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Word from the Chair, AHAIC

The Africa Health Agenda International Conference (AHAIC 2017)
took place in Nairobi, Kenya, from March 7-9, 2017. 871 delegates
from 11 countries converged in Nairobi to move forward Africa’s
health agenda through the exchange of scientific knowledge,
research findings and debate on strategies, ideas and innovations.
The conference’s three themes; People, Systems and Innovation,
mark the key investments that governments, civil society and the
private sector will have to make to fast-track the attainment of the

Sustainable Development Goals (SDGs).

Key highlights of the conference included: the launch of a campaign to integrate Community Health
Workers (CHWs) into the formal health workforce across Africa; a ministerial panel on global
health security; the Youth Pre-Conference (March 5-6) which was officially opened by First Lady
of Malawi Dr Gertrude Mutharika and First Lady of Kenya Margaret Kenyatta; and the Hackathon,
dubbed Innovate4Life, held between (March 7-8]; that injected creativity, resourcefulness and
innovation into the conference. We were amazed at the range of brilliant, workable solutions that
resulted from the event. Amref Health Africa will support incubation of the three winning ideas
and their scale-up so that we can revolutionise health care for mothers and new-borns in Africa.
The AHAIC 2017 conference culminated in the reading out of a Communiqué to be shared with
governments across the continent. We hope the document will have a far-reaching impact on
the engagement and inclusion of communities in general and the youth in particular in health
development.

| wish to thank our partners - the Ministry of Health, Kenya, GlaxoSmithKline (GSK) and the City
County of Nairobi - for their support in making this conference a great success; and the World
Health Organization (WHO)] for technical support, guidance and providing keynote speakers.

A special word of gratitude goes to our organising committees, sponsors, government
representatives, keynote speakers, oral and poster presenters, media, and every delegate who
attended AHAIC 2017 and contributed to its success. Together, we are the custodians of Africa’s
Health Agenda for achieving the SDGs and universal health coverage. Let’s turn the agenda into
action.

| wish you all the best in building a healthier Africa. See you at the next AHAIC in 2019!

x&

Dr Githinji Gitahi
Group CEO, Amref Health Africa
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Word from the Chair, Amref Health Africa International Board

The Chair of the Amref International Board expressed pride in the
success of the Conference, noting the high members and calibre
attendance. He called on the participants to back up the conference
resolutions with action for the benefit of the approximately 1.2 billion
Africans, bearing in mind the link between SDGs and the Africa
health development agenda. He underscored community support
and ownership as key success factors for Universal Health Coverage
and acknowledged Amref Health Africa’s lengthy history of strong
and authentic linkage with communities in Africa. He noted that the
launch of the “Workers and not Volunteers” agenda was one of the

greatest outcomes of the Conference.

Mr Issa emphasised the importance of investing in research to inform decision making and policy
formulation and reiterated the need to rethink partnerships to ensure UHC. He reminded the
participants that the youth must be involved in decision making, adding that they required access
to information if they were to meaningfully engage with decision makers. He challenged the
participants to consider ways in which citizens could be engaged in PPPs and reiterated the need to
build the capacity of government staff to enhance their negotiation skills. This, he said, would help
bring parity between the public and private sector in PPPs. In closing, he urged the participants to
work to eliminate cultural stereotypes and involve more women in decision making.

Mr Omari Issa

Chair, Amref Health Africa International Board




Introduction

The Africa Health Agenda International Conference (AHAIC 2017) took place from the March 5-9,
2017 at the Radisson Blu Hotel in Nairobi, Kenya. The conference was hosted by Amref Health
Africa in partnership with the Ministry of Health, GlaxoSmithKline (GSK) and the Nairobi City
County, and was officially opened by Dr Jackson Kioko, Director, Medical Services, Ministry of
Health, Kenya (representing the Cabinet Secretary for Health in Kenya, Dr Cleopa Mailu). The
World Health Organization (WHO) provided support, guidance as well as keynote speakers. Other
sponsors included Takeda, Johnson&Johnson, Philips, PharmAccess, Joint Learning Network,
Rockefeller Foundation, Merck, Elsevier, Mpesa Foundation, Terre De Hommes, Advocacy
Accelerator, Momala, JICA, Unilever, MHakika, Ipas, Astra Zeneca, Christian Aid and Smile Train.

AHAIC 2017 kicked off with the Pre-Conference Youth Forum held between March 5-6, 2017
following a colourful opening ceremony graced by First Lady of Malawi, Dr Gertrude Mutharika,
and First Lady of Kenya, Margaret Kenyatta.

The three-day main conference, held from March 7-9, assembled scientists and researchers,
leaders from government, multilateral agencies, the private sector and civil society; and
representatives of development partners, youth, advocates for health and the media to discuss,
debate and share state of the art scientific knowledge and evidence. Eleven countries were
represented at the Conference. The following activities enriched the event:

Pre-Conference Youth Forum

The AHAIC 2017 preconference youth forum provided a 2-day platform for young people to engage,
discuss and collaborate with leaders and policy makers from across different health sectors. The
purpose was to contribute to strategies, scientific approaches and investments being made on the
improvement of the youth’s health. This preconference forum brought together 180 young people
from 11 countries and 70 adult observers bringing the total delegates to 250. AHAICYouth2017
Facebook garnered 4,121 likes by engaging an aggregate of 5,114 users. Twitter garnered a
follower to following ratio of approximately 2:5, 103,000 impressions and 1,376 profile visits.

The opening ceremony was graced by Her Excellency Mrs Gertrude Mutharika: First Lady of
Malawi and President of OAFLA, Her Excellency Mrs Margaret Kenyatta: First Lady of Kenya. The
preconference youth forum also had the privilege of receiving inspiring speeches from Dr. Githinji
Gitahi, Amref GCEO, Ms Shuluni Shirim, Anti-Female Genital Mutilation Ambassador, Amref Health
Africa, Ms. Katy Hayward, ViiV Healthcare Global Medical Lead Pediatrics ViiV Healthcare, Ms.
Gift Malunga, Acting Country Representative Kenya United Nations Population Fund (UNFPA), Dr
Werner Schultink, Country Representative, UNICEF Kenya and Mrs. Sicily K. Kariuki the Cabinet
Secretary, Ministry of Public Service, Youth and Gender Affairs. King Kaka delivered a lively
performance and Dr Jackson Kioko, Director of Medical Services, Ministry of Health Government
of Kenya was the chief guest speaker at the closing ceremony. The pre-conference youth forum
received financial and technical support from various organizations including; Amref Health
Africa, ViiV Healthcare/GSK, UNFPA, UNICEF, WHO, IPAS Africa Alliance, IPPF, Centre for the
Study of Adolescence (CSA), Dance 4 life and YMCA.,
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The preconference forum acknowledged that majority of the burden of diseases within the region
affects young people hence the need to involve them in solving these health challenges. In Africa
today, 65% of the total population is below the age of 35 years, and over 35% are between the
ages of 15 and 35 years; making Africa the most youthful continent. This was therefore an exciting
window of opportunity to harness the demographic advantage through the empowerment and
active participation of youth as major stakeholder in health and development. The preconference
forum discussed a number of key issues affecting young people with a special focus on sexual
and reproductive health & rights and meaningful youth engagement. Other issues included:-
Alternative Rites of passage, HIV/AIDS, early marriage, Empowerment of women, Family planning,
Empowerment of youth and good governance, Gender Based Violence, Abortion/ Teenage
pregnancies, Drug/ Substance Abuse, Stigma and Discrimination.

The preconference forum was vibrant with engaging activities ranging from Edutainment, media
interviews, skills building session, panel discussions, photo session, group discussions, the Great
Debate, and all culminating to a communiqué (Annex A). The Great Debate focused on contentious
issues in society for example; Access to SRHR services, Sexuality education and the role of young
people in advocacy. The communiqué highlights the action points and decisions made by young
people during the preconference forum and acts as an advocacy tool that brings out the needs of
young people to the leaders, development partners and also the youth themselves.

It was resolved that inclusion of youth is necessary for development of Youth-friendly solutions
and services. Further, the youth were encouraged to make adults their allies; take an interest
in policy making and governance of issues affecting them; ensure a multi-sectoral and multi-
dimensional engagement, including parents and teachers in order to achieve the goals of the
African Youth Charter and Sustainable Development Goals (SDGs). In addition, the realization
that religion and culture plays a big role on how to handle sexual issues necessitates the need to
integrate Comprehensive Sexuality Education with all stakeholders. African governments were
urged to increase budgetary allocation and prioritize resources towards improving health for
young people. It was also noted that many commitments are made at national, regional and global
levels on the youth to mitigate youth related problems but are rarely acted upon at country level.
To this regard, governments were called upon to issue an official statement on East and Southern
Africa and African Union commitments, sign them and implement them in their countries. The
preconference youth forum was a great success with the highlight that: Nothing for young people,
Without young people (Nothing for Us, Without Us).

Hackathon

The tension-filled 48-hour Hackathon, dubbed Innovate4Life, took place on March 7-8. Fifteen
innovators, shortlisted from 117 applicants, sought to create innovative solutions to the issues
that cause maternal and child deaths. The objectives of the Hackathon were to; create awareness
about the plight of women with highlight on maternal health; engage developers and innovators to
develop solutions that can help curb maternal mortality; and to inform and activate entrepreneurs
and developers to participate in the event.




Three applications (Apps) were selected to move to the next stage. Help Mum (Nigeria) is a
knowledge App that sends out broadcasts to pregnant women; Chanjo Plus (Kenya) tracks
vaccination defaulters; and Wekebere (Uganda) is a hand-held self-diagnosis App that will be used
by pregnant mothers to detect the condition of both the mother and foetus. These three winning
innovative solutions will have access to U5$3,000 seed funding and a three-month acceleration
programme that will support the innovators to refine their solutions and scale up their Apps.
Due to the high quality of the solutions presented, an additional 2 runners up innovations were
selected to join the acceleration programme that will support innovators to refine their solutions
and scale up their Apps. In addition, the team members will receive training and mentorship. The
two runners up were: Pregmum (Kenya) a simple wearable monitoring gadget that measures the
foetal heart rate of a pregnant mother’s baby and mother’s blood pressure and Afya Plan (Kenya) a
mobile service that connects groups of mothers together in a chama (welfare/ investment group)
to create a pool from where these mothers will get funds for their children’s (13 years and below)
health care.

Innovate4Life hackathon was successful due to support Amref Health Africa, Takeda and Nailab
offered with the stakeholders leveraging on each other’s strength.

Campaign Launched

The Opening Ceremonyclimaxedwiththe launchingofthe Workers notVolunteersagendainsupport
of the critical role played by Community Health Workers (CHWs). The conference acknowledged
that to expedite universal health coverage in Africa, the governments must formally recognise
and ensure Community Health Workers are an integral part of the formal health workforce.

FGM eradication strategy

Amref Health Africa took advantage of the Conference’s critical audience to launch its vision to
eradicate Female Genital Mutilation by 2030. This event coincided with International Women's Day
celebrations.

Ministerial panel

Amb Dr Mustapha Sidiki Kaloko, Commissioner for Social Affairs at the Africa Union Commission
was the lead discussant in this panel on Response to and preparedness for health threats in
Africa. The panel had ministers from Kenya, Uganda, Zanzibar and Tanzania.

Media

The conference was extensively covered by more than 15 local and international media houses
and proceedings transmitted via TV, radio, newspapers and social media. The in-house
Communications team prepared a daily bulletin, ensuring that participants were abreast with the
conference highlights.




Conference theme

The theme of AHAIC 2017 Conference was: Towards a Healthier Africa: People, Systems &
Innovations. Its objectives were to:

e Bring together researchers, policy makers, practitioners, the private sector, advocates
for health and civil society together to reflect on home-grown solutions to achieving the
Sustainable Development Goals across the continent.

e Share scientific research findings and best practices addressing health and health systems
in Africa.

e |dentify and discuss gaps and challenges in implementing the Sustainable Development
Goals in Africa.

The objectives were extensively discussed through four sub-themes:

e Community Health Systems Responsiveness and Resilience
e Health Care Financing for Sustainable Development
e |nnovation and Technology for Health Systems Strengthening

e Global Health Security Initiatives.

Conference Organisation

The Conference had an Organising committee, chaired by the Amref Group CEO, and a Scientific
Committee that coordinated the events (Youth pre-Conference, the Hackathon) and ensured
submission of quality presentations and posters. See Annex F for committee composition. An
Implementation Committee provided logistical and support service structures for the smooth
running of the Conference.

AHAIC 2017 hosted nine plenary sessions and 15 track sessions with an average of six oral
presentations under each track. Through special invitation, 14 satellite sessions were conducted
by organisations including: Amref Health Africa, Japan International Cooperation Agency
(JICA), Philips, PharmAccess Foundation, GlaxoSmithKline (GSK), Johnson&Johnson, Elsevier
Foundation, Management Development Institute (MDI), Unilever East Africa, Accelerator Advocacy,
and the mPesa Foundation. The sessions were guided by the four sub-themes, and were held
before or after the main sessions. The conference also facilitated two skills building sessions.

During the three-day conference, a total of 117 posters were presented. The rapporteurs got to
review an average of six per day. A summary of key findings and recommendations are included
in this Report and the posters are available at www.ahaic.org.

An interesting component of the Conference was the creative capturing of highlights using art.
This was done by Creative Harvesting from Netherlands during the main conference and Chege
Harrison (Bantu) in the Youth Pre-Conference. There were eleven exhibitors at the conference;
namely GSK, PharmAccess, Christian Aid, Family Health Company, Bayer, Smile Train, Merck
Sharp and Dohme, Philips, Johnson&Johnson, Takeda and Baobab Circle.




Opening remarks

Dr Cleopa Mailu, Cabinet Secretary, Ministry of Health (represented by Dr Jackson Kioko)

The Cabinet Secretary acknowledged the high calibre of speakers at
the Conference and the potential for effective partnerships to enable
accelerated progress towards Universal Health Coverage (UHC).
He said: “Health systems in Africa have experienced numerous
challenges including coping with the huge burden of disease, sub-
optimal public investments and weak resilience to emerging public
health threats such as disease outbreaks, epidemics and climate
change. Systems, which have been orientated largely towards
addressing communicable diseases, are now overstretched by
the ever-increasing burden of non-communicable diseases and
/’ injuries.”

The CS noted that AHAIC 2017 came after the Sixth Tokyo International Conference on African
Development (TICAD VI), themed “Advancing Africa’s Sustainable Development Agenda”, held
in August 2016 in Nairobi, Kenya. The CS revisited TICAD VI's concluding framework for action,
which focused on expanding coverage of key health services, protecting communities against
catastrophic health expenditure and enhancing health security as part of the Universal Health
Coverage.

Referring tothe theme of AHAIC 2017: Towards a healthier Africa: people, systems and innovations,
the CS emphasised the importance of developing inclusive solutions to Africa’s unique health
challenges. He recognised the marked improvement in the performance of health systems in
sub-Saharan Africa, noting that a lot still needed to be done. He called on the participants to
focus on engaging communities in health research and identifying evidence to inform policy and
practice.

Dr Mailu urged African states to prioritise health sector investments to enhance capacities for
implementation of interventions that will contribute to realisation of the Sustainable Development
Goals (SDGs) and UHC. He expressed hope that through sharing and learning from one another,
the Conference would chart a practical way forward for improving health in Africa.
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Plenary Sessions




Plenary 1:  Addressing bottlenecks affecting health systems in communities of Africa:
Strategies, achievements, challenges and the way forward

Presenters: Dr Delanyo Dovlo, Director HSS WHO; Dr Marc-Alain Widdowson, Deputy
Director CDC, Kenya; Prof Richard Muga, Uzima University; Prof Francis Omaswa, Executive
Director, ACHEST and Dr Davide Mosca, Director of Health Division, IOM

Chair: Prof Fred Mangen, Makerere University

The disparities in economic growth across Africa are likely to skew attainment of Sustainable
DevelopmentGoals (SDGs). The continentis undergoing transitionsin socio- economic, politicaland
epidemiologictrends and health security risks (emerging communicable diseases). The continent’s
health system remains weak because of years of under-investment, failure to harness emerging
opportunities, limited innovation in the delivery of health services, poor disease surveillance,
limited interaction between households (communities) and formal health systems, poor capacity
of community health systems to carry out health promotion, poor scaling up of evidence-based
solutions, limited capacity of health professionals to package and present community-friendly
solutions and interventions, leadership, governance and stewardship failures, and global fixes
(international standards) that are not necessarily adaptable locally.

Participants expressed the following concerns:

i. Is Africa prepared to harness the demographic dividend (youth bulge) and the health
challenges likely to emerge from that social-demographic transition?

il. The incident of a survivor of the deadly Ebola Virus Disease in Liberia who ended up dying of
birth-related complications - “Is this an indication that Africa is investing more on emerging
diseases at the expense of basic health education?”

iii. How can health development initiatives can be reconciled with the complexity and dynamism
of communities in programme design?

iv. Why are the effects of Leadership Management and Governance (LMG) not felt in the health
system despite heavy investments in this area?

v. Whatis the status of implementation of governments’ commitment to the Abuja Declaration
on increasing health financing to at least 15% of their annual budgets?

The panellists concurred with the issues raised and decried the low investment in health
systems. ACHEST was cited as having developed a handbook on LMG for Ministers of Health.
The guide demonstrates ways of strengthening and institutionalising basic management skills
at the administrative level of Africa’s governance systems. Africa’s health systems must address
financial, leadership, governance structures that are responsive to disease trends.

Page 14



Recommendations

The session recommended that African governments need to:

Invest more in strengthening community health systems, LMG and stewardship of health
services.

Enhance interaction between communities and formal health systems; close the knowledge
gap (through investing in data, research and evidence).

Continue investing in a cadre of CHWs empowered with the relevant skills to initiate change
at household level.

Orient the training and capacity building of health practitioners to focus on community-
friendly solutions and service delivery.

Institutionalise quality improvement at all levels of the health system.
Document and build strong evidence of scalable interventions.

Delineate the roles of political, community and technical leaders in governing health systems
because competent technical leadership exerts influence on political and community
leadership.

Contextualise Universal Health Coverage in the training of Human Resources for Health and
increase communities” awareness of their rights.

Establish country-specific infection control and outbreak response measures.




