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LETTER FROM THE DIRECTOR
In 22 years of working in global health, we at Health Alliance International have observed time
and again that everything is connected.
These connections play out in many ways. Education, income, and access to health care all
influence health, while in turn illness reduces the opportunity for each. The concept of “Primary
Health Care” links health care with the social determinants of health, and with government
responsibility to provide access to primary health care for all. Communities can use their collective
voice as a major driver to hold governments accountable to improve conditions related to health
and health care, and also to make sure that well-intentioned aid is linked to policies
that support rather than undermine a government’s potential to provide essential services.
HAI’s work is also connected at many levels. Our strong partnerships with the ministries of
health in all of our program countries connect us with the many components of the publicsector health system, including health workforce; leadership and management; procurement
and data management systems. Our research helps decision-makers better understand what is
and isn’t working in the health system and point to areas for improvement. Our advocacy work
aims to improve global, national, and local health policies. Thanks to our links with the University
of Washington, teaching and research build on our programs by bringing together different
disciplines and engaging staff, faculty and students in hands-on global health work.
This year’s annual report reflects some of the ways that we think about connections, and how we
have deepened these connections to improve the health of those who need it most. Here are just
a few of the things we and our partners were able to accomplish in 2009:
•

Increase the number of people on antiretroviral treatment in Mozambique to 170,000,
up from 128,000 in 2008.

•

Support the Ministry of Health in Timor-Leste to bring community health events to each
of the 442 villages in the country once a month.

•

Expand our work with the Ministry of Health in Côte d’Ivoire to deliver HIV services to
nearly 1,200 HIV-positive women.

•

Conduct operations research courses in Mozambique, Peru, Côte d’Ivoire and Seattle to
enable health system managers to investigate problems and improve health services.

•

Influence domestic and international policies related to foreign aid, health workforce
and more.

I invite you to read more about our work in these pages, and also on our web site at
www.healthallianceinternational.org. We welcome your thoughts, experiences and support as we
work together to strengthen existing ties and forge new connections that improve global health.
Sincerely,
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OUR APPROACH:

In many parts of the world, access
to quality healthcare is limited or
not available. At Health Alliance
International, we believe that by
strengthening public-sector health
systems we are investing in a long
term, sustainable solution that
will ensure a healthier future for
more people. We partner with local
governments and ministries of health
in the countries where we work
to make the connection between
immediate and future access to
primary health care.
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We focus on five key areas of work:

Health Systems Research:

Integrated Health Services:

Through this kind of research,
sometimes known as
“implementation science” or
“operations research,” we investigate
how effective health services are
brought from theory into practice
and explore how health systems
can be improved. Our partnership
with the University of Washington
is an integral part of this research
approach. Working with ministry of
health staff, our goal is to make sure
that innovations in global health
become effectively delivered health
care services on the ground.

We help governments assess and
plan for the introduction and
expansion of key health services
such as HIV care into existing
primary health care services. In
this way, by streamlining health
care services, patients can go to
one place for all of their care.

Currently we partner with governments
in 4 countries: Côte d’Ivoire, Mozambique,
Sudan and Timor-Leste. Our work in each
country varies as we align our goals with
the regional needs and priorities of the
Ministry of Health in each country.

SUDAN

CÔTE D’IVOIRE
MOZAMBIQUE

TIMOR-LESTE

Leadership and Management:

Community Engagement:

Advocacy:

While clinics and doctors are an
obvious and integral part of a
functioning health system, having
leadership that is able to manage, coach
and mentor health staff is also essential
to both retaining quality staff and
providing quality care. We work with
our ministry of health partners
to develop management skills at all
levels of the health system. We also
support health workforce policies that
develop and retain quality staff and
managers, both in the field and as
part of our advocacy efforts.

People deserve to feel both
comfortable with and confident
in the care they receive. This is
why we partner with in-country
community programs that
encourage a connection between
the health system and the
community it serves. These
partnerships both raise awareness
locally on health issues and help
develop a system that responds to
the cultural needs of the community.

