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MSH I S GROWING . . .
contract, grant, and program revenue 

STATEMENT OF REVENUES ,  PROGR AM E XPENSES , 
AND CHANGES IN FUND BAL ANCE
year ended june 30, 2011 drawn from audited #nancial statements

RE VENUES 

contract, grant, & program revenue $268,157,220
investment income & contributions $12,523
additional support revenue $106,828

total $268,276,571

E XPENSES 

total $265,400,181

CHANGES IN FUND BAL ANCE 

balance at beginning of year $18,120,327
excess of project support & revenue over expenses $2,876,390

balance at end of year $20,996,717

COMPOSED OF :

cash and cash equivalents $23,357,068
amounts due on contracts $17,673,261
other current assets $4,437,282
property & equipment net of depreciation $1,086,306
other assets $142,107
current liabilities ($25,699,307)

total unrestricted net assets $20,996,717

WHILE ADMINISTR ATIVE COSTS HAVE BEEN GOING DOWN.
msh’s operating costs as a percentage of total revenue

2011

15%15%

2010

15%15%

2007

19%19%

2008

18%18%

2009

17%17%

2007 $122 ,177,986

 2008 $133 ,938 ,923

 2009 $177,547,382

 2010 $247,618 ,290

 2011 $268 ,157,220

A fragile state can be in the midst of war or just emerging from conUict. 
Its institutions are often in ruin. MSH knows these places well. 

Starting in Afghanistan in 1973, we have worked to rebuild health 
systems in fragile states by expanding access to high-impact health 
services: maternal and child health, family planning, water and  
sanitation, nutrition, HIV & AIDS, tuberculosis, and malaria. We  
work with governments to build their capacity to lead development 
initiatives, and, at the same time, we partner with NGOs, the private 
sector, and communities to support health service delivery.

In South Sudan, despite ongoing conUict, our work in the last three 
years has helped increase the number of health facilities and health 
workers, leading to a 65 percent increase in malaria prevention in 
pregnancy and a doubling in antenatal care for 1.3 million people. 

In 2011, MSH co-sponsored the conference “Health in Post-ConUict  
and Fragile States: Challenges for the Next Decade” at the U.S.  
Institute of Peace. We are committed to working toward strong,  
stable, peaceful nations by building health systems around the world.

R E B U I L D I N G  H E A LT H  S Y S T E M S  I N  F R AG I L E  S TAT E S

At a clinic outside Kabul, Shirin, a child survival o!cer who received training 
from MSH, encourages mothers to feed their children nutritious foods.
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IN 2011, AS PART OF

THE UNITED NATIONS 

EVERY  WOMAN, EVERY 

CH I LD  CAMPAIGN, MSH

COMMITTED $200 MILLION 

TO MEET THE HEALTH 

NEEDS OF WOMEN AND 

CHILDREN IN SEVERAL 

FRAGILE STATES AND TO 

EDUCATE THE GLOBAL 

HEALTH COMMUNITY 

ON THOSE NEEDS.

Too many people still die from diseases for which treatment 
exists. In many parts of the world, medicines are often too 
expensive, highly variable in quality, and used incorrectly.  
MSH has long been a global leader in improving access  
to medicines, vaccines, and other health technologies.  
We are committed to the vision of essential medicines  
for all through universal health coverage. 

In 2011, MSH published MDS-3: Managing Access to 
Medicines and Health Technologies, our third edition  
of the world’s leading reference on managing essential 
medicines in developing countries. 8is edition of MDS
(Managing Drug Supply) reUects political, scienti:c,  
and technological changes of the past 14 years. 

MSH also served as organizing partner for the “8ird International Conference for 
Improving Use of Medicines” (ICIUM 2011), which drew participants from nearly 
80 countries. ICIUM 2011 participants developed consensus on the best techniques 
for improving medicines use around the world. MSH will continue putting these 
techniques into practice through a new, $198 million global program, USAID’s 
Systems for Improved Access to Pharmaceuticals and Services (SIAPS) Program. 
SIAPS, which began in 2011, builds on our previous e9orts to ful:ll pharmaceutical 
management needs while strengthening overall health systems.

L E A D I N G  I N  M E D I C I N E S  M A N AG E M E N T

Heart and lung disease, cancer, diabetes, and other chronic non-communi-
cable diseases (chronic NCDs) have become epidemics in low- and middle-
income countries as people live longer by surviving communicable diseases. 
Starting in 2011, MSH prioritized chronic NCDs as an action area.We believe 
health systems that are well coordinated and o9er integrated services will  
have the greatest impact in expanding care for these diseases.

With support from USAID, MSH is working with countries to increase  
access to prevention, diagnosis, and treatment services for chronic NCDs  
by strengthening health systems.

» in uganda, MSH is leveraging the existing infrastructure for HIV &  
AIDS to provide services for cervical and breast cancer to HIV-positive 
women. Since March 2011, the project has screened more than 845  
women for cancer in 18 health centers. 

» in tanzania, MSH is integrating chronic NCD services with HIV &  
AIDS services by coordinating grants, training sta9, and strengthening  
laboratory services. In 2011, one HIV & AIDS treatment center identi:ed  
15 percent of its 3,400 patients as having a chronic NCD.

We are also promoting health insurance plans—such as those in China,  
India, Mexico, and Rwanda—that include coverage for cancer treatment, 
and we are contributing to the development of international guidelines for 
cancer care. As a member of the Global Task Force on Expanded Access to 
Cancer Care and Control in Developing Countries, MSH contributed to 
two groundbreaking reports this year: Closing the Cancer Divide and Cancer 
Medicines Prices in Low and Middle Income Countries. 

A D D R E S S I N G  T H E  E P I D E M I C  O F
C H R O N I C  N O N -CO M M U N I C A B L E  D I S E A S E S

Mildred Akinyi of 
Uganda was treated 
for a precancerous 
condition through 
a MSH-sponsored 
screening of HIV-
positive women for 
cervical cancer.
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STRONGER HEALTH SYSTEMS . GREATER HEALTH IMPACT.

health systems innovations to save lives
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Dear Friends:

!is past year we celebrated MSH’s 40th anniversary. As I re$ected  
on our work, it gave me great joy to see that MSH’s founding principle 
of supporting health leaders and their initiatives is still so deeply 
ingrained in what we do. MSH founder Dr. Ron O’Connor was 
inspired by the Tao of Leadership, written by Lao Tzu over 2,500  
years ago, and its core message about partnership and empowerment. 

MSH works shoulder to shoulder with people at all levels, from 
ministers of health to community leaders, to build local capacity.  
You will meet a few of these people—Eugénie, Martin, Okendembo, 
and Rosemary—in this annual report. Our primary role is as a catalyst 
and a mentor for others. Our goal is to contribute to lasting improve-
ments in health systems that have an enduring impact on people’s 
well-being long after we have moved to the next opportunity to help. 
In this way we regularly and proudly work ourselves out of a job.

Today, economic uncertainty threatens global health funding while 
emerging economies are experiencing greater demand for health 
services. Public health needs are changing as well: chronic non-
communicable diseases have become epidemics worldwide. !e  
need for stronger health systems that achieve the greatest impact with 
available funds is greater than ever. While innovations in health tech-
nologies are vital, it is innovations in health systems that will bene't 
the millions of people who lack access to prevention and treatment 
that already exist. Health systems innovation aims to create new ways 
of achieving large-scale, widespread use of existing health interventions.

In 2011, MSH was named a Top 40 Development Innovator by DevEx, 
one of the largest networks of international development professionals. 
In this annual report, we show how MSH partners with people at  
all levels of the health system on innovative projects, from universal 
health coverage in Rwanda, to integrating cancer and HIV services in 
Uganda, to supporting a new class of health care provider in Tanzania.

In 2011, MSH committed to 21 new projects supported by the U.S.  
and European governments, foundations, international agencies, 
corporate partners, and private individuals. !e diversity of MSH 
funders is expanding along with our geographic reach. !e UK 
Department for International Development (DFID), USAID,  
the Bill & Melinda Gates and Rockefeller Foundations, and many  
others are committed to the health impact delivered by our strong 
partnerships and innovative programs. 

We are grateful for the opportunity to work with health leaders 
throughout the world and contribute to their success. !ose leaders, 
including health providers from hospitals to households, join with  
our sta), implementing partners, and funders to work toward a  
shared vision of universal health coverage—accessible, a)ordable, 
appropriate health services for all—through stronger health systems.

With warm regards,

Jonathan D. Quick, MD, MPH 
President and Chief Executive O*cer
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40th anniversary book40th anniversary book
To commemorate our 40th 
anniversary, MSH partnered with 
renowned journalist John Donnelly 
and photographer Dominic Chavez 
to publish Go to the People, a book 
chronicling our experience in 
strengthening health systems.

tao of leadership
Go to the people
Live with them
Love them
Learn from them
Start with what they have
Build on what they know.

But of the best leaders
When their task is accomplished
The work is done
The people will all say
We have done it ourselves.

—Lao Tzu
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Eugénie is a widow in Rwanda who farms to provide  
for her three children. In 2011, she had surgery to  
remove a tumor, a procedure that would have devastated 
her family economically if she did not have insurance. 
Rwanda’s community-based health insurance program  
is the most successful of its kind in sub-Saharan Africa. 
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With assistance from MSH, the government has 
achieved coverage for more than 90 percent of the 
population. Eugénie is an integral part of the insurance 
program and the health system as a whole—she is an 
individual who seeks care.

!e health insurance program in Rwanda has engaged 
people throughout society in supporting the health 
system: national administrators develop protocol, train 
and monitor managers, and operate national informa-
tion systems. Teams at district hospitals and local health 
centers manage reimbursements for the cost of care. 
Teams at all levels, including in communities, help 
mobilize health insurance members who, like Eugénie, 
are entitled to elect local program managers and de'ne 
roles throughout the insurance program.

MSH has trained the Rwandan health workforce at all 
levels, developed a national database, and supported 
the insurance program in many other ways. In 2011, 
with support from USAID, MSH helped expand the 
national database to include socioeconomic information 
for nearly 96 percent of the population. !e new data 
made it possible for Rwanda to institute a graduated 
contribution system: the poorest people now pay the 
least for care. In 2011, MSH also helped extend coverage 
to chronic diseases such as Eugénie’s cancer. With 
support from the Rockefeller Foundation, MSH will 
also assist Rwanda in researching barriers to access 
for health insurance members, improving its 'nancial 
planning, and documenting best practices. 

MSH supports 'nancing programs that help countries work toward 
universal health coverage, from performance-based 'nancing that 
improves the quality of services, to 'nancial modeling that estimates  
the cost of expanding services, to health insurance like Rwanda’s that 
makes health care a)ordable for all and strengthens the health system.

Rwanda and other countries moving toward universal health coverage 
are setting a powerful example: innovations in 'nancing can make health 
care more equitable for the world’s poorest and most vulnerable people. 
Eugénie, who was classi'ed by Rwanda as one of its most vulnerable 
citizens, credits her health insurance with saving her life and ensuring  
the welfare of her children.

eugÉnie
USING HEALTH INSUR ANCE TO SAVE HER FAMILY

A Rwandan woman with her 
health insurance card.

Rosemary Katone was selling medicines illegally in western Uganda. She didn’t intend to break 
the law, but the conditions in her community health shop were below standard. Then, in 
������WLI�TEVXMGMTEXIH�MR�E�GIVXM½GEXMSR�TVSKVEQ�TVSZMHIH�F]�XLI�9KERHER�KSZIVRQIRX�ERH�
MSH that taught her to accurately and safely dispense the medicines in her shop. 

Word spread quickly in her community that her services had improved. 
A woman whose newborn daughter was su)ering from diarrhea explains, 
“My friend had the same problem and told me to come here. I am 
con'dent [Rosemary] will give me what I need to save my baby.”

With support from the Bill & Melinda Gates Foundation and 
others, MSH has developed an innovative program to accredit 
private community health shops and train shop owners and medicine 
dispensers in East Africa. Between 2003 and 2010, MSH helped 
implement the program, 'rst in Tanzania and then in Uganda. A 2011 
survey of Tanzania shops showed that the quality of dispensing services 
has continued to improve and the shops continue to be pro'table.  
!e survey also revealed that referrals to health centers for malaria  
were declining as more people access malaria treatment at the shops. 

Community health shops are often people’s 'rst source outside the 
household for family planning commodities and medicines to prevent 
and treat common illnesses. !e shop owners and dispensers live in  
the communities they serve and are economically empowered by their  
work. In some areas, up to 90 percent of licensed dispensers are women. 

