a M

w
angala, Project M

anagers for the K
ibera C

om
m

unity-B
ased H

ealth C
are Project, led the

negotiations w
ith the local leaders. It w

as tough going. M
ost said that they did not w

ant to w
ork w

ith A
M

R
EF unless they w

ere
paid. “W

hen you kill a cow
 to eat you are the one w

ho m
ust be satisfied first. Then you give the tail and ears to the others,” they

explained. Sakw
a had m

any sleepless nights. 

The breakthrough cam
e in 1998 w

hen A
M

R
EF hooked into K

ibera's nascent m
ovem

ent of grassroots activism
. Tired of being left

to fend for them
selves, a group of dissatisfied residents had form

ed a com
m

unity-based organisation (C
B

O
) to im

prove their
living conditions. It w

as nam
ed M

radi ya A
fya M

singi na M
aendeleo

(M
R

A
M

M
A

) w
hich translates as G

rassroots H
ealth and

D
evelopm

ent Project. N
ext cam

e training in leadership, financial m
anagem

ent and group dynam
ics. The ones w

ho w
ere m

ost
receptive to this idea w

ere young adults under 30 years old. They saw
 the benefit to upgrading their neighbourhood and w

ere
w

illing to w
ork on a volunteer basis. 

A
M

R
EF's K

ibera initiative has spaw
ned health, w

ater, publicity, w
elfare and finance com

m
ittees w

hich in turn has generated a
better understanding of good governance am

ongst the generation w
ho w

ill be tom
orrow

's leaders. Today, arm
ed w

ith a
new

found sense of com
m

unity participation, they lead in activities such as clean-up cam
paigns, and A

ID
S aw

areness am
ongst

their peers. 

In 2000, the health centre opened for business in the Laini Saba section of K
ibera. It w

as once a shooting range (shaba) for the
N

ubian K
ing's A

frican R
ifle soldiers w

ho w
ere settled there after W

orld W
ar II and w

hose descendants live there to this day. For
a sm

all fee, A
M

R
EF's m

edical staff provided m
other and child health care, im

m
unisation, pre- and post-natal care, health

education and routine curative m
edicine. 

From
 the onset A

M
R

EF follow
ed standard governm

ent health centre procedures and kept officials inform
ed at every stage of the

project. It hoped to eventually hand over the health centre to the M
inistry of H

ealth just as had been done w
ith rural m

odels.
The tipping point cam

e w
hen the then M

inister for H
ealth, D

r Sam
 O

ngeri, officially inaugurated the health centre in 2002. N
ot

only w
as his attendance a tacit signal of support, the m

inister took note of the publicity the opening generated and the large
num

bers of people w
ho flocked through the doors as patients. That sam

e year the M
inistry of H

ealth agreed to staff the health
centre. D

rugs continued to be supplied by A
M

R
EF and w

ith m
oney raised from

 patient fees. Then in late 2006, the m
inistry

agreed to provide drug kits. A
M

R
EF's continuous dialogue had paid off. 

W
ith the health centre in place, A

M
R

EF asked M
R

A
M

M
A

 to be its partner in the construction of latrines and ablution blocks.
The response w

as enthusiastic. In K
ibera, hundreds of people are com

pelled to share the sam
e toilet, com

m
only a rickety and
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excrem
ent-caked pit latrine that discharges its effluent dow

n the banks of the N
airobi R

iver,
w

hich flow
s into the N

airobi D
am

. Pedestrians take zigzag courses along the alleys that separate
shacks to avoid faeces on the path. This indiscrim

inate w
aste disposal contam

inates w
ater

sources, w
hich in turn com

es full circle to the prevalence of w
ater-borne disease such as

cholera and diahorrea. 

“If you needed to go in the night, you crossed yourself and hoped for the best. O
r you did it

in a piece of paper and took it out in the m
orning,” explains Evanson G

itonga. 

People disposed of their foul parcels of night soil by flinging them
 onto their neighbours’

roofs. A
M

R
EF dubbed their latrine construction project “Stop Flying Toilets”. B

y prom
oting it

through the m
edia and staging events such as a 20-kilom

etre race led by som
e of Kenya's legendary track

stars, the cam
paign captured the public im

agination. C
om

panies and private individuals contributed generously to the
construction of the cem

ent-block latrines and ablution room
s. A

nd ranking Kenyan athletes such as G
eoffrey K

iprotich donated
their overseas w

innings. K
ibera residents contributed 30 per cent of the cost through their labour. A

t first there w
ere objections

that new
 latrines take up valuable space that could be used for a bedroom

. N
ow

 A
M

R
EF has m

ore requests for latrine
construction than it can handle. K

ibera residents are proud of their achievem
ent. The latrines are kept spotlessly clean.

A
t the sam

e tim
e A

M
R

EF and M
R

A
M

M
A

 launched a w
ater project.  Everyone should have at least 20 litres of clean w

ater a day,
but in K

ibera w
ater is rationed out at about 5 litres per fam

ily m
em

ber because the cost is so high. Landlords sell w
ater for a

price five tim
es that of w

ater in N
ew

 York w
here 50 litres goes dow

n the drain each tim
e a toilet is flushed.  

A
M

R
EF negotiated w

ith N
airobi C

ity C
ouncil to connect w

ith the w
ater supply that circum

vents the slum
. Then it installed w

ater
tanks regulated by tw

o m
ain m

etres. These w
ater points are m

anaged by M
R

A
M

M
A

 com
m

ittees w
ho are responsible for

m
anagem

ent, m
aintenance and paym

ent of C
ity C

ouncil bills. O
n occasion, m

anagers have run off w
ith the funds. W

hen this
happens, A

M
R

EF does not intervene but leaves it to the com
m

ittees to recoup the m
oney. They invariably do.

In 2003, A
M

R
EF started an A

RV
 (antiretroviral) program

m
e in collaboration w

ith the M
inistry of H

ealth and the U
S-based C

entres
for D

isease C
ontrol and Prevention (C

D
C

). In A
frica, national health guidelines usually require A

RV
s to be dispensed and

m
onitored by m

edical personnel. This w
as not possible in K

ibera w
here there are no doctors and few

 nurses. A
M

R
EF decided to

look for another w
ay. In consultation w

ith the M
inistry of H

ealth, it taught volunteer com
m

unity health w
orkers from

 the slum
how

 to m
onitor and care for people living w

ith A
ID

S and their fam
ilies. W

hile the health centre nurses distribute A
RV

s, the
volunteers provide counselling and hom

e-based care and m
onitor the health of those on the drug regim

en. The program
m

e's
services also include counselling and testing for H

IV
/A

ID
S and free treatm

ent for tuberculosis and other opportunistic infections
related to A

ID
S. 

Patients w
ere slow

 in com
ing forw

ard for treatm
ent because of stigm

a. W
om

en feared rejection by their husbands if they
discovered they w

ere positive. M
others ignored advice not to breastfeed their babies for fear that people w

ould com
m

ent. M
en

feared that neighbours w
ould point an accusing finger at them

 and question their m
orality. H

ow
ever, discrim

ination tow
ards
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• 88 per cent of diarrhoeal disease is

attributed to unsafe w
ater supply, and

inadequate sanitation and hygiene •

Im
proved sanitation reduces diarrhoea

m
orbidity by 32 per cent • H

ygiene

education and prom
otion of hand w

ashing

can lead to a reduction of diarrhoeal cases

by up to 45 per cent

- W
H

O
, 2004
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people living w
ith  H

IV
 is gradually being replaced by open dialogue on the subject, largely due to the efforts of the volunteer

com
m

unity health w
orkers. 

O
ne of the program

m
e's longest serving com

m
unity health w

orkers is G
eorge O

lali, w
ho has been living positively for ten years.

“W
hen they told m

e I w
as positive, I w

as shocked. In those days you autom
atically assum

ed your life had com
e to an end. I told

m
yself, this is a problem

 that can't be cured and I couldn't afford the drugs as then they cost about $100 a m
onth. I w

as very
depressed…

.. just w
aiting for death,” he says. Then G

eorge heard about the A
M

R
EF program

m
e and becam

e a client. “I w
eigh

75 kilos and m
y viral load is undetectable. I've been given a second life. I'm

 energetic, strong and healthy. Peace of m
ind m

akes
a big difference.”

G
eorge visits each of “his” neighbourhood fam

ilies once a w
eek. H

e also trains fam
ilies how

 to look after a fam
ily m

em
ber w

ho
has A

ID
S and, all too often, tuberculosis. C

om
m

unity health w
orkers such as G

eorge net the general public too at m
eetings in

churches and m
osques w

here they talk about w
ater, sanitation, hygiene and how

 to prevent H
IV

 infection. They attract audiences
of up to 1,000 people.

Em
ily, 19, and Enos, 39, a charcoal seller, are one of G

eorge's fam
ilies. B

oth tested positive in 2006 and are on antiretrovirals.
N

either w
as surprised by their results. Enos had lost his w

ife to A
ID

S the previous year. Em
ily, w

ho had drifted aw
ay from

 her
hom

e in K
isii after the death of her m

other, had already tested positive but w
as in denial. W

hen Em
ily fell pregnant by Enos, they

decided to get tested at the health centre. “Som
e people said that A

M
R

EF's testing w
asn't all that good because even if you w

ere
negative, they told you that you w

ere positive just so they can put you on drugs. B
ut w

e w
ent. W

e w
ere counselled for one and

a half hours before the test. W
ithout the counsellors, I don't think I'd be existing now

. They've given m
e know

ledge on how
 to

live w
ell. The guys at the health centre are great. They m

ake m
e feel secure,” says Enos. 

Thanks to the caring of people like G
eorge, there is an unusually high level of adherence to treatm

ent - 90 per cent - w
hich

exceeds the rate in som
e m

ore developed countries. H
ow

ever, the dynam
ics of a population w

here people m
igrate back to the

countryside or other slum
s m

akes it difficult to m
onitor adherence. This also holds true for com

m
unity health w

orkers. Training
is a continuous process to replace those w

ho have drifted to som
ew

here else. 

A
M

R
EF's partnership w

ith local com
m

unities to create a better life for A
fricans is central to its activities. A

M
R

EF hopes the K
ibera

experience of w
orking w

ith slum
 residents w

ill foreshadow
 a policy shift tow

ards the eradication of poverty
in A

frica's cities and tow
ns. “W

e w
ould like to see the governm

ent take over our w
ork in K

ibera
at som

e stage and use the m
odel in other slum

s such as M
athare V

alley. There's
great potential for replication of this m

odel throughout A
frica,” says M

ette
K

jaer, Kenya C
ountry D

irector for A
M

R
EF.

33

• A
M

R
EF has now

 been operational in K
ibera

for alm
ost 11 years  • The project reaches

97,000 residents • The health centre treats an

average of 1,700 patients a m
onth  • M

ore

than 1,000 patients are in the A
RV

 program
m

e

• 259 pit latrines and ablution units have been

built and m
anaged by A

M
R

EF and the

com
m

unity  • 45 w
ater tanks, each serving

300 households, have been erected
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W
hen nurses R

osem
ary Sanderson and

W
inifred 

“R
obbie” 

R
obinson 

brought
m

obile clinics to the w
oefully neglected

M
agadi D

ivision in 1966, the M
aasai

lifestyle had changed little over the past
century. It w

as not conducive to good
health. W

om
en travelled 30 kilom

etres or m
ore to fetch w

ater from
 contam

inated sources that w
ere shared w

ith their livestock
and w

ild anim
als. This w

as eked out sparingly for cooking and drinking. W
ater use did not include w

ashing. In fact, it w
as in

such short supply that children w
ashed their hands in cow

's urine before going to school.  

The nearest doctor w
as to be found at the hospital at Lake M

agadi. It w
as com

m
on to see a pregnant w

om
an setting off on foot

at daw
n w

ith a sick child strapped to her back. A
s the sun sailed high, her child's vom

it and diarrhoea m
ixed w

ith the sw
eat

trickling dow
n her spine. If all w

ent w
ell, she reached the hospital as the lake's silver and pink expanse refracted prism

s of
evening light. B

ut som
etim

es children died by the roadside.

The traditional M
aasai bom

a, a circle of loaf-shaped huts contained w
ithin an im

penetrable thorn-branch fence, is designed to
accom

m
odate their polygam

ous culture. Each w
ife shares her one-room

 hom
e w

ith her children and new
-born kids and calves.

This is w
here she prepares m

eals on an open hearth sandw
iched betw

een tw
o w

ide beds m
ade of w

oven boughs. The cooking
and sleeping arrangem

ents m
ake for a sm

oke-filled hut w
ith germ

-ridden earthen floors. 

M
aasai enjoy an alm

ost spiritual bonding w
ith their anim

als, and their cattle, goats and sheep and live am
ongst them

. The
livestock sleep inside the bom

a
in betw

een the huts to keep them
 safe from

 prow
ling lions and leopards. Their dung provides a

perfect breeding ground for flies as does the M
aasai habit of defecating in the open. 

The geographic profile of disease reflected the lack of know
ledge about health prevention. O

n the parched plains, w
here there

w
as little w

ater and perpetual sw
arm

s of flies, trachom
a w

as com
m

on. W
hile fifteen kilom

etres aw
ay at Entasopia, trachom

a w
as

absent but m
alaria w

as endem
ic. This village of farm

ers nestles at the foot of the R
ift V

alley's w
estern edge, pincered betw

een
rivers rising at the top of the N

gurum
an Escarpm

ent, ideal breeding grounds for m
osquitoes. V

illagers believed that m
alaria w

as

06/PH
A

SE
K

E
E

P
 IT

 C
L

E
A

N
 . . . K

E
E

P
 IT

 H
E

A
L

T
H

Y

The M
agadi D

ivision of Kenya's K
ajiado D

istrict is only a few
 hours’-

drive south from
 N

airobi yet it is another w
orld. H

ere, on the floor of
the R

ift V
alley, ancient geological turm

oil has thrust up volcanoes and
scattered ridges of lava rock across the arid plains. The vastness of
this sparsely populated landscape im

bues it w
ith a sense of freedom

.
It is an illusion. R

ainfall is sparse and w
ater sources few

 and far
betw

een. For the 28,000 pastoralist M
aasai w

ho live here, life has
alw

ays been hard.
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caused by eating the m
angoes and paw

 paw
s that grow

 there in abundance. Their flesh is the colour of the diarrhoea that
frequently accom

panies m
alaria. “You know

, m
edical people com

e. They do som
ething. They say nothing. They go, and w

e are
left in ignorance,” com

plained one of the m
obile clinic patients. 

R
osem

ary and R
obbie believed strongly in preventive health education and em

phasised the im
portance of hygiene w

herever they
w

ent, particularly in schools. C
hildren w

ere frequently absent from
 class because of ailm

ents such as diarrhoea and intestinal
w

orm
s that w

ere directly related to unsanitary habits. They started a School H
ealth Program

m
e in nine prim

ary schools.
H

ow
ever, their visits w

ere fleeting and the com
m

unities w
ere not actively involved. 

B
y the early 1980s it w

as clear there should be a policy change from
 com

m
unity-targeted education to com

m
unity-based

education. A
t the sam

e tim
e, it w

as recognised that m
obile clinics w

ere not cost-effective. A
M

R
EF needed a static base so that

it could deliver health services efficiently and, even m
ore im

portant, w
ork closely w

ith local com
m

unities to dem
onstrate and

teach good health practices. 
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There w
as m

uch com
petition from

 the various M
aasai clans to claim

 the honour of the location for this base. Entasopia w
as

chosen for its extrem
e isolation from

 services and its high rate of disease, particularly cholera and m
alaria. In 1985 A

M
R

EF built
a three-room

 dispensary consisting of a consulting room
, a treatm

ent room
 and a laboratory. 