How do you translate new
technologies and innovations
in health care into action that
responds to health care needs on
the ground? Unfortunately, all
too often there is a disconnect
between innovation and the
actual delivery of health services.
In addition to our in-country
partnerships with local government
we also work on a broader scale,
advocating for policies that impact
global health and make these
necessary connections so that
more people can receive quality
care around the world.
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Imagine Rachelle, a young Ivorian
woman, pregnant in 2007. After
visiting a clinic for prenatal care she
was told she should get tested for HIV.
Rachelle wanted to be tested to be sure
that both she and her unborn child
were uninfected, yet this required
visiting a separate clinic several
kilometers away, which was only
open on certain days. She went to this
clinic, got her blood drawn, and was
told to return again a few weeks later
for her results. Faced with yet another
long journey home and back, with
limited resources for travel and her
family suspicious of all the doctor’s
visits, she had to decide: go back for
her test results, or not?
The treatment of HIV-positive
pregnant women and postpartum
mothers can reduce the chances of
their babies contracting the virus
to below 5%. However, given the
logistical, financial and cultural
obstacles women often face in
both getting tested and staying on
treatment, preventing HIV from being
passed along can be a near impossible
challenge. A common model of HIV
care is to set up separate clinics that
specialize in HIV services. Instead
HAI works with our partners in
the Ministry of Health (MOH)
to integrate services into primary
health care. This means that when a
pregnant woman arrives at a public
health facility for routine antenatal
care, she will also have access to HIV
counseling, testing, and follow-up
services, and her providers will be able
to coordinate better care.
Care means more than just a visit with
a doctor or nurse. For the system to
work, supplies such as gloves and HIV
test kits have to be available. Rapid
testing supplies and the trained health
workers who can read tests need to be
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on-site, so women can get their results
within minutes rather than weeks.
Medications to manage opportunistic
infections and give prophylactic
protection to women during delivery
are also necessary.
This model is central to our
Mozambique program where, in
2009, a wider array of services has
been integrated into primary health
care facilities. In the 3 provinces
where we work 150 clinical sites
provided HIV testing (up from
50 in 2006) and nearly 200 sites
provided services to help prevent the
transmission of HIV from mother to
child. In 2009, nearly 250,000 HIV
tests were administered. Thanks to
the more streamlined model for HIV
care, more than 170,000 HIV-positive
people are now on antiretroviral
therapy. With the support of USAID
we will continue to expand these
services to help the MOH in 2010.
Since 2007, together with the Ministry
of Health in Côte d’Ivoire, we have
helped to integrate HIV testing into
routine prenatal, outpatient, and
tuberculosis care clinics. In 2007,
before HAI began its partnership
with the MOH, only 10% of women
received their HIV test results. After
working closely with local health care
workers with on-site coaching and
mentoring, HIV services are now
integrated into primary health care,
and as a result over 90% of women
received their results. By the end of
2009 we had expanded to 31 health
facilities in 5 districts and, as a result,
regional laboratory, procurement,
and MOH management systems
were strengthened.
In Sudan, HAI works side-byside with the Sudan National
AIDS Program (SNAP), a federal

department within the Ministry of
Health. This year we expanded our
services to 10 northern states, up
from 3 in 2008. As in Côte d’Ivoire
and Mozambique, HAI staff provide
training, on-site coaching, and followup monitoring and supervision to
health facilities to ensure the integration
of HIV testing in prenatal care.
Recognizing the challenges of such a
fragmented set of health services, we
have worked hard with our partners
to assure that well staffed, well stocked
and efficient facilities exist to provide a
variety of care services so that patients
are connected to the health services
they need for the long term.