In 2011, MSH began a new program, funded by the Gates Foundation, 
to expand and improve the e)ectiveness and sustainability of the  
shops in Tanzania and Uganda and to roll out the initiative in Liberia. 
MSH and partners made a 2011 Clinton Global Initiative commitment 
to reach 70 million people in 've African nations with accredited  
community health shops by 2015.

By building the capacity of community health shop owners and 
dispensers, MSH is building a new class of private-sector health 
providers who invest in their communities and the health system, 
strengthening their nations both socially and economically.

community health shop owner

DISPENS ING SERV ICES & MEDIC INES TO SAVE L IVES

rosem a ry

Rosemary takes a baby’s 
temperature in her 
community health shop.
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MSH IS BUILDING 

A NEW CLASS OF

PRIVATE - SECTOR 

HEALTH PROVIDERS 

WHO INVEST IN THEIR 

COMMUNITIES AND 

THE HEALTH SYSTEM.
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community health worker

Martin Mutombo, a local teacher and community health worker 
in Democratic Republic of the Congo, often travels on rough 
roads to reach those without access to family planning services. 

A COMMUNIT Y HEALTH WORKER PROVIDING COUNSEL & SUPPL IES

martin

In 2011, MSH helped provide bicycles to health workers in Martin’s province—dramatically 
increasing the number of visits they make. “!e bikes give us a sense of pride and more 
recognition in the community,” says Martin. Such recognition builds people’s trust in the 
community health workers and in health care services overall.

With USAID support, MSH is engaged in 
innovative e)orts such as the bicycle project to 
help health providers reach more people. !is year 
in another province, MSH supported community 
health workers in organizing family planning 
events to reach hundreds. !e health workers 
tailored messages for their audiences: for parents 
they focused on birth spacing; for adolescents 
on avoiding unwanted pregnancies that limit 
education for girls. MSH also led a training for 
community health workers from around the 
country to improve their communication skills. 
!e participants will go on to provide the same 
training to others.

MSH works to strengthen that link between community health 
workers and health facilities, building trust in the health care system 
and encouraging patients to adopt health behaviors. 

Head Nurse Okendembo Pierre Yoto has worked at a district health 
center for seven years and knows well the barriers that prevent people 
from seeking care in health facilities. In 2011, Okendembo and his  
team of nurses participated in MSH’s leadership development program 
to create a plan that would increase the number of patients they serve. 
!e team went on to e)ectively advocate for funding from local 
political leaders to rehabilitate the center and worked with community 
health workers to raise local awareness about facility improvements. 
By February 2011, 've months after the initiative began, the center 
reported an increase of new patients per month from 81 to 235—a 
jump from 17 to 49 percent of their target. “All of us on the nursing 
team are very proud of our results,” says Okendembo.

facility-based health provider

A NURSE LEADING H IS TEAM TO IMPROVE HEALTH CENTER SERV ICES

ok endembo

When community health workers such as Martin are more 
effective in their communities, they are able to encourage 
clients to use health facility services as well.

Community health 
workers are leaders 
who convey key health 
messages and practices. 
!ey speak directly to 
their fellow community 
members, giving them 
information in a simple 
language that breaks 
down any cultural 
barriers or preconceptions 
that might inhibit 
someone seeking care.
DR. DIEUDONNÉ N’SEKELA MWANZA 
PROVINCIAL MINISTER OF HEALTH
& HUMAN RIGHTS, KASAÏ ORIENTAL 
PROVINCE, DRC

Malawi, like many countries, struggles to meet the World Health 
Organization (WHO) recommendations for preventing transmission  
of HIV from pregnant mothers to their babies. !e WHO recommends 
that women with more advanced disease (measured by the presence 
of fewer CD4 cells) should be put on antiretroviral therapy for life, 
but women with less-advanced disease should be treated only during 
pregnancy and breastfeeding. For Malawi, it is di*cult to measure  
CD4 levels in a timely way and administer di)erent treatment regimens 
as those levels change.

Hoping for a solution, Malawi made a bold decision. It would o)er 
lifelong treatment to all pregnant women with HIV, regardless of their 
CD4 levels. !e ministry of health devised this “B+ Option” (building 
on the WHO’s current “B Option”) in close consultation with MSH’s 
Basic Support for Institutionalizing Child Survival (BASICS) program, 
funded by USAID. !ey determined that this approach would be easier 
to administer and also address the long-term health of mothers— 
which directly a)ects the health of all children, newborn and older. 

Malawi’s B+ Option is an innovative model of truly integrated service 
for maternal health, child health, and HIV prevention. It could reduce 
rates of HIV transmission from mother to child to rival those seen in 
the world’s wealthiest countries and signi'cantly reduce overall maternal 
and child mortality. MSH provided technical assistance to develop 
the B+ approach and trained hundreds of health workers in the new 
regimens. We shared the B+ idea with the global health community 
in !e Lancet in July 2011 and are currently working on a cost-bene't 
analysis, comparing the B+ Option to the traditional approach. 

Now others are following Malawi’s lead: As of April 2012, Uganda  
had announced its intention to adopt the B+ Option, UNICEF had  
undertaken a review of it, and several other countries have expressed 
interest in the approach. !e analysis will also review challenges such  
as the potential side e)ects of full HIV therapy throughout pregnancy.

ministry of health

MALAWI’S B+ OPTION... 

COULD REDUCE RATES 

OF HIV TRANSMISSION 

TO RIVAL THOSE SEEN 

IN THE WORLD’S 

WEALTHIEST COUNTRIES 

AND SIGNIFICANTLY 

REDUCE OVERALL 

MATERNAL AND 

CHILD MORTALITY.

SAVING CHILDREN BY SAVING MOTHERS

b+ opt ion 

The connection between maternal 
survival and child survival is clear: 
children whose mothers die are 
more likely to die themselves. MSH 
has pioneered innovative solutions 
that link health interventions for 
mothers and children, including a 
groundbreaking new approach to 
treating HIV-positive mothers that 
protects them and their children 
beyond birth and breastfeeding. 
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Dear Friends:

!is past year we celebrated MSH’s 40th anniversary. As I re$ected  
on our work, it gave me great joy to see that MSH’s founding principle 
of supporting health leaders and their initiatives is still so deeply 
ingrained in what we do. MSH founder Dr. Ron O’Connor was 
inspired by the Tao of Leadership, written by Lao Tzu over 2,500  
years ago, and its core message about partnership and empowerment. 

MSH works shoulder to shoulder with people at all levels, from 
ministers of health to community leaders, to build local capacity.  
You will meet a few of these people—Eugénie, Martin, Okendembo, 
and Rosemary—in this annual report. Our primary role is as a catalyst 
and a mentor for others. Our goal is to contribute to lasting improve-
ments in health systems that have an enduring impact on people’s 
well-being long after we have moved to the next opportunity to help. 
In this way we regularly and proudly work ourselves out of a job.

Today, economic uncertainty threatens global health funding while 
emerging economies are experiencing greater demand for health 
services. Public health needs are changing as well: chronic non-
communicable diseases have become epidemics worldwide. !e  
need for stronger health systems that achieve the greatest impact with 
available funds is greater than ever. While innovations in health tech-
nologies are vital, it is innovations in health systems that will bene't 
the millions of people who lack access to prevention and treatment 
that already exist. Health systems innovation aims to create new ways 
of achieving large-scale, widespread use of existing health interventions.

In 2011, MSH was named a Top 40 Development Innovator by DevEx, 
one of the largest networks of international development professionals. 
In this annual report, we show how MSH partners with people at  
all levels of the health system on innovative projects, from universal 
health coverage in Rwanda, to integrating cancer and HIV services in 
Uganda, to supporting a new class of health care provider in Tanzania.

In 2011, MSH committed to 21 new projects supported by the U.S.  
and European governments, foundations, international agencies, 
corporate partners, and private individuals. !e diversity of MSH 
funders is expanding along with our geographic reach. !e UK 
Department for International Development (DFID), USAID,  
the Bill & Melinda Gates and Rockefeller Foundations, and many  
others are committed to the health impact delivered by our strong 
partnerships and innovative programs. 

We are grateful for the opportunity to work with health leaders 
throughout the world and contribute to their success. !ose leaders, 
including health providers from hospitals to households, join with  
our sta), implementing partners, and funders to work toward a  
shared vision of universal health coverage—accessible, a)ordable, 
appropriate health services for all—through stronger health systems.

With warm regards,

Jonathan D. Quick, MD, MPH 
President and Chief Executive O*cer

C
O

V
ER

 P
H

O
TO

: D
O

M
IN

IC
 C

H
A

V
EZ

40th anniversary book40th anniversary book
To commemorate our 40th 
anniversary, MSH partnered with 
renowned journalist John Donnelly 
and photographer Dominic Chavez 
to publish Go to the People, a book 
chronicling our experience in 
strengthening health systems.

tao of leadership
Go to the people
Live with them
Love them
Learn from them
Start with what they have
Build on what they know.

But of the best leaders
When their task is accomplished
The work is done
The people will all say
We have done it ourselves.

—Lao Tzu
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Eugénie is a widow in Rwanda who farms to provide  
for her three children. In 2011, she had surgery to  
remove a tumor, a procedure that would have devastated 
her family economically if she did not have insurance. 
Rwanda’s community-based health insurance program  
is the most successful of its kind in sub-Saharan Africa. 
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With assistance from MSH, the government has 
achieved coverage for more than 90 percent of the 
population. Eugénie is an integral part of the insurance 
program and the health system as a whole—she is an 
individual who seeks care.

!e health insurance program in Rwanda has engaged 
people throughout society in supporting the health 
system: national administrators develop protocol, train 
and monitor managers, and operate national informa-
tion systems. Teams at district hospitals and local health 
centers manage reimbursements for the cost of care. 
Teams at all levels, including in communities, help 
mobilize health insurance members who, like Eugénie, 
are entitled to elect local program managers and de'ne 
roles throughout the insurance program.

MSH has trained the Rwandan health workforce at all 
levels, developed a national database, and supported 
the insurance program in many other ways. In 2011, 
with support from USAID, MSH helped expand the 
national database to include socioeconomic information 
for nearly 96 percent of the population. !e new data 
made it possible for Rwanda to institute a graduated 
contribution system: the poorest people now pay the 
least for care. In 2011, MSH also helped extend coverage 
to chronic diseases such as Eugénie’s cancer. With 
support from the Rockefeller Foundation, MSH will 
also assist Rwanda in researching barriers to access 
for health insurance members, improving its 'nancial 
planning, and documenting best practices. 

MSH supports 'nancing programs that help countries work toward 
universal health coverage, from performance-based 'nancing that 
improves the quality of services, to 'nancial modeling that estimates  
the cost of expanding services, to health insurance like Rwanda’s that 
makes health care a)ordable for all and strengthens the health system.

Rwanda and other countries moving toward universal health coverage 
are setting a powerful example: innovations in 'nancing can make health 
care more equitable for the world’s poorest and most vulnerable people. 
Eugénie, who was classi'ed by Rwanda as one of its most vulnerable 
citizens, credits her health insurance with saving her life and ensuring  
the welfare of her children.

eugÉnie
USING HEALTH INSUR ANCE TO SAVE HER FAMILY

A Rwandan woman with her 
health insurance card.

Rosemary Katone was selling medicines illegally in western Uganda. She didn’t intend to break 
the law, but the conditions in her community health shop were below standard. Then, in 
������WLI�TEVXMGMTEXIH�MR�E�GIVXM½GEXMSR�TVSKVEQ�TVSZMHIH�F]�XLI�9KERHER�KSZIVRQIRX�ERH�
MSH that taught her to accurately and safely dispense the medicines in her shop. 

Word spread quickly in her community that her services had improved. 
A woman whose newborn daughter was su)ering from diarrhea explains, 
“My friend had the same problem and told me to come here. I am 
con'dent [Rosemary] will give me what I need to save my baby.”

With support from the Bill & Melinda Gates Foundation and 
others, MSH has developed an innovative program to accredit 
private community health shops and train shop owners and medicine 
dispensers in East Africa. Between 2003 and 2010, MSH helped 
implement the program, 'rst in Tanzania and then in Uganda. A 2011 
survey of Tanzania shops showed that the quality of dispensing services 
has continued to improve and the shops continue to be pro'table.  
!e survey also revealed that referrals to health centers for malaria  
were declining as more people access malaria treatment at the shops. 

Community health shops are often people’s 'rst source outside the 
household for family planning commodities and medicines to prevent 
and treat common illnesses. !e shop owners and dispensers live in  
the communities they serve and are economically empowered by their  
work. In some areas, up to 90 percent of licensed dispensers are women. 