C
onditions w

ere spartan. U
ntil an overseas visitor called Linda R

obb donated the m
oney to buy a sm

all diesel generator, the
dispensary had no pow

er. M
idnight deliveries of babies w

ere perform
ed by the light of a flickering string w

ick stuck into an old
cooking-fat tin filled w

ith kerosene. If the husband w
as not present, the night w

atchm
an put his arm

 round the door and adjusted
the angle of the beam

 according to the m
idw

ife's m
urm

ured instructions. 

The health centre w
as handed over to the M

inistry of H
ealth at its opening, but in 1992 it w

as returned to A
M

R
EF. O

ver the next
tw

elve years A
M

R
EF built an airstrip, an operating theatre, a large laboratory, an H

IV
/A

ID
S C

ounselling and Testing (C
T) centre

and an out-patient departm
ent. It is now

 back under the leadership of the M
inistry of H

ealth and run w
ith A

M
R

EF support. It is
the hub for health activities in the area.  

A
M

R
EF co-opted an advisory com

m
ittee from

 am
ongst the villagers in 1992 and conferred w

ith it on m
atters such as land

provision and user fees. This w
as form

alised into a registered N
G

O
 called the Entasopia C

om
m

unity D
evelopm

ent G
roup. A

decade later, the N
G

O
 w

as divorced from
 the health centre m

anagem
ent to concentrate on w

ider developm
ent issues in M

agadi
D

ivision. A
 new

 health centre m
anagem

ent com
m

ittee took its place. Its m
em

bers m
eet quarterly to discuss finances and how

to underw
rite the salaries of the com

m
unity-funded clinic staff. These staff m

em
bers, w

ho com
e from

 the area, include a
laboratory technician, a pharm

acist assistant, nightw
atchm

en and cleaners. 

“W
e know

 to use nets to keep m
osquitoes aw

ay and to use toilets instead of going into the bush. W
e have learned about A

ID
S

and how
 to cut the um

bilical cord w
ith a special knife instead of the one w

e use  for chopping vegetables. W
hen you train

m
others, you train the nation,” says com

m
ittee m

em
ber R

ehem
a A

bu R
eker.

A
M

R
EF partners w

ith the M
inistries of H

ealth, Education and W
ater D

evelopm
ent and other N

G
O

s w
orking in the area for a

holistic prom
otion of com

m
unity-based health. H

ow
ever, the key to sustainability lies in grassroots participation. N

o progress
occurs w

ithout w
inning over the m

inds and hearts of the people. If the project is going to w
ork, the people w

ho are going to
benefit from

 it need to be fully involved in the problem
s and their solutions. B

y 2000, A
M

R
EF w

as training M
aasai as volunteer

com
m

unity health w
orkers w

ho in turn could educate their fam
ilies and neighbours. 

“U
nless people understand w

hat w
e are doing and buy into innovation, w

e w
on't get anyw

here. There has to be a sense of
ow

nership or new
 ideas w

on't take hold,” says C
harles Leshore, the school health coordinator.

O
ne of the w

ays A
M

R
EF does this is to help villagers form

 health and w
ater com

m
ittees to ensure that w

hen old habits are
replaced by new

 ones, they are perpetuated. There is another agenda here too. In an im
portant break w

ith tradition, a large
proportion of volunteer com

m
unity health w

orkers and w
ater com

m
ittee m

em
bers are w

om
en. H

istorically w
om

en played no
part in deciding w

hat benefited their com
m

unity.  
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O
ne of M

agadi D
ivision's biggest problem

s is access to w
ater. Pipelines laid years back had fallen into disrepair as there w

as the
perception am

ongst the M
aasai that the pipes belonged “to som

eone else”. W
arriors w

ere som
e of the prim

e culprits. They
stabbed holes in the pipes w

ith their spears w
hen they w

ere thirsty. 

In due course, com
m

unities approached A
M

R
EF w

ith a w
ritten proposal for a w

ater supply. They w
ould volunteer the labour and

m
aintain the pipes and storage tanks, they said, if A

M
R

EF supplied the expertise and the m
aterials. Today M

agadi D
istrict villages

and bom
as

are linked to a system
 of gravity-fed w

ater piped from
 rivers that rise at the top of the N

gurum
an Escarpm

ent.
W

henever a tap is opened for the first tim
e and w

ater trickles out, it brings tears to the assem
bled onlookers' eyes.

“A
M

R
EF visitors are not like other people w

ho take photographs and ask questions and go aw
ay. They do w

hat they prom
ise. W

e
used to suffer extrem

e hardship. N
ow

 w
e can do our farm

ing and look after our cattle w
ithout being sick,” says Lem

anyi
Lem

unge, a m
em

ber of the Entasopia w
ater com

m
ittee.

O
ne of the biggest killers of A

frican children aged five and under is diarrhoea. The incidence of this can be greatly reduced w
hen

there is access to safe w
ater and personal cleanliness becom

es possible. In 1995, the W
orld H

ealth O
rganisation launched a

global cam
paign to im

prove the health of com
m

unities by
educating school children and their teachers in good
hygiene. A

M
R

EF recognised the potential of this initiative
and joined in partnership w

ith G
laxoSm

ithK
line and the

m
inistries of health and education to introduce PH

A
SE to

Kenya. 
Personal 

H
ygiene 

and 
Sanitation 

Education 
is

based 
on 

three 
basic 

principles 
to 

keep 
germ

s 
and

infection 
at 

bay. 
W

ash 
your 

hands. 
U

se 
safe,

uncontam
inated w

ater. G
o to the toilet in a clean latrine. 

PH
A

SE targets prim
ary schools as the pre-teen years are

w
hen children are m

ost receptive to developing good
habits. Schools participating in PH

A
SE create health clubs

w
here pupils give expression to their im

agination through
art.  They com

pose songs and poem
s and choreograph

dances 
w

hich 
are 

staged 
at 

com
m

unity 
level 

and 
at

national health club com
petitions. C

lassroom
 w

alls and
latrine blocks are em

blazoned w
ith graphics, w

itty w
all

art illustrating safe hygiene practices. C
hildren at open-air

schools draw
 on trees and stones.

“W
e use coherent, sim

ple m
essages and repeat them

often. The reason they stick is because the children are
totally involved,” says C

harles Leshore. 
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PH
A

SE started in 1998 w
ith a pilot study in four

schools in W
estern Kenya. It w

orked so w
ell that it w

as
scaled up over the next tw

o years to cover 247 schools
in the R

ift V
alley, N

yanza and W
estern Provinces. The

PH
A

SE m
odel has since been adopted by the M

inistry
of H

ealth and replicated across all schools in the
country. Today, 100,000 Kenyan children betw

een the
ages of six to thirteen learn about hygiene through
PH

A
SE. The project has m

ade a noticeable difference
to the overall health of not only students but their
fam

ilies. A
nd the children's exam

 perform
ance has

im
proved rem

arkably now
 that they no longer fall sick.   

Integral 
to 

PH
A

SE 
is 

the 
“leaky 

tin” 
m

ethod 
for

w
ashing faces and hands. It is not a new

 idea. A
M

R
EF

has been prom
oting it since the 1960s. It consists of a

sm
all container hanging from

 a tree w
hich can be

filled w
ith w

ater  that trickles out of a hole in the
bottom

 w
hen a stopper is rem

oved.  It costs nothing,
conserves w

ater and is m
ade from

 recycled m
aterial.

W
ith 

the 
introduction 

of 
PH

A
SE, 

this 
ingenious

invention cam
e into its ow

n. C
hildren w

ere show
n

how
 to m

ake and use a leaky tin and told to
“install” 

one 
at 

hom
e. 

Today,
bom

as
across 

the
plains have a used plastic cooking-fat container hanging from

 a tree, next to w
ater

tanks and by the door of toilets. There is a pinprick hole at the base
plugged w

ith an acacia thorn. Take out the thorn and w
ater

com
es out drop by precious drop. Just a 500-gram

 containerful of
w

ater can provide a fam
ily of six w

ith clean, safe w
ater for a day,

preventing diseases such as diarrhoea and trachom
a. 

PH
A

SE has been replicated by G
laxoSm

ithK
line and other partners

in Peru, Tajikistan, M
exico, N

icaragua and B
angladesh.  The success

of PH
A

SE in Kenya led A
M

R
EF to replicate the PH

A
SE approach in

U
ganda, again in partnership w

ith G
laxoSm

ithK
line in collaboration

w
ith the m

inistries of education, sports and health. The pilot project is
being im

plem
ented in Soroti D

istrict in all sub-counties. It reaches
300,000 people through schools and radio.
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• O
nly 62 per cent of A

fricans have access to safe w
ater and

60 per cent have access to adequate sanitation  • 1.7

m
illion deaths could also be avoided each year by providing

access to safe drinking w
ater, sanitation and hygiene • In

2002, diarrhoeal diseases and m
alaria accounted for 1.8 and

1.3 m
illion deaths respectively. These w

ere alm
ost entirely

children under 5 years of age • D
iarrhoea rem

ains the

leading cause of death from
 w

ater-related diseases in

children. In developing countries it accounts for 21 per cent

of all deaths in children under 5 • M
alaria causes illness in

about 400 m
illion people every year
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Flies are the m
ain m

eans of transm
ission but trachom

a can also be contracted from
unw

ashed hands, dirty pieces of clothing that are used to w
ipe faces and by sharing

unclean w
ater. The highest incidence of trachom

a occurs am
ongst four-to-six-year-

olds and the m
others w

ho care for them
. 

Even though trachom
a w

as a public health problem
 that affected eighteen districts

in 
Kenya, 

it 
had 

alw
ays 

been 
relegated 

to 
being 

just 
another 

of 
the 

m
any

com
ponents 

of 
prim

ary 
health 

care. 
A

M
R

EF 
recognised 

a 
specific 

integrated
program

m
e w

as called for if it w
as to be brought under control. In 1997 A

M
R

EF
initiated the Trachom

a C
ontrol Project in M

agadi D
ivision using the W

orld H
ealth

O
rganisation's SA

FE protocol. Surgery for advanced cases at risk of going blind.
A

ntibiotics 
to 

treat 
infection. 

Face-w
ashing 

to 
stop 

contam
ination. 

A
nd

Environm
ental im

provem
ent of hom

esteads. 

The project w
ould never have succeeded w

ithout its volunteer trachom
a m

onitors
and com

m
unity health m

otivators. To date, A
M

R
EF has trained sixteen local M

aasai
as m

onitors and 500 health m
otivators in the prevention, diagnosis and treatm

ent of
trachom

a. They also know
 w

hen to refer advanced cases to the Entasopia H
ealth C

entre for surgery. Four out of five health
m

otivators are w
om

en w
hile m

ost m
onitors are m

en. The m
onitors are paid a basic stipend to bicycle round the villages and

hom
esteads of M

agadi D
ivision and to keep a record of their findings. Initially, there found m

any surgical cases. N
ow

 they are
rare. 

Jerem
iah Sankaire w

as one of the first m
onitors to be trained. H

e is in charge of training other m
onitors and is acknow

ledged as
the trachom

a guru of M
agadi. B

efore setting off on his rounds, Jerem
iah sheds his trousers and shirt and dons an orange and

w
hite lesso knotted toga fashion at the shoulder. Jerem

iah calls it “putting on the orange”. Thus transform
ed, he is ready to

evangelise SA
FE.

Jerem
iah's first stop is an im

pressive bom
a

situated not far from
 a grove of acacia thorn trees. Its size and the sleek herds of cattle

grazing in the distance speak of w
ealth. So does the low

 hut halfw
ay betw

een the bom
a entrance and the trees. It is w

here the
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A
s recently as ten years ago, m

ore
than a quarter of the population
of M

agadi D
ivision w

as suffering
from

 trachom
a, a disease that is

caused by a highly contagious
bacteria that inflam

es the inner
upper eyelid and turns it inw

ard.
It is the w

orld's second leading
cause of blindness after cataracts.
The eyelashes scratch the cornea.
If left untreated, this leads to
scarring and blindness. A

 sim
ple

fifteen-m
inute surgical procedure

can reverse blinding trachom
a.
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m
zee

holds court during the day. Jerem
iah refers to it as “State H

ouse”. M
zee, a term

 of respect for an elder, lives here w
ith his

three w
ives, his son, his son's tw

o w
ives and their m

any children. 

It is clear that the fam
ily has been busy m

aking im
provem

ents to their hom
estead. There is a tank w

ith a spigot that can be
opened and shut to draw

 rainw
ater for cooking, drinking and w

ashing faces and hands. The huts are ventilated w
ith glassless

w
indow

s. The kitchens are in separate buildings. The hearths are covered w
ith hoods of ham

m
ered tin attached to chim

ney pipes
to allow

 the sm
oke to escape through the roof. There is no chainsaw

 buzz of flies.

Jerem
iah bypasses State H

ouse and enters the bom
a. The w

ives gather round. They are lissom
e and ablaze w

ith beaded jew
elry.

The eldest w
om

an, M
zee's first w

ife, is the bom
a's com

m
unity health m

otivator. H
er other role is to teach fam

ily, friends and
neighbours about good hygiene practices. A

 necklace of red, w
hite and blue beads hangs from

 her neck. This is her register that
enables her to keep track of her w

ork. 

M
any of the elder generation, particularly the w

om
en, have not gone to school. W

ith this in m
ind, A

M
R

EF gives the com
m

unity
health m

otivators beads to record num
bers. The red beads sym

bolise trachom
a patients. The blue beads represent those w

ho have
been checked for trachom

a and are healthy. The w
hite are for absentee fam

ily m
em

bers w
ho have not yet been exam

ined
because they are at school or have taken the cattle to distant pastures. 

Sim
ilarly, educational m

essages are visual. Jerem
iah's lesso is a storyboard of pictures illustrating the m

antra of trachom
a

prevention. S for surgery depicts a child guiding a w
om

an by a stick tow
ards a doctor. A

 seated w
om

an squeezing ointm
ent into

a child's eye is A
 for antibiotic. Tw

o w
om

en stand beneath a leaky tin hanging from
 a tree. F for face w

ashing. A
nd finally, E for

environm
ental im

provem
ent - a rain tank, toilet and separate enclosure for the livestock.  M

aibooi em
odoki  enkoe. Let's prevent

blindness caused by trachom
a. The lesso

w
as designed by M

aasai w
om

en.

M
any M

aasai are still sem
i-nom

adic. A
M

R
EF's long experience has show

n that sensitivity to attitudes and circum
stances m

ust
be taken into account to achieve objectives. For instance, A

M
R

EF provides fam
ilies w

ith plastic 1,000-litre tanks that can be
easily transported on the back of a donkey. Today these black tanks are so popular that they are included in dow

ries. C
ultural

assim
ilation has taken place. 

Persuading people to use toilets continues to be a challenge. A
s an incentive for their construction, A

M
R

EF pays for the hardw
are

m
aterials and asks fam

ilies to provide local m
aterials and the labour. B

ut a sense of ow
nership has yet to be instilled. They are

referred to as M
inistry of H

ealth toilets and are abandoned w
hen fam

ilies m
igrate.

The path to preventive health care is strew
n w

ith pitfalls as Jerem
iah is about to discover.

