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Currently working in 50 countries solely through  

local partner organisations, ICCO is the interchurch 

organisationfor development cooperation and one of 

the five largest Dutch co-financing agencies. 

Kerk in Actie is the missionary and diaconal organi-

sation of the Protestant Church in the Netherlands. 

Kerk in Actie works in the Netherlands and abroad.  

In January 2007, the international departments of 

ICCO & Kerk in Actie were merged and are now  

sharing partners and programs. 

Prisma is an association of Christian organisations 

active in  international aid and welfare development 

who regard eradication  of poverty as a communal 

responsibility. By dialogue and co-operation with one 

another they want to strengthen their fight against 

poverty in the world. 

On the issue of hiv/aids and health ICCO, Kerk in Actie 

and Prisma joined forces.
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1  Introduction

Health is one of the fundamental universal human 

rights. This means that everybody should have access 

to good and affordable health care. Pre-conditions for 

a healthy life, such as clean water, nutrition and safe 

employment conditions need to be met. Unfortunately, 

in many places of the world this is not the case. Many 

people live in unhealthy conditions and do not have 

access to health care. Especially the poorest, women, 

children and disabled people are vulnerable. It is not 

without reason that 3 out of the 8 Millennium Develop-

ment Goals are related to health. MDGs 4, 5 and 6 aim 

for considerable reductions of child-mortality, mater-

nal mortality and hiv/aids, malaria, and other major 

diseases. Shortages of funds, staff and weak health 

systems in developing countries are constraints in 

achieving the health MDGs. With their partners in the 

South, ICCO&Kerk in Actie and Prisma have since long 

been involved in health care. Promoting access to Basic 

Health Care is the core of our work in health care in the 

period 2007-2010.
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Five years after the Millennium Development Declaration 

progress on health related MDGs is still limited. Mater-

nal mortality (MDG5) is often seen as an indicator of the 

state of health care in a certain country. If health care 

is accessible, affordable and of good quality, there will 

be good information and education about pregnancies, 

proper family planning services and good care before, 

during and after delivery. MDG5 aims at a reduction 

of maternal mortality by three quarters between 1990 

and 2015. By 2005 however, the World Health Organisa-

tion found that maternal mortality worldwide had only 

decreased by a meager 1% annually, whereas 5.5% is 

needed to achieve MDG5. In rich countries the Maternal 

Mortality Rate (MMR), the number of women that die 

during pregnancy, was 9 per 100,000 live births in 2005. 

In developing countries this was 450 and the average in 

African countries stood at 900, a 100 times as high as in 

the western world!1

In many developing countries health systems are weak. 

Essential medicines are not available. Hospitals and 

clinics are often not accesible, and if they are, quality is 

limited. Since the introduction of user fees in the 1990s, 

many people cannot afford to seek health care and die 

unnecessarily of diseases such as malaria or diarrhea. 

And íf they go to a clinic, they may find there is no doc-

tor or nurse available to look after them.

A major bottleneck in many countries is the lack of 

capacity in organisational and technical terms. Brain-

drain is drawing away well-qualified doctors and nurses 

who find their way to western countries where salaries 

are much higher. But also within countries staff are 

leaving the public sector to work for private clinics or 

international organisations, especially in cities, leaving 

the rural areas with great shortages of staff. The hiv/aids 

pandemic makes matters even worse: the number of 

patients is on the increase, while at the same time health 

workers themselves die of the disease. Consequently, 

the workload under heath workers has increased 

tremendously.

1  WHO 2007, Maternal Mortality in 2005: estimates developed by WHO, 

UNICEF, UNFPA, and the World Bank

Inadequate funding for the health sector contributes 

to the problems today. Whereas the average health 

expenditure per capita is 2,716 US dollar per year in 

OECD-countries, many African countries have to do with 

less than US dollar 15 per capita. WHO estimates that 

US dollar 35 to 50 is necessary to meet the minimum 

standards of health in a given country.