In Mozambique, many HIV
patients will seek initial care,
but not return for ongoing
treatment. Our research on
“loss to follow-up” has helped
the Mozambique Ministry
of Health better understand
the barriers to care that keep
patients from returning for
ongoing treatment, resulting in
improved systems and reduced
rates of loss to follow-up.
To learn more about this
research visit our Publications
page on our web site.

www.healthallianceinternational.org

Health worker preparing a lab sample for HIV analysis
(left). Midwives outside a birthing center in Mozambique
(middle). Health worker registering a patient for services
at a hospital in the Blue Nile State of Sudan (right).

What is the best mix of health
workers to provide key services at
health facilities? What happens to
the cost and quality of services when
ministries of health change the way
they are delivered? How do you know
if the health system is providing the
best possible care it can provide?
At HAI we investigate how effective
health care services are being
delivered. This research, known as
“health systems research” helps bridge
what the World Health Organization
refers to as the “know-do gap”
between what is known to be effective

in theory and what is actually done
in practice.
Our research projects in 2009,
identified by and conducted in
partnership with the ministries of
health in the countries where we
work, helped us to evaluate new
interventions as well as identify
barriers to care such as distance to
clinics, stigma, inefficiency and
poor quality of services.
For instance, in Mozambique, the
Ministry of Health developed a new
cadre of health workers to speed

up the scale-up of HIV treatment,
which was initially hampered by a
severe shortage of physicians. Taskshifting of certain clinical duties to
these new “non-physician clinicians”
allowed clinics to more quickly
screen the volumes of patients that
needed to begin treatment. One
of our studies demonstrated that
these non-physician health workers
could provide a similar quality of
HIV care as the medical doctors. In
other studies we have looked at how
inadequate human resource levels
can lead to poorer retention in HIV
treatment programs.
This kind of research allows health
system managers to find out what
is and isn’t working, and identify
possible new solutions that eventually
lead to better standards of care.

A nurse and patients in the
waiting area of the hospital in
Espungabera, Mozambique.
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Mother and her infant at a well-child clinic at
Vanduzi health center in the central province
of Manica, Mozambique (left). HAI partners
with a local NGO to conduct health promotion
activities in rural Timorese communities (middle).
HAI Timor-Leste staff participating at a strategic
planning retreat in early 2009 (x-over).

Every day health system managers
face questions about how effective
their services are. Health systems
research helps to answer those
questions. Using the evidence from
these research projects, leadership
at all levels can apply changes to
improve the system.
We work closely with counterparts
in each country in which we work to
provide supportive supervision and
improve management practices at
the facility, district, provincial and
national levels. This includes HAI
midwives visiting Ministry of Health
staff in Timor, as well as our staff
providing monitoring and evaluation
support for managers responsible for
collecting data for the Ministry of
Health in Mozambique.
Another important component of
building management and leadership
capacity is training and support for
health systems research. This can
mean training Ministry of Health staff
to conduct their own health systems
research, including identifying
pressing issues, developing studies
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that provide answers, and coming up
with innovations to improve services.
In 2009, we conducted trainings
in 4 countries: Côte d’Ivoire, Peru,
Mozambique and the U.S.
We also received a grant from the
Doris Duke Charitable Foundation
to improve the delivery of primary
health care in Mozambique’s Sofala
Province. Our multidisciplinary
management teams work directly
with Ministry of Health staff in the
areas of clinical care of HIV, health
education, maternal and child health,
monitoring and evaluation, and
management and leadership. These
teams work together to improve
clinical care and data systems,
strengthen supply chain management,
and develop simple management
support tools to encourage evidencebased decision-making.
In 2010, with continued support
from the Doris Duke Charitable
Foundation and PEPFAR, we will
continue to strengthen public-sector
health systems in Mozambique. We
currently have a series of initiatives

planned to assess patient satisfaction,
patient waiting and consultation times,
and the validity of national health
information system data. We will also
be hosting 4 more operations research
trainings internationally. All of these
efforts will help managers at all levels
do their jobs better, making the system
more efficient and effective.