Jerem
iah sits on a w

ooden stool and another is placed in front of him
. Silence falls on the open-air consulting room

. A
 22-year-

old w
om

an, the youngest of the w
ives, and her three sons are the first to be exam

ined. H
er eldest son is four or perhaps five.

She casually touches his shoulder and he steps forw
ard. Jerem

iah tilts the boy's head tow
ards the sky and w

ith expert hands
inverts his eyelid to check for ingrow

n eyelash follicles. There are m
ore than five, w

hich signals trachom
a. Jerem

iah produces a
tube of tetracycline and gives a dem

onstration of how
 to adm

inister the drug by squeezing the ointm
ent into the boy's eye. 
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The next boy, a toddler of tw
o, is prodded forw

ard. H
is eyes are pus-filled and there is a tell-tale sw

elling and inflam
m

ation of
the upper eyelids. H

e has stage tw
o trachom

a infection. Jerem
iah exam

ines the third boy, w
ho is still young enough to be carried

on his m
other's back, and finally the m

other. They too have trachom
a. The w

om
an m

ust have had the disease for several years
as her cornea bear the w

hite scarring of stage four. She w
ill have to go to the Entasopia H

ealth C
entre for surgery.

“W
hat's the problem

?” Jerem
iah enquires, “There's no reason w

hy your children should go blind. W
hen you don't w

ash, it
attracts the flies. That's how

 you get the disease.” The boys' m
other stares at him

 and says nothing. It is forbidden for a young
w

om
an to engage in conversation w

ith a strange m
an. 

Em
boldened by the calam

ity of four diagnosed trachom
a cases, the first w

ife launches into an explanation laden w
ith excuses.

“I ask them
 if they are w

ashing, and they say yes. B
ut in fact, they don't bother. They're hard headed and don't listen.”

“W
hy should w

e listen to her?” harrum
phs another w

ife, “W
e should have been sent for training too.”

“You are privileged that at least som
eone from

 your hom
e w

as sent. There are hom
es w

here no one w
as sent,” says Jerem

iah as
he rises to his feet. U

sing his lesso
as a textbook, he launches into an explanation of how

 to prevent and treat infection.  Then,
the lecture over, Jerem

iah asks w
hy there is no toilet. 

The first w
ife shrugs. “M

zee
has already supported m

e w
ith these im

provem
ents for our houses. N

ow
 he's building a house for

him
self. I can't ask him

 for m
ore m

oney to build a toilet.” 

H
er reasoning exposes a flaw

. W
ives are in charge of their fam

ily's health, but their husbands m
ake the decisions. W

om
en health

m
otivators are in the invidious position of being charged w

ith responsibility w
ithout the authority to back up their actions. 

“M
en m

ust give the okay before anything happens. The younger generation in their tw
enties is changing this. They have had

exposure to other social system
s through school and at the cattle m

arkets in tow
ns,” says Francis D

ikir, w
ho runs the K

ajiado
Trachom

a Project, “W
e use a consultative process to introduce new

 ideas. First w
e ask people w

hat they think they need m
ost.

Then w
e do an analysis and assessm

ent of the problem
s. A

fter establishing the m
ethodology of the trachom

a project, w
e

inform
ed the com

m
unity leaders about it through the M

agadi Stakeholders' Forum
. Then w

e educated the m
en - and the w

om
en

too - at chiefs’ m
eetings.”

M
ette K

jaer, the head of A
M

R
EF's Kenya country office, feels that despite this, there is a gender disparity. “W

e haven't taken the
gender analysis seriously enough. W

e've focused too m
uch on the w

om
en. U

nless w
e get the m

en interested in preventive health
m

easures, w
e w

on't see any m
eaningful changes.” 

Jerem
iah decides to pay a visit to M

zee
in 'State H

ouse'. The conversation opens slow
ly and w

ith ritual courtesy then Jerem
iah

gets dow
n to business. “I have just been in your house. It's very beautiful w

ith its w
indow

s and chim
ney,” he says, “B

ut I see you
have no toilet. It's im

portant for everyone's health. D
id you know

 you have trachom
a here?” 
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M
zee

dism
isses this inform

ation w
ith a shrug.

“W
ell, there's a leaky tin and w

ater nearby. It's
the w

om
en's fault for not teaching their children

to w
ash. A

nyw
ay, I can't afford it.”

“It doesn't cost a lot to build. W
e provide the

cem
ent and the w

eld m
esh for the slab. You just

have to dig the hole. It's not a bad offer!” says
Jerem

iah, taking up the challenge.

M
zee

contem
plates this proposition. “W

ell, w
hy

not? I'll put som
e effort into it.” H

e underlines his
decision w

ith a nod of the head and adds, “This
has been a good discussion.” It looks as if a deal
has been struck.

Jerem
iah retraces his footsteps to find the first

w
ife. “I've spoken to M

zee. H
e's agreed to build

a toilet.”

There is a long pause. Then she says firm
ly, “I

don't w
ant a toilet. If the children see m

e w
alking

out to that little building, they'll know
 w

hat I'm
going to do inside it.”

The sun is at its zenith. It has been a long and hot
m

orning nuanced w
ith cultural prohibition and

reticence. Jerem
iah decides to call it a day. “I'll

com
e 

and 
see 

you 
again 

in 
a 

few
 

w
eeks.

M
eanw

hile, think about it.”

D
espite this setback, Jerem

iah is not discouraged.
Statistics speaks for them

selves. 

Since the project's inception, the prevalence rate
of active and blinding trachom

a has fallen to
under 10 per cent and 1 per cent respectively in
the project area. This m

eans that trachom
a in

M
agadi D

ivision has been brought under control
as per the recom

m
ended W

H
O

 guidelines.
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H
ow

ever, trachom
a still poses a m

ajor public health problem
 for the rest of K

ajiado D
istrict. O

ver the next four years A
M

R
EF

w
ill scale up its trachom

a program
m

e to cover the district's entire population of nearly half a m
illion. This tim

e round the target
is the eradication of blinding trachom

a, thanks to the m
ultinational drug com

pany Pfizer, a long-tim
e supporter of A

M
R

EF
activities. 

W
orking in conjunction w

ith the N
ew

 York-based International Trachom
a Initiative, an N

G
O

 m
andated by W

H
O

 to
regulate trachom

a activities globally, A
M

R
EF plans to adm

inister Pfizer's trachom
a drug A

zithrom
ycin to

everyone 
in 

the 
district 

from
 

the 
age 

of 
six 

m
onths 

upw
ards. 

B
y 

treating 
everybody,

irrespective of w
hether or not they are infected, A

M
R

EF and its partners w
ill bring

trachom
a under control. U

sing the K
ajiado blueprint as a tem

plate, A
M

R
EF plans to scale

up its trachom
a activities into Sam

buru and Laikipia D
istricts as w

ell. A
nd the lessons

learned in K
ajiado D

istrict w
ill have relevance for other countries battling to control

trachom
a. 

“A
M

R
EF is like a good pupil,” says C

harles Leshore, a nurse w
ho w

orks at the Entasopia
H

ealth C
entre, “It learns as it goes.”
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• Trachom
a Is the num

ber one infectious

cause of blindness, afflicting 5.9 m
illion

people every year  • A
M

R
EF has run a

trachom
a control program

m
e since 1985

• It only costs $10 per person per year to

prevent and treat  • 800 C
om

m
unity

H
ealth W

orkers have been trained in

M
agadi, Kenya
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M
ary w

ill soon be 50 and has been nursing for 21 years. N
early

90 per cent of Kenya's nurses are people like M
ary, w

ho is an
enrolled nurse. In hospitals such as G

atundu they carry out the
hands-on patient care of giving injections, adm

inistering drugs,
dressing w

ounds and em
ptying bedpans. They are the vital staff

w
ithout w

hom
 a hospital cannot function.

G
atundu H

ospital has the w
ell-w

orn air of a place rooted in its
surroundings. It needs a lick of paint here and there. The signs in

K
ikuyu and English are foxed w

ith age. R
oofed w

alkw
ays connect recent and less recent annexes to its core structure of w

ards
and offices. A

 drip line rattles against its m
etal stand as a nurse adjusts the saline bottle. R

elatives stand round a m
etal-fram

e bed
and talk to each other in m

uted voices over the skeletal fram
e of the m

an w
ho lies on the thin m

attress. A
n orderly pushes an

em
pty patient trolley in front of him

 and it rattles as it passes over an uneven section of the floor. W
ith an alm

ost full occupancy
rate for its 107 beds, G

atundu is alw
ays busy. It accepts surgical, m

edical, paediatric and m
aternity cases, but for som

e years
now

 half the patients w
ho are adm

itted com
e w

ith A
ID

S-related illnesses.  It is a typical hospital save for one feature. Tw
enty-

five of Kenya's first intake of e-learning nursing students are here. M
ary is one of them

. 

Today finds M
ary isolated from

 the hustle and bustle in a sm
all room

 in one of the annexes. She sits before a com
puter that bears

the stam
p “donated by A

M
R

EF/N
C

K
/A

ccenture” on its m
onitor. It is one of several lined up in a row

 on a long w
ooden table.

H
er concentration is fierce as she transcribes from

 the screen into a black ledger-type notebook. M
ary has done certificate-level

basic nursing. She is taking advantage of the free tim
e afforded by her annual leave to study for the diplom

a that w
ill upgrade

her qualifications to that of registered nurse. 

08/K
N

O
W

LED
G

E
R

A
IS
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H
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E
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H
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O
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R

A
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G

Every w
orking day starts for M

ary W
am

bui
M

ucheru in the grey light of daw
n as she

prepares breakfast for her four children and her
husband, w

ho is unem
ployed. O

nce the fam
ily is

fed, she m
akes her w

ay to the side of the road to
join a queue of others w

aiting for a m
atatu taxi.

H
er com

m
ute takes her through green coffee

plantations and m
eadow

s of rich grass
punctuated by the occasional red blaze of a
flam

e tree. This gently rolling land lies beyond
the northern reaches of N

airobi off the tw
o-lane

highw
ay that leads to M

t Kenya. It w
as the hom

e
of Kenya's founding president Jom

o Kenyatta,
and his house is not far from

 G
atundu H

ospital
w

here M
ary w

orks. 
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N
ew

 technology, m
ould-breaking research and em

erging diseases m
ake for constantly changing dynam

ics in the m
edical w

orld.
N

urses' close relationship w
ith patients gives them

 a pivotal role in changing the context of health care. W
hen M

ary graduates
at the end of the course, she m

ay still be w
orking in the w

ards, but she w
ill be up to date on the latest m

edical developm
ents

and w
ell placed to incorporate them

 into her w
orking day.

The expansion of M
ary's education is a result of a m

ajor reform
 in Kenya's health sector policy. In 2001 the M

inistry of H
ealth

com
m

itted to upgrading its 22,000-strong body of enrolled nurses to registered nurses. This job fell to the N
ursing C

ouncil of
Kenya, the institution responsible for ensuring that training conform

s to prevailing international standards. It w
as a daunting task

w
ith no precedent that could be used as a blueprint. The existing m

edical training schools and hospitals fell far short of the
capacity to absorb such a large body of students. If the N

ursing C
ouncil resorted to sending everyone back to school in the

traditional sense, it w
ould take a century before the qualifications of Kenya's nurses m

et the international benchm
ark. 

There w
as another problem

 too. Less than 10 per cent of Kenya's health w
orkers are doctors. N

urses are the backbone of the
health system

. W
ith the exception of the m

ost com
plicated cases, they do m

ost things a G
P w

ould do in Europe or the U
nited

States - and m
ore. N

urses are the first - and often only - m
edical professional a patient sees. They run dispensaries and clinics in

the rem
ote villages, dow

n-at-heel urban neighbourhoods and m
arket tow

ns, often single-handedly. Their daily routine covers the
gam

ut of health service delivery from
 the curative - diagnosis and treatm

ent - to preventive-health education on w
ater,

environm
ent and safe sexual behaviour. A

 day can start w
ith a jab in the arm

 for anaem
ia and end w

ith an em
ergency caesarean-

section that night. In short, nurses are indispensable. Even if educational facilities had the capacity to receive them
 en m

asse for
training, doing so w

ould bring the health services to a standstill. There had to be another w
ay. 

The N
ursing C

ouncil arrived at a solution that is a departure from
 the conventional residential form

at for education. It decided
to send the curriculum

 to the students instead of ferrying the nurses to seats of learning. Long-distance learning is ideal as it is
not tied to schedules and geography. It can be done anyw

here at any tim
e, w

hich leaves nurses free to stay in their w
orkplace

and study in their spare tim
e at their ow

n pace. The concept required an organisation that had experience in developing distance-
learning curricula and the expertise to im

plem
ent it. W

hen the N
ursing C

ouncil asked A
M

R
EF for assistance, they had com

e to
the right place. Training and education, particularly for those w

ho w
ork in rem

ote areas, is one of the cornerstones of the A
M

R
EF

m
ission. 

A
M

R
EF's involvem

ent w
ith health education is alm

ost as old as the organisation. The H
ealth Education U

nit started in 1962 w
ith

w
hat w

as an innovative concept at the tim
e: training villagers to talk to their neighbours on health education. B

y the early 1970s,
A

M
R

EF w
as training health w

orkers on-site in rural areas as w
ell.  

In 1987 A
M

R
EF started a one-year D

iplom
a in C

om
m

unity H
ealth C

ourse to upgrade the skills of clinical officers, public health
officers and nurses. The course also attracts doctors and N

G
O

 staff. The course is designed in consultation w
ith health personnel

from
 com

m
unity level up in order to deal w

ith A
frican problem

s in an A
frican context. Topics include understanding real

com
m

unity based health care, m
anagem

ent of disease, sanitation and the im
portance of training and m

anaging initiatives like
w

ater com
m

ittees. It is a highly practical course. 455 students from
 35 A

frican countries have graduated over the past tw
enty

years. 
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“O
nce they get back to the w

orkplace, they are an exam
ple for others. W

e believe the health service has im
proved w

herever our
graduates are to be found,” says Josephat N

yagero, R
esearch C

oordinator in the D
irectorate of Learning System

s.

A
M

R
EF has published m

ore than 50 health learning m
aterials and m

anuals. They are used in training schools all over A
frica and

public health schools in Europe and the U
nited States as w

ell. The m
anuals are used as textbooks for m

any of A
M

R
EF's

C
ontinuous Professional D

evelopm
ent courses, w

hich are designed to expand and refresh health w
orkers' know

ledge in different
fields of m

edicine. The courses cover about tw
elve topics w

hich range from
 com

m
unicable diseases, child health and

im
m

unisation to m
ental health and obstetrics. 

These courses can be done by correspondence as w
ell as at A

M
R

EF's N
airobi headquarters. Paperw

ork used to be delivered and
returned by m

ail or, if the postal system
 w

as interm
ittent or non-existent, by vehicles that clattered over dusty roads. Em

ail is now
com

m
only used w

here possible. M
ore than 9,000 students have enrolled over the past 26 years. M

any of them
 save for years in

order to do so. O
thers are sponsored by organisations such as A

M
R

EF. Last year only one third of the students w
ho took short

courses w
ere governm

ent-sponsored.

“Training is one of A
M

R
EF's m

ajor thrusts. W
e recognised a long tim

e ago that you can have all the im
m

unisation doses and
essential drugs you need, but unless you have people qualified to handle them

, you w
on't achieve anything,” says Peter

N
gatia, D

irector of Learning System
s.