In 2011, MSH began a new program, funded by the Gates Foundation, 
to expand and improve the e)ectiveness and sustainability of the  
shops in Tanzania and Uganda and to roll out the initiative in Liberia. 
MSH and partners made a 2011 Clinton Global Initiative commitment 
to reach 70 million people in 've African nations with accredited  
community health shops by 2015.

By building the capacity of community health shop owners and 
dispensers, MSH is building a new class of private-sector health 
providers who invest in their communities and the health system, 
strengthening their nations both socially and economically.

community health shop owner

DISPENS ING SERV ICES & MEDIC INES TO SAVE L IVES

rosem a ry

Rosemary takes a baby’s 
temperature in her 
community health shop.
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MSH IS BUILDING 

A NEW CLASS OF

PRIVATE - SECTOR 

HEALTH PROVIDERS 

WHO INVEST IN THEIR 

COMMUNITIES AND 

THE HEALTH SYSTEM.
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community health worker

Martin Mutombo, a local teacher and community health worker 
in Democratic Republic of the Congo, often travels on rough 
roads to reach those without access to family planning services. 

A COMMUNIT Y HEALTH WORKER PROVIDING COUNSEL & SUPPL IES

martin

In 2011, MSH helped provide bicycles to health workers in Martin’s province—dramatically 
increasing the number of visits they make. “!e bikes give us a sense of pride and more 
recognition in the community,” says Martin. Such recognition builds people’s trust in the 
community health workers and in health care services overall.

With USAID support, MSH is engaged in 
innovative e)orts such as the bicycle project to 
help health providers reach more people. !is year 
in another province, MSH supported community 
health workers in organizing family planning 
events to reach hundreds. !e health workers 
tailored messages for their audiences: for parents 
they focused on birth spacing; for adolescents 
on avoiding unwanted pregnancies that limit 
education for girls. MSH also led a training for 
community health workers from around the 
country to improve their communication skills. 
!e participants will go on to provide the same 
training to others.

MSH works to strengthen that link between community health 
workers and health facilities, building trust in the health care system 
and encouraging patients to adopt health behaviors. 

Head Nurse Okendembo Pierre Yoto has worked at a district health 
center for seven years and knows well the barriers that prevent people 
from seeking care in health facilities. In 2011, Okendembo and his  
team of nurses participated in MSH’s leadership development program 
to create a plan that would increase the number of patients they serve. 
!e team went on to e)ectively advocate for funding from local 
political leaders to rehabilitate the center and worked with community 
health workers to raise local awareness about facility improvements. 
By February 2011, 've months after the initiative began, the center 
reported an increase of new patients per month from 81 to 235—a 
jump from 17 to 49 percent of their target. “All of us on the nursing 
team are very proud of our results,” says Okendembo.

facility-based health provider

A NURSE LEADING H IS TEAM TO IMPROVE HEALTH CENTER SERV ICES

ok endembo

When community health workers such as Martin are more 
effective in their communities, they are able to encourage 
clients to use health facility services as well.

Community health 
workers are leaders 
who convey key health 
messages and practices. 
!ey speak directly to 
their fellow community 
members, giving them 
information in a simple 
language that breaks 
down any cultural 
barriers or preconceptions 
that might inhibit 
someone seeking care.
DR. DIEUDONNÉ N’SEKELA MWANZA 
PROVINCIAL MINISTER OF HEALTH
& HUMAN RIGHTS, KASAÏ ORIENTAL 
PROVINCE, DRC

Malawi, like many countries, struggles to meet the World Health 
Organization (WHO) recommendations for preventing transmission  
of HIV from pregnant mothers to their babies. !e WHO recommends 
that women with more advanced disease (measured by the presence 
of fewer CD4 cells) should be put on antiretroviral therapy for life, 
but women with less-advanced disease should be treated only during 
pregnancy and breastfeeding. For Malawi, it is di*cult to measure  
CD4 levels in a timely way and administer di)erent treatment regimens 
as those levels change.

Hoping for a solution, Malawi made a bold decision. It would o)er 
lifelong treatment to all pregnant women with HIV, regardless of their 
CD4 levels. !e ministry of health devised this “B+ Option” (building 
on the WHO’s current “B Option”) in close consultation with MSH’s 
Basic Support for Institutionalizing Child Survival (BASICS) program, 
funded by USAID. !ey determined that this approach would be easier 
to administer and also address the long-term health of mothers— 
which directly a)ects the health of all children, newborn and older. 

Malawi’s B+ Option is an innovative model of truly integrated service 
for maternal health, child health, and HIV prevention. It could reduce 
rates of HIV transmission from mother to child to rival those seen in 
the world’s wealthiest countries and signi'cantly reduce overall maternal 
and child mortality. MSH provided technical assistance to develop 
the B+ approach and trained hundreds of health workers in the new 
regimens. We shared the B+ idea with the global health community 
in !e Lancet in July 2011 and are currently working on a cost-bene't 
analysis, comparing the B+ Option to the traditional approach. 

Now others are following Malawi’s lead: As of April 2012, Uganda  
had announced its intention to adopt the B+ Option, UNICEF had  
undertaken a review of it, and several other countries have expressed 
interest in the approach. !e analysis will also review challenges such  
as the potential side e)ects of full HIV therapy throughout pregnancy.

ministry of health

MALAWI’S B+ OPTION... 

COULD REDUCE RATES 

OF HIV TRANSMISSION 

TO RIVAL THOSE SEEN 

IN THE WORLD’S 

WEALTHIEST COUNTRIES 

AND SIGNIFICANTLY 

REDUCE OVERALL 

MATERNAL AND 

CHILD MORTALITY.

SAVING CHILDREN BY SAVING MOTHERS

b+ opt ion 

The connection between maternal 
survival and child survival is clear: 
children whose mothers die are 
more likely to die themselves. MSH 
has pioneered innovative solutions 
that link health interventions for 
mothers and children, including a 
groundbreaking new approach to 
treating HIV-positive mothers that 
protects them and their children 
beyond birth and breastfeeding. 
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Dear Friends:

!is past year we celebrated MSH’s 40th anniversary. As I re$ected  
on our work, it gave me great joy to see that MSH’s founding principle 
of supporting health leaders and their initiatives is still so deeply 
ingrained in what we do. MSH founder Dr. Ron O’Connor was 
inspired by the Tao of Leadership, written by Lao Tzu over 2,500  
years ago, and its core message about partnership and empowerment. 

MSH works shoulder to shoulder with people at all levels, from 
ministers of health to community leaders, to build local capacity.  
You will meet a few of these people—Eugénie, Martin, Okendembo, 
and Rosemary—in this annual report. Our primary role is as a catalyst 
and a mentor for others. Our goal is to contribute to lasting improve-
ments in health systems that have an enduring impact on people’s 
well-being long after we have moved to the next opportunity to help. 
In this way we regularly and proudly work ourselves out of a job.

Today, economic uncertainty threatens global health funding while 
emerging economies are experiencing greater demand for health 
services. Public health needs are changing as well: chronic non-
communicable diseases have become epidemics worldwide. !e  
need for stronger health systems that achieve the greatest impact with 
available funds is greater than ever. While innovations in health tech-
nologies are vital, it is innovations in health systems that will bene't 
the millions of people who lack access to prevention and treatment 
that already exist. Health systems innovation aims to create new ways 
of achieving large-scale, widespread use of existing health interventions.

In 2011, MSH was named a Top 40 Development Innovator by DevEx, 
one of the largest networks of international development professionals. 
In this annual report, we show how MSH partners with people at  
all levels of the health system on innovative projects, from universal 
health coverage in Rwanda, to integrating cancer and HIV services in 
Uganda, to supporting a new class of health care provider in Tanzania.

In 2011, MSH committed to 21 new projects supported by the U.S.  
and European governments, foundations, international agencies, 
corporate partners, and private individuals. !e diversity of MSH 
funders is expanding along with our geographic reach. !e UK 
Department for International Development (DFID), USAID,  
the Bill & Melinda Gates and Rockefeller Foundations, and many  
others are committed to the health impact delivered by our strong 
partnerships and innovative programs. 

We are grateful for the opportunity to work with health leaders 
throughout the world and contribute to their success. !ose leaders, 
including health providers from hospitals to households, join with  
our sta), implementing partners, and funders to work toward a  
shared vision of universal health coverage—accessible, a)ordable, 
appropriate health services for all—through stronger health systems.

With warm regards,

Jonathan D. Quick, MD, MPH 
President and Chief Executive O*cer
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40th anniversary book40th anniversary book
To commemorate our 40th 
anniversary, MSH partnered with 
renowned journalist John Donnelly 
and photographer Dominic Chavez 
to publish Go to the People, a book 
chronicling our experience in 
strengthening health systems.

tao of leadership
Go to the people
Live with them
Love them
Learn from them
Start with what they have
Build on what they know.

But of the best leaders
When their task is accomplished
The work is done
The people will all say
We have done it ourselves.

—Lao Tzu
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Eugénie is a widow in Rwanda who farms to provide  
for her three children. In 2011, she had surgery to  
remove a tumor, a procedure that would have devastated 
her family economically if she did not have insurance. 
Rwanda’s community-based health insurance program  
is the most successful of its kind in sub-Saharan Africa. 

PH
O

TO
:  

C
A

N
D

ID
E 

T
R

A
N

 N
G

O
C

individual

With assistance from MSH, the government has 
achieved coverage for more than 90 percent of the 
population. Eugénie is an integral part of the insurance 
program and the health system as a whole—she is an 
individual who seeks care.

!e health insurance program in Rwanda has engaged 
people throughout society in supporting the health 
system: national administrators develop protocol, train 
and monitor managers, and operate national informa-
tion systems. Teams at district hospitals and local health 
centers manage reimbursements for the cost of care. 
Teams at all levels, including in communities, help 
mobilize health insurance members who, like Eugénie, 
are entitled to elect local program managers and de'ne 
roles throughout the insurance program.

MSH has trained the Rwandan health workforce at all 
levels, developed a national database, and supported 
the insurance program in many other ways. In 2011, 
with support from USAID, MSH helped expand the 
national database to include socioeconomic information 
for nearly 96 percent of the population. !e new data 
made it possible for Rwanda to institute a graduated 
contribution system: the poorest people now pay the 
least for care. In 2011, MSH also helped extend coverage 
to chronic diseases such as Eugénie’s cancer. With 
support from the Rockefeller Foundation, MSH will 
also assist Rwanda in researching barriers to access 
for health insurance members, improving its 'nancial 
planning, and documenting best practices. 

MSH supports 'nancing programs that help countries work toward 
universal health coverage, from performance-based 'nancing that 
improves the quality of services, to 'nancial modeling that estimates  
the cost of expanding services, to health insurance like Rwanda’s that 
makes health care a)ordable for all and strengthens the health system.

Rwanda and other countries moving toward universal health coverage 
are setting a powerful example: innovations in 'nancing can make health 
care more equitable for the world’s poorest and most vulnerable people. 
Eugénie, who was classi'ed by Rwanda as one of its most vulnerable 
citizens, credits her health insurance with saving her life and ensuring  
the welfare of her children.

eugÉnie
USING HEALTH INSUR ANCE TO SAVE HER FAMILY

A Rwandan woman with her 
health insurance card.

Rosemary Katone was selling medicines illegally in western Uganda. She didn’t intend to break 
the law, but the conditions in her community health shop were below standard. Then, in 
������WLI�TEVXMGMTEXIH�MR�E�GIVXM½GEXMSR�TVSKVEQ�TVSZMHIH�F]�XLI�9KERHER�KSZIVRQIRX�ERH�
MSH that taught her to accurately and safely dispense the medicines in her shop. 

Word spread quickly in her community that her services had improved. 
A woman whose newborn daughter was su)ering from diarrhea explains, 
“My friend had the same problem and told me to come here. I am 
con'dent [Rosemary] will give me what I need to save my baby.”

With support from the Bill & Melinda Gates Foundation and 
others, MSH has developed an innovative program to accredit 
private community health shops and train shop owners and medicine 
dispensers in East Africa. Between 2003 and 2010, MSH helped 
implement the program, 'rst in Tanzania and then in Uganda. A 2011 
survey of Tanzania shops showed that the quality of dispensing services 
has continued to improve and the shops continue to be pro'table.  
!e survey also revealed that referrals to health centers for malaria  
were declining as more people access malaria treatment at the shops. 

Community health shops are often people’s 'rst source outside the 
household for family planning commodities and medicines to prevent 
and treat common illnesses. !e shop owners and dispensers live in  
the communities they serve and are economically empowered by their  
work. In some areas, up to 90 percent of licensed dispensers are women. 

