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Rethinking African health systems

Francis Omaswa discusses the opportunity presented by the 
COVID-19 pandemic

Francis Omaswa, CEO, African Centre for Global Health and 
Social Transformation and Publisher of Africa Health Journal.

Human history is characterised by transformations that 
follow major upheavals and challenges. Examples in-
clude the creation of the League of Nations in 1920 and 
the UN system in 1945 that followed World Wars I and 
II respectively. More recent is the establishment of the 
African Centers for Disease Control after the Ebola out-
break in West Africa in 2016. In Uganda, HIV led to the 
creation of the multisectoral Uganda Aids Commission; 
copied by other countries. The COVID-19 pandemic 
is a major global upheaval that must trigger major 
transformations globally and in individual countries. 
The frequency of pandemics may well increase and our 
preparedness and response is central to human survival. 
Louis Pasteur said “Gentlemen, it is the microbes who 
will have the last word”. So how do we delay this?

Each country and the world should take stock of the 
experience of COVID-19 and apply lessons learnt to 
future strategies. Globally, this is already happening; 
there is a WHO Panel studying COVID-19’s origins, 
the UN General Assembly will convene to adopt a 
Pandemic Treaty, and in June 2021 the World Health 
:\TTP[�HKVW[LK�[OL�2HTWHSH�+LJSHYH[PVU��(�:JPLU[PÄJ�
Advisory Group for the Origins of Novel Pathogens is 
being created by WHO for the One Health approach. 
What should African countries do?

African countries have learnt many lessons from CO-
VID-19; among the most prominent are that disease out-
breaks can bring a country to a standstill and that public 
health cannot be left to the market. Governments have a 
key role in ensuring that there are effective multisectoral 
systems in place for disease outbreak preparedness and 
response. Africa has also painfully learnt that capac-
ity is lacking in the continent to manufacture essential 
technologies to control pandemics and that in this crisis, 
African countries are the last to access these essential 
technologies. Investing in health systems and the health 
economy must therefore become a top priority. The 
pathogen economy calls for the African disease burden 
[V�IL�YLÅLJ[LK�PU�(MYPJHU�LJVUVTPLZ��PUZ[LHK�VM�ILPUN�H�
source of wealth for other countries as is the case now.

COVID-19 has helped to dispel the traditional belief 
among some economists that investing in health is a 
consumptive cost. The UN High Level Commission on 
Health Employment and Economic Growth, established 
in 2016, demonstrated that in some countries the health 
economy contributes up to 30% of GDP and that health 
employment is a source of jobs especially for women, 
who form 70% of the health workforce. It has been 
shown that return on investing for example in immunis-

ing children is a factor of 9. Finally, it is recognised that 
SDG3 on “Good health and wellbeing through the life 
course” is the ultimate purpose of all other SDGs; con-
[YPI\[PUN�[V�[OLT�HZ�^LSS�HZ�ILULÄ[PUN�MYVT�HSS�:+.Z��
Good health and wellbeing require dedicated action 
and cannot be expected or assumed to be a passive 
side-effect of other SDGs.

African countries must therefore prioritize the good 
health of their people as follows: 
1. Open national dialogues to promote personal and 

individual roles and responsibility that enables 
people to remain healthy. Most people are born 
healthy and can remain so without losing their 
health provided they know how to listen to and 
obey their bodies. This should be taught in schools 
and through mass media and community health 
systems and there should be a health component in 
all government policies. 

2. Establish strong community health systems led by 
the people themselves through representative village 
health committees and community health workers 
as the foundation of Integrated People Centered 
Primary Health Care (IPCPHC). This leaves no one 
ILOPUK�HUK�PZ�[OL�ÄYZ[�SPUL�VM�KLMLUZL�HNHPUZ[�KPZLHZL�
outbreaks. The village committee is connected to 
the rest of the health system, namely health centres 
HUK�OVZWP[HSZ��(�KLÄULK�TPUPT\T�WHJRHNL�VM�OLHS[O�
services should be agreed and provided free of 
charge to the population through general taxes. This 
services package can be expanded progressively as 
the economy grows. 

3. 4VIPSPZL�HKKP[PVUHS�ÄUHUJPUN�MVY�ZLY]PJLZ�IL`VUK�
the minimum services package through national 
and community health insurance schemes. Partner-
ship with private service providers and better donor 
coordination are needed for implementation of one 
well governed national health plan. 

4. Deliver effective health system governance led 
by accountable governments. This should focus 
on strict regulation and supervision of public and 
private service providers to assure acceptable quality 
of care, free from corruption and responsive to the 
voices of the people.

5. Finally, African Union and Regional Economic 
Communities, WHO, and international community 
should support the African pathogenic economy 
through public-private partnerships to ensure that Af-
YPJH�PZ�ZLSM�Z\MÄJPLU[�PU�HSS�[LJOUVSVNPLZ�[OH[�HKKYLZZ�
the its disease burden, including vaccines, diagnos-
tics, therapeutics and human resources. Political will 
for this has been demonstrated in some countries 
however additional mobilisation is needed.
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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 
WYVK\JL�M\[\YL�ILULÄ[Z�PU�HKKP[PVU�[V�PTTLKPH[L�VULZ��
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 
X\HU[PÄHISL�YLZ\S[Z�HUK�PTWHJ[Z�HYL�Z[PSS�YLSH[P]LS`�OHYK�
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 
PUJS\KPUN�Z\WWS`�JOHPU��ÄUHUJL�ZLY]PJL�KLSP]LY �̀�O\THU�
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. 
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