Plenary 2:  Towards a healthier Africa: People, Systems & Innovations

Keynote speakers and panellists: Dr Githinji Gitahi, Group CEO, Amref Health Africa; Dr Meggy
Muoka, Youth representative; Dr Jackson Kioko, Director of Medical Services, Ministry of
Health, Kenya (representing Dr Cleopa Mailu, Cabinet Secretary, Ministry of Health, Kenya); Mr
David Pritchard, Vice-President, GlaxoSmithKline; Dr Matshidiso Moeti, WHO Africa Regional
Director

Master of Ceremonies: Ms Caroline Mutoko

Africa’s health system is characterised by among other challenges, a huge burden of disease, sub-
optimal public investments, low resilience to emerging public health threats, low investment in
research and a critical shortage of health workers. Africa carries 70% of the global health burden
and only 3% of the global health workforce. More than 50% of Africans do not access the formal
health system. Although there is a marked improvement in the performance of health systems
in sub-Saharan Africa, a lot remains to be done in key intervention areas such as reproductive,
maternal, new-born, child and adolescent health, prevention of violence and injury, and prevention
and management of communicable diseases (which cause 70% of deaths in Africa) and non-
communicable diseases.

The challenges of health care in Africa are unique and require unique solutions. The importance
of Community Health Workers for Universal Health Coverage cannot be overemphasised. They are
a critical and necessary part of the continent’s health infrastructure, helping to link communities
to the health system. Africa can only deploy this vital component once governments institute
measures to adequately train and remunerate CHWs as an integral part of the public health

service.

Young people comprise 65% of Africa’s population and have unique health problems. They should
be involved meaningfully in deliberations on strategies, scientific approaches and investments
made in the improvement of their health. Commitments to youth should be backed by action at
country and continental levels.

The panelofexpertsrecognised Africa’srich experience and potential to form effective partnerships
thatwillaccelerate progress towards improved health care delivery and Universal Health Coverage.
A partnership approach, marked by acceptance of and respect for each partner’s expertise, will be
critical to meeting the objectives of the SDGs. Given that political will is necessary in supporting
private sector and NGOs to realise SDGs, African governments must put health before political
and economic agenda.




Recommendations

African states must prioritise investments in the health sector to accelerate the attainment
of Sustainable Development Goals and Universal Health Coverage.

Governments must implement policies that are youth-centred and include youth as
accountability partners so as to harness the demographic dividend. They should increase
budgetary allocation for issues affecting the health of young people even as the latter
innovative and take initiative over these issues.

Partnerships are the preferred model of engagement for development as envisaged by SDG
17. No one can go it alone.

Community Health Workers are a critical part of the solution to Africa’s unique health
problems and should be remunerated and integrated into the formal health workforce.




Plenary 3:  Impacting health in Africa through Public Private Partnerships: Lessons,
challenges and future actions

Keynote speaker: Dr Marijke Wijnrok, Chief of Staff, The Global Fund

Panelists: Bruno Witvoet, Executive Vice President, Unilever Africa; Isabel Torres, Senior
Director, AccesstoMedicines Emerging Markets, Takeda Pharmaceuticals;lanWalker, Corporate
Citizenship Director, Johnson&Johnson; Prof Khama Rogo, Head Health Sector Specialist, Head,
World Bank Group Health in Africa Initiative; Ashling Mulvaney, Senior Director, Healthy Heart
Africa, AstraZeneca PLC

Chair: Prof Bitange Ndemo

Public Private Partnerships (PPPs) are not new in Africa. They began 100 years ago when Faith-
Based Organisations began work in Africa. Conceptualising PPPs is challenging when the
definition of what is private and what is public is not clear. PPPs have been characterised by
lack of appropriate legal, policy and monitoring frameworks or the lack of expertise where these
exist. In Africa, for instance, only three countries have the necessary policy and legal frameworks
for PPPs. The result has been an imbalance in negotiations, where the private sector is better
prepared compared with the public sector. Programmes such as the Global Fund have largely
been supported by multinationals with little contribution from African companies. Furthermore,
major financing for health is sourced from foundations or individual philanthropy rather than
PPPs.

Three main messages emerged from the Conference: First, the quality of PPP transactions must
be improved through the guidance of legal and policy experts for successful implementation of
PPPs. The capacity of governments to manage PPP agreements should be strengthened to enable
them negotiate on equal terms with the private sector. Secondly, private sector involvement
should not only be limited to money but must instead reflect the six building blocks of the health
system. The engagements must be expanded to cover a number of years. India is a good example
of domestic financing. There has been increased funding for health by harnessing the corporate
Social Responsibility (CSR) model, high net worth individuals and PPPs.

Participants raised concern that although PPPs have worked in infrastructural programmes where
profits are expected, they often fail to deliver the envisaged gains. The response was that for PPPs
to succeed, partners have to be flexible, resourceful, committed, organised and should share a
strategic vision. They also need to break silos and work with resources that already exist.

Examples of successful PPPs in Kenya include the iodisation of salt that has eliminated incidence
of goitre; the National Hospital Insurance Fund (NHIF) which works with the public and private
sectors to expand access to health care, and the Global Fund partnership that responds to HIV/
AIDS, Malaria and TB globally.
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Recommendations

The session recommended that governments should:

Engage the private sector in dialogue to build trust.

Enact relevant legal and policy frameworks.

Explore innovative financing.

Improve the degree to which the government systems are agile and flexible;
Start small, document lessons and scale up best practices;

Develop a business case (s] for conditional funding and avoid working in silos.




Plenary 4:  Implementation of the health SDGs in Africa: strategies and challenges

Key note speaker: Mr Arif Neky, Advisor for UN Strategic Partnerships and Coordinator of the
SDG Philanthropy Platform

Panellists: Neren Rau, Director, External Affairs and Communications, MSD (Pty) Ltd South
Africa; HE Mrs Toyin Saraki, Founder President, Wellbeing Foundation, Nigeria; Dr Marc Alain
Widdowson, Deputy Director, Centres for Disease Control and Protection (CDC); Dr Delanyo
Dovlo, Director, Health Systems Strengthening Cluster - WHO

Chair: Edwin Macharia, Partner and Regional Director for Africa, Dalberg East Africa

The Sustainable Development Goals (SDGs) adopted by 193 countries across the world, are a
transformative agenda towards which governments, civil society and the private sector must
work together to leverage resources, support implementation and track impact. Attainment of the
SDGs may be slowed down despite decline in fertility rates, increase in Contraceptive Prevalence
Rate (CPRJ, decline in infant and maternal mortality, increase in skilled deliveries and increased
knowledge of HIV status. To maintain a positive trajectory, all actors must focus on the following
enabling factors: political support, public investments, effective coordination, philanthropy,
harnessing of the demographic dividend (lesson from the Asian Tigers), capitalising on gains
in maternal and child health, gender equality, enabling policy environments and ensuring that
budgets are responsive to community needs, strong PPP investment (in risk pooling, maternal
and child health, disease management and case follow-up).

The panel of experts reiterated that PPPs were critical for pooling resources to attain the SDGs.
Dwindling bilateral funding to Africa means that Africa must be more efficient in the use of
development assistance, as well as own funding and leveraging internal resources. The latter
includes deploying the public sector’s “hidden” assets such as natural and human resources and
engaging with communities as equal partners to accelerate the attainment of the SDGs in general
and improving health outcomes in particular.

Concern was raised about the level of corruption. The response was that there are multiple
mechanisms in place to check corruption, including the use of score cards and direct impact
assessments. For example, WHO has observatory units to check how countries are doing. The
public must remain vigilant and proactively hold governments accountable.
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Recommendations

The session recommended the following actions:

e African governments should transition from dependence on bilateral funding to financing
models; scan the operating environment for suitable investment opportunities and prioritise
partnerships around already existing initiatives; focus on long-term planning instead of
piloting programmes that are not taken to scale; and assess the impact of investments and
emphasise accountability.

e The private sector should build the capacity of the public sector to engage in the PPP

processes, including clear rules of engagement, disengagement and inclusive participation
in designing health solutions.




Plenary 5:  The role of innovations and technology in improving health and services in Africa

Keynote speakers and Panelists: Robert Collymore, Chief Executive Officer, Safaricom Limited;
Poelof Assies, General Manager, Philips East Africa; Nicole Spieker, Director of Quality,
PharmAccess Foundation, Amsterdam; Rita Owino, Marketing Development Manager, Primary
& Referral Care, GE HealthCare

Chair: Prof Melba Wasunna, Strathmore University

Innovations are not limited to technology. They cut through a continuum of technology and non-
technological solutions. Innovations are vital in providing new solutions to address challenges in
health systems, essential services and policies. They also provide novel solutions that increase
affordability, reach and quality of health services. Developers must be prepared to test innovations,
make mistakes, correct them , scale-up successful solutions or quickly discard what does not
work. Technology must be relevant, scalable, sustainable, customised to respond to a problem,
easy to use, durable, portable and affordable. The ideal solutions for health matters range from
those that enable early detection, clinical decision-making support (protocols), education and
training, to diagnosis and health promotion.

The panel of experts observed that while more investment was needed for primary health
care in Africa, the private sector was the major investor in health care. The traditional funding
mechanisms are ill-suited to the urgency with which the world is moving to develop solutions to
emerging problems. There is need for innovation in financing models. The speakers called for
collaboration rather than the prevailing fragmented efforts to address similar challenges. The
partnerships must be aligned in purpose and begin with the end in mind so that investment is
made in solutions that have potential for scale-up and which solve real problems.

Winners of the Innovate4life hackathon were announced during this session. Out of 117 applications
received, 15 teams were selected to participate in the 48-hour event. The lead sponsor was
TAKEDA and the focus was on maternal and child health challenges. The three most promising
innovations were:

e Help Mum (Nigeria) - developed a knowledge Application (App) that sends out broadcasts
to pregnant women;
¢ Chanjo Plus (Kenya) - developed an App that tracks vaccination defaulters;

* Wekebere (Uganda) - developed a hand-held self-diagnosis App for use by pregnant mothers
to detect the condition of both the mother and foetus.

The Innovative4 Life Fund was officially inaugurated to support rolling rounds of innovations.




Recommendations

The session made the following recommendations:

The session gave the following recommendations: African governments should increase
investments in health, explore options for innovation in financing models and ensure the
active involvement of both the public and private sectors. This will ensure scalability and
sustainability of the innovations.

Developers should keep their innovations simple and build solutions from the ground up
with input from the end users.

The government, civil society and private sector should maintain a holistic view of the health
system, and ensure collaboration.

Technology is context-specific; Africa needs technologies that are relevant to the African
environment, affordable, energy-efficient and easy to use.




Plenary 6:  Antimicrobial Resistance

Presenters: Prof Charles Feldman, University of Witwatersrand, SA; Prof Gunturu Revathi,
Consultant Clinical Microbiologist, Aga Khan University Hospital, Nairobi

Chair: Dr Zonke Mlokoti - Fikeni, GSK Area Lead, Africa & Asia DC

The World Health Organization has recognised Antimicrobial Resistance (AMR) as a complex
global threat that calls for shared responsibility among countries. Without urgent intervention, it
is estimated that there will be 10 million cases of AMR by 2050, coupled with a loss of enormous
amounts of economic resources. Evidence has shown that certain treatment protocols promote
resistance, for instance the administration of multiple drug combinations without appropriate
diagnosis. This poses the risk of a mismatch between antibiotic usage and actual need. In the
USA and Europe the annual expenditure on antibiotics is huge, with approximately 70% on non-
therapeutic use for animals.

AMR has also been linked to the use of herbicides as well as dust and metals (and shown to
promote resistance). The predicament is why AMR is spreading very fast despite clear guidelines
and availability of specialists, especially in the USA. The absence of solutions to medical conditions
such as cancer and Alzheimer’s disease has increased the demand for alternative medicine in
both developed and developing countries. In Africa, patients turn to herbalists due to the lack of
accessible and affordable quality healthcare. In Kenya, for example, the factors leading to AMR are:
few microbiology laboratories and Infectious Disease practitioners; poorly equipped institutions
of higher learning; syndromic management approach due to lack of investment in diagnostics
and very poor healthcare infrastructure. There are few new antimicrobials in the pipeline and the
likelihood of patients accessing new ones is low.

The other causes of AMR include resistant strains of bacteria, mal-use of antibiotics at both facility
and community levels and use of antibiotics to treat plants and livestock. The key to addressing
AMR is to coordinate multiple interventions that are aimed at reducing antibiotic usage and the
alignment of usage with need. Antimicrobial stewardship is one of the approaches that have been
applied to address AMR. This is a multiple strategy approach that guides the use of antimicrobials.
It comprises interventions to monitor and direct antimicrobial use by means of standard evidence
based approaches. It has been successfully applied in South Africa and uses multiple approaches
(agriculture, community, education, prescription, and clinical setting). The approach involves
auditing what is being done and targeting quick wins such as the use of multiple antibiotics,
drug dosage, duration and frequency. The main components include coordinated action, improved
diagnostics, surveillance, infection prevention and the appropriate use of antimicrobials.

It has been noted that vaccination contributes to a reduction in AMR. For example, Pneumococcal
Vaccine (PCV 7) has been shown to reduce infection in children and a reduction in pneumococcal
resistance among adults.




To curb AMR; antibiotic use should be reduced and aligned with the need; countries should
enforce use of prescriptions to access antibiotics; the use of antibiotics in animals should be
closely monitored and governments rallied to commit to addressing the issue.

A participant sought to know whether ‘fake’ drugs can lead to AMR. Whereas there is no hard
evidence, drugs with lower than the recommended composition of the active ingredients tend
to cause resistance, as does under-dosing. Whereas the Pharmacies and Poisons Boards are
responsible for monitoring the use and effect of drugs, they are unable to do this due to inadequate
funding. It was noted that that the general public was not aware of AMR and therefore the need for
information campaigns. There is need to hold players accountable for reducing AMR, especially
the non-therapeutic use for animals.

Recommendations
e A collaborative global response is required to address AMR inclusive of International policy
to govern antimicrobial use in agriculture and animal husbandry.

e Stakeholders to implement Antimicrobial stewardship & Diagnostics Stewardship to monitor
and direct Antimicrobial use.

e Governments and other partners to invest in research & diagnostics; bring together Science
& policy.

e Advocacyand Community education to curb self-medication and antimicrobial use in animals
and farms without proper consultation.




Plenary 7:  Universal Health Coverage

Presenters: Prof Stella Anyangwe, Hon Prof of Epidemiology, School of Health Systems and
Public Health, University of Pretoria; Francis Ukwuije, Senior Health Economist & Head of Health
Care Financing, Equity & Investment, Federal Ministry of Health, Nigeria; Dr Amit Thakker,
Chairman, Kenya Healthcare Federation

Chair: Mr Nathaniel Otoo, Chief Executive Officer, Ghana National Health Insurance Authority

Despite the pledge by African Union member countries to implement the Abuja Declaration to
allocate 15% of their annual budgets to health, only one African country has attained the target.
80% of Africa’s population seeks treatment from unregulated, traditional medical practitioners,
as opposed to visiting a health facility.

Lack of diagnostic equipment, inadequate capacities, poor attitude of health workers, and weak
monitoring and evaluation systems contribute to poor health services in government facilities.
The private sector has focused more on Universal Health Insurance rather than Universal
Health Coverage, while faith based organisations are not considered within the framework of the
health care system and are therefore not factored in the government coverage count. Despite its
importance, regulation is poorly implemented because it requires heavy investment in human and
financial resources. Self-regulation has not worked well in Africa.

To attain universal coverage, different strategies are needed, key among them; ensuring that
health care is available for everyone, adoption of new sets of tools to measure the contribution of
both private and public health facilities, regulation to streamline service provision, standardisation
and financing, a strong M&E system to ensure quality of services, partnership, leadership and
accountability and community awareness to increase health-seeking behaviour.

Recommendation

The session recommended the following to achieve Universal Health Coverage:

e Governments should institutionalise the role of the private sector in finding sustainable
solutions.

e Allstakeholders should improve health leadership, management and governance and create
awareness to ensure that the end users participate and make informed choices.

e Governments should create a policy environment that anchors the principles of UHC to
appropriate institutions.

e Governments should abide by their commitments to the International Health Regulations.
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Closing Ceremony

Speakers: Dr Githinji Gitahi, GCEO Amref Health Africa; Mr Omari Issa,Chair, Amref Health
Africa International Board; Dr Nicholas Muraguri, Permanent Secretary, Ministry of Health,
Kenya; Dr Evans Kidero, Governor, Nairobi City County (represented by Dr Benard Muya); H E
Toyin Saraki, Founder President, Well Being Foundation

Master of Ceremonies: Ms Carolyne Mutoko

Dr Githinji Gitahi, Group CEO Amref Health Africa
The Amref Group CEO read out the AHAIC 2017 Communiqué. See Appendix A.

Dr Evans Kidero, Governor Nairobi City County (represented by Dr Benard Muya)

The Governor of Nairobi said he was pleased that the Nairobi County had identified the important
role played by CHWs, who would soon be put on the County payroll. He emphasised the importance
of PPPs in health care financing and said the county government of Nairobi was committed to
increasing the health budget. Health care financing, he noted, was a key factor in bringing about
a sustainable health care system.

Dr Nicholas Muraguri, Permanent Secretary, Ministry of Health, Kenya

The Permanent Secretary noted the unique health challenges facing Africans and said that it was
necessary to prioritise the continent’'s health agenda in order to meet global health targets.

He summarised the issues facing the continent and highlighted the solutions proposed by the
Conference, such as a responsive and resilient Community Health Systems, health care financing,
leveraging innovation and technology, and addressing Global Health Security threats through
preparedness. He reiterated the Conference’s recommendation to prioritise investments aimed
at realising the SDGs and UHC.

He recognised the key role played by CHWs, the necessity of harnessing the youth demographic
dividend, involvement of marginalised populations in decision making, and partnerships, which
he said were important vehicles for the attainment of the SDGs and Africa’s transformation.
Dr Muraguri expressed confidence that the best practices and innovative solutions deliberated
upon during the conference would contribute to fostering home-grown solutions to the health
challenges facing Africa.
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Chief Guest: H E Toyin Saraki, Founder President, Well Being foundation

The Chief Guest observed that the magnitude of challenges posed by communicable and non-
communicable diseases in Africa could no longer be ignored. She said that the continent’s
demographic transition was one of the factors behind the increase in NCDs in Africa and
highlighted the need to strengthen Africa’s health system to address both existing and emerging
disease threats. Africa, she said, needs to put in place mechanisms to respond to public health
emergencies and disease outbreaks, citing the Ebola Virus Disease in West Africa.