In 2011, MSH began a new program, funded by the Gates Foundation, 
to expand and improve the e)ectiveness and sustainability of the  
shops in Tanzania and Uganda and to roll out the initiative in Liberia. 
MSH and partners made a 2011 Clinton Global Initiative commitment 
to reach 70 million people in 've African nations with accredited  
community health shops by 2015.

By building the capacity of community health shop owners and 
dispensers, MSH is building a new class of private-sector health 
providers who invest in their communities and the health system, 
strengthening their nations both socially and economically.

community health shop owner

DISPENS ING SERV ICES & MEDIC INES TO SAVE L IVES

rosem a ry

Rosemary takes a baby’s 
temperature in her 
community health shop.
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community health worker

Martin Mutombo, a local teacher and community health worker 
in Democratic Republic of the Congo, often travels on rough 
roads to reach those without access to family planning services. 

A COMMUNIT Y HEALTH WORKER PROVIDING COUNSEL & SUPPL IES

martin

In 2011, MSH helped provide bicycles to health workers in Martin’s province—dramatically 
increasing the number of visits they make. “!e bikes give us a sense of pride and more 
recognition in the community,” says Martin. Such recognition builds people’s trust in the 
community health workers and in health care services overall.

With USAID support, MSH is engaged in 
innovative e)orts such as the bicycle project to 
help health providers reach more people. !is year 
in another province, MSH supported community 
health workers in organizing family planning 
events to reach hundreds. !e health workers 
tailored messages for their audiences: for parents 
they focused on birth spacing; for adolescents 
on avoiding unwanted pregnancies that limit 
education for girls. MSH also led a training for 
community health workers from around the 
country to improve their communication skills. 
!e participants will go on to provide the same 
training to others.

MSH works to strengthen that link between community health 
workers and health facilities, building trust in the health care system 
and encouraging patients to adopt health behaviors. 

Head Nurse Okendembo Pierre Yoto has worked at a district health 
center for seven years and knows well the barriers that prevent people 
from seeking care in health facilities. In 2011, Okendembo and his  
team of nurses participated in MSH’s leadership development program 
to create a plan that would increase the number of patients they serve. 
!e team went on to e)ectively advocate for funding from local 
political leaders to rehabilitate the center and worked with community 
health workers to raise local awareness about facility improvements. 
By February 2011, 've months after the initiative began, the center 
reported an increase of new patients per month from 81 to 235—a 
jump from 17 to 49 percent of their target. “All of us on the nursing 
team are very proud of our results,” says Okendembo.

facility-based health provider

A NURSE LEADING H IS TEAM TO IMPROVE HEALTH CENTER SERV ICES

ok endembo

When community health workers such as Martin are more 
effective in their communities, they are able to encourage 
clients to use health facility services as well.

Community health 
workers are leaders 
who convey key health 
messages and practices. 
!ey speak directly to 
their fellow community 
members, giving them 
information in a simple 
language that breaks 
down any cultural 
barriers or preconceptions 
that might inhibit 
someone seeking care.
DR. DIEUDONNÉ N’SEKELA MWANZA 
PROVINCIAL MINISTER OF HEALTH
& HUMAN RIGHTS, KASAÏ ORIENTAL 
PROVINCE, DRC

Malawi, like many countries, struggles to meet the World Health 
Organization (WHO) recommendations for preventing transmission  
of HIV from pregnant mothers to their babies. !e WHO recommends 
that women with more advanced disease (measured by the presence 
of fewer CD4 cells) should be put on antiretroviral therapy for life, 
but women with less-advanced disease should be treated only during 
pregnancy and breastfeeding. For Malawi, it is di*cult to measure  
CD4 levels in a timely way and administer di)erent treatment regimens 
as those levels change.

Hoping for a solution, Malawi made a bold decision. It would o)er 
lifelong treatment to all pregnant women with HIV, regardless of their 
CD4 levels. !e ministry of health devised this “B+ Option” (building 
on the WHO’s current “B Option”) in close consultation with MSH’s 
Basic Support for Institutionalizing Child Survival (BASICS) program, 
funded by USAID. !ey determined that this approach would be easier 
to administer and also address the long-term health of mothers— 
which directly a)ects the health of all children, newborn and older. 

Malawi’s B+ Option is an innovative model of truly integrated service 
for maternal health, child health, and HIV prevention. It could reduce 
rates of HIV transmission from mother to child to rival those seen in 
the world’s wealthiest countries and signi'cantly reduce overall maternal 
and child mortality. MSH provided technical assistance to develop 
the B+ approach and trained hundreds of health workers in the new 
regimens. We shared the B+ idea with the global health community 
in !e Lancet in July 2011 and are currently working on a cost-bene't 
analysis, comparing the B+ Option to the traditional approach. 

Now others are following Malawi’s lead: As of April 2012, Uganda  
had announced its intention to adopt the B+ Option, UNICEF had  
undertaken a review of it, and several other countries have expressed 
interest in the approach. !e analysis will also review challenges such  
as the potential side e)ects of full HIV therapy throughout pregnancy.

ministry of health
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b+ opt ion 

The connection between maternal 
survival and child survival is clear: 
children whose mothers die are 
more likely to die themselves. MSH 
has pioneered innovative solutions 
that link health interventions for 
mothers and children, including a 
groundbreaking new approach to 
treating HIV-positive mothers that 
protects them and their children 
beyond birth and breastfeeding. 
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Dear Friends:

!is past year we celebrated MSH’s 40th anniversary. As I re$ected  
on our work, it gave me great joy to see that MSH’s founding principle 
of supporting health leaders and their initiatives is still so deeply 
ingrained in what we do. MSH founder Dr. Ron O’Connor was 
inspired by the Tao of Leadership, written by Lao Tzu over 2,500  
years ago, and its core message about partnership and empowerment. 

MSH works shoulder to shoulder with people at all levels, from 
ministers of health to community leaders, to build local capacity.  
You will meet a few of these people—Eugénie, Martin, Okendembo, 
and Rosemary—in this annual report. Our primary role is as a catalyst 
and a mentor for others. Our goal is to contribute to lasting improve-
ments in health systems that have an enduring impact on people’s 
well-being long after we have moved to the next opportunity to help. 
In this way we regularly and proudly work ourselves out of a job.

Today, economic uncertainty threatens global health funding while 
emerging economies are experiencing greater demand for health 
services. Public health needs are changing as well: chronic non-
communicable diseases have become epidemics worldwide. !e  
need for stronger health systems that achieve the greatest impact with 
available funds is greater than ever. While innovations in health tech-
nologies are vital, it is innovations in health systems that will bene't 
the millions of people who lack access to prevention and treatment 
that already exist. Health systems innovation aims to create new ways 
of achieving large-scale, widespread use of existing health interventions.

In 2011, MSH was named a Top 40 Development Innovator by DevEx, 
one of the largest networks of international development professionals. 
In this annual report, we show how MSH partners with people at  
all levels of the health system on innovative projects, from universal 
health coverage in Rwanda, to integrating cancer and HIV services in 
Uganda, to supporting a new class of health care provider in Tanzania.

In 2011, MSH committed to 21 new projects supported by the U.S.  
and European governments, foundations, international agencies, 
corporate partners, and private individuals. !e diversity of MSH 
funders is expanding along with our geographic reach. !e UK 
Department for International Development (DFID), USAID,  
the Bill & Melinda Gates and Rockefeller Foundations, and many  
others are committed to the health impact delivered by our strong 
partnerships and innovative programs. 

We are grateful for the opportunity to work with health leaders 
throughout the world and contribute to their success. !ose leaders, 
including health providers from hospitals to households, join with  
our sta), implementing partners, and funders to work toward a  
shared vision of universal health coverage—accessible, a)ordable, 
appropriate health services for all—through stronger health systems.

With warm regards,

Jonathan D. Quick, MD, MPH 
President and Chief Executive O*cer
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40th anniversary book40th anniversary book
To commemorate our 40th 
anniversary, MSH partnered with 
renowned journalist John Donnelly 
and photographer Dominic Chavez 
to publish Go to the People, a book 
chronicling our experience in 
strengthening health systems.

tao of leadership
Go to the people
Live with them
Love them
Learn from them
Start with what they have
Build on what they know.

But of the best leaders
When their task is accomplished
The work is done
The people will all say
We have done it ourselves.

—Lao Tzu
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Eugénie is a widow in Rwanda who farms to provide  
for her three children. In 2011, she had surgery to  
remove a tumor, a procedure that would have devastated 
her family economically if she did not have insurance. 
Rwanda’s community-based health insurance program  
is the most successful of its kind in sub-Saharan Africa. 
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With assistance from MSH, the government has 
achieved coverage for more than 90 percent of the 
population. Eugénie is an integral part of the insurance 
program and the health system as a whole—she is an 
individual who seeks care.

!e health insurance program in Rwanda has engaged 
people throughout society in supporting the health 
system: national administrators develop protocol, train 
and monitor managers, and operate national informa-
tion systems. Teams at district hospitals and local health 
centers manage reimbursements for the cost of care. 
Teams at all levels, including in communities, help 
mobilize health insurance members who, like Eugénie, 
are entitled to elect local program managers and de'ne 
roles throughout the insurance program.

MSH has trained the Rwandan health workforce at all 
levels, developed a national database, and supported 
the insurance program in many other ways. In 2011, 
with support from USAID, MSH helped expand the 
national database to include socioeconomic information 
for nearly 96 percent of the population. !e new data 
made it possible for Rwanda to institute a graduated 
contribution system: the poorest people now pay the 
least for care. In 2011, MSH also helped extend coverage 
to chronic diseases such as Eugénie’s cancer. With 
support from the Rockefeller Foundation, MSH will 
also assist Rwanda in researching barriers to access 
for health insurance members, improving its 'nancial 
planning, and documenting best practices. 

MSH supports 'nancing programs that help countries work toward 
universal health coverage, from performance-based 'nancing that 
improves the quality of services, to 'nancial modeling that estimates  
the cost of expanding services, to health insurance like Rwanda’s that 
makes health care a)ordable for all and strengthens the health system.

Rwanda and other countries moving toward universal health coverage 
are setting a powerful example: innovations in 'nancing can make health 
care more equitable for the world’s poorest and most vulnerable people. 
Eugénie, who was classi'ed by Rwanda as one of its most vulnerable 
citizens, credits her health insurance with saving her life and ensuring  
the welfare of her children.

eugÉnie
USING HEALTH INSUR ANCE TO SAVE HER FAMILY

A Rwandan woman with her 
health insurance card.

Rosemary Katone was selling medicines illegally in western Uganda. She didn’t intend to break 
the law, but the conditions in her community health shop were below standard. Then, in 
������WLI�TEVXMGMTEXIH�MR�E�GIVXM½GEXMSR�TVSKVEQ�TVSZMHIH�F]�XLI�9KERHER�KSZIVRQIRX�ERH�
MSH that taught her to accurately and safely dispense the medicines in her shop. 

Word spread quickly in her community that her services had improved. 
A woman whose newborn daughter was su)ering from diarrhea explains, 
“My friend had the same problem and told me to come here. I am 
con'dent [Rosemary] will give me what I need to save my baby.”

With support from the Bill & Melinda Gates Foundation and 
others, MSH has developed an innovative program to accredit 
private community health shops and train shop owners and medicine 
dispensers in East Africa. Between 2003 and 2010, MSH helped 
implement the program, 'rst in Tanzania and then in Uganda. A 2011 
survey of Tanzania shops showed that the quality of dispensing services 
has continued to improve and the shops continue to be pro'table.  
!e survey also revealed that referrals to health centers for malaria  
were declining as more people access malaria treatment at the shops. 

Community health shops are often people’s 'rst source outside the 
household for family planning commodities and medicines to prevent 
and treat common illnesses. !e shop owners and dispensers live in  
the communities they serve and are economically empowered by their  
work. In some areas, up to 90 percent of licensed dispensers are women. 

In 2011, MSH began a new program, funded by the Gates Foundation, 
to expand and improve the e)ectiveness and sustainability of the  
shops in Tanzania and Uganda and to roll out the initiative in Liberia. 
MSH and partners made a 2011 Clinton Global Initiative commitment 
to reach 70 million people in 've African nations with accredited  
community health shops by 2015.