In the past decade we have seen the emergence of many 

international public-private partnerships, often 

aimed at one or more specific diseases, such as the 

Global Fund to fight Aids, Tuberculosis and Malaria, 

PEPFAR, and the Bill and Melinda Gates Foundation. 

Although these funds bring in substantial financial 

resources, they often lead to parallel systems along-

side countries’ general health systems, with many 

negative effects, such as drawing away staff from 

hospitals and clinics, focusing on specific diseases at 

the cost of other health problems, and not adapting 

to country-owned health plans. Too little investments 

are put into general health systems that are accessible 

for everyone, regardless of who he or she is and what 

kind of disease he or she has. Although improvements 

are being realised, a lot still has to be done to achieve 

health for all.

The idea of health for all, through creating good basic 

health care systems dates back to the international 

Alma Ata Conference in 1978, where the concept of 

Primary Health Care was adopted as the strategy to 

achieve health for all. Primary Health Care was seen 

as a concept in which health care should be part 

of the community and integrates with social and 

economic development of the community. It in-

cludes health education, prevention and control and 

integrates determinants such as food and nutrition, 

family planning, water and sanitation. Nowadays the 

ICCO-alliance and its partners in civil society are ask-

ing for renewed attention for the ideas of Alma Ata, 

in order to make health accessible, affordable and 

acceptable for all.

2  Global Analysis
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3  Health program 2007-2010

3.1 Mission
The Health Care program of the ICCO-alliance is carried 

out jointly by ICCO & Kerk in Actie and Prisma. Its mis-

sion is to strengthen basic health systems at local and 

district level, that are accessible and affordable for eve-

ryone and have an acceptable quality. Special attention 

is given to sexual and reproductive health, rights and 

vulnerable groups such as women, children and disabled 

persons.

3.2 Objectives
The ICCO-alliance works towards this mission by focusing 

on three levels:

• We support basic health care providers in improving 

the quality of their health services in general, with 

extra attention for sexual and reproductive health 

services.

• We support active involvement of the community in 

their health care, so that the services of health care 

providers are meeting the demands of the community. 

• We support health care organisations to co-operate 

with others and with the government. We support 

lobby and advocacy towards governments and other 

actors so as to make means available and adapt their 

policies to make health care accessible for all, espe-

cially for the most vulnerable in society.

3.3  Strategy 2007 – 2010
Programmatic Approach

During the past decades many of the organisations the 

ICCO-alliance works with, have developed into strong 

professional organisations. Organisations that do not 

work in isolation, but in a context with a wide variety of 

other players including national and local governments. 
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They are aware of the relationship between the local 

problems they deal with and the causes that need to be 

managed on a national and international level. Because 

of this changing context the ICCO-alliance has adopted 

programmatic working as its core approach. This ap-

proach is based on the involvement of different actors, 

e.g. churches, civil society organisations, expertise 

centres, the business community, responsible authori-

ties and donors. Based on an analysis of the context, 

organisations identify a common vision and ambition, 

to which they contribute together. They jointly develop 

strategies to achieve their common targets with the 

available fi nancial resources. Co-operating partners 

such as the ICCO-alliance may take on several roles such 

as strategic fi nancing, lobbying, brokering, linking and 

learning, and creating more involvement of their own 

constituencies.

The programs that are developed generally involve one 

or more of the following levels of intervention:

Programs contribute to direct poverty alleviation by 

increasing the quality of service provision, such as health 

programs at community level or better functioning of 

health centres.

The second level is civil society strengthening. Through ca-

pacity building and linking organisations and networks, 

health organisations are enabled to play a more active 

role within their own societies. A research on account-

ability in the education and health sectors will be carried 

out to strengthen organisations in their relationship 

with governments.

Finally the ICCO-alliance is involved in policy infl uencing: 

based on research and experience of partner organisa-

tions, the alliance is involved in advocacy and lobby in 

The Netherlands about themes such as health systems 

and human resources for health. Equally, partners are 

supported to engage in advocacy and lobby-activities in 

their own countries.