Building the capacity of health
managers requires fostering
skills in human resources
management and supervision,
planning, health systems
research, evidence-based
decision-making and more.
For more information, visit the
Programs page of our web
site and select the Leadership
and Management and Health
Systems Research sections.

www.healthallianceinternational.org

Happy mother and baby after a check-up at a SISCa site in TimorLeste (middle). A “Family Health Promoter” reviewing health
materials with a community member at a SISCa event in TimorLeste (right). Community members watching an HAI-produced
health promotion film at a SISCa event in Timor-Leste (below).

Creating community linkages is
integral to delivering quality care.
Community support networks,
health promotion efforts and quality
services build confidence in the
health system and encourage more
people to seek care.
In Timor-Leste, a unique
community health program has
evolved since 2008. SISCa (short
for “Integrated Health Services at
the Community Level” in the local
language Tetum) is a program that
the Timor-Leste Ministry of Health
created in an effort to connect the
government health system with
rural communities. Ultimately, the
Timor-Leste MOH would like to
expand services so that a monthly
event is held in each of the 442
village SISCa posts throughout the
country. The program aims to give
communities responsibility for
assuring that care is available and
accessible, as local village chiefs
are expected to be involved. SISCa
events revolve around a “Six Table
Assistance System,” consisting of six
topics each set up at its own
table: population registration,

nutrition assistance, maternal
and child health, personal hygiene
and sanitation, health care services,
and health education.
Our staff provide support for the
monthly SISCa events through
monitoring and supervision of
community health workers who are
responsible for conducting the health
promotion activities at each event.
We are currently supporting SISCa
in six rural districts of the central
region. The HAI team also builds the
capacity of the district health staff
by working with the team members
who manage the range of SISCa
services. As services are delivered,
we document the activities of the
day. After the event, HAI staff and
Ministry of Health staff compare
observations and identify strengths
and gaps. In doing this, we and
MOH staff are working together to
actively improve the quality of services
provided for future events.
Community members attend these
SISCa events, rotating through each
of the six “stations” to receive all their
care in one place. Additional activities

also occur, including showings of HAIproduced films that promote health
and child spacing practices. These are
followed by a health staff-led question
and answer session. These health
promotion activities not only offer
further health education, but transform
the event into a fun, interactive
community gathering which encourages
future attendance and involvement.

Videos are a useful way to
share health information
with a variety of audiences.
To learn more about the
videos we have produced
for Timor-Leste, visit the
Media Gallery section
of our web site.
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A family in Timor-Leste
gathers information
from a “Family Health
Promoter” at a SISCa
community event.

and provided the chance to try new
ways of working. There is also an
opportunity for NGOs to become
better partners and advocates for
a wider adoption of the Code by
developing and developed countries
alike, and in turn, yield stronger
health systems.
To read the summary of findings, visit
the NGO Code of Conduct web site at
http://ngocodeofconduct.org.
Changing international policies to
reflect the realities of global health
needs takes time and it takes the
collective efforts of many people.
Increasingly, the international
community is recognizing that better
health outcomes require strong
health and other systems (such as
education, water and sanitation, and
transportation). These systems in
turn depend on a broad set of policies
working together, from foreign aid to
trade and lending regulations.
The clear connections between
policies, systems and the health
of communities drive our work to
educate and advocate on several highpriority issues.
2009 was, and 2010 will continue
to be, a pivotal year for U.S. global
health policy and foreign assistance.
In 2009 we worked with other global
health advocates to set out priorities
for the U.S. government to consider
as it developed its new “Global Health
Initiative.” Our recommendations
pushed for more funding for and
better coordination of existing and
new programs, with an emphasis on
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support for the public sector. This
will require increased funding, but
is still only a small fraction of the
overall budget (international affairs,
including global health programs,
represents only about 1.5% of the
total U.S. budget).
The NGO Code of Conduct for
Health Systems Strengthening,
launched in 2008, now has almost
50 organizations signed on. This Code
sets guidelines for nongovernmental
organizations that want to support
ministries of health through more
responsible hiring and compensation
practices, support of training for new
health workers, coordinated planning,
and advocacy.