By building the capacity of community health shop owners and 
dispensers, MSH is building a new class of private-sector health 
providers who invest in their communities and the health system, 
strengthening their nations both socially and economically.

community health shop owner

DISPENS ING SERV ICES & MEDIC INES TO SAVE L IVES

rosem a ry

Rosemary takes a baby’s 
temperature in her 
community health shop.
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MSH IS BUILDING 

A NEW CLASS OF

PRIVATE - SECTOR 

HEALTH PROVIDERS 

WHO INVEST IN THEIR 
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community health worker

Martin Mutombo, a local teacher and community health worker 
in Democratic Republic of the Congo, often travels on rough 
roads to reach those without access to family planning services. 

A COMMUNIT Y HEALTH WORKER PROVIDING COUNSEL & SUPPL IES

martin

In 2011, MSH helped provide bicycles to health workers in Martin’s province—dramatically 
increasing the number of visits they make. “!e bikes give us a sense of pride and more 
recognition in the community,” says Martin. Such recognition builds people’s trust in the 
community health workers and in health care services overall.

With USAID support, MSH is engaged in 
innovative e)orts such as the bicycle project to 
help health providers reach more people. !is year 
in another province, MSH supported community 
health workers in organizing family planning 
events to reach hundreds. !e health workers 
tailored messages for their audiences: for parents 
they focused on birth spacing; for adolescents 
on avoiding unwanted pregnancies that limit 
education for girls. MSH also led a training for 
community health workers from around the 
country to improve their communication skills. 
!e participants will go on to provide the same 
training to others.

MSH works to strengthen that link between community health 
workers and health facilities, building trust in the health care system 
and encouraging patients to adopt health behaviors. 

Head Nurse Okendembo Pierre Yoto has worked at a district health 
center for seven years and knows well the barriers that prevent people 
from seeking care in health facilities. In 2011, Okendembo and his  
team of nurses participated in MSH’s leadership development program 
to create a plan that would increase the number of patients they serve. 
!e team went on to e)ectively advocate for funding from local 
political leaders to rehabilitate the center and worked with community 
health workers to raise local awareness about facility improvements. 
By February 2011, 've months after the initiative began, the center 
reported an increase of new patients per month from 81 to 235—a 
jump from 17 to 49 percent of their target. “All of us on the nursing 
team are very proud of our results,” says Okendembo.

facility-based health provider

A NURSE LEADING H IS TEAM TO IMPROVE HEALTH CENTER SERV ICES

ok endembo

When community health workers such as Martin are more 
effective in their communities, they are able to encourage 
clients to use health facility services as well.

Community health 
workers are leaders 
who convey key health 
messages and practices. 
!ey speak directly to 
their fellow community 
members, giving them 
information in a simple 
language that breaks 
down any cultural 
barriers or preconceptions 
that might inhibit 
someone seeking care.
DR. DIEUDONNÉ N’SEKELA MWANZA 
PROVINCIAL MINISTER OF HEALTH
& HUMAN RIGHTS, KASAÏ ORIENTAL 
PROVINCE, DRC

Malawi, like many countries, struggles to meet the World Health 
Organization (WHO) recommendations for preventing transmission  
of HIV from pregnant mothers to their babies. !e WHO recommends 
that women with more advanced disease (measured by the presence 
of fewer CD4 cells) should be put on antiretroviral therapy for life, 
but women with less-advanced disease should be treated only during 
pregnancy and breastfeeding. For Malawi, it is di*cult to measure  
CD4 levels in a timely way and administer di)erent treatment regimens 
as those levels change.

Hoping for a solution, Malawi made a bold decision. It would o)er 
lifelong treatment to all pregnant women with HIV, regardless of their 
CD4 levels. !e ministry of health devised this “B+ Option” (building 
on the WHO’s current “B Option”) in close consultation with MSH’s 
Basic Support for Institutionalizing Child Survival (BASICS) program, 
funded by USAID. !ey determined that this approach would be easier 
to administer and also address the long-term health of mothers— 
which directly a)ects the health of all children, newborn and older. 

Malawi’s B+ Option is an innovative model of truly integrated service 
for maternal health, child health, and HIV prevention. It could reduce 
rates of HIV transmission from mother to child to rival those seen in 
the world’s wealthiest countries and signi'cantly reduce overall maternal 
and child mortality. MSH provided technical assistance to develop 
the B+ approach and trained hundreds of health workers in the new 
regimens. We shared the B+ idea with the global health community 
in !e Lancet in July 2011 and are currently working on a cost-bene't 
analysis, comparing the B+ Option to the traditional approach. 

Now others are following Malawi’s lead: As of April 2012, Uganda  
had announced its intention to adopt the B+ Option, UNICEF had  
undertaken a review of it, and several other countries have expressed 
interest in the approach. !e analysis will also review challenges such  
as the potential side e)ects of full HIV therapy throughout pregnancy.

ministry of health

MALAWI’S B+ OPTION... 

COULD REDUCE RATES 

OF HIV TRANSMISSION 

TO RIVAL THOSE SEEN 

IN THE WORLD’S 

WEALTHIEST COUNTRIES 

AND SIGNIFICANTLY 

REDUCE OVERALL 

MATERNAL AND 

CHILD MORTALITY.

SAVING CHILDREN BY SAVING MOTHERS

b+ opt ion 

The connection between maternal 
survival and child survival is clear: 
children whose mothers die are 
more likely to die themselves. MSH 
has pioneered innovative solutions 
that link health interventions for 
mothers and children, including a 
groundbreaking new approach to 
treating HIV-positive mothers that 
protects them and their children 
beyond birth and breastfeeding. 
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Dear Friends:

!is past year we celebrated MSH’s 40th anniversary. As I re$ected  
on our work, it gave me great joy to see that MSH’s founding principle 
of supporting health leaders and their initiatives is still so deeply 
ingrained in what we do. MSH founder Dr. Ron O’Connor was 
inspired by the Tao of Leadership, written by Lao Tzu over 2,500  
years ago, and its core message about partnership and empowerment. 

MSH works shoulder to shoulder with people at all levels, from 
ministers of health to community leaders, to build local capacity.  
You will meet a few of these people—Eugénie, Martin, Okendembo, 
and Rosemary—in this annual report. Our primary role is as a catalyst 
and a mentor for others. Our goal is to contribute to lasting improve-
ments in health systems that have an enduring impact on people’s 
well-being long after we have moved to the next opportunity to help. 
In this way we regularly and proudly work ourselves out of a job.

Today, economic uncertainty threatens global health funding while 
emerging economies are experiencing greater demand for health 
services. Public health needs are changing as well: chronic non-
communicable diseases have become epidemics worldwide. !e  
need for stronger health systems that achieve the greatest impact with 
available funds is greater than ever. While innovations in health tech-
nologies are vital, it is innovations in health systems that will bene't 
the millions of people who lack access to prevention and treatment 
that already exist. Health systems innovation aims to create new ways 
of achieving large-scale, widespread use of existing health interventions.

In 2011, MSH was named a Top 40 Development Innovator by DevEx, 
one of the largest networks of international development professionals. 
In this annual report, we show how MSH partners with people at  
all levels of the health system on innovative projects, from universal 
health coverage in Rwanda, to integrating cancer and HIV services in 
Uganda, to supporting a new class of health care provider in Tanzania.

In 2011, MSH committed to 21 new projects supported by the U.S.  
and European governments, foundations, international agencies, 
corporate partners, and private individuals. !e diversity of MSH 
funders is expanding along with our geographic reach. !e UK 
Department for International Development (DFID), USAID,  
the Bill & Melinda Gates and Rockefeller Foundations, and many  
others are committed to the health impact delivered by our strong 
partnerships and innovative programs. 

We are grateful for the opportunity to work with health leaders 
throughout the world and contribute to their success. !ose leaders, 
including health providers from hospitals to households, join with  
our sta), implementing partners, and funders to work toward a  
shared vision of universal health coverage—accessible, a)ordable, 
appropriate health services for all—through stronger health systems.

With warm regards,

Jonathan D. Quick, MD, MPH 
President and Chief Executive O*cer
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40th anniversary book40th anniversary book
To commemorate our 40th 
anniversary, MSH partnered with 
renowned journalist John Donnelly 
and photographer Dominic Chavez 
to publish Go to the People, a book 
chronicling our experience in 
strengthening health systems.

tao of leadership
Go to the people
Live with them
Love them
Learn from them
Start with what they have
Build on what they know.

But of the best leaders
When their task is accomplished
The work is done
The people will all say
We have done it ourselves.

—Lao Tzu
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Eugénie is a widow in Rwanda who farms to provide  
for her three children. In 2011, she had surgery to  
remove a tumor, a procedure that would have devastated 
her family economically if she did not have insurance. 
Rwanda’s community-based health insurance program  
is the most successful of its kind in sub-Saharan Africa. 
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individual

With assistance from MSH, the government has 
achieved coverage for more than 90 percent of the 
population. Eugénie is an integral part of the insurance 
program and the health system as a whole—she is an 
individual who seeks care.

!e health insurance program in Rwanda has engaged 
people throughout society in supporting the health 
system: national administrators develop protocol, train 
and monitor managers, and operate national informa-
tion systems. Teams at district hospitals and local health 
centers manage reimbursements for the cost of care. 
Teams at all levels, including in communities, help 
mobilize health insurance members who, like Eugénie, 
are entitled to elect local program managers and de'ne 
roles throughout the insurance program.

MSH has trained the Rwandan health workforce at all 
levels, developed a national database, and supported 
the insurance program in many other ways. In 2011, 
with support from USAID, MSH helped expand the 
national database to include socioeconomic information 
for nearly 96 percent of the population. !e new data 
made it possible for Rwanda to institute a graduated 
contribution system: the poorest people now pay the 
least for care. In 2011, MSH also helped extend coverage 
to chronic diseases such as Eugénie’s cancer. With 
support from the Rockefeller Foundation, MSH will 
also assist Rwanda in researching barriers to access 
for health insurance members, improving its 'nancial 
planning, and documenting best practices. 

MSH supports 'nancing programs that help countries work toward 
universal health coverage, from performance-based 'nancing that 
improves the quality of services, to 'nancial modeling that estimates  
the cost of expanding services, to health insurance like Rwanda’s that 
makes health care a)ordable for all and strengthens the health system.

Rwanda and other countries moving toward universal health coverage 
are setting a powerful example: innovations in 'nancing can make health 
care more equitable for the world’s poorest and most vulnerable people. 
Eugénie, who was classi'ed by Rwanda as one of its most vulnerable 
citizens, credits her health insurance with saving her life and ensuring  
the welfare of her children.

eugÉnie
USING HEALTH INSUR ANCE TO SAVE HER FAMILY

A Rwandan woman with her 
health insurance card.

Rosemary Katone was selling medicines illegally in western Uganda. She didn’t intend to break 
the law, but the conditions in her community health shop were below standard. Then, in 
������WLI�TEVXMGMTEXIH�MR�E�GIVXM½GEXMSR�TVSKVEQ�TVSZMHIH�F]�XLI�9KERHER�KSZIVRQIRX�ERH�
MSH that taught her to accurately and safely dispense the medicines in her shop. 

Word spread quickly in her community that her services had improved. 
A woman whose newborn daughter was su)ering from diarrhea explains, 
“My friend had the same problem and told me to come here. I am 
con'dent [Rosemary] will give me what I need to save my baby.”

With support from the Bill & Melinda Gates Foundation and 
others, MSH has developed an innovative program to accredit 
private community health shops and train shop owners and medicine 
dispensers in East Africa. Between 2003 and 2010, MSH helped 
implement the program, 'rst in Tanzania and then in Uganda. A 2011 
survey of Tanzania shops showed that the quality of dispensing services 
has continued to improve and the shops continue to be pro'table.  
!e survey also revealed that referrals to health centers for malaria  
were declining as more people access malaria treatment at the shops. 

Community health shops are often people’s 'rst source outside the 
household for family planning commodities and medicines to prevent 
and treat common illnesses. !e shop owners and dispensers live in  
the communities they serve and are economically empowered by their  
work. In some areas, up to 90 percent of licensed dispensers are women. 

In 2011, MSH began a new program, funded by the Gates Foundation, 
to expand and improve the e)ectiveness and sustainability of the  
shops in Tanzania and Uganda and to roll out the initiative in Liberia. 
MSH and partners made a 2011 Clinton Global Initiative commitment 
to reach 70 million people in 've African nations with accredited  
community health shops by 2015.

By building the capacity of community health shop owners and 
dispensers, MSH is building a new class of private-sector health 
providers who invest in their communities and the health system, 
strengthening their nations both socially and economically.

community health shop owner

DISPENS ING SERV ICES & MEDIC INES TO SAVE L IVES

rosem a ry

Rosemary takes a baby’s 
temperature in her 
community health shop.
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community health worker

Martin Mutombo, a local teacher and community health worker 
in Democratic Republic of the Congo, often travels on rough 
roads to reach those without access to family planning services. 