H E Saraki highlighted the lessons learnt from the Ebola crisis, among them the lack of personnel,
inadequate financial resources, ineffective communication, lack of coordination, and lack of
community ownership. She urged African governments to restructure their expenditure to achieve
the Abuja Declaration target of 15% investment of their budgets into health.

In closing, she emphasised on the importance of maternal and child health programmes including
immunisation, family planning, nutrition, public health and safe drinking water. Africa, she
said, must prepare itself to address emerging environmental risks particularly climate change,
ecosystem degradation and occurrence of natural disasters and emergencies.
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Oral Presentations




Sub Theme 1: Community Health Systems responsiveness and resilience

Community health systems refer to people-led mechanisms and structures through which

community members and community-based organisations and groups interact, coordinate and

deliver their responses to the challenges and needs affecting their communities. Communities

play a key role in increasing the reach and impact of health systems. They have a role to play

in strengthening and realising the various components of effective community health systems:

sustainable funding, equitable access to care, a strong and efficient health management system

and successful behaviour change communication.

Track 1.1a: Best practices and Innovations for increasing access to Reproductive, Maternal,

Neonatal, Child and Adolescent Health (RMNCAH) services in communities

Sponsor: Christian Aid

Chair: Sylla Thiam, Amref Health Africa, Senegal

Co-chair: Dr Salim Hussein, Ministry of Health, Kenya

Presenters:

John Kitui, Country Manager, Christian Aid, Kenya: Creating an enabling environment for
empowered communities to engage in the achievement of Universal health Coverage.

Sherine Athero, Project Coordinator, African Population and Health Research Centre,
Kenya: Combineddemandand supply side strategies: community based distributionapproach
for improving family planning/reproductive health services uptake in Western Kenya.

Maureen Olyaro, Christian Aid, Kenya: Political economy analysis of family planning.

Margaret Mugisa, Amref Health Africa, Uganda: Improved access and utilisation of
maternal health services: women'’s group approach in Gulu and Amuru districts in Northern
Uganda.

David Ngilangwa, Researcher, Amref Health Africa, Tanzania: Factors associated with
recruitment and retention of Community Health Workers in Maternal, New-born and Child
Health Programme in Simiyu Region, Tanzania

Yohannes Dibaba, Ipas, Ethiopia: A decade of progress providing safe abortion services in
Ethiopia: results of national assessments in 2008 and 2014

Evarine Nampewo, Busia District Local Government, Uganda: District health team-led
supervision of community based family planning services: what do findings suggest and can
the results be used to strengthen the community based service delivery system?

In this session, a number of innovations were presented addressing RMNCAH services issues.

To combat maternal and child mortality, scalable and sustainable innovative solutions are needed.

Four presentations focused on poor Family Planning (FP) outcomes.
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Sherine Athero mentioned that in Kenya, access to Family Planning services is hampered by
inadequate knowledge and utilisation of these services, negative attitudes and inadequate capacity
among providers to deliver the services. She said that by addressing both supply- and demand-
side barriers, her project had improved client-provider interactions and helped to increase
Contraceptive Prevalence Rate. Other important outcomes included positive contraceptive
switching behaviour and increased male involvement. She attributed the successful outcomes to
the consortium approach adopted by the programme, which was useful in leveraging resources.

Maureen Olyaro noted thevastdisparities betweenregionsin Kenya; forinstance the Contraceptives
Prevalence Rate (CPR) which ranges from 2% to 81%, and the high unmet need for Family Planning,
especially among the youth. She analysed this using a socio-political and economic prism, noting
the underlying power and governance context within which Family Planning service delivery
takes place. She said that communities were ready to fill in the spaces created by devolution
of government in Kenya, to engage with government and establish mechanisms to dialogue
and hold governments to account. Financing for Family Planning services, she observed, was
predominantly driven by donor funding, which eroded the government’s ability of governments to
take responsibility and therefore remain accountable to communities.

Evarine Nampewo observed that in Uganda, maternal health indicators are among the poorest
in the world, with particularly low numbers in northern Uganda. Whereas community-based
Family Planning programmes contribute to better health outcomes at the community level, the
sustainability of these programmes is hindered by the district health team’s limited capacities to
supervise these programmes. An intervention centred around women groups led to important
findings among them the establishment of by-laws that enforce male involvement in birth
preparedness and enhancing access to health services; and the vital role thatincreased interaction
between health workers, secret mothers and Community Health Workers (CHWs] play in improving
health outcomes.

Apart from challenges related to Family Planning, the session addressed abortion-related
maternal mortality, which led to the revision of the Abortion Law in Ethiopia in 2005. This resulted
in improved provision of Safe Abortion Care services while obstetric complications from abortion
were dramatically reduced.

The session also discussed the attrition of Community Health Workers (CHWSs) in Tanzania as
a result of lack of remuneration; a reality that poses a huge challenge in the continuity and
sustainability of the important role played by CHWs in connecting communities to the formal
health system. The session observed that women CHWs were more at risk of attrition. It was
agreed that recognition of the work of CHWs by communities had been shown to be important
sources of motivation in addition to financial incentives. The session identified the important role
that supervision of the work of CHWSs by district health team play in sustaining community-based
Family Planning programmes.

In conclusion, innovations for better maternal and child health are manifold and can be developed
in various areas, including the legislative sphere, at community-level (women groups, CHWs]), and
at district level to increase ownership.




Recommendation

All relevant stakeholders must be involved to bring about health systems that foster improved

outcomes for maternal and child health.

Track 1.1b: Best practices and innovations for increasing access to RMNCAH services in

communities

Sponsor: Christian Aid

Chair: Zahida Qureshi, Board Member, Amref Health Africa in Kenya

Co-Chair: Patrick Kagurusi, Amref Health Africa, Uganda

Presenters:

John Kitui, Country Manager, Christian Aid Kenya: Creating an enabling environment for
empowered communities to engage in the achievement of Universal Health Coverage.

Kazeem Balogun Christian Aid UK, Nigeria: Partnering with other international NGOs to
deliver health services in hard to reach communities- Christian Aid Nigeria ‘fruit bowl
approach experience.

Purity Mwendwa, University College Dublin, Ireland: Assessing the demand for community
health workers social support: Perspectives of mothers in rural Rwanda.

Ruth Mbugua, Mount Kenya University, Kenya: Role of community health workers monetary
incentives on retention and health service delivery in Kibwezi district, Kenya.

Mouhamed El Bachir, Amref Health Africa West Africa, Senegal: The ICT Device, a major
innovation initiated by Amref Health Africa in the health system Senegal?

Seminie Nyirenda, Amref Health Africa, Malawi: Use of social audits to enhance community
participation in the improvement of quality maternal health service delivery.

Due to inadequate health funding, communities in hard to reach areas have poorly equipped

health facilities and weak health systems. Using the fruit bowl approach, a project implemented

by Amref Health Africa empowered communities to be able to work with local health authorities

to address social norms that affect the uptake of health services. The project saw the adoption of

a number of health seeking behaviour by communities, e g adopting the use of mosquito nets and

Vitamin A supplementation. The project reached 6600 women with Family Planning options over

an 18-month period.

The community learnt that addressing social norms and gender dynamics helps in driving the

uptake of health services and that partnerships helps to pool resources and avoid duplication

of effort. Even though the fruit bowl approach is people centred, effective and gives results, the

expectation is that the government will take up the activities after the project ends.
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The discussion focused on the importance of quality of care provided by community health
workers, and its acceptability by communities. The discussion noted that 62 out of 64 young women
interviewed had received assistance from a community health worker. Most of these women said
the services were very good although emotional support could have been improved.

The young mothers said that the CHWs did not visit them after delivery even though they expected
the CHWSs to inquire about other issues affecting them over and above the health of mother and
child. The CHWSs played other roles such as mobilising mothers to set up associations as well as
to organise traditional means of transporting the mothers to deliver in health centres where there
are no ambulances.

The discussion reiterated the importance of remuneration of community health workers/
volunteers given the critical role they play in the health sector. The discussion noted the difference
in performance, attendance of meetings and service provision between CHWs who received
incentives compared to those that did not. Attrition rates were also higher for those CHWs not
receiving monetary incentives. The meeting noted the lack of a standard incentive package for
CHWs, with different partners paying different rates, whereas the government did not remunerate
them. Other forms of incentives included bicycles, T-shirts on dialogue days and recognition by
communities.

The discussion on ICT devices decried the high maternal and child morbidity and mortality rates
in areas of implementation with low skilled birth attendance. The discussion identified the use of
telemedicine in one project that led to an increase in the number of people accessing antenatal
care, skilled birth attendance at health facilities and child health services. The project has a
telemedicine suitcase that serves three districts. This approach will be scaled up to other areas
with high mortality rates and integrated with several councils in the district.

The discussion identified social audits as a means of enhancing community participation in the
improvement of quality maternal health services. The project trained communities to conduct
social audits thereby enabling them to pick out problems such as pilferage of drugs, poor health
provider attitudes in health facilities and birth complications arising from a number of traditional
birth attendants that were continuing to assist deliveries.

Recommendation

Partnership with other organisations is not a replacement for health providers’ responsibilities.




Track 1.2:  Addressing gaps in adolescent sexual and reproductive health services and

rights
Sponsor: Ipas Africa Alliance
Chair: Maureen Kuyo, Board Member, Amref Health Africa in Kenya

Co-Chair: Subbaraman Karthik, Philips

Presenters:

Liza Kimbo, Alliance Director, Ipas Africa Alliance: Opening remarks from Ipas Africa
Alliance, the track sponsor

Nyasha Sithole, Zimbabwe Trust, Zimbabwe: Social media listening: Using new technologies
to address gaps on adolescence sexual and reproductive health.

Kidi Moses, Ipas Africa Alliance: Increasing modern contraceptives uptake among
adolescents with a particular focus on the uptake of long-acting reversible contraceptives
(LARCS) through voucher and referral strategy.

Hussein Abdulla, Amref Health Africa, Ethiopia: Increase safe and informed decision
making on sexual and reproductive health (SRH) by young people in North Shoa Zone of
Amhara Region, Ethiopia.

Meshack Acholla, Kakenya Centre for Excellence, Kenya: Using education as a tool to end
Female Genital Mutilation (FGM] in Trans Mara, Narok County.

Sharon Barasa, Center for the Study of Adolescents, Kenya: Empowering young people to
advocate for implementation of policies in Kenya

Anke van der Kwaak, Royal Tropical Institute, Netherlands Motivational Intervention for
Young Males In Siaya: Results of an Intervention Study.

Complications in pregnancy and childbirth are the leading causes of death among adolescent girls

in Africa and other developing countries. The limited access to sexual and reproductive health and

rights (SRHR) information and services among adolescents and youth has been shown to lead to

STls (including HIV), unintended pregnancy, unsafe abortion, and other health and social issues.

It has been demonstrated that training both health workers and CHWs on youth friendly service

provision is an effective means of increasing demand for SRH services among youth.

In many communities across Africa, there is low uptake of modern contraceptives, high prevalence

of FGM, child marriage, school dropout and early pregnancy. The average age of marriage for

females is low in many areas (median age in Ethiopia is 15.1), which subsequently leads to

high rates of early pregnancy. In many communities, parents disprove of youth accessing SRHS

services.
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The discussion noted that in order to design projects that increase access to Family Planning
(FP) services for young people, it is imperative to first identify the socio-cultural, religious and
economic barriers to these services. IPAS shared their experience in the use of the FP voucher
model referral system as a good example of models that have led to a 4% increase in the uptake
of contraceptives. The meeting noted that despite the influential role played by young men, health
workers were still struggling to find an appropriate way to engage young menin SRH programming.
Further the use of interpersonal communication strategies at community level has been shown to
create demand for FP among young women in an easy-to-replicate approach.

The meeting discussed a number of strategies that have been successfully implemented to enable
girls to avoid FGM, early marriage, and stay in school. These include: (i) Establishing girls’ boarding
schools, (i) Setting up networks for excellence (form 1-4), (iii) SRH training, (iv) Leadership training,
and (iii) Community engagement (including identifying and supporting community champions),
and (iv) Nurturing girls as role models. The meeting discussed the girl's boarding school run
by Kakenya Centre for Excellence as an example of that was positively received by the target
community. This is attributed in part to the school performing very well, engagement of a local
community board comprising five community leaders, the fact that the school's founder grew up
in the village where the school is based, and zero dropouts. The approach focuses on education
as the entry point to tackling FGM issues.

Kenya's vibrant SRHR policy framework is an enabling factor in addressing SRH issues, however
youth/adolescent awareness of these policies is low due to low levels of youth engagement in
developing, disseminating and implementing processes. Motivational interviewing (Ml+] is a goal-
oriented, client-centred counselling style for eliciting behaviour change. The approach helps the
clients to make safer choices about their sexuality and health resulted issues to increase uptake
of SRH services. The Royal Tropical Institute’s work in Siaya found that school-based youth groups
tend to dissolve after 1-2 years, therefore the need to engage a variety of groups in capacity
building activities to address SRHR.

Adolescents and youth are often left out of policy making and implementation processes
affecting them. Engaging youth and building their leadership skills is a critical and effective way
of addressing gaps in ASRHR. Evidence has demonstrated that youth can effectively engage in
advocacy on SRHR topics, as well as research and learning activities related to SRHR advocacy.
New and innovative technologies should be embraced to bridge ASRHR gaps. Youth participation
in advocacy onincreasing SRH services has had positive results at county level in Kenya. In Kisumu
County, it resulted in commitments from budget committee to increase budget for SHR services
for youth. Empowered young people who are able to voice their rights and engage with decision
makers can create positive results (e.g. in terms of increasing budget for youth SRH services).




Recommendations

Increase access to comprehensive SRH information, services and rights.

Engage youth in ASRHR advocacy - materials exist via organisations like AfriYAN which
are being used to engage government at regional and national levels (e.g. National ASRHR
Forum, Technical Coordination Group on the ESA Commitment).

Invest in developing youth leadership skills and in enabling youth to lead in implementing
ASRHR initiatives.

Public awareness raising activities should target existing CBOs, family members, community
leaders and gate keepers whose outlook on youth usage of SRH services to influence the
greater community where access to SRH services is stigmatized.

Scale up effective models for preventing FGM where appropriate; this has multiple positive
effects including preventing school dropout, child marriage, early pregnancy.

Involve young people as advocates for change to ensure progressive implementation of SRH
policies. Young people should also be involved as accountability partners, holding ministries
and government accountable.

Collect qualitative evaluation data for ASRHR interventions in order to understand the context
of results.




Track 1.3:  Approaches to improving nutrition status of communities

Chair: Joseph Martin Chabi, WHO
Co-Chair: Irene Otieno, Toronto, Canada
Presenters:

e Samuel Biwott, Save the children, Kenya: CHBIS chalkboards data for decision making at
community level.

e Sospeter Gitonga, Amref Health Africa: Increasing diet diversity through school and kitchen
gardens.

e Kevin Mwenda, University of California, USA: Fine-scale spatial modelling of child under
nutrition in Kenya.

e Edna Ojee, University of Nairobi, Kenya: Microresearch survey of parents and guardians
knowledge and practice on under nutrition of children aged 6 months to 5 years at Mama
Lucy district hospital, Nairobi.

e John Mnandi Ejekwuo, Kampala International University, Uganda: ‘Matoke’ (banana) peels:
The nutraceutical imperative for fighting diabetes in Uganda.

¢ Nancy Mwangi, Population Services Kenya: Coupling community resilience and Behaviour
Change Communication (BCC) towards improved nutrition in Kwale, Kilifi and Kitui counties,
Kenya.

Malnutrition is a condition that results from insufficient, excessive or imbalanced consumption or
absorption of nutrients. Malnutrition affects the health, education and economic development of
a country especially where the community has limited knowledge of what constitutes a balanced
diet as well as the timing, duration and benefits of practices such as breastfeeding.

Globally, nearly half of the deaths in children under-5 years of age are linked to malnutrition,
while in Kenya it is a leading cause of under-5 mortality. Child undernutrition metrics in Kenya are
collected at the household level but reported at the county or national level. The use of localized
geo-statistical models to support policy decision making in addressing under-five malnutrition is
important due to its accuracy and compared to the global regression method which is not specific
to household data and prioritizes malnutrition interventions. Despite this, there is inadequate
knowledge of the rates of malnutrition and caregiver knowledge in mixed income communities
for example in neighbourhoods such as Eastlands in Nairobi, Kenya. Households in marginalised
communities mainly get their food from farming, purchasing, and relief food and lack the capacity
and resilience to manage and mitigate man-made and natural shocks at both the community and
household levels. The meeting noted that husbands and men in general were keys influencers on
procuring a balanced diet.

The meeting discussed the factors surrounding the prevalence of global acute malnutrition (GAM)
in Kakuma Refugee Camp was 11.4% in November 2015 while that of Turkana West was 16.7%
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in July 2015. The causes of this included severe food shortfalls occasioning total reliance on
food distribution and changing climatic conditions. A study on the refugee camp showed that the
proportion of households not consuming vegetables, fruits, meat, eggs, fish, seafood and milk
products was 57.0% in 2015 (SENS survey report 2015).

The meeting discussed a number of approaches among them (i) Power-mapping - a contextual
multifaceted intervention for improving primary level demand, access and utilisation for Maternal
and Child Health (MCH)] services in three sub-counties, 15 points of care and 25 Community Units
in Wajir County of Kenya; (ii) Chalkboards - an approach that is effective for carrying out community
dialogues, successful tracing, referral and linkages of community members to health facilities.

Personnel in charge of health facilities use Chalkboards to collect data for decision making. The
facility head counter-checks the data and does household spot-checks to verify the quality of data
and collected by the CHW. The data is entered into facility DHIS, linked to sub county and county
DHIS data and used by the facility Head to decide on discussion points during the dialogue day.

The meeting noted that there is currently no completely effective treatment for diabetes mellitus
other than insulin therapy, glyburide, which is used in the management of the condition. Insulin
therapy is associated with side effects such as weight gain and other cardiovascular risk factors.
In Uganda, matooke, a staple food made by boiling the peeled bananas is used in the management
of diabetes mellitus whereas in Eastern Nigerian, the same conditioned is managed through
eating bananas boiled in the peels. The meeting was informed that these traditional treatments
had not undergone clinical trials.