In 2004 A
M

R
EF began developing a curriculum

 to upgrade nurses using their
paper-based distance-learning m

odel. Then in the follow
ing year, help cam

e
from

 a generous donor that w
as to change the concept of the program

m
e

radically. A
ccenture is a global m

anagem
ent consulting and technology service

com
pany. It pledged nearly $3 m

illion in funds and technical assistance to
convert the printed course m

aterials into an electronic version. This m
eant that

students 
w

ould 
be 

able 
to 

study 
on 

com
puters 

and 
access 

the 
internet 

for
additional research m

aterial. A
M

R
EF and the N

ursing C
ouncil are happy w

ith the
w

ay program
m

e w
orks. Thanks to the learning flexibility afforded by com

puters, the
course can be accom

plished in one year instead of tw
o. A

nd the provision of
com

puters that can be shared by several nurses is m
uch cheaper than printing a

textbook for every student.  

“It's m
aking a real difference to an im

portant cause. W
e're proud to be able to

contribute such a pow
erful com

bination of technology, expertise and financial support,” says Jill H
untley, A

ccenture's D
irector

of C
orporate C

itizenship.

The course is broken dow
n into four m

odules containing text am
ply illustrated w

ith graphics and photographs. These visual
dem

onstrations of how
 to put m

ethod into practice are not available in the old textbooks. The program
m

e team
 is considering

adding video-based procedures and audio-visual tutorials as w
ell. Students can gauge their com

prehension as they proceed by
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• So far 25 students, a total of 350 from

28 countries, take the diplom
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EF pioneered the use of

distance education in East A
frica in the

1980s • 22,000 nurses w
ill be

upgraded
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doing 
the 

quizzes 
that 

are 
em

bedded 
throughout. 

The
softw

are is designed in such a w
ay that students cannot

continue to the next course unit until they have successfully
com

pleted the exam
s set during, in the m

iddle and at the
com

pletion of each m
odule. M

entors say that the benefits can
already be seen. The nurses' w

ork ethic and the w
ay they care

for patients visibly im
proves w

hile they are taking the course.

E-learning is yielding a subtle bonus as w
ell. It is changing the

learning culture in A
frica. Starting in prim

ary school, students
copy verbatim

 into their notebooks w
hatever the teachers

w
rite on the blackboard. The e-students still tend to copy

directly from
 the screen, but they are gradually discarding the

old-school style of learning by rote. Their new
found ability to

sw
itch back and forth from

 one topic to another w
ith the click

of 
a 

m
ouse 

has 
im

proved 
their 

cognitive 
functions 

and
encouraged independent thinking. A

nd, of course, e-learning
is introducing the nurses, m

ost of w
hom

 had never used a
com

puter before, into the exciting dom
ain of inform

ation
technology. 

“A
t first I thought I w

ould never learn to use a com
puter, but

I told m
yself I m

ust push and try for a better w
ay of life,” says

M
ary, 

“I've 
discovered 

that 
learning 

this 
w

ay 
is 

m
ore

convenient and m
uch easier to understand. I'm

 going to buy
a com

puter for m
y children.”

N
urses share com

puters during their lunch hours or before and after w
ork. C

oncurrent w
ith this they do a clinical attachm

ent at
an approved hospital under the tutelage of a m

entor, w
ho supervises their studies as w

ell as their practical experience. They sit
w

ritten exam
s at one of the 22 training schools that have incorporated the e-learning program

m
e into their syllabuses. 

“E-learning is one of those breakthrough innovations that A
M

R
EF has alw

ays used. W
e look beyond the accepted to see w

hat
can w

ork better in term
s of training health w

orkers,” says Peter N
gatia. “A

M
R

EF has set it up w
ith a view

 to sustainability. A
ll the

student fees go directly to the schools. In three or four years the training schools w
ill be self-financing.”

So far com
puters, softw

are and printers have been installed across Kenya in 75 hospital and school-based training centres such
as G

atundu H
ospital. In the w

ake of a successful pilot project, m
ore than 140 nurses enrolled for the first diplom

a course in
M

arch 2006. This num
ber grew

 to m
ore than 1,200 students a year later. The project w

ill continue to expand until every enrolled
nurse has becom

e a registered one. 
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“N
urses w

ork really hard. W
e w

ant their w
orth to be recognised. U

pgrading them
 opens up opportunities to advance their

careers. The sky's the lim
it for us. The next step is to take diplom

a nurses to degree level. I know
 w

e can do it - together w
ith

A
M

R
EF - because w

e have m
et the challenges of setting up this course and m

ade it w
ork. I can see us going very far,” says

Elizabeth O
yw

er, R
egistrar for the N

ursing C
ouncil of Kenya. 

The e-learning program
m

e has created a tem
plate for future replication in other geographic areas and other fields. For

instance, it could be applied to the training of com
m

unity health w
orkers in rem

ote areas. C
om

puter-based learning could
also be incorporated into the three-year course for clinical officers at the M

aridi N
ational H

ealth Training Institute in
Southern Sudan. 

A
M

R
EF believes in developing health system

s regardless of w
hether there is w

ar or peace w
hich is w

hy it chose to get involved
in training Southern Sudanese health personnel at the height of a civil w

ar. H
ostilities betw

een the K
hartoum

-based governm
ent

arm
y and southern m

ilitias, the largest of w
hich w

as the Sudanese People's Liberation A
rm

y (SPLA
), had been ongoing since

Sudan's independence in 1956. The fighting had dism
antled social and civil structures. There w

as w
idespread illiteracy and

extrem
e poverty. H

unger and disease w
ere rife. H

ealth facilities and schools had been destroyed. 

Southern Sudan, a region the size of Kenya, Tanania, U
ganda, R

w
anda and B

urundi com
bined, had no piped w

ater, no tarm
ac

roads, not a single telephone. In those days, w
ith no drugs available either, health w

orkers w
ashed and bandaged soldiers' bullet

w
ounds and sent them

 on their w
ay. In 2004 the C

om
prehensive Peace A

greem
ent created an opportunity to rebuild Southern

Sudan. 

The M
aridi N

ational H
ealth Institute w

as started w
ith funding from

 A
M

R
EF in 1998 w

hen the fighting still raged. A
M

R
EF and its

partner N
G

O
s chose M

aridi for three reasons. It w
as relatively safe. The M

aridi C
ounty H

ospital w
as there w

here students could
do their practical training. There w

as also a standing building w
hich could house the school - the dilapidated form

er Institute of
Interm

ediate Education. 

C
linical officers, form

erly know
n as m

edical assistants, have been described as the 'doctors' of A
frica.  They diagnose and treat

illness, perform
 surgery, and educate com

m
unities. The three-year course in public health care, nursing care and surgical

procedures covers everything from
 anatom

y, orthopaedics and pathology to pharm
acology, gynaecology and psychiatry.

A
s a result, the num

ber of people w
ho are correctly diagnosed and treated successfully has increased. 

A
s a result of the w

ar, m
ost of the first intake of students had not been able to

com
plete secondary school.  D

espite this setback, to date 130 students have
graduated from

 the M
aridi Institute. They com

prise alm
ost 60 per cent of all the

clinical officers w
orking in Southern Sudan. This feat has been achieved under

enorm
ous constraints such as the acute shortage of hum

an resources and the
alm

ost 
non-existent 

infrastructure. Training 
health 

personnel 
rem

ains 
key 

to
rehabilitating the health sector. There are only 39 doctors and 170 clinical officers
for a population of 9.7 m

illion. 51

M
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R
ID
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The school accom

m
odates

96 students at any one tim
e  • M

aridi

is the only institution for clinical

officers in Southern Sudan  • In 2001

the school saw
 its first 17 diplom

a

students graduate  • B
y 2006, 130

students had graduated, accounting for

over half of all the clinical officers in

Southern Sudan
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The traditional healers are here for a lesson on
tuberculosis control. They are part of a group of 80
sangom

as
taking part in a project run by A

M
R

EF in
South 

A
frica 

to 
equip 

traditional 
healers 

w
ith

counselling skills and a w
ide range of expertise

related to H
IV

/A
ID

S, STIs and TB
 prevention and

care. 
This 

revolutionary 
project 

is 
integrating

indigenous healing system
s w

ith W
estern m

edical
approaches.

This is a replication of a project involving traditional healers that w
as initiated in Standerton, M

pum
alanga Province, w

hich lies
north of K

w
aZ

ulu N
atal. In 1997 a group of traditional healers in M

pum
alanga had approached Standerton H

ospital for training
in H

IV
/A

ID
S as they felt they w

ere not able to treat the illnesses that clients presented them
 w

ith. The hospital itself w
as struggling

to address the needs of patients w
ho w

ere H
IV

 positive.  A
 hom

e-based care group based at the hospital w
as form

ed,
incorporating the traditional healers, w

ho proved to be the m
ost dedicated m

em
bers of the group. Trained traditional healers

w
ere stationed at the hospital, local clinics and w

ork-based clinics w
here they provided counselling and support services.  

This joint initiative betw
een the traditional healers, the hospital and the Provincial D

epartm
ent of Prim

ary H
ealth C

are received
strong support from

 both the private and public sectors and is running successfully. The decision to replicate it in K
w

aZ
ulu N

atal
w

as m
ade after A

M
R

EF received funding from
 Ireland A

id to develop an inventory of successful H
IV

/A
ID

S interventions that
could be replicated or scaled up. 

Partnering w
ith traditional healers and bringing them

 into the form
al system

 is w
ithout doubt groundbreaking. Previously, these

m
en and w

om
en had been seen by the form

al m
edical system

 as quacks, and w
ere not taken seriously. B

ut their potential as a
resource and an em

bedded point-of-contact w
ith both rural and urban com

m
unities could not be ignored: it is estim

ated that
over 60 per cent of people go to see a traditional healer before a m

edical doctor, and although m
any people seek w

estern
m

edicine, they usually continue to see a traditional healer too. 
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Loud, spirited singing fills the M
tubatuba M

unicipal C
ouncil

H
all in U

m
khanyakude D

istrict, K
w

aZ
ulu N

atal Province. A
group of 25 traditional healers have just finished eating
breakfast. B

efore any other business is conducted, they m
ust

pray and sing in praise of their ancestors. They clap and
stam

p their feet. Som
eone drum

s on a table; another blow
s a

w
histle. M

ost are barefoot, their colourful garm
ents adorned

w
ith beads, feathers, gourds and bones. A

n electric energy
fills the room

 as they dance and sing - vigorously and loudly.
W

hen it ends, they sit and turn their attention to Tryphina
N

gw
enya, A

M
R

EF's project m
anager in K

w
aZ

ulu N
atal.
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“W
e are the first port of call for anyone w

ho is sick in the com
m

unity,” says healer Phum
elela M

adlala, “B
ut w

e w
ere seeing

new
 illnesses com

e up, and had heard of new
 w

estern rem
edies. So, w

e felt that w
ith education and training, w

e w
ould be able

to help our clients m
ore.”

H
ow

ever, the traditional healers are a closed group of people w
ho eye new

com
ers suspiciously, based on years of being

ostracised by professionals - often being treated as w
itches. “Plenty of organisations cam

e and w
ent,” rem

em
bers Phum

elela.
“They did research, they studied us, they did surveys…

then they w
ent aw

ay. W
e felt like specim

ens! Even w
hen A

M
R

EF
approached us, w

e w
ere still nervous that w

e had nothing to gain, and w
ere very suspicious. B

ut they explained their goal: to
train us, to help us protect ourselves and our clients through better cleanliness, w

earing rubber gloves and not sharing razors.
They explained that w

e w
ould learn m

ore about the w
estern health system

, and direct our clients there w
hen needed. W

e saw
straight aw

ay that this w
as beneficial to all parties.”   

W
hen the project m

anager Tryphinah eventually m
et w

ith all the other traditional healers in M
tubatuba to discuss the project,

they w
ere then very open to the idea. They realised it w

ould increase their know
ledge and im

prove their skills. H
ow

ever, they
m

ade it clear that they did not w
ant to operate from

 the clinics as had happened in the initial project in Standerton. Instead they
w

anted to continue to w
ork at their ow

n clinics, counselling clients there and caring for 'in-patients' at their practices. The
healers also asked that a testing centre be put up in a non-m

edical environm
ent w

here they could refer clients w
ho w

ere
reluctant to go health facilities. 

The project trains the healers on basic H
IV

 counselling, hom
e-based care, prevention of m

other-to-child transm
ission, and anti-

retroviral therapy. They are taught how
 to recognise sym

ptom
s of H

IV, TB
 and STI infections, and how

 to refer patients for testing.
The training also includes childhood diseases and orphans and vulnerable children - w

hich includes checking w
hether children

have been im
m

unised, preparation of oral rehydration salts and how
 to identify children w

ho qualify for social grants. C
rucially,

as TB
 is so w

idespread in South A
frica, they w

ere taught to m
onitor clients on TB

 treatm
ent and ensure they adhere to their

course. This also helped to com
bat the resistance to TB

 drugs that is com
m

on am
ongst those that do not finish the course of

treatm
ent. 

People w
ho show

 sym
ptom

s and signs of TB
 or H

IV
 are referred to a testing centre funded by the European U

nion. Those w
ho

test positive are referred back to the healers for im
m

une boosters and other herbal rem
edies, counselling, and inform

ation on
A

RT.  

So far, there are 80 healers being trained, w
hile a sim

ilar num
ber are on the w

aiting list.  It is a learning process as no specific
m

anual has been developed to train them
, taking into account their unique needs and circum

stances.  O
ne of the issues that has

com
e up is a lack of toilets in the com

m
unity, including at som

e of the traditional healers' hom
es. A

M
R

EF has offered to provide
the technical assistance to help build toilets. The healers w

ill provide the labour. 

A
nother challenge that has em

erged is increased difficulty for the healers to get access to governm
ent-ow

ned national parks to
collect herbs. “A

M
R

EF is helping them
 to set up a com

m
unal herbal garden w

here they can get herbs safely and conveniently
at a m

inim
al fee,” says Tryphena. 
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B
esides m

edical skills, the sangom
as

also receive som
e technical training. This includes project m

anagem
ent to im

prove the
business of traditional healing w

hich includes financial m
anagem

ent and leadership. 

Plans exist to inspect practices to appropriate safety m
easures such as a clean environm

ent for their patients. Sim
ilarly the

traditional healers  m
ust m

ake sure they are not putting them
selves and their fam

ilies at risk of infection. 

The D
epartm

ent of H
ealth is supporting the project by providing hom

e-based care kits to the traditional healers, including gloves,
disinfectant, bleach, bandages, sanitary sheets and condom

s for their clients. The departm
ent facilitates training for the sangom

as
on TB, anti-retroviral therapy and PM

TC
T. The project receives support from

 the local m
unicipality, w

hich prints all training
m

anuals and has provided a site for C
T. It has also provided A

M
R

EF w
ith an office.

O
ne of the greatest concerns for the D

epartm
ent of H

ealth has been im
proper health precautions at the traditional clinics. In

fact, it is believed that m
any of the traditional healers m

ay have been infected w
ith H

IV
 through the incorrect handling of blood

and other body fluids.

“W
e w

ere w
orried about infection at the herbal clinics,” says V

usi N
tuli, C

om
m

unicable D
iseases C

oordinator in U
m

khanyakude
D

istrict. W
e w

ere concerned about preventable diseases w
hich m

ight not be treated, because of lack of know
ledge on the part

of the traditional healers. W
e w

ere also w
orried that unsafe practices w

ere spreading diseases, rather than curing them
. That w

as
our biggest w

orry.”

