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Introduction

Of all the Millennium Development Goals, MDG5 (maternal health) shows the biggest gap between achievement and 

goal.1,2 Despite all efforts, still, every day, 800 women worldwide die of complications during pregnancy and childbirth. 

99% of these deaths occur in developing countries and almost all could have been prevented by proper healthcare 

and services. 3,4

The Health Systems Advocacy for Africa Partnership (HSA4A Partnership), comprising Amref, the African Center 

for Global Health and Social Transformation (ACHEST), Health Action International (HAI), Wemos, and the 

Dutch Minister for Foreign Trade and Development Cooperation (the Minister) aims to close this gap in Sub-

Saharan Africa5. It will contribute to achieving Sexual and Reproductive Health and Rights (SRHR) by creating 

space for a strong civil society to engage effectively with governments, the private sector and other stakeholders 

accountable for health systems, to deliver equitable, accessible and high-quality SRHR services. 

Rationale
SRHR are key for achieving MDG5 and inclusive socio-economic development6 as poverty and health are linked 

in a vicious circle: poverty contributes to poor health, and poor health perpetuates poverty. 7 Poor SRHR is also an 

indicator of inequality both within and between countries. Women and girls in rural Sub-Sahara Africa are especially 

marginalized (gender-inequality). Consequently they have the least opportunity to escape poverty.

SRHR can only be achieved within strong, universal, sustainable and predictable health systems8. ‘A World to Gain’ 

underlines the need for an accessible, effective healthcare system as a prerequisite for achieving SRHR.9 This is also 

affirmed by the IOB evaluation ‘Balancing ideals with practice’. 

1 The World Bank, 2014, Goal 5: Improve Maternal health by 2015, New York, The World Bank [available at: http://bit.ly/1hhiORn  accessed 25th 

Aug. 2014].  

2 Women Deliver, 2009, Focus on 5: Women’s health and the MDGs, New York, UNFPA [available at: http://bit.ly/VKlZNp accessed 25th Aug. 2014].

3 Ibid.

4 The World Bank, 2014, Goal 5: Improve Maternal health by 2015, New York, The World Bank [available at: http://bit.ly/1hhiORn  accessed 25th 

Aug. 2014].

5 Specifically Kenya, Uganda, Ethiopia, South Sudan, Tanzania and Malawi.

6 Finance and Development, 2004, Health and Development: Why investing in health is critical for achieving economic development goals, 

Washington DC, International Monetary Fund. [Available at http://bit.ly/VN6a8E Accessed at 27 Aug 2014]  

7 World Health Organisation, 2014, Health and Development: Poverty and Health, Geneva, WHO [available at: http://bit.ly/1pwTGxP accessed 25th 

Aug. 2014].

8 Definition by World Health Organisation:He “A health system consists of all organizations, people and actions whose primary intent is to 

promote, restore or maintain health. Its goals are improving health and health equity in ways that are responsive, financially fair, and make the 

best, or most efficient, use of available resources.”

9 Ministry of Foreign Affairs of the Netherlands, 2013, A World to Gain: A new agenda for Aid, Trade and Investment, The Netherlands, Ministry of 

Foreign Affairs of the Netherlands, Page 37 [Available at http://bit.ly/1vPL8Tm Accessed at 27 Aug 2014].

Figure 1
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The evaluation recognizes the achievements in SRHR that were made through Dutch support, but warns that the 

decision made in 2011 to reduce (health) sector budget support creates a gap, which will need to be filled.10 In the 

countries reviewed, the evaluation found that the reduced funding of the Dutch government had not been replaced 

by national governments: ‘As a consequence, less support is being provided to strengthen health systems in these 

countries, despite the fact that SRHR cannot be improved unless the health system is functioning well.’ 11

Ensuring adequate Human Resources for Health (HRH) and access to SRH commodities is both urgent and a high 

priority if current global development goals are to be advanced12. The time is right – global agenda setting13 14, national 

government commitment to transparency15 and private sector responsibility16 converge. Moreover communities 

are ready to hold their governments accountable and communicate their right to SRH17. Together, governments, the 

private sector and civil society in both the North and South, recognizing each other’s interests and capacities, can 

collaborate to put an end to SRH inequalities. In Sub-Sahara Africa, the HSA4A Partnership will provide the catalyst.