The meetingobserved thatamulti-sectoralapproachthatincludes partnershipsand collaborations
with line ministries, and key actors to address malnutrition in Turkana was essential. Community
ownership and involvement in making decisions on household and school kitchen gardens, the
type of crops and vegetables to be grown is important for sustainability; as is the promotion of
locally available nutrient-rich foods, proper selection, preparation and ideal cooking methods to
enhance dietary diversity as well as promote good nutrition.

In conclusion, the meeting agreed that data collection and utilization by the stakeholders plays an
important role in the allocation of nutrition resources, evidence based decision making and policy
formulation; while nutrition interventions should carry out community awareness and capacity
building to increase the utilisation of these services.

Recommendations

e Promote production and consumption of locally available foods that are culturally acceptable
to improve the nutritional status of the population.

e Organisationstoinvestinnutrition monitoring, evaluationandresearchtoinforminterventions
that are evidence based, sustainable and replicable.

e |ntegrate nutrition interventions to other health programming areas such as water and
sanitation, reproductive maternal, new born and child health, HIV, TB and malaria.

e Encourage innovations that will improve food production, preservation and storage.




Track 1.4:  Best practices and models for training health workers
Chair: Peter Ngatia, Amref International University, Kenya
Co-Chair: Patricia Vermeulen, Amref Health Africa, Netherlands

Presenters:

e Belayneh Lemma, Amref Health Africa, Ethiopia: Perception on teaching learning practice
among upgrading Health Extension Workers in Shashemane Health Science College, Oromia
Region.

e Agnes Gatome, Abt Associates Inc, Kenya: A comparison of clinicians knowledge of Sexually
Transmitted Infections (STls) and Anti-Retroviral Treatment at cross-border areas in East
Africa.

e Alfred Wise, Living Goods, Uganda: Leveraging incentives to deliver better health outcomes:
Results of a randomized controlled study.

e Linnet Sang, Moi Teaching and Referral Hospital, Kenya: Evaluation of Clinical Nurse
Educators’ Program in Moi Teaching Referral Hospital, Kenya.

e Mathew Thuku, IntraHealth International, Kenya: IntraHealth's experience on best practices
and models for training health HR managers in Kenya.

e Jackline Kiarie, Amref Health Africa in Kenya: Secret sauce to training frontline health
workers effectively for improved health service delivery.

Over four million people worldwide lack access to health services and healthcare. This is primarily
due to the enormous shortage of health workers and mal-distribution of available health workers
between ruraland urban areas especially in sub-Sahara Africa. When there are no health workers,
lives are lost. The numbers of health workers, skills and commitment are crucial components to
providing quality health services. Health worker training must strike a balance between theoretical
and practical training to ensure quality performance by health workers. All clinicians including
health workers must always use updated protocols and guidelines so that they can attend to
diseases that may be facilitated by the movement of people across borders.

The meeting discussed the many models of training for community health workers, nurses and
managers; face to face, e-learning, mobile learning, mentoring and coaching that are applicable
to deliver content efficiently and effectively. The discussants observed that these models must be
anchored on best practices around needs assessments to identify the needs, selection of trainees,
developing of curricula and curricular materials, follow-ups, and a high impact performance
management system with Key Performance Indicators to measure the impact of training.
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Recommendations

e Partnerships, including with the private sector are key. This enhances sustainability and easy
scale-up of the solutions, such as mobile learning where trainees bring their own devices.

e Involve top leadership of institutions for buy-in.

e Make use of standards, guidelines and evidence based practices at all times.




Track 1.5: Refocusing healthcare systems to prevent and manage NCDs

Track sponsor: AstraZeneca

Chair: Florence Temu, Amref Health Africa in Tanzania
Co-Chair: Joseph Kibachio, Ministry of Health, Kenya
Presenters:

¢ Ashling Mulvaney, Senior Director, Heathy Heart Africa, AstraZeneca Plc London: The
Healthy Heart Africa programme; an example of multi-stakeholder approach to prevent and
manage NCDs in Africa

e Wanjiru Mathenge, Population Services, Kenya: Targeted demand creation strategies
increase uptake of screening for hypertension amongst Kenyan males.

¢ Annie Njenga, Philips, Kenya: Improving care for NCDs by providing mental care.

e Bara Ndiaye, Amref Health Africa, Senegal: Decentralisation of cervical cancer screening
and treatment of early stages in rural area in Senegal.

¢ David Onchonga, County Government of Samburu, Kenya

e Gabriel Waari, Jomo Kenyatta University of Agriculture and Technology, Kenya: Prevalence
and factors associated with poor medication adherence among type 2 diabetes mellitus
patients on follow-up at Kenyatta National Hospital.

¢ Roselyne Okumu, Kenyatta National Hospital Kenya: Association between socio-economic
and psychological experiences of parents with children on leukemia treatment in Kenyatta
National Hospital, Kenya.

Africa is facing the double burden of non-communicable and communicable diseases which is
straining the health systems in the region. NCDs are overtaking communicable diseases and
posing the biggest health challenge in African countries. Chronic diseases are a huge burden for
patients because of the lifelong dependence on medication. Mental disorders such as Depression
and Anxiety are the single largest contributor to global disability. It has been said that there is
no health without mental health (Lancet & WHO). The co-morbidity of depression and NCDs is
becoming a big health problem world-wide, especially because patients may not seek help for
mental conditions.

The combined health outcomes for NCDs and depression are worse compared with those of
each of these conditions considered independently. This challenge has been compounded by the
scarcity of professional (psychiatrists) whose services are quite expensive and often not covered
by medical insurance companies. Kenya only has 88 psychiatrists.

A number of innovative approaches have been successfully piloted in Kenya and Zimbabwe. The
approaches have included; (i) It has been proven that Problem Solving Therapy for mental health
can be delivered by non-specialist workers; [ii) Trained lay people such as Community Health
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Volunteers (CHVs) have been used to assist clients to identify problems and develop smart actions
plans to address the same; [ii) The Healthy Heart Africa Program, funded by AstraZeneca, has
successfully reached men with behaviour change messages promoting hypertension screening.
liv] The explosion of mobile phone access can be leveraged to deliver these services. A mobile
based anonymous chat platform (Inuka) has been developed to target clients with depression and
anxiety with messages.

In Senegal cervical and breast cancer are the leading causes of cancer deaths among women.
However cancer screening and treatment services are centralized meaning that the majority
of the population in rural areas cannot access these services. Amref Health Africa in Senegal
carried out a pilot project to decentralise early treatment for cervical cancer in 3 rural districts
in Senegal. This intervention involved capacity building of nurses and midwives, community
awareness, screening and treatment of pre-cancerous lesions. At the end of the pilot, 1680 had
been screened and 110 were found to be positive.

In Kenya, the prevalence of diabetes ranges between 1.2 and 10.5 % (rural-urban). An analysis
of clients with Type 2 diabetes receiving medication at Kenyatta National Hospital found that only
approximately 40% had good adherence and 37% of clients had good glycaemic control.

Children with leukaemia undergo different experiences compared with adults, a fact that puts
a heavy psychological and socioeconomic burden on the care givers. Some of the psychological
experiences include shock, worry, anxiety, loss of control, fatigue, confusion, anger and fear of
recurrence. The socioeconomic effects emanate from the fact that the majority of patients earn
less than US$ 100 per month, the bulk of which is channelled into treatment. Psychological stress
was higher when undergoing procedures such as bone marrow aspirates, chemotherapy and
phlebotomy.

To reverse these trends, innovative and integrative approaches to health care service delivery are
needed. There is need to reform healthcare systems to enhance their responsiveness to NCDs.

Recommendations

e Community Health Volunteers are critical in addressing the challenge of Non Communicable
Diseases.

e Decentralisation of NCD services is critical in improving access and follow-up.

e Layworkers (including CHVs] can be trained to address mental in illnesses using techniques
such as Problem Solving Therapy.

e Addressing adherence among diabetes patients should go beyond taking medication and
look as other factors such as socioeconomic status.

e Pre-treatment counselling for cancer patients including caregivers of children with cancer
is important.




Sub Theme 2: Health care financing for sustainable development

The grim health situation in Africa is partly a result of the crisis in healthcare financing on the
continent. Only 1% of the world’s health expenditure is used in Sub-Saharan Africa, countries in
the region are ill-equipped to adequately address their health problems. In April 2001 African
governments committed to dedicate at least 15% of their annual budgets to the health sector;
however, only six countries have met the pledge with 60% of countries still spending less than
10% of their total budgets. While donor support is important in reducing harm from the current
health crisis, it is not sustainable and encourages dependency. With the advent of the SDGs, Global

Financing Facility is beginning to take centre stage to catalyse national resource mobilization for
health.

Track 2.1: = Community-based healthcare financing solutions for vulnerable populations
Chair: Moses Alobo, GlaxoSmithKline, Kenya
Co-Chair: Nzomo Mwita, Amref Health Africa in Kenya

Presenters:

e Ernest Okyere, Christian Aid, Ghana: Integrating revenue mobilization in maternal health
projects at the local level.

¢ Rosalind McCollum, Liverpool School of Tropical Medicine, Great Britain: Exploring the
impact of devolution on health equity in Kenya.

e Heri Marwa, PharmAccess, Tanzania: Creating sustainable Community Health Insurance
Schemes by leveraging from national social schemes.

e Lawrence Auma, Save the Children International, Kenya: Influencing access to reproductive
health services through incentivizing of community health volunteers (CHVS) in Bumula
Sub-County.

e Dorothy Muroki, FHI 360, Kenya: The policy context and health service delivery to key and
vulnerable populations at cross border sites: Experience from CB-HIPP project, Kenya.

¢ Thu Vu, Amsterdam Institute of International Development (AlID), Netherlands: Social
protection programs in health and transmission pathways to inclusive growth: The case of
Kenya.

40% or more of total health expenditure in Africa comes from out of pocket expenses. This is
in a context of weak health systems, limited access to quality primary health care services,
poor heath seeking behavior and poverty. Given that the majority of households in sub-Saharan
Africa are poor means that they are not resilient in the face of health shocks. Often, such shocks
lead to catastrophic health expenditures that continue to drive many households into increased
vulnerability to diseases and a vicious cycle of more devastating health shocks.




The challenge of under-investments in health by African governments means that locally
generated funding or risk pooling (community-based healthcare financing schemes) become
important options. The removal of user fees in countries like Tanzania, while being credited to an
increased in the utilisation of health services, still leaves the poorest households struggling to
access hospital services.

The meeting explored options for minimising out-of-pocket payments and options for shielding
families from health shocks. Some of the options explored were innovative risk-pooling financing
mechanisms such as community insurance and the health wallet, creating sustainable community
health insurance schemes by leveraging from National Social Health Schemes, using tax as an
entry point whereby taxpayers are mobilized to actively demand for services at their local health
center, and regional cooperation and integration of health insurance schemes.

Recommendations

e Revenue mobilization is a good entry point for participatory governance. The civil society
should exercise transparency to build the trust of local authorities.

e Local authorities have an opportunity to build trust through introducing a taxation system
complemented by a strong advocacy for the utilisation of services.

e Transform community health financing into aviable and sustainable Microinsurance scheme,
where CHVs increase enrolment in community based insurance schemes.

e Build capacity among technical and political decision makers around delivering equitable

health services.




Track 2.2:  National social health insurance schemes and their impact on accessing quality
healthcare

Chair: Prof Joseph Wang’ombe, Amref Advisory Board, Kenya.
Co-Chair: Christophe Sauboin, GlaxoSmithKline

Presenters

e Bashiru Jumah, SEND, Ghana: Is the National Health Insurance Scheme Pro-Poor? The
need to make inclusive progress on health outcomes.

¢ Nanlop Ogbureke, Christian Aid, Nigeria: A review of Community-Based Health Insurance
Schemes (CBHIS): Lessons from Nigeria And Ghana.

¢ Uwineza Clarisse, University of Rwanda: Women’s Health View in a National Health
Insurance Scheme: A case of a developing country, Rwanda.

 Lilian Otiso, LVCT Health, Kenya: Assessment of acceptability and willingness to pay (WTP)
for HIV services among patients in a Kenyan HIV clinic.

e Hillary Omala, Community Health Association of Kenya, Kenya: Disparities in health care
access.

¢ Reuben Mutuura, Moi University, Kenya: Factors influencing Willingness and Ability to pay
new NHIF premiums amongst the self-employed In Nairobi, Kenya.

Across Africa, insurance schemes have been implemented to achieve better health outcomes for
all people. The discussants highlighted the various challenges that come with these schemes.
In Ghana, the question is the extent to which the national health insurance scheme (NHIS) can
enable the poor to access health given that only 38% of the population is registered with NHIS.
The implementation of the country’s FMH (Free Maternal Healthcare) policy is characterised by a
number of challenges including low subscription and unapproved charges. The low subscription
is because of distance to the registration centres, high premiums, and inability to afford the
registration charges.

The meeting discussed the research question around how Community-Based Health Insurance
Schemes (CBHIS) in Nigeria can be used as a tool to achieve Universal Health Coverage (UHC).
The government of Nigeria has allocated approximately 5% of its annual budget to health, while
two thirds of health care financing is out-of-pocket. The discussants pointed out significant gaps
in the CBHIS system, key among them: (i) Lack of clarity in the role of NHIS role as a regulator
and an implementer of CBHIS, (ii) Unsustainable implementation of the CBHIS schemes, [iii)
The socio-economic status of the rural population influences community participation in NHIF,
liv) Lack of financial security, (v] Fragmented federal structure, (vi] Lack of clear delineation of
responsibilities across the different tiers of government in Nigeria which makes the tax-funded
model an inefficient and impractical way of funding health care, (vii) Inadequate partnership with
the government, which is imperative for establishing CBHIS.
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A study from Rwanda assessed the contribution made by the CBHIS to the improvement of
women'’s health outcomes; given that women CBHIS enrolment reached 94.1% in 2014. The status
of women’s health indicators improved between 2005 and 2014: maternal mortality rates (MMR)
came down (from 1071 to 210), Total Fertility Rate (TFR) came down (from 6.1 to 4.2), contraceptive
use increased (from 17% to 53%), antenatal care by a skilled provider increased (from 94% to
99%), use of skilled birth attendance increased (from 28% to 91%). and life expectancy of women
increased (from 49 to 66 years). The National Health Insurance Scheme (NHIS) is a good strategy
for women’s health improvement because it addresses financial barriers, reduces out of pocket
expenditures and cover the most vulnerable population.

The meeting discussed a study on the acceptability and willingness to pay for HIV services among
patients in Kisumu and Nairobi counties of Kenya. In Kenya, 1.5 million people are living with HIV,
which is one of the major causes of mortality. The study explored the perceptions of people living
with HIV/AIDS regarding their willingness to pay for services in a context where HIV care lasts a
lifetime and is heavily funded by donors. Whereas 16.3% of respondents found it acceptable to be
charged for HIV services, 57.3% of the group said it would only be acceptable if donors withdrew
funding. Reasons for this included poverty; the fact that the government and donors are paying for
the service and perception that HIV treatment is a human rights issue.

People who were paying for HIV services said they were willing to continue paying. Other factors
that showed a positive correlation with willingness to pay (WTP) were income, education, private
insurance. Preferred payments method were cash (in Nairobi) followed by NHIF (in Kisumu). The
discussants noted that the client’'s unwillingness to make payments using insurance suggested
fear of stigmatisation by insurance companies or employers. The meeting reiterated that the poor
should not be charged because this would affect their access to services. The meeting noted that
health insurance was a viable option for domestic financing for HIV services, even though stigma
must be addressed.

The discussants highlighted the fact although 99% of all respondents had heard about NHIF; only
19.5% were registered while 59% said they were willing to register in future. The study found that
those not willing to register were unaware of the benefits. Factors such as age, marital status,
income, poverty and presence of children and awareness of the benefits played a significant role
in the willingness to pay.

Recommendations

e For Ghana: strengthen institutional capacity of implementing agencies, review the definition
of indigents by parliament, harmonise national definition of core poor.

e For Nigeria and Kenya: assure long-term financial support and create awareness on the
benefits of CBHIS.




Track 2.3: Models of public/private sector collaboration in healthcare financing

Chair: Frances Longley, Amref Health Africa, UK

Co-Chair: Elkana Ong’uti, Ministry of Health, Kenya

Presenters:

Klaus Thieme, SolidarMed, The Swiss Organization for Health in Africa, Zambia: Improving
Attrition and Retention of Rural Health Workers: Building up a Sustainable and Cost-Effective
Housing Cooperative in Zambia.

Boniface Mbuthia, Options, Kenya: Performance Based Financing Intervention in Public and
FBO Primary Healthcare Facilities in Bungoma County in Western Kenya.

MaqC Eric Gitau, UNICEF & dance4life Liaison, Kenya: Engaging young people for better
health and development.

Christophe Sauboin, GSK, Kenya: Can the Kenyan government afford rotavirus vaccination
after GAVI graduation?

Maurice Siminyu, Busia County, Kenya: Strengthening Community Health through Public/
Private Partnerships.

Stephen Karuntimi, IntraHealth International, Kenya: The Afya Elimu Fund: Increasing
student access to training fees through a sustainable Revolving Loans Fund.

There is evidence of increased coverage of privately provided health insurance in many countries.

Private firms are increasingly investing substantial resources in health development though

corporate social investment. The level to which these private players fit into national health

strategies and plans could be improved.

Governments and private sector entities have previously not worked closely in promoting the health

of populations. The meeting discussed ways of enhancing public/private sector relationships to

improve resources for health.

Recommendations

Public Private Partnerships (PPP] should be implemented holistically for effectiveness
Communities should be highly involved in PPPs

PPPs that support young people have been shown to bring about a high impact
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Sub Theme 3: Innovation and technology for health systems strengthening

Health systems comprise all people, institutions, resources and activities whose primary purpose
is to promote, restore and maintain health. Globally, the technology ecosystem has proven to be
a key enabler in developing innovative solutions that have the potential to transform the quality
of service delivery in all pillars of the health system. To meet the ambitious international health
goals articulated in the Sustainable Development Goals, Africa needs to explore use of ICT driven
innovations.