In different countries the ICCO-alliance has organised 

context-studies to establish the main themes to work 

on during the coming years. Four areas emerged that 

are common and important in most countries where 

the health program operates. These areas are Human 

Resources for Health, Health Financing, Sexual and 

Reproductive Health and Rights, and Health Umbrella- 

associations. The health program supports projects 

in many countries, but most attention is being given 

to Ghana, Malawi, Sudan, Zimbabwe, Bangladesh, 

Cambodia, East-Timor, India, Burma, Indonesia and 

Haiti.

Human Resources for Health

In the closing declaration of the fi rst International 

Conference on the global health workforce in February 

2008 in Kampala, a call for more attention to the aspect 

of human resources in the health sector was made2. With 

a shortage of 4 million health workers worldwide, it is 

justifi ed to speak of a Human Resource Crisis in Health 

Care. This crisis has most severely hit African countries. 

Besides the overall shortage of skilled health workers, 

there are other factors that contribute to the problems 

such as the misdistribution of health workers (between 

rich and poor countries, urban and rural areas, private 

2  Global Health Workforce Alliance, Health Workers for All and All for 

Health Workers, The Kampala Declaration and Agenda for Action, 

Kampala 2-7 February 2008
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and public sector), and the low effectiveness and produc-

tivity of human resources3.

The WHO identifi es three areas in the health workforce 

that need to be looked at when working for human 

resources in health4: 

• Entry: preparing the workforce. This includes areas 

such as planning, education, and recruitment.

• Workforce: enhancing worker performance. This in-

cludes good supervision, fair and reliable compensation, 

support systems such as clean water, good equipment 

and working conditions, and possibilities for lifelong 

learning that increases quality and motivation of staff.

3  High Level Forum on the Health MDGs, Health Workforce Challenges: 

Lessons From Country Experiences. Http://www.hlfhealthmdgs.org/

Documents/HealthWorkforceChallenges-Final.pdf 

4  WHO, Working Together for Health, World Health Report 2006.

• Strategies to counteract workforce attrition, such 

as managing migration of health workers, making 

health work an attractive career choice for women, 

ensuring safe working conditions, and proper retire-

ment schemes.

In all its work in health care, the ICCO-alliance includes 

some of these elements in its strategies. Specifi c pro-

grams aimed at Human Resources for Health are sup-

ported in Sudan, Ghana and Malawi. In Malawi support 

to ten institutions in the framework of a Joint Capacity 

Building Program has resulted in more than 500 health 

workers being trained in a variety of fi elds such as 

public health, nursing, accounting, IT, secretarial work 

and many other areas. The program is coordinated by 

the Christian Health Association CHAM and takes into 

account the work done by the Ministry of Health so as 

to avoid double work. Besides training of staff the pro-

gram includes many other aspects that contribute to 

P
h

o
to

: 
A

n
k
e
 v

a
n

 W
e
ll
/

P
ri

sm
a



the productivity and motivation of staff, such as sup-

porting good fi nancial systems, a loan system for staff, 

development and introduction of hiv/aids workplace 

policies.

Health fi nancing

As a result of international policies, since the 1990s 

user fees have been implemented in many developing 

countries. This has led to a severe decline in access to 

health. Many poor people cannot afford to pay hos-

pital bills, especially in case of so-called catastrophic 

events, such as surgical operations. When people are 

confronted with catastrophic health expenditures they 

will have to borrow large sums of money which often 

results in falling into extreme poverty without being 

able to escape. One of the strategies that is increas-

ingly being practised to overcome such problems is the 

development of health insurance schemes, both on 

the national levels (social health insurance) and on the 

community level (community based health insurance).