The M
inistry of H

ealth need not w
orry any m

ore. Sangom
as

now
 treat patients by inserting their m

edicines into cuts they m
ake

w
ith clean razor blades w

hich they use only once. They also w
ear gloves w

hen rubbing in the m
edication, and divide the

m
edication into individual portions to avoid contam

inating the contents of the larger containers. They are also taught to use
bleach and m

ethylated spirits to sterilise porcupine quills, w
hich they use for acupuncture, to prevent cross-infecting their

patients. 

For a client w
ith sym

ptom
s characteristic of TB, the sangom

a
w

ill ask the patient to take his or her sputum
 to the clinic for testing,

or to ask som
eone else to take it for them

 if they are reluctant to go them
selves. The healers are also trained to be D

O
TS (D

irect
O

bserved Therapy System
) supporters of TB

 patients, checking on them
 to m

ake sure they take the treatm
ent correctly and on

tim
e, and ensuring that they are eating correctly and live in hygienic conditions. 

“This is yet another area w
here w

e can say that being A
frican, and being accepted and understood at grassroots level has

given us space to talk, and partner, and m
ake a long lasting difference,” says B

lanche Pitt, C
ountry D

irector for South
A

frica.  “A
frican com

m
unities w

ill define their ow
n health care and w

e have to be aw
are of that and deal w

ith the
situation pragm

atically. If such a huge percentage of the population go to traditional healers, w
e w

ill w
ork w

ith the
traditional healers. G

iving the first line of defence in com
m

unity health the skills and training to deal w
ith the com

m
onest

diseases is a no-brainer.  A
nd now

 that the M
inistry of H

ealth are so involved, it is a m
odel for replication, not just here

in South A
frica, but all over the continent, as traditional healers are to be found in huge num

bers across A
frica,”

adds Pitt.  
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M
ost im

portantly, the sangom
as

are playing a crucial role in ongoing counselling, encouraging people to go for C
T and tests like

C
D

4 cell counts, and m
onitoring the progress of those w

ho are on A
RV

s.  The healers are them
selves encouraged to get tested,

so that the advice they give to patients is based on experience.

A
s a result of A

M
R

EF's advocacy, the M
inistry of H

ealth has changed its policy to accept traditional healers as part of the form
al

health system
. This m

eans that they can now
 refer com

plex and severe cases to hospitals and clinics. A
nd thanks to the sangom

as,
participation in health services related to H

IV
/A

ID
S and TB

 as w
ell as com

pliance to drug regim
ens has increased significantly.

In O
ctober 2006, the B

ritish A
m

bassador to South A
frica, Sir Paul B

oateng, hosted a reception for the A
M

R
EF board at his hom

e.
Three of the assem

bled guests chose to talk about the organisation's groundbreaking w
ork in Sakhisizw

e. The first w
as A

M
R

EF
chairperson, Prof M

iriam
 W

ere, an acknow
ledged cham

pion of com
m

unity-based health. N
ext cam

e a senior executive from
A

straZ
eneca, the com

pany that supports A
M

R
EF TB

 projects in South A
frica.  H

e spoke of his conviction that w
orking am

ongst
com

m
unities is crucial to solving A

frica's health problem
s. They w

ere then joined by a sangom
a

adorned w
ith

leopard skin and beads. H
e talked w

ith enthusiasm
 about the sangom

as' partnership w
ith A

M
R

EF, a
large pharm

aceutical com
pany and the M

inistry of H
ealth in helping to bring H

IV
/A

ID
S

and TB
 under control. 

“For m
e, those three people standing side by side on the garden steps

sym
bolised the A

M
R

EF ethos. It w
as a very pow

erful im
age. They w

ere all talking
the sam

e language. Im
proved health can only happen w

hen it takes place w
ithin

a cultural context,” says D
irector G

eneral M
ichael Sm

alley, “W
e have recently

refined how
 w

e look at creating the right environm
ent for good health. Individual

interventions can im
prove the w

ay H
IV

 is m
anaged or w

ater is used, but those
health gains w

on't necessarily stick. A
M

R
EF w

ould argue that com
m

unities are a
crucial part of the health system

. Listening to people articulate their needs is the
starting point from

 w
hich to find solutions.”
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• There are over 690 traditional healers in

U
m

khanyakude D
istrict alone  • 60 per

cent of South A
fricans consult traditional

healers  • SA
 ranks 7th (from

 9th in 2001)

am
ong the 22 high burden countries

accounting for 80 per cent of all new

cases of tuberculosis, w
orldw

ide  • The

total num
bers of cases is estim

ated to

increase by 2005 because of the im
pact of

H
IV
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Then H
IV

/A
ID

S arrived. Today, an estim
ated 16 per cent of Kechene's 46,000

residents are H
IV-positive - the highest prevalence in a city w

ith one of the fastest
grow

ing infection rates in A
frica. “The hand-to-m

outh existence here w
as just about

m
anageable 

until 
H

IV
 

cam
e 

along,” 
says 

N
em

m
e 

N
egassa, A

M
R

EF's 
project

m
anager in Kechene. “N

ow
 the m

ost com
m

on situation is w
idow

s looking after
several children, or, w

orse, orphan-headed fam
ilies. There is a com

m
unity spirit

w
ithin the kebele

(district), and fam
ilies take in orphans w

here they can, but now
they are really stretched to their lim

it.”

W
ith so little m

oney, the children of Kechene have no option but to go out into the
w

orld and earn a living. W
ith the average fam

ily in the kebele
com

prising eight
children, it is com

m
on to see boys of five or six carrying their brothers on their backs as they sell kolo

(roasted barley) on the
street, or bent double under loads of firew

ood. Tiny boys hustle passersby for a shoe shine, for w
hich they w

ill earn about half
an A

m
erican cent. “The children here have no childhood, and very little idea of play or fun,” says N

em
m

e. “They are only
concerned about m

aking a little m
oney for their fam

ily to eat.”

C
onditions are austere. C

lum
ps of joined dw

ellings m
ade from

 m
ud and corrugated iron house several large fam

ilies, m
ost of

w
hom

 curl up on a m
ud floor to sleep in the evening, and share com

m
unal areas to relieve them

selves w
hen nature calls. M

eals
of injera

and spicy tom
ato sauce are cooked on sm

all gas burners inside the house. D
espite this, m

ost houses are sw
ept clean

and carry pots w
ith flow

ers and faded posters or calendars on the w
alls. Thousands still call Kechene hom

e, how
ever austere,

and they live w
ith dignity. 

A
 buzz of activity takes place behind closed doors: like poor neighbourhoods the w

orld over, people do not sit around,
com

plaining and w
aiting for handouts. Kechene used to be w

ell know
n as an area w

here poor w
eavers lived, m

aking the gabis
for w

ealthier folk to w
ear. G

abis
are beautiful w

hite, patterned pieces of beautifully w
eaved m

aterial that is throw
n about the

body for style and w
arm

th, and is also m
ade into dresses. The m

aterial is m
uch in dem

and still, and m
any of the w

om
en living

here in the slum
 are w

eavers. O
thers m

ake the traditional Ethiopian coffee pots, or run cottage industries selling the Ethiopian
staple food, injera. B

ut still, poverty levels here are frighteningly high. 

10/K
EC

H
EN

E
G

IV
IN

G
 C

R
E

D
IT

 W
H

E
R

E
 IT

 IS
 D

U
E

U
ntil a few

 years back, life in
A

ddis A
baba's Kechene D

istrict
w

as just about bearable. Like
m

any urban slum
s across A

frica,
residents w

ould rise early to roast
barley, bake bread, or travel
outside the city to collect
firew

ood for sale in the m
orning

m
arkets. If you had an idea, and

w
ere prepared to w

ork hard for it,
you could alw

ays m
ake ends m

eet.
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In such a dire situation, sm
all-scale poverty

alleviation projects seem
 m

erely to scratch at
the surface of all this suffering.  B

ut crucially,
focusing on poverty provided A

M
R

EF w
ith an

entry point w
ith w

hich to engage the w
om

en
of Kechene on health issues. A

M
R

EF's strong
connections 

in 
and 

understanding 
of

Kechene enabled them
 to design a project

that w
ould provide both long-term

 econom
ic

support 
to 

som
e 

of 
the 

area's 
poorest

households, 
w

hile 
giving 

them
 

the
know

ledge 
and 

pow
er 

to 
protect 

their
fam

ilies' health. Initially targeting 50 w
om

en,
the project provided sm

all loans for business
start-ups and form

al business and m
arketing

training, alongside lifesaving lessons on H
IV

prevention and care and support for fam
ilies

affected by A
ID

S. 

The project has com
e a long w

ay in a short
tim

e and the loan schem
e now

 involves over
300 

w
om

en. 
Since 

A
M

R
EF 

began
negotiations w

ith the district adm
inistration

and 
com

m
unity 

leaders 
in 

early 
2004, 

a
project 'core' has grow

n up com
prising the

Kechene H
IV

/A
ID

S C
ouncil, the M

inistry of
H

ealth, the Iddir (local w
elfare association),

A
ID

S 
clubs, 

and 
youth 

and 
w

om
en's

associations - all of w
hich are involved, to

som
e extent, in the selection of beneficiaries

and volunteer educators, the design of public aw
areness cam

paigns on H
IV

 prevention and support, and the m
onitoring and

review
 of project activities.

A
 savings and credit association set up to provide the beneficiaries w

ith start-up loans is already self-sustaining, using loan
repaym

ents as a revolving fund for new
 recipients. “V

arious beneficiaries have been assigned responsibilities and w
e are

currently training five com
m

unity m
em

bers to take over the long-term
 m

anagem
ent of the association,” says N

em
m

e. “It is not
long before the association w

ill be able to be operated as an independent com
m

unity based organisation, providing assistance
to any resident w

ho has a sound business idea.”
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The broad range of stakeholders has ensured that a significant cross-section of the com
m

unity is represented at neighbourhood
m

eetings, w
hich bring H

IV-positive residents and A
ID

S w
idow

s and orphans face to face w
ith their neighbours. “W

e hope that
the m

ore people that m
eet and becom

e involved in supporting orphans affected or infected w
ith H

IV, the m
ore it w

ill help to
reduce the huge stigm

a and discrim
ination that still surround this disease,” says N

em
m

e. “W
hat has been m

ost heartening to m
e

is the large num
ber of volunteers that have signed up as com

m
unity educators - people w

ho w
ant to becom

e teachers and carers
for their positive neighbours, w

ithout being paid anything - w
hich suggests that there is already a strong core of people w

ho can
guide others out of the trap of stigm

atisation.”

That is a huge step. The stigm
a associated w

ith the disease w
as huge, w

ith those suffering from
 any kind of disease hiding behind

closed doors and being ostracized by their neighbours. 

“W
e didn't know

 w
hat caused H

IV, or how
 you caught it,” says A

yelech A
yenachew

, a w
idow

 w
ith five children w

ho is a project
beneficiary. “So w

e thought the best thing to do w
as to just to avoid those people. A

M
R

EF has taught m
e not to fear them

, but
help them

. N
ow

 I am
 great friends w

ith m
y neighbour w

ho is H
IV

 positive, and w
e sit together to eat often.”

Sitting and eating and chatting over a traditional Ethiopian coffee cerem
ony is a com

m
on ritual here.  A

s the coffee takes hours
to brew

, groups can catch up over the latest gossip, and exchange im
portant new

s and inform
ation. This bright sunny afternoon

in Kechene, A
yelech is hosting a coffee cerem

ony, but gossip is not on the agenda. 

“A
M

R
EF encourages us in the program

m
e to have frequent m

eetings and discuss the things that are affecting us m
ost. W

ith our
new

 business skills and healthy lifestyles w
e can support and help others w

ho are still struggling. W
e discuss H

IV
 openly now

,
and try to encourage each other to go for testing.”

A
yelech is a success story in Kechene. N

ow
 in her early forties, she ran aw

ay from
 a forced early m

arriage at 12 to the slum
, and

lived w
ith an aunty. Thirty years later, she has been m

arried three tim
es and has 5 children to look after, all alone. 

“Life w
as a continuous w

inter,” she sighs, her face bearing the scars and troubles of the past years. “I w
as constantly struggling

to get by selling pots here and there, w
ith so m

any m
ouths to feed. I used to hide at m

ealtim
es because I couldn't face m

y
children w

ith no food to give them
,” she rem

em
bers. 

She heard about the A
M

R
EF project through a neighbour w

ho told her that they w
ere looking for people to qualify for training

and support. “I sent m
y son to the A

M
R

EF office, all ragged and dirty as he'd been w
orking all day m

oving rubbish. I couldn't
m

iss the opportunity, because I w
as past breaking point. H

e banged on the door and begged them
 to com

e and see us, w
hich

they did a few
 days later. Spring arrived that day.” 

A
yelech's life has im

proved on every level since she joined the program
m

e: “A
M

R
EF taught m

e how
 to live healthily, eat healthier

food, visit their clinic, and go for tests for TB
 and H

IV
…

 they helped all of us m
aintain and clean our houses better, told us about

the im
portance of boiling w

ater, of cooking food properly, and keeping your hands clean. M
y children have all been tested for

H
IV

 and thank G
od they are negative, and now

 they also know
 how

 they can stay that w
ay. The w

hole fam
ily is healthy now

.
W

e have the strength to run the business better.”
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A
M

R
EF runs a sm

all health centre w
alking distance from

 Kechene that com
prises

a sm
all laboratory so diseases can be diagnosed quickly. A

s part of the w
ider

A
M

R
EF laboratory strengthening program

m
e, headed by D

r Jane C
arter in

N
airobi, the lab here is run by a trained officer and the quality of the laboratory

and its findings are assured. The health centre has a doctor, a counsellor and a
lab technician and offers H

IV
 tests as w

ell as general health check ups. A
ll the

H
IV

 results go back to the M
inistry of H

ealth so that they can plan better health
program

m
es for the people here and understand their needs given the scale of

the problem
.  

A
ndale A

sm
are is the lab technician. “W

e are alw
ays busy here,” he says,

“especially after w
e have run prom

otional cam
paigns in the slum

, either w
ith

posters or using m
icrophones m

ounted on trucks that travel through the villages
here. W

e can have up to 16 people a day just for H
IV

 testing. It's hard to describe
how

 m
uch of a change that is. Let m

e just say that is a huge and positive
change!” 

Through training and a financial loan, A
yelech has m

anaged to enhance her
businesses m

aking pots and w
eaving gabis. “The younger children go to school

now
 and the older girls help m

e w
ith m

y business.”  

Perhaps the hardest thing for the project w
as the initial selection of the w

om
en

w
ho w

ould receive direct support.  “W
e've had to restrict ourselves to the m

ost
vulnerable w

om
en w

e've m
et,” says N

em
m

e. “They're m
ostly w

idow
s w

ith large
num

bers 
of 

children, 
or 

older 
orphans 

responsible 
for 

looking 
after 

their
siblings.”

A
lm

az A
lem

u also fits the bill. Since her husband died 10 years ago, she has
continuously struggled to feed her seven children. A

lm
az and her children live

in a single cram
ped room

, w
hich is m

uddy underfoot and attracts sw
arm

s of flies.
H

er eldest daughter is 17 and lies on a m
attress, her listlessness and fever

indicative of typhoid. A
lm

az glances at her and breaks dow
n. “She is just so sad,”

says N
em

m
e, “So tired of this daily relentless struggle, w

hich never bears any
fruit.”