A COMMUNIT Y HEALTH WORKER PROVIDING COUNSEL & SUPPL IES

martin

In 2011, MSH helped provide bicycles to health workers in Martin’s province—dramatically 
increasing the number of visits they make. “!e bikes give us a sense of pride and more 
recognition in the community,” says Martin. Such recognition builds people’s trust in the 
community health workers and in health care services overall.

With USAID support, MSH is engaged in 
innovative e)orts such as the bicycle project to 
help health providers reach more people. !is year 
in another province, MSH supported community 
health workers in organizing family planning 
events to reach hundreds. !e health workers 
tailored messages for their audiences: for parents 
they focused on birth spacing; for adolescents 
on avoiding unwanted pregnancies that limit 
education for girls. MSH also led a training for 
community health workers from around the 
country to improve their communication skills. 
!e participants will go on to provide the same 
training to others.

MSH works to strengthen that link between community health 
workers and health facilities, building trust in the health care system 
and encouraging patients to adopt health behaviors. 

Head Nurse Okendembo Pierre Yoto has worked at a district health 
center for seven years and knows well the barriers that prevent people 
from seeking care in health facilities. In 2011, Okendembo and his  
team of nurses participated in MSH’s leadership development program 
to create a plan that would increase the number of patients they serve. 
!e team went on to e)ectively advocate for funding from local 
political leaders to rehabilitate the center and worked with community 
health workers to raise local awareness about facility improvements. 
By February 2011, 've months after the initiative began, the center 
reported an increase of new patients per month from 81 to 235—a 
jump from 17 to 49 percent of their target. “All of us on the nursing 
team are very proud of our results,” says Okendembo.

facility-based health provider

A NURSE LEADING H IS TEAM TO IMPROVE HEALTH CENTER SERV ICES

ok endembo

When community health workers such as Martin are more 
effective in their communities, they are able to encourage 
clients to use health facility services as well.

Community health 
workers are leaders 
who convey key health 
messages and practices. 
!ey speak directly to 
their fellow community 
members, giving them 
information in a simple 
language that breaks 
down any cultural 
barriers or preconceptions 
that might inhibit 
someone seeking care.
DR. DIEUDONNÉ N’SEKELA MWANZA 
PROVINCIAL MINISTER OF HEALTH
& HUMAN RIGHTS, KASAÏ ORIENTAL 
PROVINCE, DRC

Malawi, like many countries, struggles to meet the World Health 
Organization (WHO) recommendations for preventing transmission  
of HIV from pregnant mothers to their babies. !e WHO recommends 
that women with more advanced disease (measured by the presence 
of fewer CD4 cells) should be put on antiretroviral therapy for life, 
but women with less-advanced disease should be treated only during 
pregnancy and breastfeeding. For Malawi, it is di*cult to measure  
CD4 levels in a timely way and administer di)erent treatment regimens 
as those levels change.

Hoping for a solution, Malawi made a bold decision. It would o)er 
lifelong treatment to all pregnant women with HIV, regardless of their 
CD4 levels. !e ministry of health devised this “B+ Option” (building 
on the WHO’s current “B Option”) in close consultation with MSH’s 
Basic Support for Institutionalizing Child Survival (BASICS) program, 
funded by USAID. !ey determined that this approach would be easier 
to administer and also address the long-term health of mothers— 
which directly a)ects the health of all children, newborn and older. 

Malawi’s B+ Option is an innovative model of truly integrated service 
for maternal health, child health, and HIV prevention. It could reduce 
rates of HIV transmission from mother to child to rival those seen in 
the world’s wealthiest countries and signi'cantly reduce overall maternal 
and child mortality. MSH provided technical assistance to develop 
the B+ approach and trained hundreds of health workers in the new 
regimens. We shared the B+ idea with the global health community 
in !e Lancet in July 2011 and are currently working on a cost-bene't 
analysis, comparing the B+ Option to the traditional approach. 

Now others are following Malawi’s lead: As of April 2012, Uganda  
had announced its intention to adopt the B+ Option, UNICEF had  
undertaken a review of it, and several other countries have expressed 
interest in the approach. !e analysis will also review challenges such  
as the potential side e)ects of full HIV therapy throughout pregnancy.

ministry of health
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b+ opt ion 

The connection between maternal 
survival and child survival is clear: 
children whose mothers die are 
more likely to die themselves. MSH 
has pioneered innovative solutions 
that link health interventions for 
mothers and children, including a 
groundbreaking new approach to 
treating HIV-positive mothers that 
protects them and their children 
beyond birth and breastfeeding. 
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Dear Friends:

!is past year we celebrated MSH’s 40th anniversary. As I re$ected  
on our work, it gave me great joy to see that MSH’s founding principle 
of supporting health leaders and their initiatives is still so deeply 
ingrained in what we do. MSH founder Dr. Ron O’Connor was 
inspired by the Tao of Leadership, written by Lao Tzu over 2,500  
years ago, and its core message about partnership and empowerment. 

MSH works shoulder to shoulder with people at all levels, from 
ministers of health to community leaders, to build local capacity.  
You will meet a few of these people—Eugénie, Martin, Okendembo, 
and Rosemary—in this annual report. Our primary role is as a catalyst 
and a mentor for others. Our goal is to contribute to lasting improve-
ments in health systems that have an enduring impact on people’s 
well-being long after we have moved to the next opportunity to help. 
In this way we regularly and proudly work ourselves out of a job.

Today, economic uncertainty threatens global health funding while 
emerging economies are experiencing greater demand for health 
services. Public health needs are changing as well: chronic non-
communicable diseases have become epidemics worldwide. !e  
need for stronger health systems that achieve the greatest impact with 
available funds is greater than ever. While innovations in health tech-
nologies are vital, it is innovations in health systems that will bene't 
the millions of people who lack access to prevention and treatment 
that already exist. Health systems innovation aims to create new ways 
of achieving large-scale, widespread use of existing health interventions.

In 2011, MSH was named a Top 40 Development Innovator by DevEx, 
one of the largest networks of international development professionals. 
In this annual report, we show how MSH partners with people at  
all levels of the health system on innovative projects, from universal 
health coverage in Rwanda, to integrating cancer and HIV services in 
Uganda, to supporting a new class of health care provider in Tanzania.

In 2011, MSH committed to 21 new projects supported by the U.S.  
and European governments, foundations, international agencies, 
corporate partners, and private individuals. !e diversity of MSH 
funders is expanding along with our geographic reach. !e UK 
Department for International Development (DFID), USAID,  
the Bill & Melinda Gates and Rockefeller Foundations, and many  
others are committed to the health impact delivered by our strong 
partnerships and innovative programs. 

We are grateful for the opportunity to work with health leaders 
throughout the world and contribute to their success. !ose leaders, 
including health providers from hospitals to households, join with  
our sta), implementing partners, and funders to work toward a  
shared vision of universal health coverage—accessible, a)ordable, 
appropriate health services for all—through stronger health systems.

With warm regards,

Jonathan D. Quick, MD, MPH 
President and Chief Executive O*cer
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40th anniversary book40th anniversary book
To commemorate our 40th 
anniversary, MSH partnered with 
renowned journalist John Donnelly 
and photographer Dominic Chavez 
to publish Go to the People, a book 
chronicling our experience in 
strengthening health systems.

tao of leadership
Go to the people
Live with them
Love them
Learn from them
Start with what they have
Build on what they know.

But of the best leaders
When their task is accomplished
The work is done
The people will all say
We have done it ourselves.

—Lao Tzu
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Eugénie is a widow in Rwanda who farms to provide  
for her three children. In 2011, she had surgery to  
remove a tumor, a procedure that would have devastated 
her family economically if she did not have insurance. 
Rwanda’s community-based health insurance program  
is the most successful of its kind in sub-Saharan Africa. 
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With assistance from MSH, the government has 
achieved coverage for more than 90 percent of the 
population. Eugénie is an integral part of the insurance 
program and the health system as a whole—she is an 
individual who seeks care.

!e health insurance program in Rwanda has engaged 
people throughout society in supporting the health 
system: national administrators develop protocol, train 
and monitor managers, and operate national informa-
tion systems. Teams at district hospitals and local health 
centers manage reimbursements for the cost of care. 
Teams at all levels, including in communities, help 
mobilize health insurance members who, like Eugénie, 
are entitled to elect local program managers and de'ne 
roles throughout the insurance program.

MSH has trained the Rwandan health workforce at all 
levels, developed a national database, and supported 
the insurance program in many other ways. In 2011, 
with support from USAID, MSH helped expand the 
national database to include socioeconomic information 
for nearly 96 percent of the population. !e new data 
made it possible for Rwanda to institute a graduated 
contribution system: the poorest people now pay the 
least for care. In 2011, MSH also helped extend coverage 
to chronic diseases such as Eugénie’s cancer. With 
support from the Rockefeller Foundation, MSH will 
also assist Rwanda in researching barriers to access 
for health insurance members, improving its 'nancial 
planning, and documenting best practices. 

MSH supports 'nancing programs that help countries work toward 
universal health coverage, from performance-based 'nancing that 
improves the quality of services, to 'nancial modeling that estimates  
the cost of expanding services, to health insurance like Rwanda’s that 
makes health care a)ordable for all and strengthens the health system.

Rwanda and other countries moving toward universal health coverage 
are setting a powerful example: innovations in 'nancing can make health 
care more equitable for the world’s poorest and most vulnerable people. 
Eugénie, who was classi'ed by Rwanda as one of its most vulnerable 
citizens, credits her health insurance with saving her life and ensuring  
the welfare of her children.

eugÉnie
USING HEALTH INSUR ANCE TO SAVE HER FAMILY

A Rwandan woman with her 
health insurance card.

Rosemary Katone was selling medicines illegally in western Uganda. She didn’t intend to break 
the law, but the conditions in her community health shop were below standard. Then, in 
������WLI�TEVXMGMTEXIH�MR�E�GIVXM½GEXMSR�TVSKVEQ�TVSZMHIH�F]�XLI�9KERHER�KSZIVRQIRX�ERH�
MSH that taught her to accurately and safely dispense the medicines in her shop. 

Word spread quickly in her community that her services had improved. 
A woman whose newborn daughter was su)ering from diarrhea explains, 
“My friend had the same problem and told me to come here. I am 
con'dent [Rosemary] will give me what I need to save my baby.”

With support from the Bill & Melinda Gates Foundation and 
others, MSH has developed an innovative program to accredit 
private community health shops and train shop owners and medicine 
dispensers in East Africa. Between 2003 and 2010, MSH helped 
implement the program, 'rst in Tanzania and then in Uganda. A 2011 
survey of Tanzania shops showed that the quality of dispensing services 
has continued to improve and the shops continue to be pro'table.  
!e survey also revealed that referrals to health centers for malaria  
were declining as more people access malaria treatment at the shops. 

Community health shops are often people’s 'rst source outside the 
household for family planning commodities and medicines to prevent 
and treat common illnesses. !e shop owners and dispensers live in  
the communities they serve and are economically empowered by their  
work. In some areas, up to 90 percent of licensed dispensers are women. 

In 2011, MSH began a new program, funded by the Gates Foundation, 
to expand and improve the e)ectiveness and sustainability of the  
shops in Tanzania and Uganda and to roll out the initiative in Liberia. 
MSH and partners made a 2011 Clinton Global Initiative commitment 
to reach 70 million people in 've African nations with accredited  
community health shops by 2015.

By building the capacity of community health shop owners and 
dispensers, MSH is building a new class of private-sector health 
providers who invest in their communities and the health system, 
strengthening their nations both socially and economically.

community health shop owner

DISPENS ING SERV ICES & MEDIC INES TO SAVE L IVES

rosem a ry

Rosemary takes a baby’s 
temperature in her 
community health shop.
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MSH IS BUILDING 

A NEW CLASS OF

PRIVATE - SECTOR 

HEALTH PROVIDERS 

WHO INVEST IN THEIR 

COMMUNITIES AND 

THE HEALTH SYSTEM.
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community health worker

Martin Mutombo, a local teacher and community health worker 
in Democratic Republic of the Congo, often travels on rough 
roads to reach those without access to family planning services. 

A COMMUNIT Y HEALTH WORKER PROVIDING COUNSEL & SUPPL IES

martin

In 2011, MSH helped provide bicycles to health workers in Martin’s province—dramatically 
increasing the number of visits they make. “!e bikes give us a sense of pride and more 
recognition in the community,” says Martin. Such recognition builds people’s trust in the 
community health workers and in health care services overall.

