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When there is no doctor

he 4th
O oru on u an
esources of ealth too place in u lin
in o e er.
atten e the first two
and went along again hoping to witness so e si nificant pro ress. a ly
ca e away un erwhel e . here is a lot
oin on in the sector an the Kin of
rancis O aswa tal s positi ely
a out his ta eaways fro the conference in his column on page seven of this
issue ut for e frica re ains in a ery
vulnerable position and unless there is
a sea-change in the global approach to
health workforce issues our condition is
not going to improve. The big thinking
is all oin on at the co
unity wor force le el with any e cellent papers
emanating from research and projects
coor inate an fun e y the i a encies in the sector. But all too often the
co
unity wor ers are e pecte to o
their ital wor for no financial rewar
and who is going to supervise them when
the a encies ha e one n any cases
there remains a lack of integration with
the traditional doctor/nurse led team.
And there’s the rub. There is a lack of
attention being paid to the migration of
these cadres who form the backbone of
the physical care of patients.
i ration is not oin to o away
in fact
elie e it is oin to et worse.
o either we ha e to fin a way to
onetise the trainin which can help
boost conditions of service and facilities
for those who stay ehin or to put
it ery luntly
frica s pu lic sector
health ser ices are not oin to pro ress
and neither will the training institutions
which are screaming out for better public
funding.
An alternative of course is for governments across the continent to start adherin to the u a eclaration they all

signed up to in 2001 and commit 15% of
GDP to the health budget. But the recent
re elation that urin the financially
frothy perio of the
s the spen y
frica s inistries of health actually reuce
rin s little co fort to any notion
that the Abuja Declaration commitment
might be met.
t the last count ei ht countries in
frica saw a or stri es y octors or
nurses during 2017. The latest strike
y physicians in U an a is on hol
waiting to see whether the government
will implement the settlement deal.
Kenya s health ser ice was seriously
un er ine y lon stri es urin the
year first y nurses an then y octors.
he co
on threa pay con itions
and respect.
Private sector healthcare in Africa is
o in positi ely. ut pu lic sector care
in any countries will not sur i e uch
more of the same old formulae. Change
has to co e if care for the or inary frican is to approach a satisfactory status.
n finally a reference to
ealth.
I’ve commented in this column in the
past on the plethora of ‘solutions’ and
the ina ility to scale any of the . recent stu y y
clai s that there are
000 healthcare apps now a aila le
The fog just gets denser.

Bryan Pearson

(bryan@fsg.co.uk)
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Opinion

Providing effective capacity building
interventions in development programmes
Sameh Youssef discusses the complex issues involved in trying to ensure
projects are sustainable after the initial funding ceases
Capacity building has become a much touted term on
health projects, and is often included as a key output
in a plethora of programmes. Often, when development professionals discuss the cross-sectorial theme of
‘capacity building’, there is a tendency to automatically
equate it with ‘training’ - but that is far from the complete view of it. The basic tenets of capacity building
are empowerment and change - to embed the concept
of national ownership into a project from start to end.
It is about building social capital and institutions that
will lead to independent entities, and achieving this
sustainability after limited-term funding has come to
an end, which requires action from multiple angles
and stakeholders. What is key in all sectors, including
health, is determining how capacity building can be
more holistic – and subsequently more effective – in
providing expected services.
While capacity building is not purely training
related, the training of frontline staff, technicians and
managers is absolutely vital to making sure that a health
project is maintaining quality and collective understanding. Training can be a method in itself to incentivise the retention of keen and able staff, especially in
a clinical setting. Furthermore, given that programmes
struggle to show results in all aspects of capacity building, the number of training sessions provided and
number of people successfully trained becomes a
measure that can easily be used for donor reporting.
This shifts focus away from other essential aspects of
capacity building.
A comprehensive capacity building package is often
perceived as an expensive and time-consuming endeavour that has historically been relegated as an afterthought for development funds. Donor programmes
have long had to decide whether to allocate their
money for short-term impact or long-term structural and
institutional reform - with short-term impact often being
the most feasible option, due to the allocated length of
programmes and funding. Donors are now keen to do
both, however, making capacity building an integral
part of development programmes. Resources are now
often made available on the condition that they will
pro uce future enefits in a ition to i
e iate ones
allowing donors to successfully navigate through the
inherent paradox of capacity building that sees them
Sameh is a technical expert in infectious and tropical
diseases and has more than 30 years of experience in
developing, planning, managing, monitoring, evaluating
and technically supporting healthcare programmes and
projects. She works with the Crown Agents.
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giving funding in order to be able to stop giving funding.
There is scarce information, however, on what strategies have been shown to work in these circumstances in
different settings and for different health issues. While
uantifia le results an i pacts are still relati ely har
to come by, there are projects underway around the
world that are setting precedents by building the intellectual and strategic substance needed to inform future
capacity building initiatives. An example of a project
that is bridging long-term capacity building needs with
short-term service to deliver requirements is the multidonor South Sudan Health Pooled Fund (HPF).
The £121 million fund is managed by a consortium that is led by Crown Agents. It is supporting the
delivery of essential primary healthcare and referral
health services up to county hospital level as well as
providing health system strengthening at the national,
state, county and community levels for the independent
future of those structures. The design and management
of the programme has been closely linked with South
Sudan’s Ministry of Health (MoH) throughout its development and implementation. This link has ensured that
activities are always aligned with government strategy
and that the government’s own capacity is being developed to a level where it is able to provide the requisite
strategic support to their successors. Work on areas
inclu in supply chain finance ser ice eli ery hu an
resources, Information Technology Services (ITS), and
governance has been devised with capacity building as
an integral operation. Non-Government Organisations
have been co-located with government bodies, allowing for the sharing of skills and knowledge and the easy
coordination of operations.

Health Commodities Project nurse and patients
May 2014