She m
akes clay coffee pots in a sm

all dark room
, w

here she sits all day, m
oulding

up to 10 pots before hardening them
 in a fire outside. A

lm
az sells the coffee pots

for 1 birr and 25cents (less than U
S$0.15) in the large m

arket in A
ddis A

baba. So
far so good - until N

em
m

e hears that the fuel for the fire costs 10 birr, and the
clay costs 5 birr for every 30 pots. The figures just don't add up.
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“She hadn't been factoring in her costs, and she can't put her prices up because the m
arket dealers w

on't buy them
,” says

N
em

m
e. “The traders w

ho buy from
 her don't give her the m

oney she deserves. B
ut she lacked the negotiating skills to change

her situation. The project teaches good practices in pricing and m
arketing, w

hich should enable people like A
lm

az at least to
m

ake m
oney from

 all their hard w
ork.”

B
ut despite the apparent hopelessness of so m

any of these people's lives, the boundless generosity of the hum
an spirit prevails.

“I've seen people taking in orphans w
hen they have no incom

e and have 11 or 12 children of their ow
n,” says A

yelech. “I've
seen a w

om
an w

ho took in an abandoned new
born baby w

hile she w
as w

orking as a casual labourer to feed her ow
n children.

O
ur com

m
unity plays a role in supporting the needy, even w

hen it has virtually nothing itself.”

D
r John N

duba, C
ountry D

irector for Ethiopia, says the com
m

unity involvem
ent w

as alw
ays key to the

success of the project. “W
hen planning a project like this, it's very im

portant to assess and
build upon w

hat people are already doing, because even the poorest people are
alw

ays doing som
ething for those w

orse off than them
selves. The crucial thing is to

see w
hat the structures are w

ithin the com
m

unity and w
ork w

ith local traditions,
sensitivities and of course, local people. 

I had w
orked previously on the K

ibera project in Kenya, w
here w

e had already learned
m

any lessons about starting projects in a low
 resource setting. W

hilst every slum
 across

the w
orld has its unique challenges, custom

s and opportunities, they also have som
e

sim
ilarities. O

ne sim
ilarity is that they are often hard to penetrate, as the people there

often keep them
selves to them

selves and don't like people com
ing in and interfering. In

K
ibera a m

ajor challenge w
as trying to get people w

ho felt their hom
e w

as tem
porary to

care enough to m
ake m

ajor changes to the infrastructure and the w
ay they lived their lives. 

In Kechene, it w
as looking for an entry point w

ith the m
ost vulnerable people here to get them

 to start thinking about health,
and understanding the crucial issue of H

IV, w
hich w

as decim
ating the little resources people had. To get their attention, of course

w
e had to tackle the poverty issue at the sam

e tim
e, as people w

ere far too busy just surviving to listen to talk about health or
visiting a clinic. A

s w
ith so m

any of our projects, the fact that w
e are an A

frican organisation w
ith local Ethiopian staff really

helped us penetrate and m
ake a difference in quite a closed society.” 

A
m

ref has trained over 700 com
m

unity health w
orkers in Ethiopia.
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orldw
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m
illion inhabitants  • There w
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The w
ar betw

een governm
ent troops and the LR

A
 has had these people

on the m
ove for 20 years now

.  M
ost w

ill tell you that their lives are in
tatters, living from

 hand to m
outh, m

any 100 per cent reliant on the
goodw

ill of aid agencies, w
ith little dignity or hope left. The younger

generation does not know
 a life free from

 w
ar. N

othing is unaffected,
from

 food production, to education, to health, to com
m

unity structures,
to the psycho-social status of the people. M

ost villages lie uninhabited
and fear of being abducted into rebel forces m

eans that people prefer to
rem

ain in the cam
ps they have m

oved to, and m
any children still

com
m

ute  to sleep overnight in 'night com
m

uter' centres w
here they feel

safe. This has led to violence in m
any of the cam

ps, caused by an
understandable boredom

 and sense of hopelessness.

There are no paying jobs to be found; to w
ork here is to survive The

residents of K
itgum

's ID
P cam

ps cannot tend the land they left due to
insecurity, or the land they currently reside on as it belongs to other
people. There are several N

G
O

s, the U
N

 and m
issionaries w

orking in
the 

area 
to 

better 
people's 

daily 
circum

stances. 
Program

m
es 

are
extrem

ely w
ell coordinated w

ith quarterly m
eetings for each discipline,

for exam
ple, health, education, w

ater and protection. A
M

R
EF's focus is

on 
long-term

 
rehabilitation 

for 
the 

people 
of 

N
orthern 

U
ganda,

optim
istic that one day the fighting w

ill cease and people can get back
to building their futures. 

This long term
 nature of A

M
R

EF's projects is at first hard to grasp. For people w
ho have nothing, and no hope, it is a shock to

hear A
M

R
EF's H

ealth Prom
otion O

fficer, C
issy A

m
ony, say that one of original objectives for A

M
R

EF's girls’ education project
w

as to encourage girls to study sciences. It seem
ed a little like fiddling w

hilst R
om

e burnt. 
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It is hard to believe that such a beautiful
place could hold the m

em
ories of so m

any
years of terror and violence. The only thing
that m

akes you feel rem
otely

uncom
fortable, upon first arriving in

K
itgum

 tow
n, N

orthern U
ganda, is the heat

and dust. A
part from

 that, your eyes feast
upon lush green surroundings, the rolling
distant hills of O

rom
, and a quiet people

going about their business; a little building
w

ork here, a sm
all café there, people

w
ashing their clothes and everyw

here,
people sw

eeping up. K
itgum

 tow
n is dusty.

The dust gets everyw
here. It tickles up your

nose and it dries your eyes out. It m
akes

you cough and gets right into your shoes
and socks. B

ut people in K
itgum

 tow
n have

learned to live w
ith the dust. W

hat they
cannot live w

ith is abduction, violence,
starvation, fear. Their feet have done the
talking, and now

 90 per cent of people
from

 K
itgum

 D
istrict are living in cam

ps
dotted around the surrounding areas.
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“There is one fem
ale doctor trained in the entire region,” explains C

issy, “and five m
ale doctors. It's a long shot and a long-term

vision, but w
e have to get girls here back into education, gaining skills that w

ill benefit the com
m

unity and m
eet their m

ost acute
needs in the future, w

hich w
ill undoubtedly be health-related.”

M
ost organisations in the area are dealing w

ith the im
m

ediate issue of paying schools fees, or buying uniform
s, alm

ost
exclusively w

ith prim
ary schools. The issue of supporting secondary schools, and keeping pupils in the schools w

as hardly
looked at until A

M
R

EF started the schools project in O
ctober 2004.  

H
ere in K

itgum
 tow

n, there is only one girl's boarding school; Y
Y

 O
kot M

em
orial C

ollege. It has an overw
helm

ing 700 pupils,
and each class heaves w

ith betw
een 80-100 pupils. B

ut the teachers are dedicated, optim
istic, and determ

ined to see the girls
succeed. 

O
nce C

issy started the program
m

e, she realised that to achieve the ultim
ate goal of getting girls to study science, first she needed

to address m
any other issues. This society does not encourage girls to stay in school at all. “I asked one m

an, a father of a girl
and a boy, w

ho w
as ironically a teacher, w

hich one of his children he w
ould put in school if he could choose only one. H

e
looked at m

e in disbelief. H
e said the boy of course, as the girl w

ould only go off and get pregnant and her education w
ould be

of use to no one.” 

This attitude m
eans that there is an alarm

ing rate of girls dropping out of school. A
nd as C

issy puts it, “If you're not in school,
you're pregnant.” 

A
dded to the attitude tow

ards girls education is the very serious issue of abduction. M
ost of the girls in Y

Y
 O

kot M
em

orial C
ollege

have spent tim
e as a bush w

ife w
ith the rebels. This could be anything from

 a m
onth up to five years. Even those that have been

'fortunate' enough to spend just a m
onth in the bush are left scarred for life. It is com

m
on practice for those children abducted

into the LR
A

 to becom
e carriers for the arm

y, slogging through bush carrying resources, becom
ing cooks or even w

orse - bush
w

ives or being forced to kill. 

“It w
as obvious im

m
ediately that w

e had m
any issues to tackle regarding girls education,” explains C

issy. “M
any of them

 w
ere

just hopeless, and had lost their childhood, or w
orse, their hum

anity.” 

A
M

R
EF started a life skills project targeting all of the schools in K

itgum
. B

oth as part of the curriculum
 and taking place in after-

school clubs, the life skills project aim
s at helping girls feel strong, in control, and able to see a future. 

“W
e w

ork w
ith other N

G
O

s and the governm
ent to get in 'experts' to talk to the girls. W

e discuss personal hygiene,
health, H

IV, hum
an rights and w

e counsel those w
ho are traum

atised. This is an extrem
ely hostile environm

ent so w
e

give the girls tools for survival. The sessions help bring so m
any issues out into the open. M

any returned 'bush w
ives'

are ostracised by the com
m

unity here and by their peers. These groups now
 understand one another's traum

as and help
each other to overcom

e their experiences. The am
azing thing is that now

, m
any of the pupils them

selves are peer
educators.”
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O
ne such pupil-cum

-peer-educator is M
onica A

m
ono, 17, w

ho attends Y
Y

 O
kot School. She recently w

ent to give a talk to girls
w

ho had dropped out of school and w
ere living in an ID

P cam
p nearby. M

onica is a founder m
em

ber of the Life Skills C
lub at

Y
Y

 O
kot School. 

“The behaviour of the girls w
ho have undergone life skills training is so different to those w

ho haven't attended it. They are open,
inform

ed, and are in control. W
e live in a w

orld full of trouble and full of A
ID

S. A
ll the inform

ation I now
 have w

ill help m
e,

and others, fight against that.”

M
onica recently w

ent to a local ID
P cam

p and fearlessly gave a speech to a group of over 100 people. “I told them
 about living

a clean and healthy life. H
ow

 to look after them
selves, protect them

selves. I gave them
 inform

ation about sanitation, and a
balanced diet. People here don't have m

uch, so they need to look after them
selves w

ith the little they do have. Everyone listened.
A

nd I w
asn't afraid. I knew

 w
hat I had to say w

as of use to them
.”

A
t least once a term

, the girls go on visits. They recently visited a hospital w
here they spent tim

e visiting H
IV

/A
ID

S patients. N
ot

only did they teach there but they also learned a lot. 

“H
IV

 is taboo here,” says M
onica. “B

ut seeing people sick and looking at their w
ounds and their isolation show

ed us that these
people are just hum

ans like us. O
ften here, if som

eone is sick, especially from
 A

ID
S, the fam

ily often say 'she's dying, let's just
leave 

her'. 
They

are not cared for
and are outcasts.
W

e 
now

encourage 
our

com
m

unity 
to

care for their sick,
and 

to 
value

them
. 

W
e 

also
tell 

them
 

that
through 

w
earing

gloves and being
careful 

there 
is

no risk in caring
for 

those 
living

w
ith H

IV. A
nd w

e
tell 

people 
to

bring it out into
the open. It's all
around 

us 
here,

just like this w
ar.”
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D
orothy A

kech is an English teacher at the school. She is just 24, so identifies w
ith several of the older girls as peers. She is from

M
bale, a peaceful tow

n in Eastern U
ganda. W

hy com
e here? “I just felt I had to do som

ething. It's not an easy place to live -
even apart from

 the insecurity and the basics, like electricity; it's expensive as products are hard to get in and out.”

D
orothy is dedicated because she sees the long term

 benefits of the school, and the Life Skills classes in particular. 

“The situation here is so dire. H
ygiene, due to lack of w

ater, and inform
ation, is at a very low

 level. W
e have to educate about

good hygiene practices. M
ost girls here have lost a parent, or both, and their rem

aining fam
ilies are living in the ID

P cam
ps.

Som
etim

es there are seven people to one tiny hut. O
ften girls are told to leave or given aw

ay to reduce the fam
ily burden, and

cholera outbreaks are far too com
m

on. W
e have no choice but to educate about cleanliness, about the im

portance of school,
and being able and em

pow
ered to say no to sex. This is not just vital for the grow

th of this com
m

unity, but for a long term
 peace.

W
e need to have an educated, healthy com

m
unity to m

ove on once peace has com
e.” 

W
illiam

 O
loya is the Program

m
e M

anager here in K
itgum

. H
e explains that there are m

any different strands to the program
m

e,
all of w

hich are geared tow
ards creating long-term

 stability and better health. A
part from

 girls education, the project here covers
the establishm

ent and m
aintenance of w

ater points and hygiene prom
otion, hom

e-based care for the elderly and sick, a lab
strengthening program

m
e supported by the m

ain laboratory in N
airobi, a m

aternal health initiative, w
hich trains m

idw
ives and

equips them
 w

ith m
edical kits, and a holistic program

m
e aim

ed at strengthening the health inform
ation system

s, health care
centre and personnel in the district.  

D
r H

arry Jeene, D
irector for Program

m
e D

evelopm
ent at A

M
R

EF, explains the policy of carrying out long-term
 health

developm
ent in conflict situations. “It is w

hat w
e know

, w
hat w

e do best at A
M

R
EF. O

ur goal is to link the com
m

unity w
ith the

health system
 so they 'talk' to one another, understand each other. The com

m
unity, in tim

e of w
ar or peace, w

ill have health
needs. W

e identify those needs w
ith the com

m
unity. Then, the next step is to enable and resource the health system

 to m
eet

those needs. It is im
portant for the psyche of the com

m
unity that they don't just live on hand outs. D

oing long-term
 w

ork, like
m

aintaining w
ells, or im

proving education sends clear m
essage that one day there w

ill be peace, that som
eone believes they

have a future. It is a sim
ilar strategy to the clinical officers' training school w

e set up during the conflict in Southern Sudan.” 

The clinical officers' training school in M
aridi, Southern Sudan, w

as opened in 1998, even as gunfire erupted around the school.
It rem

ains in 2007 as the only m
edical training school in the country, and is responsible for training over a third of the current

health personnel in the largest country in A
frica. 

“O
nce peace com

es to a country, the m
ost im

portant thing the population need is good health. It is the foundation of any
developm

ent.”  adds Jeene. 

W
ith that in m

ind, the N
orthern U

ganda, project also focuses on im
m

unisation, and through the M
inistry of H

ealth, A
M

R
EF is

rolling out a large program
m

e in the three w
ar affected districts of K

itgum
, Pader and G

ulu. M
easles, w

hooping cough and TB
w

ere all ram
pant here and im

m
unisation coverage w

as very low
. The challenge w

as to get people living in this type of insecurity
to com

e to vaccination days. 
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“Setting up stations w
as very hard,” says Sister Z

ura w
ho runs the im

m
unisation program

m
e, “H

ealth units w
ere either closed or

far aw
ay and of course everyone is too scared to travel cross country. So w

e had to assem
ble several, accessible centres, and use

local people to let everyone know
 w

here the sessions w
ould take place, w

hy, and w
hat diseases w

e w
ould be able to prevent.

It's a lengthy process, but it w
as successful.”

C
overage is now

 im
pressively high in the area, and G

ulu is even seen as a m
odel district com

pared w
ith the rest of U

ganda,
w

hich enjoys peace. N
early every child is im

m
unised, w

hich is better than other parts of U
ganda w

hich enjoy peace.