Health systems 

The World Health Organization (WHO) identifies six health system building blocks: 

1. Human Resources for Health; 

2. Health Commodities (including medicines and devices); 

3. Governance;

4 . Financing;

5. Information; 

6. Service Delivery. 

10 Ministry of Foreign Affairs, 2013, Balancing ideals with practice: Policy evaluation of Dutch involvement in sexual and reproductive health and rights 

2007-2012, The Netherlands, Ministry of Foreign Affairs of the Netherlands, Page 20.  [Available at http://bit.ly/YX7nMw Accessed at 27 Aug 

2014]

11 Ibid. Page 15.

12 United Nations Department of Economic and Social Affairs, 2013, MDG Gap Task Force Report 2013: The Challenge We Face, New York, UN 

Department of Economic and Social Affairs [available at: http://bit.ly/1AMJLaZ accessed 25th Aug. 2014].

13 United Nations Department of Economic and Social Affairs, 2014, Outcome Document: Open Working Group on Sustainable Development 

Goals,  New York, Sustainable Development Knowledge Platform [available at http://bit.ly/1hqvuZe accessed 25th Aug. 2014].

14 Bill & Melinda Gates Foundation, 2014, Maternal, Neonatal & Child Health, Seattle, Gates Foundation [available at: http://bit.ly/VNOVDJ accessed 

25th Aug. 2014].

15 Excell, C. 2012, Open Government Partnership: African Nations Commit to New Levels of Transparency. Washington, World Resources Institute 

[available at: http://bit.ly/1omEIWb accessed 25th August 2014].

16 MeTA, 2009, The role of local manufacturers in improving access to essential medicines: the case of Uganda. Amsterdam, MeTA  

[available at: http://bit.ly/1nwXxqb accessed 25th August 2014].

17 International Planned Parenthood Federation Africa Region (IPPF) and Reproductive Health Advocacy Network (RHANA)  Africa Civil Society 

Statement to Ministers, International Conference on Population & Development: Beyond 2014, Addis Ababa, 03 October 2013  

[available at: http://bit.ly/1tz1vEp accessed 25th August 2014].

The HSA4A Partnership primarily focuses on two building blocks:  

•   Increase the availability and accessibility of skilled health workers, who are essential to deliver SRHR services and 

achieve higher rates of skilled birth attendance to reduce maternal mortality18: The gaps in the required numbers 

of skilled health workers in Africa are enormous.19 There is unequal distribution of health workers both within and 

between countries and a lack of skills and capacity of health workers, particularly in more remote areas, to deliver 

the needed health services.20 Sustainable solutions can only come from evidence-based policies that address the 

training, recruitment, motivation and retention of health workers (Case 1). 

• Increase the availability and affordability of essential SRH medicines and commodities (hereafter called SRH 

commodities) to ensure that women and girls have access to contraception21, and safe pregnancy, delivery and 

neonatal care. Quality assured essential commodities are often inaccessible in health facilities in Africa due to a range 

of inefficiencies such as poor medicine policy and regulation, supply chain management, price, availability and 

affordability22. In addition, health workers unskilled in the responsible use of health technologies and poor quality 

diagnoses results in poor prescription practices and the irrational use of medicines, which in turn contributes to poor 

health outcomes, financial waste, unacceptable levels of risk and antimicrobial resistance23 (Case 2 and 3). 

18 Speybroeck, N., Kinfu, Y., Dal Poz, M. and Evans, D. 2006, ‘Reassessing the relationship between Human Resources for Health, intervention 

coverage and health outcomes’, WHO.  [Available at http://bit.ly/1vPKyVU Accessed at 27 Aug 2014]

19 Kinfu, Y., Dal Poz, M., Mercer, H. and Evans, B. 2009, ‘The Health Worker Shortage in Africa: Are enough physicians and nurses being trained?’ 