With USAID support, MSH is engaged in 
innovative e)orts such as the bicycle project to 
help health providers reach more people. !is year 
in another province, MSH supported community 
health workers in organizing family planning 
events to reach hundreds. !e health workers 
tailored messages for their audiences: for parents 
they focused on birth spacing; for adolescents 
on avoiding unwanted pregnancies that limit 
education for girls. MSH also led a training for 
community health workers from around the 
country to improve their communication skills. 
!e participants will go on to provide the same 
training to others.

MSH works to strengthen that link between community health 
workers and health facilities, building trust in the health care system 
and encouraging patients to adopt health behaviors. 

Head Nurse Okendembo Pierre Yoto has worked at a district health 
center for seven years and knows well the barriers that prevent people 
from seeking care in health facilities. In 2011, Okendembo and his  
team of nurses participated in MSH’s leadership development program 
to create a plan that would increase the number of patients they serve. 
!e team went on to e)ectively advocate for funding from local 
political leaders to rehabilitate the center and worked with community 
health workers to raise local awareness about facility improvements. 
By February 2011, 've months after the initiative began, the center 
reported an increase of new patients per month from 81 to 235—a 
jump from 17 to 49 percent of their target. “All of us on the nursing 
team are very proud of our results,” says Okendembo.

facility-based health provider

A NURSE LEADING H IS TEAM TO IMPROVE HEALTH CENTER SERV ICES

ok endembo

When community health workers such as Martin are more 
effective in their communities, they are able to encourage 
clients to use health facility services as well.

Community health 
workers are leaders 
who convey key health 
messages and practices. 
!ey speak directly to 
their fellow community 
members, giving them 
information in a simple 
language that breaks 
down any cultural 
barriers or preconceptions 
that might inhibit 
someone seeking care.
DR. DIEUDONNÉ N’SEKELA MWANZA 
PROVINCIAL MINISTER OF HEALTH
& HUMAN RIGHTS, KASAÏ ORIENTAL 
PROVINCE, DRC

Malawi, like many countries, struggles to meet the World Health 
Organization (WHO) recommendations for preventing transmission  
of HIV from pregnant mothers to their babies. !e WHO recommends 
that women with more advanced disease (measured by the presence 
of fewer CD4 cells) should be put on antiretroviral therapy for life, 
but women with less-advanced disease should be treated only during 
pregnancy and breastfeeding. For Malawi, it is di*cult to measure  
CD4 levels in a timely way and administer di)erent treatment regimens 
as those levels change.

Hoping for a solution, Malawi made a bold decision. It would o)er 
lifelong treatment to all pregnant women with HIV, regardless of their 
CD4 levels. !e ministry of health devised this “B+ Option” (building 
on the WHO’s current “B Option”) in close consultation with MSH’s 
Basic Support for Institutionalizing Child Survival (BASICS) program, 
funded by USAID. !ey determined that this approach would be easier 
to administer and also address the long-term health of mothers— 
which directly a)ects the health of all children, newborn and older. 

Malawi’s B+ Option is an innovative model of truly integrated service 
for maternal health, child health, and HIV prevention. It could reduce 
rates of HIV transmission from mother to child to rival those seen in 
the world’s wealthiest countries and signi'cantly reduce overall maternal 
and child mortality. MSH provided technical assistance to develop 
the B+ approach and trained hundreds of health workers in the new 
regimens. We shared the B+ idea with the global health community 
in !e Lancet in July 2011 and are currently working on a cost-bene't 
analysis, comparing the B+ Option to the traditional approach. 

Now others are following Malawi’s lead: As of April 2012, Uganda  
had announced its intention to adopt the B+ Option, UNICEF had  
undertaken a review of it, and several other countries have expressed 
interest in the approach. !e analysis will also review challenges such  
as the potential side e)ects of full HIV therapy throughout pregnancy.

ministry of health

MALAWI’S B+ OPTION... 

COULD REDUCE RATES 

OF HIV TRANSMISSION 

TO RIVAL THOSE SEEN 

IN THE WORLD’S 

WEALTHIEST COUNTRIES 

AND SIGNIFICANTLY 

REDUCE OVERALL 

MATERNAL AND 

CHILD MORTALITY.

SAVING CHILDREN BY SAVING MOTHERS

b+ opt ion 

The connection between maternal 
survival and child survival is clear: 
children whose mothers die are 
more likely to die themselves. MSH 
has pioneered innovative solutions 
that link health interventions for 
mothers and children, including a 
groundbreaking new approach to 
treating HIV-positive mothers that 
protects them and their children 
beyond birth and breastfeeding. 
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MSH ’S GLOBAL REACH
msh works in over 76 countries around the world, with 32 offices.
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S O U R C E S  O F  S U P P O R T

year ending june 30, 2011year ending june 30, 2011
B OA R D  O F
D I R E C TO R S

MSH I S GROWING . . .
contract, grant, and program revenue 

STATEMENT OF REVENUES ,  PROGR AM E XPENSES , 
AND CHANGES IN FUND BAL ANCE
year ended june 30, 2011 drawn from audited #nancial statements

RE VENUES 

contract, grant, & program revenue $268,157,220
investment income & contributions $12,523
additional support revenue $106,828

total $268,276,571

E XPENSES 

total $265,400,181

CHANGES IN FUND BAL ANCE 

balance at beginning of year $18,120,327
excess of project support & revenue over expenses $2,876,390

balance at end of year $20,996,717

COMPOSED OF :

cash and cash equivalents $23,357,068
amounts due on contracts $17,673,261
other current assets $4,437,282
property & equipment net of depreciation $1,086,306
other assets $142,107
current liabilities ($25,699,307)

total unrestricted net assets $20,996,717

WHILE ADMINISTR ATIVE COSTS HAVE BEEN GOING DOWN.
msh’s operating costs as a percentage of total revenue

2011

15%15%

2010

15%15%

2007

19%19%

2008

18%18%

2009

17%17%

2007 $122 ,177,986

 2008 $133 ,938 ,923

 2009 $177,547,382

 2010 $247,618 ,290

 2011 $268 ,157,220

A fragile state can be in the midst of war or just emerging from conUict. 
Its institutions are often in ruin. MSH knows these places well. 

Starting in Afghanistan in 1973, we have worked to rebuild health 
systems in fragile states by expanding access to high-impact health 
services: maternal and child health, family planning, water and  
sanitation, nutrition, HIV & AIDS, tuberculosis, and malaria. We  
work with governments to build their capacity to lead development 
initiatives, and, at the same time, we partner with NGOs, the private 
sector, and communities to support health service delivery.

In South Sudan, despite ongoing conUict, our work in the last three 
years has helped increase the number of health facilities and health 
workers, leading to a 65 percent increase in malaria prevention in 
pregnancy and a doubling in antenatal care for 1.3 million people. 

In 2011, MSH co-sponsored the conference “Health in Post-ConUict  
and Fragile States: Challenges for the Next Decade” at the U.S.  
Institute of Peace. We are committed to working toward strong,  
stable, peaceful nations by building health systems around the world.

R E B U I L D I N G  H E A LT H  S Y S T E M S  I N  F R AG I L E  S TAT E S

At a clinic outside Kabul, Shirin, a child survival o!cer who received training 
from MSH, encourages mothers to feed their children nutritious foods.
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IN 2011, AS PART OF

THE UNITED NATIONS 

EVERY  WOMAN, EVERY 

CH I LD  CAMPAIGN, MSH

COMMITTED $200 MILLION 

TO MEET THE HEALTH 

NEEDS OF WOMEN AND 

CHILDREN IN SEVERAL 

FRAGILE STATES AND TO 

EDUCATE THE GLOBAL 

HEALTH COMMUNITY 

ON THOSE NEEDS.

Too many people still die from diseases for which treatment 
exists. In many parts of the world, medicines are often too 
expensive, highly variable in quality, and used incorrectly.  
MSH has long been a global leader in improving access  
to medicines, vaccines, and other health technologies.  
We are committed to the vision of essential medicines  
for all through universal health coverage. 

In 2011, MSH published MDS-3: Managing Access to 
Medicines and Health Technologies, our third edition  
of the world’s leading reference on managing essential 
medicines in developing countries. 8is edition of MDS
(Managing Drug Supply) reUects political, scienti:c,  
and technological changes of the past 14 years. 

MSH also served as organizing partner for the “8ird International Conference for 
Improving Use of Medicines” (ICIUM 2011), which drew participants from nearly 
80 countries. ICIUM 2011 participants developed consensus on the best techniques 
for improving medicines use around the world. MSH will continue putting these 
techniques into practice through a new, $198 million global program, USAID’s 
Systems for Improved Access to Pharmaceuticals and Services (SIAPS) Program. 
SIAPS, which began in 2011, builds on our previous e9orts to ful:ll pharmaceutical 
management needs while strengthening overall health systems.

L E A D I N G  I N  M E D I C I N E S  M A N AG E M E N T

Heart and lung disease, cancer, diabetes, and other chronic non-communi-
cable diseases (chronic NCDs) have become epidemics in low- and middle-
income countries as people live longer by surviving communicable diseases. 
Starting in 2011, MSH prioritized chronic NCDs as an action area.We believe 
health systems that are well coordinated and o9er integrated services will  
have the greatest impact in expanding care for these diseases.

With support from USAID, MSH is working with countries to increase  
access to prevention, diagnosis, and treatment services for chronic NCDs  
by strengthening health systems.

» in uganda, MSH is leveraging the existing infrastructure for HIV &  
AIDS to provide services for cervical and breast cancer to HIV-positive 
women. Since March 2011, the project has screened more than 845  
women for cancer in 18 health centers. 

» in tanzania, MSH is integrating chronic NCD services with HIV &  
AIDS services by coordinating grants, training sta9, and strengthening  
laboratory services. In 2011, one HIV & AIDS treatment center identi:ed  
15 percent of its 3,400 patients as having a chronic NCD.

We are also promoting health insurance plans—such as those in China,  
India, Mexico, and Rwanda—that include coverage for cancer treatment, 
and we are contributing to the development of international guidelines for 
cancer care. As a member of the Global Task Force on Expanded Access to 
Cancer Care and Control in Developing Countries, MSH contributed to 
two groundbreaking reports this year: Closing the Cancer Divide and Cancer 
Medicines Prices in Low and Middle Income Countries. 

A D D R E S S I N G  T H E  E P I D E M I C  O F
C H R O N I C  N O N -CO M M U N I C A B L E  D I S E A S E S

Mildred Akinyi of 
Uganda was treated 
for a precancerous 
condition through 
a MSH-sponsored 
screening of HIV-
positive women for 
cervical cancer.

PH
O

TO
S:

 M
SH

 S
TA

FF

STRONGER HEALTH SYSTEMS . GREATER HEALTH IMPACT.

health systems innovations to save lives
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STATEMENT OF REVENUES ,  PROGR AM E XPENSES , 
AND CHANGES IN FUND BAL ANCE
year ended june 30, 2011 drawn from audited #nancial statements

RE VENUES 

contract, grant, & program revenue $268,157,220
investment income & contributions $12,523
additional support revenue $106,828

total $268,276,571

E XPENSES 

total $265,400,181

CHANGES IN FUND BAL ANCE 

balance at beginning of year $18,120,327
excess of project support & revenue over expenses $2,876,390

balance at end of year $20,996,717

COMPOSED OF :

cash and cash equivalents $23,357,068
amounts due on contracts $17,673,261
other current assets $4,437,282
property & equipment net of depreciation $1,086,306
other assets $142,107
current liabilities ($25,699,307)

total unrestricted net assets $20,996,717

WHILE ADMINISTR ATIVE COSTS HAVE BEEN GOING DOWN.
msh’s operating costs as a percentage of total revenue

2011

15%15%

2010

15%15%

2007

19%19%

2008

18%18%

2009

17%17%

2007 $122 ,177,986

 2008 $133 ,938 ,923

 2009 $177,547,382

 2010 $247,618 ,290

 2011 $268 ,157,220

A fragile state can be in the midst of war or just emerging from conUict. 
Its institutions are often in ruin. MSH knows these places well. 

Starting in Afghanistan in 1973, we have worked to rebuild health 
systems in fragile states by expanding access to high-impact health 
services: maternal and child health, family planning, water and  
sanitation, nutrition, HIV & AIDS, tuberculosis, and malaria. We  
work with governments to build their capacity to lead development 
initiatives, and, at the same time, we partner with NGOs, the private 
sector, and communities to support health service delivery.