Track 3.1:  Appropriate technologies for improving healthcare at community level
Chair: Steven Wanyee, Kenya Health Informatics Association
Co-Chair: Danny Dubbeldeman, Amref Health Africa, Netherlands

Presenters:

¢ Imad Agi, United Nations Non-Governmental Liaison Service & UN Foundation, ECOLOO,
Senegal: A Sustainable Toilet Solution for Urban & Rural Areas

e Erick Yegon, Ipas Africa Alliance, Kenya: Closing the loop: Designing a mobile referrals
platform for Community Health Volunteers to improve access to reproductive health care in
Western Kenya

e Caroline Mbindyo, Living Goods, Kenya: Leveraging smart mobile tools to motivate and
strengthen community health worker programs

e Mable Jerop, Amref Health Africa, Kenya: Evaluating adherence to testing and treatment
procedures by community health volunteers in community case management of malaria,
Bungoma County, Kenya.

e Maarten van Herpen, Philips (Africa Innovation Hub), Netherlands: Improving healthcare
at community level through innovation by the private sector.

Community Health workers and volunteers are key agents for patient referral, disease detection
and treatment. A study by IPAS has shown that 89% of clients who sought Reproductive Health
services were referred by CHWs. The meeting discussed a number of tools and innovations that
increase communication between clients, CHW and facilities and that have also improved the
quality and efficiency of the CHW's. The meeting discussed these in the context of how CHW can
be supported to contribute to improved reproductive health outcomes.

ECO Loo developed an ecological latrine that has a two-tier box that helps to protect water
resources.

Living Goods works with local and national governments to develop systems that enable CHWs to
deliver services. They have developed smart mobile tools, which are open source, have a Global
Positioning System, data management capabilities, can support performance-based financing
schemes, patient referral and treatment.




The system allows the user to assess the performance of CHWs. The model adopted by Living
Goods has been shown to reduce under-5 mortality by 25%.

Philips uses its subsidiary company, Internal Venturing, to develop new products and business
models targeted for the primary health care level. Philips has co-developed and scaled upa number
of solutions that support health workers at the facility to improve maternal health outcomes.

Recommendation

Governments in Africa should invest in community health workers and implement task shifting to
address the shortage of human resources for health. The private sector has a huge potential to
contribute to improvements in Primary Health Care and to enhance the impact of CHWs.




Track 3.2:  Innovations for increasing numbers and skills of health workers
Chair: Janet Muriuki, IntraHealth International, Kenya
Co-Chair: Serafina Mkuwa, Amref Health Africa in Kenya

Presenters:

e Joachim Osur, Amref Health Africa in Kenya: Regional response to the challenge of health
worker migration in Africa.

e Deborah Kioko, Amref Health Africa in Kenya: Sub-county health management teams
leadership development programme for improved maternal and child health service delivery
in Makueni County.

e Robert Nguni, IntraHealth International Kenya: Implementing HRIS to track health
workforce training through a peer-to-peer-model.

e Andrew Wabwire, Amref Health Africain Uganda: Barriers to increasing numbers and skills
of health workers in Uganda through elLearning.

e Kehinde Jimoh, Abt Associates, Nigeria: Automated-feedback generated in smartphone
for supportive supervision enhanced performance of TB facilities and community health
workers in Nigeria.

¢ Anke van der Kwaak, Royal Tropical Institute, Netherlands: Motivational intervention for
young males in Siaya; results of an intervention study.

Only 1.7% of physicians live in sub Saharan Africa despite the sub region’s high burden of disease.
The migration of physicians to other countries and/or to the private sector in search of better
remuneration, allowances, recognition, promotion or career development continues to further
weaken Africa’s health systems. Health worker associations and governments in Africa need
to be in constant discussions and governments supported to implement appropriate policies to
mitigate against health worker migration. One way of doing this is to strengthen the data systems
that track health workers migration, training, supportive supervision, impact of e-learning, and
leadership management and governance. Protocols that monitor this data could play an important
role in coordinating and managing the health workforce. African governments should not only
provide an oversight role over these data repositories but also use it for policy formulation and
implementation.

Leadership and management are vital components of the health system. The challenge is often
the lack of appropriate training in the two areas. In many countries, Physicians are often appointed
to management positions despite their lack of management skills and experience. To effectively
achieve impact in service delivery, it is imperative for health managers to be holistically trained.
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The meeting discussed the use of e-learning training to upgrade midwives as a strategy to
addressing the inequitable distribution of trained midwives, particularly in the rural areas.
Contrary to assumptions, the e-learning programme uses mentors and tutors with occasional
face-to-face sessions between students and their tutors. E-learning is more cost effective
compared to traditional learning approaches, (students do not need to pay for accommodation
and upkeep) while the use of electronic data management systems for supportive supervision
enhances performance and accelerates indicators of interest. The meeting agreed that there was
need to raise awareness about existing e-learning programmes.

Recommendation

Governments in Africa should take the lead in health workforce management and ensure the
sustainability of on-going interventions.




Track 3.3:  Innovations for improving quality of health care
Chair: Sarroukh Eddine, Philips, Kenya
Co-Chair: William Muraah, County Government of Meru, Kenya

Presenters:

e Yaya Mbaoua, GlobalMed Africa & The Mbaoua Group, Cote d’lvoire: Improving access to
medical care in Africa via telemedicine: A case study of Cape Verde.

e Patrick Igunza, Amref Health Africa in Kenya: Kenya Patients perspectives on use of mobile
phones in HIV Patient-Care Support: A descriptive study at Kibera and Baba Dogo Health
Centers, Nairobi.

e Tara Talvacchia, Maternity Foundation, United States: How an App is improving quality of
care during childbirth in Kenya and Ethiopia.

e |sabirye Paul, University Research CO., LLC USAID-ASSIST Project, Uganda: Reducing
perinatal mortality by over 15% in Northern Uganda; Focusing on using improvement
methods to scale up simple high impact lifesaving interventions.

e Stephen Mburu, University of Nairobi, Nairobi: Improving Quality of Care in health facilities
through implementation of an Integrated Electronic Health Records System (EHRS).

e Mark Achola, Access.Mobile, USA: Beyond Bulk SMS: Using an Intelligent Patient
Engagement Platform.

Lack of access to medical care in Africa is a major concern. This is because of a number of gaps,
among them, shortage of medical facilities, drug stock-outs, poor adherence to drugs such as
antiretroviral drugs for HIV positive patients, sub-optimal health system management, inadequate
number of qualified health professionals and high levels of poverty.

The Safe Delivery Application can play an important role in reducing maternal and new-born
mortality, especially when used by health care workers who have undergone Basic Emergency
Obstetric and New-born Care (BEmONC] training. The App provides skilled birth attendants with
direct and instant access to evidence-based and up to date clinical guidelines on BEmONC. This is
because simple interventions such thorough check-ups during the antenatal visits and have been
shown to contribute immensely to improved MNCH outcomes. The main barrier to scaling up the
use of the App remains getting trainers to adopt the new routines.

The meeting discussed a number of challenges to implementing an integrated electronic health
records system (EHRS) such as the high cost of software, poor connectivity, the information flow
across health facilities in low-resource settings, and the lack of skilled staff.

If used consistently, Innovations in ICT, for instance mobile technology can play an important role
in healthcare delivery in low resource settings. For it to be efficient there is need for a cultural
shift between patients and health facilities.

Page 57



The use of a targeted Short Message Service system to engage patients and influence health
seeking behaviour can address gaps in patient engagement. Technology such as Telemedicine can
now connect specialists to patients across borders and vast geographical locations. Telemedicine
has worked in Cape Verde; making it a good example of how the technology can be adopted and
expanded all over Africa.

Recommendation

Governments should harness innovative technology and scale it up in the management of chronic
illnesses.




Track 3.4: Approaches to making surgery safe and adherence to ethics in research.

Track sponsor: Smile Train

Chair: Prof Jelle Stekelenburg, Board Member, Amref Health Africa,
Netherlands

Co-Chair: Mohammed Karama, Umma University, Kenya

Presenters:

e Esther Nyambura Njoroge, Vice President and Regional Director, Africa Smile Train.
Opening remarks from Smile Train, the track sponsor: Safe, quality and timely surgery for
cleft lip and palate; The Smile Train Partnership Model

e Ntacyabukura Blaise, University of Rwanda: Developing a model of advancing research
culture in young African health professionals: The case of Rwanda.

e Edwin Macharia, Safe Surgery 2020 & Dalberg Global Development Advisors: Safe Surgery
2020: A collaborative partnership in Global Health.

¢ Richard Muwanika, Makerere University, Uganda: Anti-Tetanus Antibody Responses among
Men Seeking for Safe Medical Male Circumcision Services in Uganda.

e Lilian Mutegi, Gertrude’s Children’s” Hospital, Kenya: Safe Cleft Surgery in Gertrude's
Children’s Hospital.

e Asrat Mergia, NaPAN, Ethiopia: Amref Health Africa/ Smile Train Cleft Lip Palate Repair
Epidemiological Findings Compared to Worldwide Epidemiological Reports.

e Joseph Lelo, Amref Flying Doctors, Kenya: Improving access to tertiary care by use of air
ambulances in Africa: A subscription model.

The meeting discussed the following approaches to making surgery safe:

Safe, quality and timely surgery for cleft lip and palate; The Smile Train Partnership Model:
The model promotes access to safe, timely surgical care and a culture of research and adoption
of evidence-based initiatives. Smile Train is an international children’s charity that focuses on
providing surgery for children with cleft lip and palate. The approach (i) provides funds, training,
equipment and other resources; (ii) Optimisation of patient selection, ensuring qualified human
resources, equipment; and (iii] thorough quality review processes to ensure provision of safe
surgery. Smile Train and Gertrude’s Children’s Hospital have entered a partnership to study
factors that ensure the safety and effectiveness of cleft surgery using a multidisciplinary approach,
including dentistry and speech therapy. The study identified infections and anaemia as key reasons
for cancellation of cleft surgery operations. Late post-operative failures were traced to illiteracy
and poor diet; while poor self-image was identified as a factor requiring psychological support.
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Amref Health Africa/ Smile Train Cleft Lip Palate Repair Epidemiological Findings Compared
to Worldwide Epidemiological Reports. This study looked at the epidemiological findings of cleft
lip palate repair performed between 2006 to 2016 in nine countries under the Amref Health Africa
Smile Train project, and compared these against global figures. Of the 6,972 surgeries performed;
the median age was 10 years but gradually decreased showing that the backlog of adult cases
was being reduced. There were differences in male to female ratios, more females were affected
in the study group and more single compared to multiple cleft surgeries. These findings point to
a reluctance to treat female children, and to treat cleft surgery as risky. It was noted that the data
was collected from health facilities and may reflect a selection bias.

Developing a model of advancing research culture in young African health professionals: The
case of Rwanda: Rwanda University has developed a model of advancing research which offers
global health courses, provides training on scientific research, establishes research groups, and
organises research workshops. The meeting agreed that the formation of strong partnerships, a
critical thinking approach, good researchers, evidence-based practices, and good global health
actors are necessary to ensure sustainability.

Safe Surgery 2020: A collaborative partnership in Global Health. Surgical conditions constitute
one third of the global disease burden and cost US$ 3 trillion annually. Up to 33 million people fall
victim to catastrophic health expenditures from having to pay for surgery. The Safe Surgery 2020
initiative is a multi-partner initiative that designs country-level and hospital-level solutions to
make surgery safe, affordable and accessible. There are four anchors: national surgical planning;
developing cohorts of local surgical leaders to transform surgery; testing and scaling up innovative
programmes; and advocacy. Currently the initiative is being implemented in Tanzania and Ethiopia.
There is need to share and learn from other countries. Safe Surgery 2020 plans to expand to one
other country in Asia in 2018.

Anti-Tetanus Antibody Responses among Men Seeking for Safe Medical Male Circumcision
Services in Uganda. Uganda adopted Voluntary Medical Male Circumcision (VMMC]) strategy in
2010 as an additional approach to preventing HIV infection. VMMC has been shown to reduce the
risk of HIV transmission by 60%; with policy focusing on the 10 - 49 age group. Between 2007 and
2013, although 3.2 million circumcisions were performed, quality and safety have remained a
challenge with six deaths having been recorded and attributed to infections. In 2015, a WHO study
looked at mitigation measures including wound care and vaccination. The study conducted in
hospitals in Rakai and Nkozi Districts sought to determine the proportion of clients with minimum
anti-tetanus antibody levels before and after tetanus vaccinations. Whereas the risk of tetanus
infection was high at only 34% in the baseline; the study found that one tetanus injection provided
sufficient immunity at 14 days of 86% and 97% at 28 days.

Improving access to tertiary care by use of air ambulances in Africa: A subscription model.
Amref Flying Doctors |s a social enterprise whose objective is to generate income for Amref’s
programmes as well as provide emergency evacuations, and charity evacuations for those who
cannot afford to be airlifted. Approximately 1,000 patients are evacuated each year. In 2016, there
were 139 lifesaving charity evacuations. Given that and time saving is a crucial factor, the median




time of presentation to a hospital after injury is 12.5 days. This is despite the fact that 50% of
patients will die in the first hour after an accident; 30% within hours and 20% within the first few
weeks, often from infection. Maisha is an airambulance scheme that covers two evacuation flights
per year; and two ground ambulance transfers. Subscriptions start at $25 per annum and cover
the eastern Africa region. Infrastructural challenges include state of airstrips and insecurity.

Comprehensive approaches to safe surgery include attention to pre-operative; intra-operative;
post-operative phases of care; and routine use of checklists and guidelines. Using surgical
checklists routinely can prevent up to 50% of surgical complications. There is an acute lack of
data on the surgical burden in countries and regions; data that are available are under-utilised.

Cleft surgery does not just correct disfigurements but also extends life expectancy (study from
cleft patients in China). Cleft repair has up to 500% returns for individuals reaching their potential
and contributing to the economy (this is published data).

In summary, the meeting noted the critical shortage of surgeons being trained; and the fact that
those that are working could improve their efficiency and effectiveness. Further, Africa needs
good researchers, improvements in data collection and analysis, evidence-based practices and
support of global health actors.

Recommendations

e Conduct routine data collection and analysis to determine the surgical burden in countries/
regions.

e Countries need to train more surgeons and existing surgical teams need to be more
effective.

e Routine use of surgical checklists must be mandatory.
e National emergency medical services should be supported by governments.

e Cleft surgery should be multi-disciplinary. The approach should include parent education
and specialist teams.

e Provide tetanus vaccination and clean surgical care at the time of VMMC.

e Encourage and support research and produce evidence-based initiatives in all health
issues.




Sub-Theme 4: Global Health Security Initiatives

Communicable diseases remain the most common health conditions in resource-limited settings
and result in huge social, economic and quality of life losses in African countries. From addressing
increasing antimicrobial resistance to making sure every last child is vaccinated against polio;
from eradication of guinea worm to putting malaria diagnosis and treatment into the hands of
communities; countries are developing innovative ways of tackling the continent’'s communicable
disease burden. Today’'s global health security risks include the emergence and spread of new
microbes; globalization of travel and trade; rise of drug resistance; and the potential for accidental
release, theft orillicit use of microbes. The Global Health Security agenda is a strategy rooted in
science and global partnerships based on three widely accepted concepts: prevent, detect and
respond. Community-based disease surveillance and the active engagement of communities
has therefore proven critical for the early detection and containment of diseases with outbreak
potential.

Track 4.2:  Addressing challenges in the prevention and treatment of communicable
diseases

Chair: Marten van Herpen, Africa Innovation Hub, Philips
Co-Chair: Nathan Bakyaita, WHO

Presenters:

e Themba Ginindza, University of KwaZulu-Natal, South Africa: Prevalence of and associated
risk factors for high risk Human Papilloma Virus among sexually active women, Swaziland.

e Rebecca Kivumbi, Mildmay Uganda: Targeted HIV testing to close the adult-paediatric
treatment gap in 6 districts of central Uganda.

¢ Rita Noronha, Amref Health Africa in Tanzania: Community Health Workers in Improving
Treatment Adherence and Retention among HIV Positive Pregnant Women in Tanzania: A
cluster-randomized trial.

e Edward Chilolo, PharmAccess International, Tanzania: Improved Paediatric Tuberculosis
(TB]) Case Finding at Mwenge Military RCH Facility, Dar es Salaam Tanzania.

¢ Benson Otieno Ulo, Amref Health Africa, Kenya: Characteristics and Treatment Outcomes
of Extra Pulmonary TB Patients in Kenya.

¢ Ntambara Nelson, University of Rwanda: Environment or Our Behaviours, What To Fear:
2016 Cholera Outbreaks in Rwanda.

Despite limited or inadequate data, high-risk Human Papillomavirus (hr-HPV] infection and
the dual burden of HIV remain a huge challenge in some Low Income Countries (LICs) such
as Swaziland. The prevalence of hr-HPV infection is high among sexually active women and is
significantly associated with HIV infection. Women who are HIV positive are five times more at risk
of HPV.




In women, when the pre-cancer cells are not treated they develop in to cervical cancer. Despite
the concerted interventions a large gap exists between the number of children, adolescents and
adults accessing Anti-retroviral Treatment (ART). More than 75% of all estimated HIV+ adults are
on ART, compared to only 61,000 (32%]) children.

Targeted testing (entry points] is an effective strategy in closing the adult-paediatric treatment gap.
Scaling up paediatric HIV counselling and testing requires innovations in capacity building, human
resource support, and continuous mentorship at all entry points and linkage to care services.

The meeting discussed the Tanzania case where proper diagnosis of children with Tuberculosis
(TB) remains a challenge despite the high TB burden. TB prevalence rate is at 295/100,000, with
the National TB and Leprosy Programme estimates showing that children contribute 15-20% of
National TB case notification, if proper measures for paediatric TB case finding are in place.

The meeting agreed that Community Health Workers (CHWSs) have the potential to enhance the
uptake of Prevent Mother-to-child Transmission of HIV services and improve women’s adherence
to ART and retention in care after delivery. The meeting was informed that a study that showed
that the use of CHWs had the strongest effect on increasing ART adherence among postpartum
women in care. The meeting agreed that this evidence should inform policy and planning on
incorporating CHWs in treatment adherence and retention among HIV positive pregnant women.

Recommendations

e Conduct studies with a longer invention period for comprehensive understanding and
promoting intervention.

* Governments, development partners and other stakeholders should invest in health systems
and services to improve access to health and health research.

e Community mobilisation and sensitisation should be an integral part of all health
interventions.