We also worked with a number of
other advocates to write a policy
statement on the impact of war and
armed conflict on health, which was
then adopted by the American Public
Health Association in 2009. Building
on the momentum of recognizing
war as a threat to public health, the
University of Washington will be
hosting a conference on war and
global health in spring of 2010.
The APHA statement is viewable
online at http://www.apha.org.
These are just some of the issues we
worked on in 2009, thanks to the
support of our individual donors and
a real momentum to change policies
for the better.

As we documented in a 2009 study,
putting the Code into practice has
posed some challenges for signatories,

The full report and recommendations for the Global Health Initiative, along
with transcripts from the joint press conference and follow-up, are online at:
http://theglobalhealthinitiative.org/.

www.healthallianceinternational.org
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FINANCIALS

Federal Government
92.70%

Non-Federal Grants
7.19%

Contributions
.09%

Interest Income
.02%

for years ended December 31, 2008 & 2009

Revenues

FY 2009

FY 2008

Cash Support
Federal Government
Non-Federal Grants
Contributions
Interest Income

19,591,829
1,520,401
18,894
4,394

16,238,415
2,681,360
28,035
19,096

–

88,614

21,135,518

19,055,520

17,917,100

16,815,805

3,116,392

2,328,768

21,033,492

19,144,573

Net Assets beginning of year

733,236

822,288

Net Assets end of year

835,262

733,236

102,026

(89,052)

Non-Cash Contributions-in-kind
Program Services

Total Revenue

85.18%

Management
and General
14.82%

Expenses
Program Services
Management & General
Total Expenses

Changes in Net Assets

Total Changes

All figures in U.S. Dollars.
Mozambique
92.04%

Timor-Leste
3.57%

HAI is an international, nongovernmental, nonprofit organization.

Côte d’Ivoire

Contributions to HAI are tax-exempt under U.S. IRS code 501(c)(3).

3.14%

Sudan
1.14%

Other
.11%
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Full copies of HAI’s audited financials are available on request.
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SUPPORTERS AND PARTNERS
United Nations Children’s
Fund (UNICEF)
Australian Aid for International
Development (AUSAID)

United Nations World Food
Program (WFP)

Children’s Hospital and Regional
Medical Center- Seattle

University of Washington

Doris Duke Charitable Foundation

U.S. Agency for International
Development (USAID)

The Embassy of Japan in the
Democratic Republic of Timor-Leste

U.S. Centers for Disease Control
and Prevention (CDC)

Elizabeth Glaser Pediatric
AIDS Foundation

William Jefferson Clinton
Foundation

Handelman Foundation

World Health Organization

Program for Appropriate
Technology in Health (PATH)

World Learning for International
Development

Timor-Leste
Timor-Leste Ministry of Health
Alola Foundation

Mozambique

Centro Audiovisual Max Stahl
Timor-Leste (CAMSTL)

Mozambique Ministry of Health

Cooperative Café Timor

AFRICARE

HealthNet

Associação da Juventude de
Luta contra Sida e Droga

TAIS

Associação Nacional para o
Desenvolvimento Auto Sustentavel

Côte d’Ivoire

Care for Life

AIDSCOM Djebonoua

Food for the Hungry

AIECA Brobo

Kubatsirana Ajuda Mutua

Akwaba

Kuphedzana

Association Bouaké-Eveil

Program for Assistance and
Community Development

CASES Dabakala

Red Cross – Mozambique
Rudho ni Upenhi
Social Development Member
Association of the Church of Christ
United in Mozambique

Côte d’Ivoire Ministry of Health

Centre SAS
Notre Ecole
SOLIDARITE Béoumi

Sudan

United Methodist Church
of Mozambique

Sudan Ministry of Health

Youth Association for
Prevention of AIDS

National Reproductive
Health Program

National AIDS Program
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Your support is essential. Thank you.
To give to HAI please visit the How To Help section of our web site.

Health Alliance International is affiliated
with the University of Washington’s
Department of Global Health.
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