Health insurance has clear potentials as a mechanism to 

promote access to health care and minimising risks on 

household levels of falling into poverty when confronted 

with large health expenditures. For health providers, 

health insurance can provide a relatively stable source of 

fi nancing. Health insurance is however a relatively new 

phenomenon in most developing countries. Although 

health insurance certainly has the potential to increase 

access to health care, some challenges are still to be ad-

dressed. Health insurance is a solidarity mechanism, but 

still in many cases the poorest do not benefi t. Another 

challenge is the administrative and managerial capac-

ity that is required to operate a well-functioning health 

insurance scheme.

Bearing this in mind, the ICCO-alliance has decided to 

support the development of health insurance systems in 

low and middle income countries by promoting train-

ing, ‘linking and learning’, and implementing health 

insurance. The ICCO-alliance has also learnt that health 

insurance is but one way of health fi nancing: it has to 

be seen in the wider context of national health policies, 

health systems and its fi nancing. To enable the poorest to 

access health care, other forms of ‘social assistance’ are 

often necessary. These forms of ‘social assistance’ have to 

be complementary to make (primary) care and treatment 

accessible for the poor.
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Following a training and linking & learning workshop 

in New Delhi early 2008 the ICCO-alliance is supporting 

a linking and learning program with organisations in 

India, Cambodia and Bangladesh. By bringing these or-

ganisations together and facilitating input of knowledge 

from knowledge institutions in India and elsewhere, 

these organisations are better able to implement or 

improve their health insurance programs. Organisations 

in India and Bangladesh learn from the experiences 

in Cambodia with so-called Health Equity Funds that 

provide support to the poorest and enable them to access 

health care as well.

In Ghana the ICCO-alliance supports their partners with 

the National Health Insurance Scheme. Health Insurance 

is introduced by the government of Ghana and the aim is 

to have all Ghanaians enrolled in the scheme. The ICCO-

alliance together with Cordaid, SNV, KIT and Danida are 

supporting the Christian Health Association Ghana, which 

represents more than 150 hospitals and health centres, to 

work with the Health Insurance. This program includes 

improving the Health Management Information System as 

well as the administrative capacity of the institutions to be 

able to deal with the demands of Health Insurance.

In the Netherlands, the ICCO-alliance participates in the 

Platform for Health Insurance for the Poor (HIP) that was 

founded in 2007. The experiences in its Health Programs 

are shared in the Platform and discussed with a variety 

of experts from universities, insurance companies, NGOs 

and consulting agencies.

Sexual and Reproductive Health and Rights

The specifi c attention for sexual and reproductive health 

and rights is rather new for the partners within the ICCO-

alliance. We have several reasons to focus on these issues. 

The fi rst one is the felt importance to contribute to the 

achievement of the MDGs, in particular MDG 5. Each year 

more than half a million women die from treatable or 

preventable complications of pregnancy and childbirth. 

A much bigger number suffers from chronic health prob-

lems due to complications during pregnancy or delivery.

Even though most national health policies do have at-

tention for reproductive health and do include these 

services in basic health care packages, in practice these 

services function poorly, they do not have enough quali-

fi ed staff, are poorly accessible and are under sourced. 

Apart from these services, and the right of access to 

them, sexual and reproductive health has a lot to do 

with general human rights: with the right to proper 

information, the ability to take decisions, to maintain 

your own sexual and reproductive health, the right to be 

protected form abuse and violence, the right to plan a 

family, et cetera.

Another important reason is the close connection 

between sexual and reproductive health and rights and 

the hiv and aids pandemic. Hiv and aids is worldwide 

largely transmitted through unsafe sexual intercourse. 

By improving quality and access to sexual and reproduc-

tive health care, including hiv and aids more people can 

be properly informed about how to prevent transmission, 

people living with hiv can be properly informed about 
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how to live a good sexual and reproductive life. Integra-

tion will contribute to the reduction of stigma and dis-

crimination and will reduce the need for parallel health 

care systems. Challenges will be how to develop sexual 

and reproductive health services that are responsive to the 

needs of young people as well as services for vulnerable 

and sometimes criminalised groups like disabled, people 

injecting drugs, commercial sex workers et cetera.

