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Alma Ata rebrands itself to  
reÅect the Nreat (lTaty�

at health implementation, can see hope 
from current strategies. I invite readers 
to let us have their thoughts on their 
perspectives of the practicalities of UHC 
implementation.

On a separate tack, one subject that 
has been out of the headlines in recent 
times is breastfeeding. Good to see 
>/O anK U50*,- �see news story) 
speaking out again on its importance 
anK the neeK to proacti]ely encouraNe 
nursinN Tothers to put IaIy to Ireast. 
But it reminded me of the time in the 
early �  0s when we were set with an 
interestinN KileTTa. >e»K always haK 
a rule that we didn’t accept advertising 
from alcohol, tobacco, or breast milk 
substitute manufacturers. But in the 
early era of Tother�to�chilK transTis-
sion of HIV through breastfeeding, we 
were receiving renewed approaches 
from the milk manufacturers. We could 
see the argument but decided to consult 
contacts in WHO and UNICEF to see 
what their thoughts were. Our contact at 
>/O responKeK to say that on Ialance 
so lonN as any aKs conforTeK to the aK-
vertising code, OK. Our contact at UNI-
*,- responKeK inKiNnantly sayinN if we 
e]er tooR such an aK� they woulK ne]er 
speaR to us aNain� :o there we haK it. 
North Pole and South Pole from the 
two ºauthorities»� >e»]e lonN thouNht 
this was a good management school 
Xuestion. >hat Ko Ko& :uffice to say we 
chose to keep talking with UNICEF.

This journal was born in the same month 
as the historic priTary healthcare confer-
ence was held in Alma Ata, Kazakhstan 
back in October 1978. This October, 
the 40th (nni]ersary of this TeetinN is 
being commemorated in the same place, 
thouNh sliNhtly confusinNly for those 
wishinN to linR the two� the city has 
chanNeK its naTe to (lTaty. :o (lTaty� 
is becoming the chosen name of the new 
+eclaration. ;hrouNh the inÅuential /0-( 
platforT �www.hifa.orN)� we»]e Ieen Iusy 
inputting to the draft of the Declaration 
that global health leaders are expected 
to aKopt at the TeetinN this year. >e 
believe there should be greater emphasis 
on the a]ailaIility of Xuality health infor-
mation (for both health professionals and 
consumers). It will be interesting to see if 
the final Kraft reÅects any of our thouNhts� 
thouNh you Tay Ie surpriseK to hear we 
are not holKinN our Ireath�

Back in 1978 the slogan was ‘Health 
for (ll Iy the year �000». 0t was the 
mantra for hundreds of meetings until 
soTetiTe in the early �  0s when NloIal 
health indicators were remaining reso-
lutely static �or neNati]e) anK it was Xuiet-
ly IurieK in the Nra]eyarK of international 
promises. In came the MDGs… and now 
the SDGs, onto which the slogan/concept 
Universal Health Care has been tagged.

In a change to our usual format, (and 
part of our switch to Xuarterly puIlica-
tion) we take a special look at UHC and 
its practical relevance on the next four 
pages. I am a sceptic, believing it puts 
too much emphasis on health insurance 
as the financinN TechanisT rather than 
political will of governments. With so 
Tany (fricans worRinN in the inforTal 
sector, I cannot see how ‘no person shall 
Ie left IehinK»� Iut Ty co�author� ;arry 
Asoka, who is much more experienced 



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

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.

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 develop-
ment 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 com-
plete 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 under-
standing. Training can be a method in itself to incen-
tivise 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 build-
ing, 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 endeav-
our that has historically been relegated as an after-
thought 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 
proKuce future Ienefits in aKKition to iTTeKiate ones� 
allowing donors to successfully navigate through the 
inherent paradox of capacity building that sees them 

giving funding in order to be able to stop giving funding. 
There is scarce information, however, on what strate-

gies have been shown to work in these circumstances in 
different settings and for different health issues. While 
XuantifiaIle results anK iTpacts are still relati]ely harK 
to come by, there are projects underway around the 
world that are setting precedents by building the intel-
lectual 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 multi-
donor South Sudan Health Pooled Fund (HPF). 

The £121 million fund is managed by a consor-
tium 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 devel-
opment and implementation. This link has ensured that 
activities are always aligned with government strategy 
and that the government’s own capacity is being devel-
oped to a level where it is able to provide the requisite 
strategic support to their successors. Work on areas 
incluKinN supply chain� finance ser]ice Keli]ery� huTan 
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, allow-
ing for the sharing of skills and knowledge and the easy 
coordination of operations. 

Health Commodities Project nurse and patients
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