N
evertheless, running vaccine days in this context is hard. O

nce dem
and and understanding is created, the num

bers turning up
at vaccination days can be overw

helm
ing, and they require everything from

 natal care to basic child care to requiring
inform

ation on com
m

on diseases such as m
alaria and skin diseases caused by bad hygiene and m

alnutrition. 

Special m
obilisers knew

 w
hich areas w

ere currently safe to set up cam
p in. These special m

obilisers w
ere selected by the

com
m

unity them
selves, providing an excellent source of inform

ation both to the com
m

unity and to the A
M

R
EF staff. “They m

ust
be able to read and w

rite, be educated to a good standard, and fluent in the local language. W
e have anything up to 1000 in

the area now
 - and w

e are alw
ays overw

helm
ed by this com

m
unity's desire to help and change things. It's very inspiring.” 

Sister Z
ura is also an inspiring w

om
an. She has w

orked in health for m
any years and endures a lot of hardship living here in this

hot dusty tow
n. B

ut she is determ
ined, and takes her w

ork very seriously. She starts to speak, but is interrupted by her sm
all pink

m
obile phone w

hich bleeps out a tinny hym
n. It's the local U

N
IC

EF representative, looking for local records and statistics, and
im

portantly, A
M

R
EF's plans so that w

e can all coordinate w
ell. 

“C
oordination is key. M

any N
G

O
s com

e and go, and others like U
N

IC
EF and C

are are here for longer. It is vital w
e all know

w
hat each other are doing, so that w

e enhance each others efforts. For exam
ple, C

are provides all the fridges for
drugs around here. U

N
IC

EF m
anage the overall coordination, and w

e hold all the health and
im

m
unisation records, w

hich of course w
e w

ill hand over to the M
oH

 once the fighting
is over.” 

Joshua Kyallo, C
ountry D

irector for U
ganda agrees. “O

ur goal here is the sam
e

goal for all the projects that A
M

R
EF run in conflict situations: to have health

system
s and inform

ed com
m

unities ready to take control of their ow
n lives and

their ow
n health: once the fighting is over.”
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In 2005, 16,250 Internally D
isplaced

Persons in 13 cam
ps had access to safe

w
ater  • There is only one fem

ale doctor

and 5 m
ale doctors trained in the entire

region  • O
nset of the project in 1999, only

40 per cent of the population had access to

safe w
ater com

pared w
ith the national

standard of 56 per cent
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A
s Professor O

m
sw

ara, R
egional D

irector for A
frica at the W

H
O

once said of A
frica, 80 per cent of health is m

ade in households
and com

m
unities and 20 per cent is repaired in hospitals and

clinics. H
ealth system

s have focused on this 20 per cent for too
long; 

w
e 

m
ust 

redress 
the 

balance 
and 

give 
attention 

and
resources to the other 80 per cent. G

ood health happens by
em

pow
ering com

m
unities through prevention, support, care and

treatm
ent. 

Educating 
com

m
unity 

m
em

bers, 
including 

school
children, in preventive health practices so that these m

essages are
absorbed into the m

indset of fam
ilies and neighbours has long

been at the core of A
M

R
EF's m

ission. 

“W
e A

fricans specialise in ignoring our strengths. In A
frica the

com
m

unity structure is still intact, and w
e should use it for

prom
oting good health. W

e can only inculcate the concept of
living healthily by teaching preventive m

easures in a w
ay that can

be understood. So m
any people live at subsistence level and have

been denied a good education. W
e can't presum

e that they are
aw

are 
of 

the 
germ

 
theory 

because 
they 

aren't,” 
says A

M
R

EF
chairperson Prof M

iriam
 W

ere. 

If an organisation's vitality is defined by its ability to identify and
address problem

s through a continuous evolution of approaches,
then A

M
R

EF can be judged to be successful. It has consistently
used the tools of the tim

e to narrow
 the gap betw

een health
system

s and com
m

unities. It began w
ith the delivery of health care using planes and m

obile units. The earliest education
m

aterials included posters depicting enlarged im
ages of an eye and a m

osquito to explain the dangers of trachom
a and m

alaria
to illiterate audiences. Today A

M
R

EF is introducing e-learning and telem
edicine as channels for dissem

inating know
ledge to

doctors, nurses, health w
orkers and technicians. The next step is to take program

m
es, particularly training, to a regional level to

ensure that A
M

R
EF is a truly A

frican m
edical and research foundation.
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Looking to the future, A
M

R
EF's five-year strategy

for 2006 to 2011 w
ill focus m

uch m
ore on

strengthening health system
s. “It is the only w

ay
to achieve long term

 sustainability. If health
system

s are robust, then everything else w
orks,”

says D
irector G

eneral M
ichael Sm

alley. “The
donor tendency has been to fund a vertical
program

m
e centred on a specific disease.

U
nfortunately this often w

eakens the w
ider

health system
 because it sucks in tim

e and
resources from

 an already fragile system
.

Strengthening health system
s is now

 in the
spotlight. I w

ould like to think that A
M

R
EF has

played a part in this. The im
plem

entation of our
new

 strategy w
ill support the re-engagem

ent of
com

m
unities w

ith health system
s and help

breathe new
 life into A

frican prim
ary health

care. W
e intend to provide the evidence that

w
ill m

ake the case for keeping these issues at
the top of the global health agenda.
Strengthening health system

s is not a quick fix.
It w

ill take at least 25 years.”
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A
M

R
EF program

m
es' success is dow

n to the fact that the staff w
ork through and w

ith com
m

unities. M
odels are specifically

designed to function w
ithin the context of culture and circum

stances. This goes for education as w
ell. M

essages to grassroots
com

m
unities are pitched at a level of com

prehension that can be internalised by the audience. This is w
hy school students learn

about hygiene, life skills and safe sexual practices through dram
a, dancing and art. W

orkshops and training program
m

es at
com

m
unity level are a constant w

ork in progress influenced and driven by feedback from
 their target audiences. 

It has been a 50 year learning curve. The posters illustrating an outsize m
osquito and an eye w

ere dropped soon after they w
ere

introduced as a teaching tool. “This is not for us,” the elders had said. “W
e do not have m

osquitoes that big and w
e have never

seen anyone w
ith such enorm

ous eyes.” Today A
M

R
EF delivers the sam

e m
essages, and m

any m
ore, through videos, posters,

dram
a or books depicting people w

ho are just like the people they are talking to. 

O
ne of A

M
R

EF's unique selling points is the appropriateness of its interventions. In N
airobi's K

ibera slum
 the adherence to

antiretrovirals - an exceptional 92 per cent - outperform
s adherence rates in m

any econom
ically m

ore advantaged areas, thanks
to the volunteer com

m
unity health w

orkers, trained by A
M

R
EF, w

ho m
ake hom

e visits to people living w
ith A

ID
S. B

ut this w
ould

never have happened if A
M

R
EF had not opened a health centre in K

ibera and trained com
m

unity heath w
orkers to bridge the

gap betw
een the health centres and households. Patients are only a short w

alk aw
ay from

 the health facility that dispenses their
free drugs. In another N

airobi slum
 w

here free antiretrovirals are on offer, adherence is poor because people cannot afford the
$1 bus fare to the hospital that provides them

. 

Sim
ilarly, in Ethiopia A

M
R

EF is turning around the lives of thousands of factory w
orkers in A

ddis A
baba's industrial area. D

espite
the availability of antiretrovirals through the G

lobal Fund, very few
 knew

 their H
IV

 status. The testing site w
as at a hospital in

the city centre tw
enty m

iles aw
ay. It w

as too far for them
 to go. In 2005 A

M
R

EF, in partnership w
ith Ethiopia's O

rganisation for
Social Services for A

ID
S, took m

obile C
Ts to the w

orkers. 

“It w
as an am

azing experience. N
early 3,000 people cam

e for testing in the first m
onth,” says John N

duba, the Ethiopia C
ountry

D
irector. 

There is a lesson to be learned here. If service providers do not fully understand the com
m

unity ethos and how
 people lead their

daily lives, and w
hat m

akes beneficiary com
m

unities tick, they are destined for failure. 

A
M

R
EF does not believe in re-inventing the w

heel. Its projects test innovative m
ethods for overcom

ing old and new
 problem

s
and shares the lessons learned w

ith governm
ents and other health organisations. The U

ganda M
alaria Partnership Program

m
e

supported by G
laxoSm

ithK
line's A

frican M
alaria Partnership using H

om
apak and C

om
m

unity D
rug D

istributors has been proven
to have an im

pact and has been m
ainstream

ed into district-level planning and budgets for replication nationw
ide. The W

orld
H

ealth O
rganisation (W

H
O

) is interested in using the m
odel in other A

frican countries too. 

M
em

a kw
a V

ijana (G
ood Things for Young People) dissem

inates sexual and reproductive health know
ledge and life skills to

schoolgoing teenagers in Tanzania's M
w

anza R
egion. A

n evaluation show
ed that H

IV
 infections and sexually transm

itted
diseases had dropped noticeably am

ongst the trial cohort. These teenagers had becom
e the guardians of their w

ellbeing. A
s yet

another successful intervention, sexual and reproductive health w
ill be added to the curriculum

 in classroom
s across the country. 
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“A
M

R
EF's role is changing from

 one of facilitator to that of inform
ing the w

orld about w
hat should be happening in places

sim
ilar to the ones w

here w
e have confirm

ed best practices. W
e use our experience to establish w

orkable m
ethods for good

health in A
frica. It has great potential,” says A

M
R

EF's D
r M

ores Loolpapit, w
ho w

as a leading instigator of the Entasopia H
ealth

C
entre in the early N

ineties. 

The latest five-year strategy places operational and applied research high on the agenda. M
ichael Sm

alley defines it as
developm

ent- driven research because A
M

R
EF's objective is to im

prove the quality of health delivery.  

“A
M

R
EF can't indulge in polem

ics. In the past w
e just assum

ed that people w
ould see how

 passionate and experienced w
e w

ere
and follow

. N
ow

 w
e know

 it takes hard-nosed science to persuade others. It's really very good that w
e have reached a point

w
here w

e are beginning to produce the evidence to influence policym
akers,” says Prof M

iriam
 W

ere, w
ho points out that a

research question is em
bedded in all proposals subm

itted to donors.

A
lthough M

ichael Sm
alley adm

its that the research com
ponent of the A

frican M
edical and R

esearch Foundation has oscillated
over the decades betw

een “r” and “R
”, it has alw

ays been there. For the past tw
enty years, the Laboratory Program

m
e has

collaborated w
ith W

H
O

 as a regional centre for testing new
 techniques and equipm

ent. In the early 1990s A
M

R
EF and the

London School of H
ygiene and Tropical M

edicine established a link betw
een sexually transm

itted infections and the transm
ission

of H
IV. The findings, w

hich changed W
H

O
 guidelines for the prevention and m

anagem
ent of STIs w

ere a key discovery in the
battle against A

ID
S. N

ow
 they are conducting clinical trials on the use of m

icrobicides as a m
eans of preventing the transm

ission
of the herpes sim

plex virus, w
hich they had earlier established as a m

ajor risk factor for contracting H
IV. 

From
 this research com

es policym
aking. O

ver the past five decades the outcom
es of several projects have influenced national

health guidelines.

“A
M

R
EF is the vital interface betw

een the reality on the ground and policy. H
istorically, guidelines have been handed from

 the
top level dow

n to the bottom
, but they don't necessarily reflect how

 people feel, or w
hat w

ill w
ork. W

e w
ant to organise

com
m

unities to voice their concerns not only to the governm
ent but to their ow

n grassroots leadership so that there is genuine
action on health issues,” adds D

r D
araus B

ukenya, program
m

e leader for A
M

R
EF's extensive H

IV
 program

m
e. 

In Kenya this is already beginning to happen. The latest M
inistry of H

ealth developm
ent plan refers to com

m
unities as the first

level of health care. This m
eans that com

m
unities are now

 form
ally recognised as part of the health system

 structure. 

“Policy and research don't stand in isolation. They are part of the continuum
 of our w

ork. O
ur data is a gold m

ine and the fulcrum
for everything. The next step is to analyse it and dissem

inate this know
ledge in continental and global forum

s - the A
frican U

nion,
G

eneva, the U
N

's Interagency Standing C
om

m
ittees, the U

K
 G

overnm
ent's C

om
m

ission for A
frica. W

e m
ust ensure that A

M
R

EF
truly influences policy and practice. That's the only w

ay w
e can m

ake progress,” D
araus B

ukenya adds. A
M

R
EF is already a

global player in health w
ith a voice that is respected and heard. In 2006 it w

as the only A
frican health developm

ent organisation
represented at the W

orld Econom
ic Forum

 in D
avos, Sw

itzerland, the year after it w
as the first A

frican organisation to w
in the

prestigious G
ates A

w
ard for G

lobal H
ealth. A

M
R

EF's M
ichael Sm

alley is on the board of its G
lobal H

ealth Initiative.
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O
ne of the m

ajor thrusts is to strengthen health system
s in A

frica. A
M

R
EF is the only A

frican non-governm
ental organization

represented at these discussions and has been deeply involved in every stage of the planning. D
r Jane C

arter, w
ho heads the

Laboratory Program
m

e, sits on the W
H

O
 Steering C

om
m

ittee on Laboratory Partnerships and is a technical advisor for W
H

O
 on

laboratory issues. She and Sadiki M
ateru also w

orked w
ith four m

inistries of health to develop a m
odel for the East A

frica
R

egional External Q
uality A

ssessm
ent Schem

e w
hich w

as launched in 2007.

Says M
ichael Sm

alley: “The com
m

itm
ent of A

M
R

EF's staff to m
aking the lives of people better is quite overw

helm
ing and very

hum
bling. C

apturing that energy and channelling it upw
ards to the people w

ho m
ake decisions has a big im

pact on w
hat's

happening on the ground. It's hugely exciting. W
e are concerned because people are not as w

ell as they ought to be. It's their
right to be healthy. If w

e can contribute to that, it's about as good as it gets.”
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G
etting established in difficult circum

stances during the late
Fifties and early Sixties required charism

atic personalities, a
belief in U

topia, and the confidence and courage to achieve
the im

possible. It required a vision. A
ll this w

as reflected in the
founders of A

M
R

EF, and m
any of those w

ho follow
ed and set

up the N
ational O

ffices. 

The initial hub of support for the organisation w
as in the U

SA
w

here Tom
 R

ees and his w
ife N

an, quickly involved all the
'good and great' people in their passion to im

prove the health
situation for the m

ost vulnerable in East A
frica. This set an

exam
ple 

for 
other 

N
ational 

O
ffices. 

D
r 

A
nne 

Spoerry, 
a

French/Sw
iss citizen and A

frica's first w
om

an flying doctor, set
up branches in Sw

itzerland and France in the Sixties and
Seventies respectively. U

K
 follw

ed shortly afterw
ards and w

ith
its rich history and links to East A

frica, m
anaged to set  up a

solid netw
ork under the guidance of Sue Pretzlik and D

r
C

hristopher W
ood.

Several others w
ere to follow

, particularly A
M

R
EF in G

erm
any,

still under the continuous leadership of its founder, Leonore
Sem

ler - w
ho alm

ost single-handedly has raised over $30
m

illion for A
M

R
EF's w

ork in A
frica.