WHO Bulletin. [Available at  http://bit.ly/1wB58NY Accessed at 27 Aug 2014]

20 Global Health and Workforce Alliance and World Health Organisation, 2014, A Universal Truth: No health without a workforce, France, WHO 

[Available at http://bit.ly/1mQMsQF Accessed at 27 Aug 2014]. 

21 Ministry of Foreign Affairs of the Netherlands, 2013, A World to Gain: A New Agenda for Aid, Trade and Investment, The Netherlands, Dutch 

Ministry of Foreign Affairs, Page 37 [Available at http://bit.ly/1vPL8Tm Accessed at 27 Aug 2014].

22 Cameron, A., Ewen, M., Ross-Degnan, D., Ball, D. and Laing, R. 2009, ‘Medicine prices, availability, and affordability in 36 developing and  

middle-income countries: a secondary analysis’, The Lancet, Vol. 373, No. 9659, p240-249. [Available at http://bit.ly/1rzmDff Accessed at 27 Aug 2014]

23 Laxminarayan, R., Duse, A., Wattal, C., Zaidi, A., Wertheim, H., Sumpradit, N., Vlieghe, E., Hara, G., Gould, I., Goossens, H., Greko, C., So, A., Bigdeli, 

M., Tomson, G., Woodhouse, W., Ombaka, E., Peralta, A., Qamar, F., Mir, F., Kariuki, S., Bhutta, Z., Coates, A., Bergstrom, R., Wright, G., Brown, E. and 

Cars, O. 2013, ‘Antibiotic resistance—the need for global solutions’, The Lancet Infectious Diseases, Vol. 13, No. 12, p1057-1098  

 [Available at http://bit.ly/1qerkYd Accessed at 27 Aug 2014].
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Even though we will focus on two building blocks, it is expected that all building blocks will be strengthened by 

the HSA4A Partnership, because of the relationships and mutually reinforcing interactions between the blocks24. 

Demands for equitable access to skilled HRH and SRH commodities, requires health information to be available and 

has financing and service delivery implications. It also requires strong leadership and good governance at all levels of 

the system (assumption). In addition, the work of our partnership is supported by related, on-going health systems 

advocacy of the individual partners in the partnership, e.g. advocacy for health management information systems 

(Case 4) and good governance.

Stakeholders and their relationships

Policy development for HRH and SRH commodities takes place at international, regional, national and local level. These 

levels are integrated and influence each other both from top-to-bottom and vice versa. To ensure effective, inclusive 

and rights-based policies at all levels, top-down and bottom-up action and targeted interventions are needed at all 

levels and by several actors (assumption). 

International  ab  regional  ab     national  ab  local

To encourage governments and other duty-bearers to deliver on their responsibilities, we believe that advocacy is 

needed from both outside and inside the health system (assumption). 

24 Savigny, D. and Adam, T. 2009, Systems Thinking for Health Systems Strengthening, France, WHO, Page 33 

 [Available at http://bit.ly/1sA7iqC Accessed at 27 Aug 2014].

Outside the health system, a strong civil society with empowered communities (rights holders) have a role in 

holding the public and private sectors to account. The public sector comprises primarily national governments 

and their ministries25 but also includes inter-governmental organisations (including their regional and national 

representatives)26 and regional institutions27 accountable for the development, implementation and funding of 

effective HRH and SRH commodity policies and agreements. Private sector28 stakeholders also play a considerable 

part in service delivery and health outcomes. Civil society will play a key role in seeking partnerships and dialogue with 

both public and private sector stakeholders and together advance SRH through health systems strengthening.