Track 4.3: Addressing emerging diseases and strengthening community disease
surveillance

Chair: Anne-Marie Kamanye - Amref Health Africa, Canada
Co-Chair: Irene Otieno, Toronto, Canada
Presenters

e Sylla Thiam, Amref Health Africa, Senegal: Acceptance of the Ebola virus vaccine by the
community in Guinea.

e Job Mogire, Institute for Global Health and Development, Queen Margaret University,
Kenya: It's as though Ebola infected the health system itself.”: Experiences of Kenyan health
workers who volunteered in West Africa during the 2014/15 Ebola outbreak.

¢ Arancha Aramendia, Mundo Sano Foundation /Institute of Health Carlos Il Madrid, Spain:
Prevalence of Strongyloides Stercoralis in a rural community of North-Western Ethiopia.

e Manpreet Singh, Dalberg Global Development Advisors, Kenya: Lessons learned and best
practices in establishing National Emergency Operations Centers (EOCS).

e Vinnce Onserio, Young Women Christian Association of Kenya: Decentralizing health
services, a strategy to strengthening disease surveillance: A case of community based TB
care in Kisii County, Kenya.

e Joyce Onsongo, WHO Kenya; Dr Joan Karanja, PHEOC Ministry of Health:Best practices in
establishing the Kenya Public Health Emergency Operations Centers (PHEQC).

The meeting discussed the degree of health system preparedness surrounding emerging disease
outbreaks such as Ebola Virus Disease (EVD); neglected tropical diseases such as Soil Transmitted
Helminthiases (STH) and community-based management approaches of infectious diseases such
as Tuberculosis (TB).

Fragile health systems with inadequate staff and infrastructure in the context of complex health
needs negatively impacts effective response to emergencies. The Ebola Virus Disease (EVD) in
West Africa exposed the dire vulnerability of Africa’s health systems. The battle against EVD
exposed the poor state of compliance with International Health Regulations (IHR); weak knowledge
management, inadequacies in the emergency response systems, limited capacity to follow-up on
cases and the lack of accountability.

The discussants highlighted gaps in the preparation and coordination of health care workers,
especially at field level. Ill-preparedness fosters fear of death and worses an already tense
situation. The meeting discussed the issue of the Ebola vaccine noting that in the context of a
deadly epidemic, acceptance rates of vaccines are generally high (80%) especially amongst affected
relatives. The meeting highlighted the enabling factors that increase the vaccine uptake such
as information on its availability and effectiveness; while the factors hindering its performance
include concerns over the quality of the vaccine, lack of information on the side-effects, and fear
of contamination during vaccination.
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The meeting discussed key lessons learnt; among them the establishment of Emergency
Operation Centres (EOCs). The discussants noted that EOCs should have the capacity to respond
to all potential hazards (environmental, biological, social and technological]. Whereas there is no
single, correct model for setting up an EOC, all EOCs must have top-down support and a strong
mandate to ensure effective operations. EOCs have varying structures informed by political,
social and economic considerations. Technology significantly improves the efficiency of an EOC
by ensuring active surveillance and prompt reporting of outbreaks. The EOC plays an important
role in coordination, preparation, operations, data collection, communication and convening. To
be effective the National Emergency Response structure should acknowledge the critical roles
played at sub-national and community levels and build the capacity of health facilities and systems
including well trained staff.

The meetingdiscussed Soil Transmitted Helminthiases, aneglected tropicaldisease whose disease
burdenis generally underestimated and therefore under-diagnosed. Treatmentis also undertaken
using less effective drugs such as Albendazole and Mebendazole. The meeting underscored the
vital role that adequate diagnostic protocols using combinations of methodologies should play to
increase diagnosis of STH.

Recommendations

e The public should be given information on new vaccine and reasons for non-acceptance
ought to be carefully managed.

e Establish emergency operation centres with a national capacity to detect, prevent and
response to emergencies.

e Conduct further studies to strengthen control measures for STH.

e Develop an integrated community-based multi-disease management approach.




Posters




Posters

117 high quality posters were presented during the three-day conference (47 day 1, 24 day 2, 46

day 3). The following are the key findings and recommendations:

Key findings

Devolution in Kenya has provided opportunity for expansion of universal coverage through
community health services — McColllum et al. TUPE30

Contact investigation contributes to the identification of missing TB cases - Kiptai et al.
TUPE75

Comprehensive sex education training significantly reduces early pregnancy. TUPES8 - Rudia
et al. TUPES8

Health Workers lacked evidence to facilitate appropriate decision making. Data was shared
regularly and used to analyse issues - Peter Kagurusi. TUPE21

The youth lack platforms to get information on sexual health - Gezahegn et al. TUPE13

HIV patients who do not attend clinics seldom adhere to medication, leading to increased
morbidity and mortality - Kipkelwon et al. WEPE22

Peer mentorship is a cost effective, efficient and convenient approach to improving data
documentation and reporting among data clerks in health facilities - Kinara et al. WEDE
Establishment of food banks and Quality Improvement Teams at community level improve
access to food for people living with HIV - Akulima et al. WEPE53

Functional handwashing facilities, involvement of teachers and sustained practice of
handwashing by the pupils reduces incidences of diarrhoea from 5 to one in a week - Namata
T. WEPE26

Communities play a big role in early detection, reporting, prevention and basic management
of disease. They are active and willing to participate in community disease surveillance if given
incentives - Machache E. WEPE74

Reducing waiting periods for clients and setting up an appointment system for non-emergency
clients reduced waiting time, depending on the client volume - Hlabano et al. THPE84

There is higher use of maternal shelters established through community led initiatives -
Githiaka et al. THPES51

E-learning as a method of instruction leads to a higher pass rate compared to traditional
classroom learning - Wabwire. THPE63

Increasing male involvement to enhance use of maternal services requires community
engagement and interpersonal networks - Kagurusi P. THPE62

Developing an intelligent m-Health requires a model with the following characteristics;
agility, flexibility and responsiveness to changing environments and customer demands, cost
effectiveness, efficiency and easy to use - Xavier L. THPEO8

Sharing information on family planning at community level increased men’s engagement -
Ojanduru L et al. THPE36

Green tea can be used to fight larval development in malaria mosquitos - Mwema J. THPE29




Recommendations

Counties should adopt and promote the community health approach coupled with quality
improvement.

Comprehensive Sexuality Education curricula should be introduced in schools to equip teachers
and students with information on sexuality issues and platforms created for youth to discuss
their sexual and reproductive health issues.

Schools must adapt an integrated approach to ensure consistent hand washing practice by
pupils.

Clinic appointments for HIV patients should factor in their work schedule; while patient
appointment systems for non-emergency cases can help to reduce congestion and long waiting
periods at health facilities.

Health education targeting TB patients and family members at the household level has been
shown to increases treatment success rates and case identification.

Community partnerships need to adopt QIT structures to strengthen food and nutrition systems
at community level.

Communities must be involved at all stages of setting up maternal shelters.
Governments should adopt e-learning to up-skill and upgrade health care workers.

Investing in m-Reporting and community-based disease surveillance systems will improve
global health security.

M-health solutions should be compatible with the advances in mobile technology used locally.
The innovative use of green tea in reducing malaria infections should be tested and scaled up.

All the poster presentations made at the conference are available at: www.ahaic.org
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Annex A: AHAIC Communiqué

Africa Health Agenda International Conference Declaration on accelerating the achievement of a
healthier Africa

Nairobi, Kenya, 5-9 March, 2017

WE, the organisers, keynote speakers, panellists, scientists and researchers, leaders from
government, multilateral agencies, the private sector, civil society, development partners, youth
delegates, advocates for health and the media, came together at the Africa Health Agenda
International Conference held in Nairobi between 5-6th (Youth Pre-Conference Forum) and 7-9th
March 2017 (main conference) to discuss, debate and share state-of-the art scientific knowledge,
evidence, policy and practice.

The Sustainable Development Goals provide a new framework for global health. The Africa Health
Agenda must be a distinct part of this global agenda for change. We therefore focused on:

1. Generating home grown solutions to achieving the Sustainable Development Goals across the
continent.

2. Sharing scientific research findings, evidence and best practices addressing health and health
systems in Africa.

3. lIdentifying and discussing gaps and challenges in implementing the Sustainable Development
Goals in Africa.

Over the past five days, we have once again seen the power of home-grown innovation in addressing
the unique challenges of achieving universal healthcare in Africa.

WE, understand that Africa’s health system remains weak and fragmented due to decades of
under-investment: with 11% of the world’s population, it accounts for 24% of the global disease
burden, has an emerging and high burden of infectious diseases, poor women’s and children’s
health and the increasing burden of non-communicable diseases.

Whereas community based healthcare has the potential to contribute to better health outcomes,
the gap between the community health and formal health systems remains wide. 50% of Africans
still do not have access to quality healthcare.

OUR CALL TO ACTION

The Africa Health Agenda International Conference 2017 has discussed these challenges under
three threads: People, Systems and Innovation.




PEOPLE

1.

Human Resource: We must employ the ‘tools of our time’ to formulate and implement
appropriate policies to mitigate the impact of the significant health worker shortage in Africa.
This includes the issues of skewed distribution, brain — drain and migration. We must tailor
and develop our health worker training to address the gaps in both health worker numbers
and competencies.

Community Health Workers: Community participation and ownership must be at the centre of
primary health care and universal health coverage, given the critical role that the community
health system plays in linking households to the formal health system. We call on governments
the civil society, and the private sector to formally recognise and make Community Health
Workers an integral part of the formal health workforce.

Our Young People: We must meaningfully involve young people to co-create strategies,
scientific approaches and investments to improve their health and implement policies that are
youth-centred. Nothing for the youth without the youth!

Strong, Visionary Leadership: We must build our strengths in leadership, management and
governance at political, technical and community levels.

SYSTEMS

1.

Universal Health Access: We recognise that community-based health insurance, integration
of national Health Insurance Schemes and use of Community Health Workers to increase
enrolment are potential avenues for mitigating the challenges in access to national health
insurance funds.

Global Health Security: We recognise that successful health systems require good systems
for health. We must significantly increase investments in Primary Health Care as the
backbone of global health security and universal health coverage. This must be supported
through increased capacity for surveillance; strengthened systems to detect outbreaks with
short reporting time; enhanced community engagement for early detection and response; and
legislation of frameworks for epidemic response.

Public, Private and Community Partnerships: We need appropriate and robust legal, policy
and regulatory frameworks that recognise and are respectful of the value systems of state and
non-state actors to create partnerships between equals. We call on governments, civil society
and the private sector to engage in dialogue to build trust; we urge the Private sector to embed
PPPs in the main business of companies as opposed to their charitable foundations; and the
civil society to engage governments in translating evidence into action.




INNOVATION

1.

Evidence and Resources: We must create the platforms that ensure that research and
innovations are translated into evidence-based policy-making and actions. We call on
governments in Africa to enact policies and legislation and to allocate the requisite resources
to generate and use evidence.

Technology: We must harness the unlimited possibilities offered by technology in general, and
particularly mobile technology and telemedicine, to address health challenges and achieve
improved health outcomes. Governments must putin place policies and legislation for effective
integration of technology in the health system.

Scale and Sustainability: We must be bold and have confidence in our home-grown, relevant
innovations, bringing them to scale and creating more synergy. We must ensure more of our
continent’s great ideas reach the widest possible population.

This week we have created a blueprint for health in Africa. But a beautiful document is not enough.

We call on governments to live up to their commitments and implement the global, regional and

local instruments they have already signed. We too must do our part. Let us now go out and do

what it takes to create lasting health change in Africa.
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Annex D: Organising & Scientific Committee

Organising Committee

Dr Githinji Gitahi, Amref Health Dr Festus Ilako, Amref Health Africa Desta Lakew, Amref Health
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Annex E: Abstract Track Directors and Reviewers

Name Role Organization
1 | Prof Mabel Nangami Track Director Moi University
2 | Prof Ellen Chirwa Track Director Kamuzu University, Malawi
3 | Prof Colin Binns Track Director Curtin University, Australia
4 | Prof Fred Wabwire Track Director Makerere University, Uganda
5 | Prof Margaret Keraka Track Director Kenyatta University
6 | Dr Moses Alobo Track Director GSK
7 | Dr Josephat Nyagero Track Director Amref Health Africa, HQ
8 | Dr Joachim Osur Track Director Amref Health Africa, HQ
9 | Dr Ryan Wiley Track Director Amref Health Africa, Canada
10 | Dr Jane Carter Track Director Amref Health Africa, HQ
11 | Dr Hillary Kipruto Track Director World Health Organization
12 | Dr Chris Paton Track Director Oxford University, Britain
13 | Dr Bob Bortoluss Track Director Dalhousie Med, Canada
14 | Dr Rita Noronha Reviewer Amref Health Africa in Tanzania
15 | Prof Mohamed Karama Reviewer Umma University
16 | Prof Joyce Olenja Reviewer University of Nairobi
17 | Prof Duncan Saunders Reviewer University of Alberta
18 | Pius Chaya Reviewer Amref Health Africa in Tanzania
19 | Micah Matia'ngi Reviewer Amref Health Africa, HQ
20 | Dr Nzomo Mwita Reviewer Amref Health Africa, HQ
21 | Dr George Kimathi Reviewer Amref Health Africa, HQ
22 | Dr Tom Arunga Reviewer MoH, Kenya
23 | Dr Sophie Ochola Reviewer Kenyatta University
24 | Dr Shiprah Kuria Reviewer Amref Health Africa, HQ
25 | Dr Sarah Masyuko Reviewer NASCOP
26 | Dr Peninah Masibo Reviewer APHRC
27 | Dr Nyawira Gitahi Kamau Reviewer GSK
28 | Dr Nekoye N Otsyula Reviewer GSK
29 | Dr Maurice Odindo Reviewer Community Innitiative
30 | Dr Mark Mudenyo Reviewer Kenyatta National Hospital




31 | Dr Margaret Makumi Reviewer HFECD, Global Fund

32 | Dr Margaret Mungai Reviewer Amref Health Africa in Kenya
33 | Dr Koki Kinagwi Reviewer Amref Health Africa in Kenya
34 | Dr Janet Muriuki Reviewer IntraHealth

35 | Dr Florence Temu Reviewer Amref Health Africa in Tanzania
36 | Dr Eric Mugambi Reviewer GSK

37 | Dr Caroline Kabiru Reviewer APHRC

38 | Dr Beatrice Gatumia Reviewer GSK

39 | Dr Anne Geniets Reviewer Oxford University, Britain

40 | Dr Alison Morgan Reviewer Melbourne University

41 | Dr Alice Lakati Reviewer Amref Health Africa, HQ

42 | Samuel Muhula Reviewer Amref Health Africa in Kenya
43 | David Ngilangwa Reviewer Amref Health Africa in Tanzania




Annex F: Rapporteurs

Rapporteurs

Plenary sessions Micah Matiang’i Amos Nyirenda, Betty Muriuki, Daniel Kurao, Pius Chaya, Anne
Gitimu, Patrick Kagurusi, Nzomo Mwita, Patrick Bigirwa, Diana Mukami, Shiphrah
Kuria, Lilian Mbau, Martin Muchangi, Kassahun Negash, Samuel Muhula, Yeshitila
Hailu.

Tracks sessions Rudia lkamati, Kulule Mekonnen, Mores Loolpapit, David Kawai, Jane Carter,
Dorieke Kuijpers, Prudence Komujinya, Helen Walker, Hajra Mukasa, Bertine Pries,
Veerle Ver Loren van Themaat, Andrew Wabwire, Mirre van Veen, Gilbert Wangalwa,
Tamene Chaka, Paul Gabula, Graham Atkinson, Michael Kimuyu, Lilian Mbau, Astrid
van Rooij, Patrick Bigirwa, Bertine Pries Deborah Kioko, Colleta Kiilu, Kevin O'Neill,

Vincent Ouma, Paul Gabula, Mirre van Veen-Anley Haile.

Poster presentations Kevin O’Neill, Amos Nyirenda, Daniel Kurao, Margaret Mugisa, Anley Haile, Astrid
van Rooij, Prudence Komunjuni, Veerle Ver Loren van Themaat, Jennifer Gatebi, Tony
Kapsandui, Mirre Van Veen, Hajra Mukasa, Andrew Wabwire, Miriam Chege, Sheba
Odondi, Samuel Muhula, Yeshitila Hailu, Rudia lkamati, Evaline Karijo, Shiphrah

Kuria, Kassahun Negash.