/N
ATIO

N
A

L O
FFIC

ES

A
M

R
EF w

ould not have com
e into existence w

ithout its N
ational O

ffices in Europe
and N

orth A
m

erica, their rem
arkable C

hairm
en, and the hundreds of volunteer

helpers w
ho have w

orked tirelessly to support A
M

R
EF's activities in A

frica.
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The w
orld w

as very different in the early 1960s. Post-w
ar

difficulties and com
m

unication problem
s m

eant that Europe
and N

orth A
m

erica  w
ere struggling to their feet: 'developm

ent
aid' w

as still an unknow
n  concept. H

ow
ever, early on, the

visionary M
ichael W

ood realised that there w
as a need for a far

bigger organisation than just the flying doctors and the A
frican

M
edical and R

esearch Foundation w
as born.

A
s w

ell as the support for the project w
ork M

ichael W
ood

realised the im
portance of having substantive core support for

A
M

R
EF. Together w

ith his friends in Toronto and Stockholm
back in the early Seventies he w

as instrum
ental in starting the

partnership 
w

ith 
the 

C
anadian 

and 
Sw

edish 
D

evelopm
ent

agencies C
ID

A
 and SID

A
, w

hich rem
ains so im

portant to
A

M
R

EF today. 

B
y the early 1980s N

ational O
ffices w

ere established in ten
countries w

orldw
ide, m

ainly based on great friendships that
existed betw

een M
ichael W

ood, Tom
 R

ees and w
ell know

n
personalities and philanthropists. This w

as the beginning of a
real fam

ily w
hose custom

 it w
as to m

eet tw
ice a year in A

frica
or Europe.  The A

M
R

EF fam
ily still m

eets tw
ice a year in A

frica. 

O
ver the next 20 years the N

ational O
ffices grew

 as they
struggled 

to 
engage 

the 
w

orld 
in 

A
frica 

and 
its 

health
problem

s. U
ndefeated, they continued to raise crucial funds

and support for the w
ork of A

M
R

EF as the financial base and
activities continued to grow

 in A
frica. For exam

ple in 1957 the
budget w

as $12,000 and by 2003 $20 m
illion.

A
t 

that 
tim

e 
A

M
R

EF 
w

as 
still 

dependent 
on 

the 
incom

e
generated by the N

ational O
ffices. For a period of som

e 40
years, the N

ational O
ffices had  contributed up to 85 per cent

of each annual budget for A
M

R
EF in A

frica. 

A
round 1992 it becam

e tim
e for a change in the organisational

structure.  A
M

R
EF's expansion in A

frica w
as increasing and the

G
overnance structure needed to be am

ended to serve this
expansion better. The N

ational O
ffices w

ere encouraged to

think about how
 they fundraised, w

orked and com
m

unicated
w

ith one another to gain m
ore strength, as w

ell as stream
line

their relationship w
ith the activities in A

frica. A
 M

em
orandum

of C
o-operation w

as draw
n up for this purpose, and the B

oard
Structure changed so that instead of all the N

ational O
ffices'

representatives 
attending 

the 
B

oard, 
selected 

individuals
w

ould represent the N
ational O

ffices' interest.

To consolidate their experience, the N
ational O

ffices joined
together in 1999 to form

 the International Forum
, a group of

m
utually supportive offices from

 across Europe and N
orthern

A
m

erica that shared skills, successes, resources and som
etim

es
even staff, increasing once again the sense of fam

ily that
A

M
R

EF had been founded on.  M
eeting w

ith the A
frican

B
oard, Senior M

anagem
ent Team

 and A
frican staff tw

ice a year,
the International Forum

 contributes and brainstorm
s on policy,

projects, com
m

unication and fundraising issues, and rem
ains

an accountable link betw
een A

frica and their donors. The
elected C

hairm
an of the International Forum

 is an appointed
m

em
ber 

of 
the 

m
ain 

B
oard 

of A
M

R
EF, 

ensuring 
that 

the
N

ational O
ffices rem

ain involved in the governance and policy
of the organisation.

The grow
th and success of A

M
R

EF over the past 50 years ow
es

an indescribable am
ount to the N

ational O
ffices. W

ithout the
engagem

ent, understanding and support of people outside of
the 

continent, 
A

M
R

EF 
w

ould 
not 

have 
grow

n 
to 

be 
the

influential organisation it is today, nor w
ould it be able to look

ahead to the next 50 years w
ith confidence and hope. 

There 
are 

currently 
offices 

in 
A

ustria, 
C

anada, 
D

enm
ark,

France, G
erm

any,  Italy, M
onaco, N

etherlands, Spain, Sw
eden,

U
K

 and the U
SA

.
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D
ue to the w

ide geographical nature of the organisation, the
role of the chair is particularly critical to the B

oard’s effective
functioning. M

em
bers of the board are selected on the basis of

their ability to provide experienced and professional guidance
for A

M
R

EF in m
atters of m

edicine and health, developm
ent,

finance, 
organisation, 

fundraising 
and 

other 
appropriate

disciplines. A
t least a third of the seats are reserved for people

connected w
ith the national offices, including the chairperson

of the International Forum
, w

hile at least a third m
ust be

A
frican nationals. 

The 
B

oard 
norm

ally 
m

eets 
tw

ice 
a 

year, 
and 

has 
several

com
m

ittees to ensure that operations of the Foundation are
professionally run. The B

oard D
evelopm

ent and N
om

inations
C

om
m

ittee advises on m
atters relating to governance of the

B
oard; the H

ealth Program
m

e C
om

m
ittee advises on strategic

issues and policies w
ith regard to health developm

ent; the
A

udit and Finance C
om

m
ittee advises the B

oard on m
atters of

/A
M

R
EF’S B

O
A

R
D

The B
oard of D

irectors is A
M

R
EF’s m

ain governing
body, its prim

ary role being to oversee that the
Foundation is run in a w

ay that encom
passes its

m
ission, its financial and hum

an resources and the
global fram

ew
ork in w

hich it operates. It oversees
the effective presence of A

M
R

EF, endorses its
strategies and policies, and recruits and guides the
D

irector G
eneral, w

ho is responsible for leading
the organisation’s strategic developm

ent and
m

anaging A
M

R
EF headquarters and C

ountry
O

ffices.
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accounting, and ensures that A
M

R
EF uses effective operational

and financial controls; the H
um

an R
esource C

om
m

ittee deals
w

ith 
strategic 

issues 
and 

policies 
w

ith 
regard 

to 
the

m
anagem

ent 
of 

A
M

R
EF’s 

hum
an 

resources; 
and 

the
Fundraising 

and 
C

om
m

unications 
C

om
m

ittee 
supports 

the
developm

ent and im
plem

entation of a global m
arketing plan

for the organisation. 

The B
oard’s International Forum

, m
ade up of board m

em
bers

from
 the N

ational O
ffices, provides A

M
R

EF w
ith experience

and insights derived from
 its m

em
bers in fundraising and

creating aw
areness in the donor m

arket of the w
orld and from

their understanding of the health developm
ent environm

ent.

A
M

R
EF has been governed by its B

oard since it w
as set up in

1957 and started operations officially on A
ugust 7 that year.

The first C
hairm

an w
as Lord Tw

ining, w
ho w

as succeeded in
1969 

by 
M

usa 
A

m
alem

ba. 
John 

Story, 
A

M
R

EF’s 
Finance

D
irector, took over the chair in 1971 as interim

 and handed
over to D

unstan O
m

ari, just then retired as Secretary to the

East A
frican C

om
m

unity. M
r O

m
ari chaired A

M
R

EF over 20
years and during his C

hairm
anship steered A

M
R

EF through
som

e m
ajor developm

ents, both in A
M

R
EF’s activities in the

field and its support system
 in Europe and N

orth A
m

erica. In
1993, A

m
bassador B

ethuel K
iplagat took over as C

hair, and
guided A

M
R

EF’s m
ajor governance restructuring, w

hich set up
an 

Executive 
C

om
m

ittee, 
together 

w
ith 

other 
support

com
m

ittees for the B
oard.  H

e w
as succeeded by Prof M

iriam
W

ere in 2003.

In recognition of their contribution to A
M

R
EF over the years,

Lady W
ood, M

rs. Leonore Sem
ler and D

r Thom
as R

ees w
ere

m
ade H

onorary D
irectors of the B

oard, a nom
inal position

w
ith no voting rights.

A
M

R
EF had tw

o Patrons since its founding: Form
er Kenyan

President 
D

aniel 
A

rap 
M

oi 
and 

the 
late 

Prince 
B

ernhard 
of the N

etherlands.
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A
M

R
EF in A

ustria
W

aagplatz 3
5020 Salzburg, A

ustria
Tel: +

43 662 840101
Fax: +

43 662 847820
Em

ail: office@
am

ref.at
W

ebsite: w
w

w
.am

ref.at 

Executive D
irector

M
ag. Susanne Kerschbaum

er

C
hairm

an
D

r W
alter Schm

idjell

B
oard M

em
bers

A
nna M

aria Schw
aiger

M
ag. A

lexander V
iehauser

M
argit A

m
bros

Egm
ont K

ap-herr
Ernst Ischovits
Irene B

roda
D

r M
onika Schm

idjell
D

ieter Schleehauf 
D

r K
laus Täuber

A
M

R
EF in C

anada
489 C

ollege St. Suite 407
Toronto, O

ntario M
6G

 1A
5

C
anada

Tel: +
 416 961 6981

Fax: +
416 961 6984

Em
ail:    info@

am
refcanada.org

W
ebsite: w

w
w

.canada.am
ref.org

Executive D
irector

A
lanna R

ondi

C
hairm

an
Keith Thom

son

V
ice C

hairm
an

G
ordon C

apern
Laurence G

oldberg

B
oard M

em
bers

A
m

m
ar A

l-Joundi, Treasurer
A

lan Torrie
M

ichael B
ertouche

C
hris D

aw
son

C
harles Field-M

arsham
Scott G

riffin
Stephen H

afner
C

atherine H
erring

John Lee
D

iane M
acD

iarm
id

C
aro M

acdonald

A
M

R
EF in D

enm
ark

D
en A

frikanske Læ
gefond

G
orrissen Federspiel K

ierkegaard
12 H

C
 A

ndersens B
oulevard

D
K

-1553, C
openhagen V

Tel: +
 45 33 41 41 41

Fax: +
 45 33 41 41 28

Em
ail: tf@

gfklaw
.dk

W
ebsite: w

w
w

.am
ref.org/denm

ark.htm

D
irector

M
r Thom

as Federspiel

C
hairm

an
M

r Thom
as Federspiel

B
oard M

em
bers

Prof D
r M

ed. Finn B
lack

H
onorary Secretary Lise Lassen 

Prof D
r Polit. N

iels Thygesen
M

r C
hristian A

lsøe

A
M

R
EF in Ethiopia

D
jibouti Street

Kebele 07 H
ouse #420

P.O
. B

ox 20855/1000
A

ddis A
baba Ethiopia

Tel: +
251 11 6627851/6636803

+
251 11 6184751

Fax: +
251 11 6627887

Em
ail: am

ref@
ethionet.et

C
ountry D

irector 
D

r John N
duba

A
M

R
EF in France

A
M

R
EF France 

19 rue C
assette 

75006 Paris, France
Tel/Fax: +

 33 (0)1  45 48 14 18
M

obile
: +

33 (0) 6  74 72 57 77
M

ail: info@
am

ref.fr
W

ebsite: w
w

w
.am

ref.fr

D
irector 

Z
arina de B

agneux

B
oard M

em
bers

M
arc O

dendall (President)
M

arie-Paule Laval (G
eneral Secretary)

A
lejandro M

artinez-C
astro (Treasurer)

G
illes A

ugust
Z

arina de B
agneux

Jean-C
harles D

ecaux
B

ernard Lozé

A
M

R
EF in G

erm
any

A
M

R
EF G

esellschaft für M
edizin

U
nd Forschung in A

frika eV
M

auerkircherstr 155
81925 M

ünchen, G
erm

any
Tel: +

49 89 981129
Fax: +

49 89 981189
Em

ail: info@
am

refgerm
any.de

W
ebsite: w

w
w

.am
ref.org

D
irector

N
ora B

oerschel

C
hair

Leonore Sem
ler

V
ice C

hair
D

r G
osw

in von M
allinckrodt

B
oard M

em
bers

Leonre Sem
ler

D
r G

osw
in von M

allinckrodt
A

ndreas G
raf D

önhoff
Prof D

r V
olker K

lauss
D

r U
lrich Laukam

m
-Josten

D
r H

ans W
erner M

undt
D

ipl K
fm

. G
erd Pelz

D
r W

ilhelm
 von Trott zu Solz

D
r Johannes Z

ahn

A
M

R
EF H

eadquarters
P. O

. B
ox 27691-00506

N
airobi, Kenya

Tel +
254 20 6993000

Fax +
254 20 609518

Em
ail: info@

am
refhq.org

W
ebsite: w

w
w

.am
ref.org

D
irector G

eneral
D

r M
ichael Sm

alley PhD

Founders
Sir A

rchibald M
cIndoe

D
r Thom

as D
 R

ees
Sir M

ichael W
ood

H
onorary D

irectors
D

r Thom
as D

 R
ees

Leonore Sem
ler

Lady Susan W
ood (upto M

ay 2006)

C
hairm

an
Prof M

iriam
 W

ere

B
oard of D

irectors
Prof A

detokum
bo O

 Lucas
D

r A
lfonso V

illalonga
M

r A
listair B

oyd
M

r A
nthony P W

 D
urrant

D
r Eunice M

uringo K
iereini

D
r Fatm

a H
afidh M

risho
M

r Iain K
napm

an
D

r Jessica Jitta (upto M
arch 2006)

M
r M

arc O
dendall

D
r N

izar J V
erjee

D
r Pascoal M

anuel M
ocum

bi
D

r Paul Z
uckerm

an
M

r Scott G
riffin

D
r Stephen C

 Joseph
D

r Thom
as van der H

eijden
D

r U
lrich Laukam

m
- Josten (upto M

arch 2006)
D

r W
ilhelm

 von Trott (upto M
arch 2006) 

D
r M

ichael Sm
alley

A
M

R
EF in Italy

V
ia B

oezio 17, 00192 
R

om
a , Italy

Tel: +
39 06 99704656

Fax: +
39 06 3202227

Em
ail: info@

am
ref.it

W
ebsite: w

w
w

.am
ref.it

Executive D
irector 

Francesco Paolo A
ureli

C
hairm

an
Ilaria B

orletti 

H
onorary C

hairm
an

Susanna A
gnelli

B
oard M

em
bers

D
esireè B

izzarri
M

arinella D
e Paoli

D
aniela G

hisalberti
A

ndrea R
ipa di M

eana
M

aurizio D
e R

om
edis

A
ntonello C

orrado 
Im

m
acolata Pellegrino (M

im
m

a N
ovelli)

R
enata Z

egna
M

aurizio Paganelli
V

alerio C
aracciolo

A
M

R
EF in Kenya

P. O
. B

ox 30125-00100
N

airobi, Kenya
Tel +

254 20 6994000
Fax +

254 20 606 340
Em

ail: info@
am

refke.org
W

ebsite: w
w

w
.kenya.am

ref.org

C
ountry D

irector 
M

s M
ette K

jaer

C
hairm

an
D

r M
oham

m
ed A

bdullah
Secretary to the C

ouncil
M

s M
ette K

jaer 

A
dvisory C

ouncil M
em

bers
Prof M

oham
m

ed A
bdallah

Prof V
iolet K

im
ani

Prof Japheth M
ati

D
r N

irza V
erjee

D
r A

nne W
am
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