 

Within the health system, we will promote health systems strengthening by building the leadership and managerial 

capacity of key health stewards at facility, local authority and national level. Stewards are protectors of the public 

interest and have the ultimate responsibility for assuring conditions that allow people to attain the highest possible 

level of health. Based on the partners’ extensive experience, we know that strengthening the capacity of stewards 

within the health system enables them to meet their responsibilities.29 Strong stewardship is essential to improve 

accountability towards users and enhances effective policy development, implementation and service delivery 

(assumption). 

25 For example Ministries of Health, Economic Affairs, Finance and Education, decentralized local authorities and civil servants including health 

workers.

26 UN organizations: WHA; WHO; UNFPA.

27 For example the African Union (AU), East African Community (EAC), South African Development Community (SADC).

28 For example private facilities, pharmacies, pharmaceutical companies and device manufacturers. 

29 Strong ministries for strong health systems ACHEST and The New York Academy of Medicine 2010 

 [Available at http://bit.ly/1lauxIZ Accessed at 27 Aug 2014].



9

National governments, including the Dutch, negotiate international policies and agreements at the highest levels. In 

addition, national governments influence each other through dialogue and diplomacy. 

Lastly, multilateral and bilateral donors, including the Dutch Minister, play a key role in international policy 

development and providing financial support to low- and lower-middle income countries. Donors thus have 

significant leverage on recipient countries’ opportunities to strengthen health systems and realize SRHR. Following the 

Paris Declaration on Aid Effectiveness the Minister and her Embassies participate in joint decision-making structures on 

aid to avoid duplication and ensure ownership, mutual accountability and sustainable results. 

The pathway to change
 
The Theory of Change (ToC), is visualised in two graphic representations: figure 1 presents an overview and figure 2 

presents a more detailed ToC30. 

At the top of both figures are the overall goals31: that communities realize their right to the highest attainable 

sexual and reproductive health (impact) in order to enhance their prosperity, only possible if universal access to 

SRH services is achieved through strong health systems. 

In the ToC we contribute to three levels of outcomes: These are the preconditions in terms of stakeholders’ capacity 

and performance, required to achieve impact.

 

HSA4A Partnership recognize three interlinked long-term outcomes, relating to duty-bearers at all levels taking 

responsibility for effective policies, policy adherence and implementation, including sustained funding for adequate 

HRH and access to SRH commodities. 

Our assumption is that evidence/data, transparency and policy dialogue, in which all stakeholders have the capacity 

to effectively participate, is needed to build consensus and policy coherence. This dialogue is visualized in the ‘Policy 

dialogue and dissent space’. Our mid-term outcomes therefore focus on increased (multi)stakeholder engagement in 

policy processes and increased commitment of policy makers on our issues. 

To realize this, a strong civil society that works effectively together is needed, that can broker (multi)stakeholder 

engagement through transparency and dialogue (assumption). The HSA4A Partnership also recognises the need for 

increased accountability from within the system by empowered health stewards who successfully engage with rights-

holders and participate and contribute to policy development and implementation. Therefore at the lowest level, we 

identified four immediate outcomes: increased lobby, (evidence-based) advocacy and leadership capacity of different 

stakeholders: CSOs, (multi-stakeholder) networks and platforms, communities and stewards.

 

30 NB. The figures present a simplification of a complex reality, during implementation the constantly changing environment will be monitored 

and we will adapt/adjust our interventions in flexible ways to achieve the overall goals. 

31 Overall goals are above our accountability ceiling.  
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In summary, the ToC assumes that strengthened (evidence-based) advocacy and leadership capacity of civil society 

actors and health stewards will enable effective policy dialogue, engaging both civil society and key stakeholders 

from the public and private sector, which will advance policy development and ensure policy adherence and 

implementation. 

Contextualized interventions

The HSA4A Partnership will focus on selected countries in Sub-Sahara Africa, where lack of skilled health workers32 and 

limited access to SRH commodities form a major threat for realizing SRHR33. Countries of interest are34: Kenya, Uganda, 

Ethiopia, South Sudan, Tanzania and Malawi. The HSA4A Partnership has a local presence in each of these countries.