Chief rapporteur Donald Odhiambo

Lead rapporteur Aileen Ogolla
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Annex H: Delegates

No First Name Last Name Country Affiliation
1 Aaron Tamale KE Youth Delegate

2 Aaron Mweene M University of Zambia

3 Abang Veronica KE Delegate

4 Abdi Ahmed Jama KE WHO, Kenya

5 Abdisa Aga ET Amref Health Africa, Ethiopia
[ Abenet Berhanu uG Amref Health Africa, Uganda
7 Abigael Sabina KE Amref Health Africa

8 Abraham Rono KE Healthright International

9 Achieng Masiga KE Johnson & Johnson

10 Aciro Rose UG Lira Regional Referral Hospital
11 Adereni Abiodun KE Amref Health Africa

12 Admasu Tefera ET Amref Health Africa, Ethiopia
13 Agnes Mutinda KE Amref Health Africa Kenya

14 Agnes Nyalita KE Philips

15 Agnes Leina KE Amref Health Africa

16 Agnes Leina KE Anti FGM board

17 Agnes Gatome-Munyua KE Abt Associates Inc.

18 Ahmed Yousuf ET Amref Health Africa, Ethiopia
19 Ahmed Hassan Aliyu NG Shepherd Care Family Health and Education Initiative
20 Aisha Byanaku TZ Amref Health Africa, Tanzania
21 Albert Orwa KE Philips

22 Alex Mugao KE Amref Health Africa Kenya

23 Alex Amian KE World Health Organization

24 Alfred Mutema KE Meru University of Science and Technology
25 Alfred Wise UG Living Goods

26 Alice Lakati KE Amref Health Africa, Kenya
27 Alison Yoos KE CDC Impact

28 Allan Maleche KE HSAP KENYA

29 Allan Mackenzie KE AstraZeneca

30 Allan White KE Delegate

31 Allan Pamba KE GlaxoSmithKline

32 Allan Kwallah KE KEMRI

33 Amani Koffi SN Sante Inclusive, Senegal

34 Ambrose Lugho KE NHIF

35 Amedu Adizetu KE Delegate

36  Amit Thakker KE Kenya Healthcare Federation (KHF)
37 Amos Nyirenda TZ Amref Health Africa, Tanzania
38 Anastasiah Kimeu KE Amref Health Africa

39 Anatory Didi KE Amref Health Africa, Tanzania
40 Andrew Wabwire UG Amref Health Africa, Uganda
41 Angela Nyamu KE Terre des Hommes

42 Angeline Siparo us PRB

43 Angelique Umurerwa KE WHO-Kenya

[7A Aninish Jane KE Unilever

45 Anita Onuko KE Grayling

46 Anita Nyaga KE Delegate

47 Anita Pirani us Amref Health Africa

48 Anitha Kalema KE Australian High Commission
49 Anjali Radcliffe GB GlaxoSmithKline

50 Anke van der Kwaak NL Royal Tropical Institute (KIT)




51 Anley Haile ET Amref Health Africa, Ethiopia

52 Ann Taiyiai KE Amref Health Africa

53 Ann Taiyiai KE Amref Health Africa

54 Anna Grace KE Amref Tanzania

55 Anna Monze M University Teaching Hospital, Zambia
56 Anne Gitimu KE Amref Health Africa Kenya

57 Anne Odoyo KE GSK

58 Anne Maina KE PharmAccess

59 Anne Maina KE PharmAccess

60 Anne Opil KE Amref Health Africa

61 Anne Sefu ZA GlaxoSmithKline

62 Anne-Marie Kamanye CA Amref Health Africa Canada

63 Annie Njenga KE Philips

64 Anthony Sallar GH GIMIPA, Ghana

65 Anthony Arasio KE Amref Health Africa in Kenya
66 Anthony Mbonye KE Ministry of Health Uganda

67 Antony Masika KE Amref Health Africa, Kenya

68 Arancha Amor Aramendia ES Mundo Sano Foundation

69 Arif Neky KE UN

70 Asha Hashi KE SOMSIMMA

7 Ashling Mulvaney GB AstraZeneca

72 Asrat Mengiste ET Smile Train

73 Astrid van Rooij NL Amref Health Africa, Netherlands
74 Atsebeha Astrat ET Amref Health Africa, Ethiopia
75 Audrey Kgosidintsi BW Audrey & Associates, Botswana
76 Audrey K KE AHLMN/Amref

77 Avinish Jain KE Unilever

78 Bara Ndiaye SN Amref Health Africa, West Africa
79 Barbara Mukasa UG Mildmay Uganda

80 Bashiru Juma KE Send Ghana

81 Baye Denekew ET Amref Health Africa, Ethiopia
82 Beatrice Oluoch KE HSAP Kenya

83 Beatrice Gatumia KE GlaxoSmithKline

84 Beatrice Gacengo KE Terre des Hommes

85 Beatrice Arum KE Kenya Medical Directory

86 Beatrice Akinyi KE Kisumu Medical & Education Trust
87 Beatrice Nyangoma uG Journalist, Uganda

88 Bekele Chaka KE Amref Health Africa Ethiopia
89 Belayneh Lemma ET Amref Health Africa, Ethiopia
90 Belina Shisia KE Amref Health Africa

971 Belinda Tudin KE Elsevier

92 Benard Kitela KE Youth Delegate

93 Benson Ulo KE Amref Health Africa Kenya

94 Benter Owino KE ICF MACRO INTERNATIONAL
95 Bernard Mbogo KE Amref Health Africa in Kenya
96 Bernard Kikechi KE Amref Health Africa

97 Bernard Kituku KE Bayer East Africa

98 Bernard Ogwang KE FHI 360

99 Bernard Masai us Mt. Kenya University

100 Berry Mauha Amref Health Africa

101 Bertine Pries KE Amref Health Africa, Netherlands
102  Betibebu Mulugeta KE Amref Health Africa, Ethiopia
103  Bettina Vadera KE Amref Health Africa




104  Betty Muriuki KE Amref Health Africa

105 Bilha Ngunjiri KE Amref Health Africa

106 Bitange Ndemo KE University of Nairobi

107 Blaise Ntacyabukura RW University of Rwanda

108 Bob Collymore KE Safaricom

109 Bob Okodi UG Amref Health Africa, Uganda
110  Boldwin Maposa KE Youth Delegate

111 Boniface Kitonyo KE NHIF

112 Boniface Hlabano KE Amref Health Africa South Africa
113 Boniface Kariuki KE Amref Health Africa

114  Boniface Mbuthia KE Options Kenya

115  Boniface Hlabano ZA Amref Health Africa- South Africa
116 Bonnie Munyalo KE Amref Health Africa, Kenya
117  Bosco Lemarkat KE Baobab

118  Boum Yap KE MSF/Epicentre

119 Bram Dem KE Momala

120 Brenda Werema KE Danone Baby Nutrition

121 Brian Ngure KE Surgical Society Kenya

122 Bridget Wachira KE GlaxoSmithKline

123  Bright Moyo Jnr M Resident Doctors Association of Zambia
124  Bruno Witvoet KE Unilever Africa

125 Bryan Wesonga KE Safaricom Limited

126  Bryan Pearson KE FSG Communications

127  Bryson Sifuma KE Amref Health Africa, Kenya
128 Caleb Thole KE Youth Delegate

129  Caroline Baker GB Comic Relief

130 Caroline Mbindyo KE Living Goods

131 Caroline Mulandi KE Smile Train

132  Caroline Kyalo KE Phillips

133  Caroline Mulandi KE Smile Train

134  Caroline Kyalo KE Philips

135 Carolyne Khamala KE Amref Health Africa

136 Carolyne Wanyonyi KE Amref Health Africa

137  Catherine Wamiti KE Compassion International
138  Catherine Omaswa uG FOSHE Foundation

139  Cathy Mwangi KE mHealth Kenya Ltd

140 Charity Kiarie KE Amref Health Africa, Kenya
141 Charles M. Nzioka KE Ministry of Health, Kenya
142  Charles Oyaya KE HSAP

143  Charles Aketch KE Philips

144 Charles Suya KE Amref Health Africa, Malawi
145 Charles Opiyo KE Christian Aid

146 Charles Mlingi TZ Amref Health Africa, Tanzania
147  Charles Maina UG Amref Health Africa Uganda
148 Charles Feldman ZA University of the Witwatersrand
149  Chris Genasi KE Grayling

150  Chrisanthus Okutoyi KE Amref Health Africa

151  Christine Kisia KE WHO-Kenya

152  Christine Ngwawe KE Amref Health Africa

153  Christine Odwogi KE GlaxoSmithKline

154  Christine Odwogi KE GSK

155  Christine Galavotti us CARE USA

156  Christophe Sauboin KE GlaxoSmithKline




157  Christopher Were KE GlaxoSmithKline

158  Christopher Obong'o KE PATH Kenya

159  Claudine Mensah Awute BJ CARE International

160 Cleopa Mailu KE Cabinet Secretary for Health, Kenya
161 Colleta Kiilu KE Amref Health Africa, Kenya

162  Collince Oluoch Osewe KE Amref Health Africa

163  Collins Wangulu KE Kenyatta National Hospital

164  Cosmas Mwamburi KE IMPACT

165 Cynthia Kahumbura KE Kenya Association of Manufacturers
166 Cynthia Kahumbura KE Nkemi Consulting

167 Daan Modderman NL Better Future

168 Damaris Kinara KE APHIA PLUS Western Project

169 Dan Balinda UG Journalist, UG

170  Daniel Kurao KE Amref Health Africa in Kenya

17 Daniel Maina KE PharmAccess

172 Daniel Onyango KE Amref Health Africa

173  Daniel Brindle SG GlaxoSmithKline

174  Danny Dubbeldeman KE Amref Health Africa, Netherlands
175 Daryl Burnaby GB GlaxoSmithKline

176  Daun Fest us Populations Services International (PSI)
177  David Kawai KE Amref Health Africa in Kenya

178 David Soti KE Amref Health Africa, Kenya

179 David Ocheng TZ Amref Health Africa, Tanzania
180 David Ngilangwa TZ Amref Health Africa, Tanzania
181 David Pritchard ZA GlaxoSmithKline

182  Davide Mosca CH International Organization for Migration
183  Davies Gichuhi ZA GlaxoSmithKline

184  Deborah Kioko KE Amref Health Africa Kenya

185 Delanyo Dovlo KE WHO

186 Demiss G Mariam ET Amref Health Africa, Ethiopia

187 Denise van Dijk KE The Female Health Company

188 Dennis Munene KE Amref Health Africa, Kenya

189  Desta Lakew KE Amref Health Africa

190 Diana Mukami KE Amref Health Africa

191 Dick. J. Montijn NL MOMALA

192  Dicko Adama KE Youth Delegate

193 Dida Ali KE Amref Health Africa

194  Dinah Kimonye KE Amref Health Africa

195 Dinese Hannewald DE Amref Health Africa, Germany
196  Djoudalbaye Benjamin ET African Union Commission

197  Dolphine Emali KE Journalist, Kenya

198  Dominic Steele KE Baobab Circle

199 Dona Anyona KE Amref Health Africa, Kenya

200 Dorcus Indalo KE HSAP KENYA

201 Doreen Chilumbu M Journalist, Zambia

202 Doriane Nzorubara KE PharmAccess

203 Dorieke Kuijpers NL Amref Health Africa, Netherlands
204  Dorothy Okemo KE HAI Africa

205 Dorothy Muroki KE FHI 360

206 Dorothy Otieno KE Amref Health Africa

207 DrJohn Kitui KE Christian Aid

208 Dr Nehemiah Kimathi KE Amref Health Africa

209  Duke Mobegi KE Amref Health Africa




210 Eddie Machache KE Amref Health Africa

211 Edna Ojee KE University of Nairobi

212  Edward Omondi KE Amref Health Africa Kenya
213  Edward Ochieng KE AMREF

214 Edward Chilolo TZ PharmAccess International, Tanzania
215  Edwin Macharia KE Dalberg East Africa

216  Eleonora Silanus KE Amref Italy

217  Elijah Kinyangi KE JICA Kenya

218  Elishiba Mwangi KE Takeda

219  Elizabeth Kamau KE Student at Universtiy of Nairobi
220 Elkanah Ong'uti KE MoH, Kenya

221  Elvis Ochieng KE PATH Kenya

222  Emile Malan KE GlaxoSmithKline

223  Emily Wanja Kaburu KE HSAP

224 Emma Muraguri KE Amref Health Africa, Kenya
225 Emma Andrea Khabure KE University of Nairobi

226 Emmaculate Otieno KE Kisumu Medical And Education Trust, Kenya
227 Emmanuel Musombi KE Amref Health Africa Kenya
228 Emmanuel Milimo KE PharmAccess

229  Enock Marita KE Amref Health Africa Kenya
230 Ephantus M Murigi KE Ministry of Health

231 Eric Muchangi KE GlaxoSmithKline

232  Erick Muga KE Amref Health Africa in Kenya
233  Erick K. Yegon KE Ipas Africa Alliance

234 Ernest Okyere KE Christian Aid

235  Estebelle Whitby KE Elsevier

236  Esther Muthoni KE IMPACT

237  Esther Njorogr KE Smile Train Africa

238  Ethredah Chao Mwalwala KE Amref Health Africa

239 Eunice Mathura KE Amref Health Africa, Kenya
240  Eunice Mustapha KE Ipas Africa Alliance

241 Evalin Karijo KE Amref Health Africa in Kenya
242  Evans Kidero KE Governor of Nairobi County
243  Evans Sumbeiywo KE IMPACT

244 Evarine Nampewo KE APC / FHI360

245  Evelyne Gitonga KE PharmAccess

246  Everlyne Mwania KE Novartis Social Business

247  Everlyne Majani KE Amref Health Africa

248  Faith Kadzo KE Amref Health Africa

249 Fatou Gaye SN Amref Health Africa, West Africa
250 Felarmine Muiruri KE Amref Health Africa, Kenya
251 Felistus Naliaka KE Options Kenya

252  Felix Muvea KE PharmAccess Foundation
253  Felix Muvea KE PharmAccess

254  Festus Ilako KE Amref Health Africa

255  Fidelina Ndunge KE Amref Health Africa

256 Florence Temu TZ Amref Health Africa, Tanzania
257  Frances Longley GB Amref Health Africa UK

258  Francis Mutua KE Youth Delegate

259 Francis Mupeta KE Infectious Diseases Adult Centre, Zambia
260 Francis Kadiru KE PATH

261 Francis Mikaya KE Ipas Africa Alliance

262 Francis Namisi KE Amref Health Africa, Kenya




263  Francis Ukwuije NG Minister of Health, Nigeria

264 Francis Omaswa UG ACHEST, Uganda

265 Francis Okol UG Amref Health Africa, Uganda
266  Franklin Bekoe GH Ghana Health Service

267  Fransen Lieve KE Philips

268  Frasia Karua KE Amref Health Africa

269  Fred Wabwire Mangen UG Makerere University

270  Fredrick Majiwa KE Amref Health Africa Kenya
271 Gabriel Waari KE Jomo-Kenyatta University of Agriculture and Technology
272  Gabriel Makali KE Youth Delegate

273 Gabriel Waari KE JKUAT, College of Health Sciences
274  Gardy Chacha KE Journalist, Kenya

275  Gaspery Misungwi TZ Amref Health Africa, Tanzania
276 Gautam Dalal KE Amref Health Africa, Board
277  Geert Breteler KE Momala

278  Geoffrey Kabuna KE Kenya Medical Directory

279  Geofrey Mwangi KE NHIF

280  Geofrey Tanui KE Save the Children

281  George Gibore KE HSAP Kenya

282  George Oele KE Amref Health Africa

283  George Kimathi KE Amref Health Africa

284  George Abuya KE GlaxoSmithKline

285 George Saiteu TZ Amref Health Africa, Tanzania
286  George B. Kirya UG Amref Health Africa Uganda
287  George Oscar Mutembula KE PSI

288  Georgina Obonyo KE Youth Delegate

289 Getrude Sililo M Journalist, Zambia

290 Glideon Kamau KE Amref Health Africa

291 Gilbert Wangalwa KE Amref Health Africa, Kenya
292  Gilbert Manikariza KE Amref Health Africa

293  Githinji Gitahi KE Group CEO, Amref Health Africa
294  Gizachew Mengie ET Amref Health Africa, Ethiopia
295  Gladys Nzunga Mutinda KE University Research Company
296 Gloria Nyanja KE Youth Delegate

297  Gocho Kapoba YA Kalomo District Health Office
298  Godfrey Magawe KE PATH

299 Godfrey Matumu TZ Amref Health Africa, Tanzania
300 Grace Gitonga KE Youth Delegate

301 Grace Wanjau KE IMPACT

302 Grace Wangari KE NHIF

303 Graham Atkinson KE Amref, Canada

304  Guglielmo Micucci IT Amref Health Africa, Italy
305 Gunturu Revathi KE The Aga Khan University

306 Guy Baxter ZA GC Rieber Compact South Africa
307  Habil Onyango KE AIDVC

308 Haggai Wanyungu KE PATH

309 Hajra Mukasa UG Amref Health Africa Uganda
310  Hamisi Kigwangalla KE Ministry for Health, Tanzania
311 Hanna Hansemo ET Amref Health Africa, Ethiopia
312  Hannah Bragdon KE PharmAccess

313  Happiness Oruko KE Amref Health Africa, Kenya
314  Harrison Chege KE Youth Delegate




315 Hasifa Nambi uG Mildmay Uganda

316 Hassan Abdi KE Youth Delegate

317 Hassan Saidi KE Elsevier

318 Hassan Saidi KE Surgical Society Kenya

319 Helen Walker NL Amref Health Africa, Netherlands
320 Henry Kilonzo KE M-Pesa Foundation

321 Herbert Barasa KE Amref Health Africa, Kenya
322  Heri Marwa TZ PharmAccess Group

323 Herman Abels KE PharmAccess

324  Hezbone Ayimba KE Merck

325  Hideki Higashi M Japan International Cooperation Agency
326 Hilke de Vries NL Amref Health Africa, Netherlands
327  Hillary Kipruto KE WHO - Kenya

328 Hillary Omala KE Enai Group Limited

329  Hirofumi Sawa JP Hokkaido University

330  Hiroki Ishida KE Asia Africa Investment & Consulting
331 Hiroshi Kida JP Hokkaido University, Japan
332 Horace Osimbo KE Safaricom Limited

333  Hugo Kavunga CD INRB, DR Congo

334  Hussein Siraj ET Amref Health Africa, Ethiopia
335 lan Walker us Johnson & Johnson

336 lanB Walker KE Johnson & Johnson

337  lkenna Njoku Igwe KE Delegate

338  lkuo Takizawa JP JICA

339 Imad Agi KE Ecoloo, Malaysia

340  Inimfon Etuk KE She Forum Africa

341 Inta Plostins us Cardno

342  Irene Otieno KE Amref Health Africa

343  Irene Kasyoki KE PharmAccess

344  Irene Karanja KE PharmAccess

345 Iris Weges KE The Female Health Company
346  Isabel Torres SG Takeda Pharmaceuticals

347  Isabirye Paul UG University Research CO. LLC USAID-ASSIST Project
348  Isaiah Cheluget KE Amref Health Africa

349  Jacinta Mburu KE PharmAccess

350 Jackline Kiarie KE Amref Health Africa

351  Jackson Njiraini KE Amref Health Africa

352 Jackson Nyerere TZ Amref Health Africa, Tanzania
353  Jacob Oloo KE Amref Health Africa

354  Jaki Wasike-Sihanya KE Danone Nutricia

355 James Sale KE Save the Children

356 James Maina KE Amref Health Africa, Kenya
357  James Barrow KE IMPACT

358 James Kigera KE Elsevier

359 James Mwanzia KE Universities Funding Board
360 Jane Wambui KE AMREEF Flying Doctors

361 Jane Ireri KE Amref Health Africa, Kenya
362 Jane Carter KE Amref Health Africa, Kenya
363 Jane Sempeho TZ Amref Health Africa, Tanzania
364  Jane Ruth Aceng UG Minister of Health Uganda
365 JaneKellen Mbae KE Amref Health Africa, Kenya
366  Janet Muriuki KE Amref Health Africa