Health umbrella organisations

During colonial times, Protestant and Catholic mis-

sions have established numerous hospitals and health 

centers in many countries. Especially in some African 

countries these institutions represent 30 percent or more 

of national health care delivery. Since the 1960s these in-

stitutions have organized themselves in Christian Health 

Associations. Today, these CHAs are still major players 

in health care in African countries and take on differ-

ent roles, such as coordination, capacity building, lobby 

and advocacy. The ICCO-alliance has relationships with 

quite a number of such CHAs. Whereas in some countries 

support involves Human Resource Development and 

Capacity Building, in others the ICCO-alliance has played 

a role in establishing a new Christian Health Associa-

tion. This was the case in Sudan, where the Christian 

Health Association is supported. Within a short period 

CHAS has succeeded to take on a role of coordination in 

an environment that is characterized by many different 

actors, local and international, all implementing their 

own projects. One of its major achievements has been a 

mapping of all health care providers in South Sudan. 

The report was shared with the Ministry of Health, 

enabling them as well to better coordinate and plan the 

health sector. CHAS has now taken on leading roles in 

improving health care delivery in two states, coordinat-

ing the implementation of support given by the Multi-

Donor Trust Fund. In other countries where the ICCO-

alliance supports development of the programmatic 

approach in health, CHAs are taking important roles 

because of their strategic positioning.
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Principles and approaches

Following the principles of Basic Health Care as re-

fl ected in the Alma Ata Declaration the ICCO-alliance 

focuses on access to health care at community level. 

Although we work with organisations on local, district, 

national, regional and international scale, we always 

have in mind that our activities should contribute to ac-

cess and involvement of local people in rural and urban 

areas, because it is their health that is at stake.

 ICCO-alliance regards health care from a rights-based 

approach. Good health is considered a basic human 

right. This implies that all people should have access 

to health care and that people should also be sup-

ported to effect this right. Health workers, providers 

and governments have to be accountable to the people 

in the community and people will be empowered to 

demand these rights.

We realize that, although women make more use of 

health care than men, there is not enough attention for 

situations that specifi cally concern women and girls. Ma-

ternal mortality is still unacceptably high, and women 

are often denied their rights (and self-determination) in 

the fi eld of sexual and reproductive issues. The ICCO-

alliance will address these issues in its work.

 

Disabled people in many societies are extremely vulner-

able. Discrimination, stigmatisation and limited access 

to all sectors of life, including health care, are problems 

they are confronted with daily. The ICCO-alliance pays ex-

tra attention to disabled people and pursues an inclusive 

policy in a number of its programs.

Because of the increasing disease-burden of AIDS and its 

impact on the numbers of health personnel, work-pres-

sure in the health sector increases. hiv/aids prevention 

is closely linked to programs for sexual and reproductive 

health. Vulnerable groups such as disabled people are 

more vulnerable to sexual abuse, aids en stigmatisation. 

Awareness of aids is therefore very important in the 

health program of the ICCO-alliance. This involves:

• paying attention to access to health care services of 

those vulnerable for hiv. 

• workplace policies to inform staff about vulnerability, 

risks, universal precautions and also on what they can 

expect from their employer in case of illness etc.

Cooperation and networking

Effective development cooperation cannot be done in 

isolation. Through cooperation and networking the 

ICCO-alliance aims to be more effective. The alliance co-

operates with national and international networks such 

as WEMOS (campaigns, lobby), Women’s Global Network 

on Reproductive Rights, Share-net (Netherlands Network 

on Sexual and Reproductive Health and Aids), Interna-

tional Baby-Food Action Network (IBFAN), International 

Federation of Health and Human Rights Organisations 

(IFHHRO), Platform for Health Insurance for the Poor 

(HIP), Dutch Coalition on Disability and Development 

(DCDD), and Ecumenical Pharmaceutical Network (EPN).
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