  

Currently, actors in SRHR and health systems often work in uncoordinated ways, unaware of what others are doing35. 

Therefore, in each country, we will start with a stakeholder analysis. In collaboration with our local partners we will 

map key CSOs, networks and public and private sector stakeholders in the area of SRHR and health systems 

strengthening. Communities and health stewards from existing SRHR projects of our partner organisations will be 

identified to engage in capacity building activities. This programme will thereby add value to the partners existing 

programmes. Once the relevant stakeholders are identified, a capacity analysis (using the 5C’s36) will be performed 

with the different target groups as well as an initial national power and policy analysis. These two key deliverables 

will inform the content of the capacity building and advocacy interventions and provide baseline information for M&E. 

Capacity building interventions
The 5 capacity building interventions in lowest boxes of figure 2 are based on two strategies:

1.  Training: CSOs, communities and health stewards will be trained to develop and implement effective evidence-

based advocacy strategies on HRH and SRH commodities and equipped with a range of advocacy tools to analyse 

and influence policy and practice. Training includes increasing knowledge on SRHR, health systems, human rights, 

availability of essential SRH commodities, national and international policies and agreements and power matrix. It 

also includes networking, leadership, data collection and policy analysis skills to develop evidence-based advocacy 

messages and improve collaboration. As public opinion plays a crucial role in urging governments to accept their 

responsibilities (assumption), we will also strengthen CSOs to involve opinion leaders, journalists, and work with (new) 

media. Accumulated knowledge and capacity building will also enable partners to strengthen other CSOs, communities 

and stewards (in-country and between counties).

 

32 Global Health and Workforce Alliance and World Health Organisation, 2014, A Universal Truth: No health without a workforce, France, WHO, 

figure 4. Page 19. [Available at http://bit.ly/1mQMsQF Accessed at 27 Aug 2014].

33 Kollodge, R. 2012, By choice, not by chance: Family Planning, Human Rights and Development, New York, UNFPA State of the World Population 

report [available at http://bit.ly/1tbywb3 Accessed at 27 Aug 2014].

34 Final decision on countries to be made in consultation with the Dutch Ministry. 

35 USAID Southern Africa, 2014, Regional Development Cooperation Strategy 2011-2016, USAID 

 [available at: http://1.usa.gov/XLQnIM  accessed 25th Aug. 2014]. 

36 Keijzer, N., Spierings, E., Phlix, G. and Fowler, A. 2011, Bringing the invisible into perspective: Reference document for using the 5Cs framework to 

plan, monitor and evaluate capacity and results of capacity developments processes, The Netherlands, EDPM Maastricht  

[available at: http://bit.ly/1zrWHk2 accessed 25th Aug. 2014].

2.   Mentorship and ‘learning-by-doing’: To ensure effective participation of CSOs in international and high-

level advocacy, this partnership will enable, support and provide mentorship to civil society actors engaging in 

(inter)national high-level (multi) stakeholder events and meetings. In addition, South-South learning and cross-

fertilization between countries will be stimulated through exchange and shadowing.

The output of these interventions is increased awareness, knowledge and skills, providing the basis for the immediate 

outcome of increased capacity (assumption). 

Advocacy interventions
At a higher level, we foresee targeted advocacy interventions of the HSA4A Partnership and capacitated in-country 

stakeholders, supported by diplomacy and negotiation by Dutch Ministry. These interventions are shown on the left 

side in figure 1 and 2. Advocacy will target local, national, regional and international policy processes, donors and 

private sector actors. The outputs include meetings, media messages/campaigns, policy briefs, statements, reports, 

and participation in (multi)stakeholder policy dialogue, which contribute directly to the mid- and long-term outcomes 

and open-up the dialogue and dissent space for (multi)stakeholder engagement (assumption). 