367  Janet Haluwa KE Digital Consultant




368  Janet Mbugua KE Journalist, Kenya

369  Japheth Omondi KE IMPACT

370 Jared Oule KE Amref Health Africa, Kenya
371 Jean Paul CM Humanity First, Cameroon
372  Jean Jose Nzau us CARE USA

373  Jean Paul Enama Ossomba CM Humanity First Cameroon
374 Jeff Kuria KE Smile Train Africa

375 Jelle Stekelenburg NL Amref Health Africa, Netherlands
376 Jemal Yousuf ET Amref Health Africa, Ethiopia
377 Jemimah Mwakisha KE WHO

378  Jennifer Gatebi KE Amref Health Africa Kenya
379  Jerome Wang KE Takeda

380 Jerome Wang KE Takeda

381  Jessica Casimir us University of Florida

382  Jimmy Wetindi KE Christian Aid, Kenya

383  Joachim Osur KE Amref Health Africa

384 Joan Birir KE Amref Health Africa, Kenya
385 Joan Karanja KE MoH, Kenya

386 Joan Mneney TZ Rasello

387 Job Khayega KE Amref Health Africa

388 John Kutna KE Amref Health Africa, Kenya
389 John Mwangi KE Amref Health Africa, Kenya
390 John Soine KE Amref Health Africa, Kenya
391  John Mwangi KE Amref Health Africa

392  John Macharia KE Amref Health Africa

393 John Kitui KE Christian Aid, Kenya

394  John Malish Peter Tereka GB University of Nottingham, UK
395  Johnpaul Omolo KE HSAP Kenya

396  Johnpaul Omollo KE HENNET

397  Johnstone Ole Soi KE HSAP Kenya

398  Jonah Makau KE Youth Delegate

399 Jonathan Dutton KE Amref Health Africa, Kenya
400  Joseph Martin KE WHO-Kenya

401 Joseph Wangombe KE Amref Health Africa, Kenya
402 Joseph Makanda KE Amref Health Africa, Kenya
403  Joseph Kibachio KE MoH, Kenya

404 Joseph Kibachio KE MoH, Kenya

405  Joseph Lelo KE Amref Flying Doctors

406  Joseph Kariuki KE Smile Train

407  Joseph Kariuki KE Smile Train

408  Joseph Sunday KE Unilever

409  Joseph Sayielel KE Amref Health Africa

410 Joseph Pilot TZ Amref Health Africa, Tanzania
411 Josephat Nyagero KE Amref Health Africa, Kenya
412 Josephine Achieng KE Youth Delegate

413 Josephine Cherop KE Amref Health Africa, Kenya
414 Jotham Micheni KE Kenya Methodist University
415  Joyce Onsongo KE WHO-Kenya

416  Joyce Lavussa KE WHO-Kenya

417  Joyce Thuku KE Journalist, Kenya

418  Judith Wairiuko KE HSAP

419  Judith Kunyiha KE Amref Health Africa

420  Judy A Niver KE MOH Homabay




421 Julia Teerling NL PharmAccess

422 Juliet Nabyonga KE WHO-Kenya

423 Julius Kazungu KE Amref Health Africa

424 Julius Tome KE Amref Health Africa, Kenya
425  Julliet Nabyonga KE WHO-Kenya

426  Justin Apsey KE Amref Health Africa

427  Kadama Patrick KE Delegate

428  Kalemera John Kenedy KE Amref Health Africa

429  Kalkidan Ahmed KE Christian Aid

430 Karen Bychowski us Accenture

431 Karsten Garies KE Healthcare Care Info Tech for Agri
432 Karthik Subbaraman KE Philips

433 Kassahun Negash ET Amref Health Africa, Ethiopia
434 Katalin Buzasi NL Amsterdam Institute for Global Health and Development (AIGHD)
435  Kate Barwise GB CARE International UK

436  Kazeem Balogun NG Christian Aid, Nigeria

437  Kazuhiro Tambara KE JICA

438  Keesvan Lede KE PharmAccess

439  Kehinde Jimoh KE Delegate

440  Kelemua Abera KE GE Healthcare

441 Kellen Kariuki KE Amref Health Africa, Board
442 Kelvin Mwai KE Safaricom Limited

443 Kelvin Okoth KE Amref Health Africa

444 Kelvin Kelvin KE Hackathon Participant

445  Ken Bosire KE Mediamax

446  Kennedy Njau KE AstraZeneca

447  Kennedy Alwala KE KISSMEE

448  Kennedy Musyoka KE Amref Health Africa, Kenya
449 Kenneth Gathu KE Amref Health Africa, Kenya
450 Kephas Muthi KE Amref Health Africa

451 Kevin Musau KE Wikivuvwa Development Action
452 Kevin O'Neill KE Amref Health Africa Canada
453  Kevin Mwenda us University of California Santa Barbara
454  Khama Rogo KE World Bank

455  Kigen Korir KE Youth Delegate

456  Kigure James KE Surgical Society Kenya

457 Kioko Kithuki KE Amref Health Africa, Kenya
458  Kiyombo Mbela CD Kinshasa University

459  Kiyombo Mbela KE AHLMN/Amref

460  Klaus Thieme YA SolidarMed

461 Koki Kinagwi KE Amref Health Africa, Kenya
462  Koki Kinagwi KE Amref Health Africa, Kenya
463 Kulule Mekonnen KE Amref Health Africa, Ethiopia
464  Kwadwo Koram GH Noguchi Memorial Institute for Medical Research
465  Laetitiah Magara KE Amref Health Africa

466  Laura Adams GB Christian Aid

467  Laura Bos ZA i+solutions

468  Laurens Pels KE PharmAccess

469  Lawrence Thuku KE Usiu

470  Lawrence Auma KE Save the Children International
471 Lazarous Chota KE MeTA, Zambia

472  Leah Mutimba KE Journalist, Radio Africa Group
473  Leah Kabale TZ Amref Health Africa, Tanzania




474  Lennah Kanyangi KE Amref Health Africa, Kenya

475  Leonard Cosmas KE WHO

476  Les Baillie KE M-Pesa Foundation

477  Liam Fisher Jones UG Physicians for Africa

478 Lilian Mbau KE Amref Health Africa, Kenya

479  Lilian Mutegi KE Gertrude's Children’s Hospital
480  Lilian Otiso KE LVCT

481 Lilian Kaivilu KE Journalist, Kenya

482 Lilian Kamanzi UG Amref Health Africa, Uganda

483  Lilian Namagembe (U]c] Journalist, Uganda

484 Lillian Ojanduru (U]¢] Institute for Reproductive Health, Georgetown University
485 Linda Hummel NL Amref Health Africa, Netherlands
486  Lindy van Vliet NL KIT Royal Tropical Institute

487  Linnet Sang KE Moi Teaching and Referral Hospital
488  Linus Wambugu KE Amref Health Africa

489  Linvell Chirwa UG Ministry of Health Uganda

490  Lisan Atnafe ET Amref Health Africa, Ethiopia

491 Liz Jarman KE Living Goods - Community Health
492  Liza Kariuki KE Surgical Society Kenya

493  LizaM. Kimbo KE Alliance Director - Ipas Africa Alliance
494  Loice Epetiru KE Delegate

495 Lonneke van Megen NL Amref Health Africa, Netherlands
496  Lorraine Mbogo KE NHIF

497  Lucy M. Lugalia KE Snr. Policy Advisor - Ipas Africa Alliance
498  Lusungu Msilama TZ Amref Health Africa Tanzania

499  Luyanda Ngcobo KE Youth Delegate

500 Lydia Halliday KE Grayling

501 Lydia Kilowua KE IMPACT

502 Lydia Bwana KE PATH

503 Maarten van Herpen NL Royal Philips

504 Mabator Ndiaye SN Amref Health Africa, West Africa
505 Mable Jerop KE Amref Health Africa, Kenya

506 Madalits Tolani KE Amref Malawi

507 Magdalene Mangut KE Amref Health Africa, Kenya

508 Magdalene Mangut KE Amref Health Africa, Kenya

509 Mahmoud Thabit Kombo TZ Minister of Health, Zanzibar

510 Maki Ozawa GH JICA, Ghana

511 Malish John Peter Tereka GB University of Nottingham, UK

512  Mamo Umuro KE MOH/NPHL

513  Manpreet Singh KE Dalberg Global Development Advisors
514  MaqC Eric Gitau KE dancedslife

515 Marc-Alain Widdowson KE CDC, Kenya

516 Marcus Leonhardt DE Amref Health Africa, Germany
517 Margaret Mungai KE Amref Health Africa, Kenya

518  Margaret Mugisa UG Amref Health Africa, Uganda

519 Maria Ros Jernberg NL Amref Health Africa, Netherlands
520 Marianne Hangelbroek NL Amref Health Africa, Netherlands
521 Marie Yambo KE Journalist, Kenya

522  Marijke Wijnroks CH The Global Fund

523 Mario Raffaelli KE Amref Health Africa, Board

524  Marissa Yeakey us PRB

525 Marlin Kisia KE Amref Health Africa, Kenya

526 Marloes Kibacha KE Amref Health Africa




527 Martha Awino KE HSAP

528  Martin Muchangi KE Amref Health Africa, Kenya

529  Martin Mugisha NL iplus solutions, the Netherlands
530 Martina Weber M SolidarMed, Swiss Organisation for Health in Africa
531 Mary Kemoche KE NHIF

532  Mary Munyao KE Journalist

533 Mary Ann Mackenzie KE Amref Health Africa, Board

534  Masayuki Saijo JP National Institute of Infectious Diseases, Japan
535 Mathew Bougas KE Elsevier

536 Matshidiso Moeti KE WHO Africa

537 Matthew Thuku KE IntraHealth International

538 Matthew Saxton us MSH

539  Maureen Kuyo KE Amref Health Africa, Kenya

540 Maureen Olyaro KE Christian Aid

541 Maureen Cherongis KE Amref Health Kenya

542  Maureen Olyaro KE Christian Aid

543  Maureen Nankanja uG Amref Health Africa, Uganda

544  Maurice Siminyu KE MoH, Kenya

545  Maurice Simiyu UG Living Goods, Uganda

546 Maya Gokul KE The Female Health Company

547 Mebrie Belete ET Amref Health Africa, Ethiopia

548  Meggie Mwoka KE Youth Delegate

549  Melaku Anegagrie KE Mundo Sano Foundation

550 Melba Wasunna KE Strathmore Extractives Industry Centre
551  Melissa Kirowe KE MSH MAC

552  Meluse Kapatamoyo M Journalist, Zambia

553  Mercy Apanja KE Amref Health Africa in Kenya

554  Mercy Oongo KE Youth Delegate

555  Mercy Murugi KE Johnson & Johnson

556  Mercy Simiyu KE Medic Mobile

557  Mercy Okande KE Journalist, Kenya

558  Mercy Masake KE World Relief Kenya

559 Mesfin Ayeta ET Amref Health Africa, Ethiopia

560 Meshack Ndirangu KE Amref Health Africa

561 Meshack Ndirangu KE Amref Health Africa, Kenya

562 Meshack Mbinda KE Amref Health Africa

563 Meshack Ndirangu KE Amref Health Africa

564  Meshack Acholla KE Kakenya Center for Excellence
565  Metrine Wakhungu KE Options Kenya

566  Micah Matiangi KE Amref Health Africa, Kenya

567  Michael Kimuyu KE Amref Health Africa, Kenya

568  Michael Asiyo KE Save The Children

569  Michael Carroll us Business Development Representative, Comprehensive Health Services
570  Micheal Gichangi KE Ministry of Health - Ophthalmic Services Unit.
571 Michele Rabouw NL Amref Health Africa, Netherlands
572  Michelle Dibo KE Amref Health Africa

573 Mike Sichula M Journalist, Zambia

574  Millicent Atujuna KE Youth Delegate

575  Millicent Olulo KE PharmAccess

576  Millicent Olulo KE PharmAccess

577  Minako Kuramitsu JP JICA

578  Miriam Chege KE Amref Health Africa

579  Mirjam Jansen op de Haar NL Amref Health Africa, Netherlands




580 Mirre van Veen NL Amref Health Africa, Netherlands
581 Misrak Mekonnen ET Amref Health Africa, Ethiopia
582 Mohammed Bashiru GH SEND, Ghana

583 Mohammed Karama KE Amref Health Africa

584 Monica Orero KE Amref Health Africa, Kenya
585  Monique Dolfing KE PharmAccess

586  Monique Janssens KE Terre des Hommes

587  Mores Loolpapit KE Amref Health Africa, Kenya
588  Morrish Ojok KE Amref South Sudan

589  Moses Kidi KE Ipas Africa Alliance

590 Moses Otieno KE PharmAccess

591 Moses Alobo KE GlaxoSmithKline

592  Moses Dapash Lekura KE Kakenya Center for Excellence
593 Moses Rasugu KE Amref Health Africa, Kenya
594 Mouhamed Bachir SN Amref Health Africa, West Africa
595 Mtwalib Walude UG Amref Health Africa, Uganda
596 Muhamed Akulima KE Amref Health Africa, Kenya
597 Muhamed Akulima KE Amref Health Africa, Kenya
598  Muluken Desalegn ET Amref Health Africa, Ethiopia
599 Musa Autamashih ZA School of Pharmacy, University of Western Cape, Bellville 7535
600 Mustapha Sidiki Kaloko SL African Union Commission
601 Mwiza Nyasa KE Amref Health Africa, Zambia
602  Myriam Sidebe KE Unilever

603  Nancy Mwangi KE Population Services Kenya
604  Nanlop Ogbureke NG Christian Aid, UK, Nigeria

605 Naomi Mbugua KE GlaxoSmithKline

606  Naphtali Agata KE JICA

607 Natasha Godinho IN Global Health Strategies

608  Nathalie-Ann Donjon KE Marie Stopes Kenya

609  Nathan Bakyaita KE WHO-KENYA

610  Nathan Mulure KE Novartis Social Business

611 Nathaniel Otoo GH NHIA, Ghana

612  Nellie Keriri KE PharmAccess

613  Nerbert Mkidi KE THE NAIROBI HOSPITAL

614  Neren Rau ZA MSD

615  Nerrie Dammy David KE Ipas Africa Alliance

616 Nguma Idah KE Youth Delegate

617 Nice Nailantei KE Amref Health Africa, Kenya
618  Nicholas Muraguri KE MoH, Kenya

619 Nicholas Kiambi KE Amref Health Africa, Kenya
620  Nick Mutegi KE PharmAccess

621 Nicodemus Odongo KE NHIF

622  Nicole Spieker NL PharmAccess Foundation

623  Nirgj Doshi KE Takeda

624  Nirgj Doshi KE Takeda

625 Nnamdi Ojekwamdu John UG Makerere University

626  Ntacyabukura Blaise RW University of Rwanda

627 Ntambara Nelson RW University of Rwanda

628 Nyasha Sithole KE AfriYAN

629  Nyasha Chingore KE Centre For Reproductive Rights
630 Nyasha Chingore KE Center for Reproductive Rights
631 Nyawira Njeru KE Becton Dickinson

632 Nzomo Mwita KE Amref Health Africa




633  Oliver Furechi KE Save the Children

634 Omari Issa KE Amref Health Africa, Board
635 Omondi Otieno KE Capacities for Health

636 Onesmas Kamau KE MoH, Kenya

637 Onno Schellekens NL PharmAccess Group

638 Oren Ombiro KE IMPACT

639  Oscar Okoth KE KMET

640 Ouma Oluga KE HSAP KENYA

641  Owen Onyango KE Save the Children

642  Owino Wasunna KE Amref Health Africa

643  Paola Cocchi KE Amref Italy

644 Paola Cocchi KE Amref Italy

645  Paolo Razzini KE [talian Embassy

646 Patricia Kwamboka KE Amref Health Africa, Kenya
647  Patricia Mwikali KE NHIF

648 Patricia Vermeulen NL Amref Health Africa, Netherlands
649 Patrick lgunza KE Amref Health Africa, Kenya
650  Patrick Bigirwa uG Amref Health Africa, Uganda
651 Patrick Kagurusi uG Amref Health Africa, Uganda
652  Paul Oyore KE Consultant

653  Paul Mugambi KE Baobab Circle

654  Paul Mukundi KE Philips Pharmaceuticals
655  Paul Mugambi KE Baobab Circle

656  Paul Mukundi KE Phillips

657  Paul Mukundi KE Phillips

658 Paul Gabula UG Amref Health Africa, Uganda
659 Pauline Chanda M Ministry of Health, Zambia
660 Pawan Kumar KE Amref Health Africa

661 Peter Kiama KE Amref Health Africa

662 Peter Nguura KE Amref Health Africa, Kenya
663 Peter Ofware KE Amref Health Africa, Kenya
664 Peter Kimuu KE MoH, Kenya

665  Peter Cherutich KE MoH, Kenya

666  Peter Otieno KE Amref Health Africa

667  Peter Nzioka KE Amref Health Africa

668  Peter Omware KE PATH

669  Peter Gathu KE Amref Health Africa

670  Peter Waiganjo KE Amref Health Africa

671 Peter Ngatia KE Amref Health Africa, Kenya
672  Philip Towle KE Takeda

673  Phillip Muthoka KE MoH, Kenya

674  Phyllis Obote KE Unilever

675 Pius Chaya TZ Amref Health Africa, Tanzania
676  Poovasen Chetty KE Philips

677  Prat Panda us Accenture Development Partnerships
678  Precious Lunga KE Baobab Circle

679  Priscilla Ngunju KE Amref Health Africa

680  Priya Shah KE PharmAccess

681 Protus Lumiti KE Children of God Relief Institute
682  Prudence Komujinya UG Amref Health Africa, Uganda
683  Purity Mwendwa IE University College Dublin in Ireland
684  Rachel Wilson KE Save the Children

685  Rachel Ambalu KE Amref Health Africa in Kenya




686  Rachel Ndirangu KE Christian Aid

687  Raissa Ahishakiye KE Amref Health Africa

688 Ramona Koech KE PharmAccess Foundation
689 Ranga Taruvinga SZ Mananga Centre, Swaziland
690 Raphael Muia KE Amref Health Africa

691 Rebecca Kivumbi UG Mildmay Uganda

692  Regina Magani TZ Amref Health Africa, Tanzania
693  Rene Kiamba KE Johnson & Johnson

694  Reuben Mutwiri KE Moi University

695 Rheena Wanjiku KE Amref Health Africa

696 Richard Muga KE Amref Health Africa, Board
697  Richard Ondeko KE Amref Health Africa

698 Richard Gichuki KE Amref Health Africa, Kenya
699 Richard Roche TZ Amref Health Africa, Tanzania
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