Monitoring and Evaluation

Impact indicators:
• Maternal mortality ratio, per 100,000 live births disaggregated by location and socio-economic characteristics;  

• Increase in # of health workers per 1.000 population, disaggregated by location;

• % increase in availability of selected essential SRH commodities from WHO list of priority commodities, 

disaggregated by location.

Process indicators for advocacy strategies: 
Process indicators will be further developed, refined and made context-specific as the programme evolves and 

baseline data is available.37 

• # and kind of meetings with key policy makers of trained CSOs/stewards/Alliance members; 

• # and kind of advocacy activities completed by trained CSOs/stewards/Alliance members; 

• # and variety of people who become leaders in lobby and advocacy for HRH and SRH commodities.

Short-term indicators:
• Increased capacity (5C assessment38) of CSOs, networks and health stewards in lobbying and advocacy; 

• Increased capacity of communities to claim their SRHR. 

37 This partnership and the Minister recognise that achieving advocacy results can be hard to predict in terms of the timeframe and the 

steps that need to be taken. Change can happen faster or slower than we anticipated. Monitoring advocacy efforts is therefore a matter of 

qualitatively describing the steps taken (and possibly intermediate results achieved). Throughout the programme, the M&E system will be used 

to adapt and adjust activities and interventions. The country baseline studies will be used to set goals and intermediary milestones. 

38 Keijzer, N., Spierings, E., Phlix, G. and Fowler, A. 2011, Bringing the invisible into perspective: Reference document for using the 5Cs framework to 

plan, monitor and evaluate capacity and results of capacity developments processes, The Netherlands, EDPM Maastricht  

[available at: http://bit.ly/1zrWHk2 accessed 25th Aug. 2014].
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Success factors

• Growing recognition and support for the need for multi-stakeholder engagement in global health policy 

development;40 

• Inclusion of HRH and SRH commodities in the outcome document of the working group on the SDGs;41

•  Political environment that enables (some) CSO engagement: Kenya, Tanzania, Uganda, Malawi;42 

•  Freedom of press: Kenya, Tanzania, Uganda, Malawi;43

•  Wide variety of skills, knowledge, expertise, networks and mandate of partners in the partnership, including 

longstanding, trusted relationships with governments and international institutions and ability to reach out to different 

stakeholders at all levels (from local to international).

40 World Health Organization regional Office for Europe, 2011, Governance for health in the 21st century: a study conducted for the WHO 

Regional Office for Europe, Copenhagen, Denmark, Page ix [available at: http://bit.ly/1lvCut0 accessed 25th Aug. 2014].

41 Target 3.8: Achieve universal health coverage (UHC), including financial risk protection, access to quality essential health care services, and 

access to safe, effective, quality, and affordable essential medicines and vaccines for all. Target 3.c: increase substantially health financing 

and the recruitment, development and training and retention of the health workforce in developing countries, especially in LDCs and SIDS 

[Available at  http://bit.ly/1hqvuZe Accessed at 27 Aug 2014]. 

42 Puddington, A. 2014, Freedom in the World Report, Washington DC, Freedom House, Page 13 [Available at http://bit.ly/1ATAqy8 Accessed at 27 

Aug 2014].

43 Puddington, A. 2014, Freedom in the World Report, Washington DC, Freedom House [Available at http://bit.ly/1ATAqy8 Accessed at 27 Aug 2014].

Mid-term indicators:
• Increased quality and effectiveness of (multi-stakeholder) advocacy events in which public and private sector and 

CS, including the HSA4A Partnership partners, engage;

• Increased # of official statements by policy makers at different levels showing commitment and support for 

adequate HRH and SRH commodities.  

Long-term indicators:
• # and kind of changes in international, regional and national standards and policies supporting adequate SRH and 

access to HRH commodities; 

• Increased amount and % of district and/or national budgets assigned to HRH and SRH commodities; 

• Increased # of public and private sector actors adopt and implement relevant international and national health 

agreements and standards. 

Position in the partnership

As members of civil society in the Netherlands and in Africa, our goal in the partnership is to bring together, 

strengthen and mobilize civil society, public and private sector actors, and to engage in advocacy, that holds 

stakeholders to account for the delivery of health systems that ensure SRHR and sustainable economic development. 

Amref, ACHEST, HAI and Wemos are ideally placed to bring together the experience and expertise of stakeholders39 

needed to build and/or strengthen sustainable civil-society networks and multi-stakeholder platforms in each country 

of intervention. We have the assured capacity to strengthen a variety of actors and to contribute to the harmonization 

of advocacy related to HRH and SRH commodities. Through our existing relationships with policy- and decision-makers 

we can work towards creating an enabling environment for policy dialogue at all levels of policy-making. Our aim is 

that together we can break the silo’s in which different stakeholders currently operate and build a strong, African-led, 

concerted effort to drive the policy agenda forward.

 

Our vision for the role of the Ministry is that it will contribute to our overall goal by building on its recognised 

leadership in the area of SRHR and development. Using the partners’ different capacities, we see the added value of 

working with the Ministry to shape advocacy messaging, and use diplomacy to emphasize the importance of health 

systems for SRHR. In international SRHR negotiations, the Ministry can strengthen the voice of African civil society 

via this strategic partnership and create an enabling environment for capacitated stakeholders to engage in policy-

making processes. We see a role for the Ministry as a knowledge-broker and bridge-builder between different public 

and private actors and stakeholders to support multi-stakeholder dialogue. Finally, the Ministry can negotiate with 

bilateral and multilateral donors and national governments to sustainably fund comprehensive national health 

strategies as a prerequisite for achieving SRHR. 

39 See D3, D4, Cases and Partnership Agreement
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Risks, threats and mitigating measures

Mitigation 

In Ethiopia and South-Sudan, CSO engagement in policy development and 

rights promotion is restricted. Kenya and Uganda have seen a deterioration 

of governmental transparency and democratic rights over the past years. 44 To 

overcome this challenge we will build on our existing, trusted relationships with 

governments and use policy advice to create change as opposed to activism and 

criticism. In each country a context-specific advocacy strategy will be developed. 

In countries (e.g. Ethiopia, South-Sudan45) where there is no freedom of press, 

the media strategy will be adapted accordingly. 

In its on-going programmes, Amref works on changing community practices 

and beliefs that hinder progress on SRHR (e.g. FGM, home deliveries, women’s 

lack of decision-making on family-planning). The results of these programmes 

contribute to the success of the lobby and advocacy interventions.

Ministries other than Health will be engaged in dialogue as stakeholders. 

Messages will emphasize the relation between poor health and poverty 

(vicious cycle). Using evidence, we aim to convince ministries that SRHR makes 

a major contribution to economic development and that the rational use of 

commodities will result in overall cost saving for ministries.

Ensure transparency and management of conflicts of interest. Open 

dialogue between stakeholders in a spirit of mutual trust enhances mutual 

accountability between partners.

We will build on our existing relationships with politicians and civil servants 

to ensure that the need for SRHR and the Dutch track record on SRHR is well 

understood and widely supported. Also, through media and our broad support 

base in the Netherlands we build public support for SRHR.

Risks and threats

Political environment that 

disenfranchises CSOs

Lack of freedom of press

Community practices and  

beliefs compromising SRHR 

(socio-cultural barriers,  

gender-inequality)

Priorities of Finance Ministries 

may prevail over health priorities 

in target countries

Conflict of interests in multi-

stakeholder platforms 

Changes in Dutch government 

lead to changing political 

priorities

44 Puddington, A. 2013, Freedom in the World Report: Democratic Breakthroughs in the Balance, Washington DC, Freedom House  

[Available at http://bit.ly/1aHwKH3 Accessed at 27 Aug 2014].

45  Puddington, A. 2014, Freedom in the World Report, Washington DC, Freedom House, Page 13 [Available at http://bit.ly/1ATAqy8 Accessed at 27 

Aug 2014].