In South Sudan, despite ongoing conUict, our work in the last three 
years has helped increase the number of health facilities and health 
workers, leading to a 65 percent increase in malaria prevention in 
pregnancy and a doubling in antenatal care for 1.3 million people. 

In 2011, MSH co-sponsored the conference “Health in Post-ConUict  
and Fragile States: Challenges for the Next Decade” at the U.S.  
Institute of Peace. We are committed to working toward strong,  
stable, peaceful nations by building health systems around the world.

R E B U I L D I N G  H E A LT H  S Y S T E M S  I N  F R AG I L E  S TAT E S

At a clinic outside Kabul, Shirin, a child survival o!cer who received training 
from MSH, encourages mothers to feed their children nutritious foods.
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IN 2011, AS PART OF

THE UNITED NATIONS 

EVERY  WOMAN, EVERY 

CH I LD  CAMPAIGN, MSH

COMMITTED $200 MILLION 

TO MEET THE HEALTH 

NEEDS OF WOMEN AND 

CHILDREN IN SEVERAL 

FRAGILE STATES AND TO 

EDUCATE THE GLOBAL 

HEALTH COMMUNITY 

ON THOSE NEEDS.

Too many people still die from diseases for which treatment 
exists. In many parts of the world, medicines are often too 
expensive, highly variable in quality, and used incorrectly.  
MSH has long been a global leader in improving access  
to medicines, vaccines, and other health technologies.  
We are committed to the vision of essential medicines  
for all through universal health coverage. 

In 2011, MSH published MDS-3: Managing Access to 
Medicines and Health Technologies, our third edition  
of the world’s leading reference on managing essential 
medicines in developing countries. 8is edition of MDS
(Managing Drug Supply) reUects political, scienti:c,  
and technological changes of the past 14 years. 

MSH also served as organizing partner for the “8ird International Conference for 
Improving Use of Medicines” (ICIUM 2011), which drew participants from nearly 
80 countries. ICIUM 2011 participants developed consensus on the best techniques 
for improving medicines use around the world. MSH will continue putting these 
techniques into practice through a new, $198 million global program, USAID’s 
Systems for Improved Access to Pharmaceuticals and Services (SIAPS) Program. 
SIAPS, which began in 2011, builds on our previous e9orts to ful:ll pharmaceutical 
management needs while strengthening overall health systems.

L E A D I N G  I N  M E D I C I N E S  M A N AG E M E N T

Heart and lung disease, cancer, diabetes, and other chronic non-communi-
cable diseases (chronic NCDs) have become epidemics in low- and middle-
income countries as people live longer by surviving communicable diseases. 
Starting in 2011, MSH prioritized chronic NCDs as an action area.We believe 
health systems that are well coordinated and o9er integrated services will  
have the greatest impact in expanding care for these diseases.

With support from USAID, MSH is working with countries to increase  
access to prevention, diagnosis, and treatment services for chronic NCDs  
by strengthening health systems.

» in uganda, MSH is leveraging the existing infrastructure for HIV &  
AIDS to provide services for cervical and breast cancer to HIV-positive 
women. Since March 2011, the project has screened more than 845  
women for cancer in 18 health centers. 

» in tanzania, MSH is integrating chronic NCD services with HIV &  
AIDS services by coordinating grants, training sta9, and strengthening  
laboratory services. In 2011, one HIV & AIDS treatment center identi:ed  
15 percent of its 3,400 patients as having a chronic NCD.

We are also promoting health insurance plans—such as those in China,  
India, Mexico, and Rwanda—that include coverage for cancer treatment, 
and we are contributing to the development of international guidelines for 
cancer care. As a member of the Global Task Force on Expanded Access to 
Cancer Care and Control in Developing Countries, MSH contributed to 
two groundbreaking reports this year: Closing the Cancer Divide and Cancer 
Medicines Prices in Low and Middle Income Countries. 

A D D R E S S I N G  T H E  E P I D E M I C  O F
C H R O N I C  N O N -CO M M U N I C A B L E  D I S E A S E S

Mildred Akinyi of 
Uganda was treated 
for a precancerous 
condition through 
a MSH-sponsored 
screening of HIV-
positive women for 
cervical cancer.
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S O U R C E S  O F  S U P P O R T

year ending june 30, 2011year ending june 30, 2011
B OA R D  O F
D I R E C TO R S

MSH I S GROWING . . .
contract, grant, and program revenue 

STATEMENT OF REVENUES ,  PROGR AM E XPENSES , 
AND CHANGES IN FUND BAL ANCE
year ended june 30, 2011 drawn from audited #nancial statements

RE VENUES 

contract, grant, & program revenue $268,157,220
investment income & contributions $12,523
additional support revenue $106,828

total $268,276,571

E XPENSES 

total $265,400,181

CHANGES IN FUND BAL ANCE 

balance at beginning of year $18,120,327
excess of project support & revenue over expenses $2,876,390

balance at end of year $20,996,717

COMPOSED OF :

cash and cash equivalents $23,357,068
amounts due on contracts $17,673,261
other current assets $4,437,282
property & equipment net of depreciation $1,086,306
other assets $142,107
current liabilities ($25,699,307)

total unrestricted net assets $20,996,717

WHILE ADMINISTR ATIVE COSTS HAVE BEEN GOING DOWN.
msh’s operating costs as a percentage of total revenue

2011

15%15%

2010

15%15%

2007

19%19%

2008

18%18%

2009

17%17%

2007 $122 ,177,986

 2008 $133 ,938 ,923

 2009 $177,547,382

 2010 $247,618 ,290

 2011 $268 ,157,220

A fragile state can be in the midst of war or just emerging from conUict. 
Its institutions are often in ruin. MSH knows these places well. 

Starting in Afghanistan in 1973, we have worked to rebuild health 
systems in fragile states by expanding access to high-impact health 
services: maternal and child health, family planning, water and  
sanitation, nutrition, HIV & AIDS, tuberculosis, and malaria. We  
work with governments to build their capacity to lead development 
initiatives, and, at the same time, we partner with NGOs, the private 
sector, and communities to support health service delivery.

In South Sudan, despite ongoing conUict, our work in the last three 
years has helped increase the number of health facilities and health 
workers, leading to a 65 percent increase in malaria prevention in 
pregnancy and a doubling in antenatal care for 1.3 million people. 

In 2011, MSH co-sponsored the conference “Health in Post-ConUict  
and Fragile States: Challenges for the Next Decade” at the U.S.  
Institute of Peace. We are committed to working toward strong,  
stable, peaceful nations by building health systems around the world.

R E B U I L D I N G  H E A LT H  S Y S T E M S  I N  F R AG I L E  S TAT E S

At a clinic outside Kabul, Shirin, a child survival o!cer who received training 
from MSH, encourages mothers to feed their children nutritious foods.
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IN 2011, AS PART OF

THE UNITED NATIONS 

EVERY  WOMAN, EVERY 

CH I LD  CAMPAIGN, MSH

COMMITTED $200 MILLION 

TO MEET THE HEALTH 

NEEDS OF WOMEN AND 

CHILDREN IN SEVERAL 

FRAGILE STATES AND TO 

EDUCATE THE GLOBAL 

HEALTH COMMUNITY 

ON THOSE NEEDS.

Too many people still die from diseases for which treatment 
exists. In many parts of the world, medicines are often too 
expensive, highly variable in quality, and used incorrectly.  
MSH has long been a global leader in improving access  
to medicines, vaccines, and other health technologies.  
We are committed to the vision of essential medicines  
for all through universal health coverage. 

In 2011, MSH published MDS-3: Managing Access to 
Medicines and Health Technologies, our third edition  
of the world’s leading reference on managing essential 
medicines in developing countries. 8is edition of MDS
(Managing Drug Supply) reUects political, scienti:c,  
and technological changes of the past 14 years. 

MSH also served as organizing partner for the “8ird International Conference for 
Improving Use of Medicines” (ICIUM 2011), which drew participants from nearly 
80 countries. ICIUM 2011 participants developed consensus on the best techniques 
for improving medicines use around the world. MSH will continue putting these 
techniques into practice through a new, $198 million global program, USAID’s 
Systems for Improved Access to Pharmaceuticals and Services (SIAPS) Program. 
SIAPS, which began in 2011, builds on our previous e9orts to ful:ll pharmaceutical 
management needs while strengthening overall health systems.

L E A D I N G  I N  M E D I C I N E S  M A N AG E M E N T

Heart and lung disease, cancer, diabetes, and other chronic non-communi-
cable diseases (chronic NCDs) have become epidemics in low- and middle-
income countries as people live longer by surviving communicable diseases. 
Starting in 2011, MSH prioritized chronic NCDs as an action area.We believe 
health systems that are well coordinated and o9er integrated services will  
have the greatest impact in expanding care for these diseases.

With support from USAID, MSH is working with countries to increase  
access to prevention, diagnosis, and treatment services for chronic NCDs  
by strengthening health systems.

» in uganda, MSH is leveraging the existing infrastructure for HIV &  
AIDS to provide services for cervical and breast cancer to HIV-positive 
women. Since March 2011, the project has screened more than 845  
women for cancer in 18 health centers. 

» in tanzania, MSH is integrating chronic NCD services with HIV &  
AIDS services by coordinating grants, training sta9, and strengthening  
laboratory services. In 2011, one HIV & AIDS treatment center identi:ed  
15 percent of its 3,400 patients as having a chronic NCD.

We are also promoting health insurance plans—such as those in China,  
India, Mexico, and Rwanda—that include coverage for cancer treatment, 
and we are contributing to the development of international guidelines for 
cancer care. As a member of the Global Task Force on Expanded Access to 
Cancer Care and Control in Developing Countries, MSH contributed to 
two groundbreaking reports this year: Closing the Cancer Divide and Cancer 
Medicines Prices in Low and Middle Income Countries. 

A D D R E S S I N G  T H E  E P I D E M I C  O F
C H R O N I C  N O N -CO M M U N I C A B L E  D I S E A S E S

Mildred Akinyi of 
Uganda was treated 
for a precancerous 
condition through 
a MSH-sponsored 
screening of HIV-
positive women for 
cervical cancer.
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year ending june 30, 2011year ending june 30, 2011
B OA R D  O F
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MSH I S GROWING . . .
contract, grant, and program revenue 

STATEMENT OF REVENUES ,  PROGR AM E XPENSES , 
AND CHANGES IN FUND BAL ANCE
year ended june 30, 2011 drawn from audited #nancial statements

RE VENUES 

contract, grant, & program revenue $268,157,220
investment income & contributions $12,523
additional support revenue $106,828

total $268,276,571

E XPENSES 

total $265,400,181

CHANGES IN FUND BAL ANCE 

balance at beginning of year $18,120,327
excess of project support & revenue over expenses $2,876,390

balance at end of year $20,996,717

COMPOSED OF :

cash and cash equivalents $23,357,068
amounts due on contracts $17,673,261
other current assets $4,437,282
property & equipment net of depreciation $1,086,306
other assets $142,107
current liabilities ($25,699,307)

total unrestricted net assets $20,996,717

WHILE ADMINISTR ATIVE COSTS HAVE BEEN GOING DOWN.
msh’s operating costs as a percentage of total revenue

2011

15%15%

2010

15%15%

2007

19%19%

2008

18%18%

2009

17%17%

2007 $122 ,177,986

 2008 $133 ,938 ,923

 2009 $177,547,382

 2010 $247,618 ,290

 2011 $268 ,157,220

A fragile state can be in the midst of war or just emerging from conUict. 
Its institutions are often in ruin. MSH knows these places well. 

Starting in Afghanistan in 1973, we have worked to rebuild health 
systems in fragile states by expanding access to high-impact health 
services: maternal and child health, family planning, water and  
sanitation, nutrition, HIV & AIDS, tuberculosis, and malaria. We  
work with governments to build their capacity to lead development 
initiatives, and, at the same time, we partner with NGOs, the private 
sector, and communities to support health service delivery.

In South Sudan, despite ongoing conUict, our work in the last three 
years has helped increase the number of health facilities and health 
workers, leading to a 65 percent increase in malaria prevention in 
pregnancy and a doubling in antenatal care for 1.3 million people. 

In 2011, MSH co-sponsored the conference “Health in Post-ConUict  
and Fragile States: Challenges for the Next Decade” at the U.S.  
Institute of Peace. We are committed to working toward strong,  
stable, peaceful nations by building health systems around the world.

R E B U I L D I N G  H E A LT H  S Y S T E M S  I N  F R AG I L E  S TAT E S

At a clinic outside Kabul, Shirin, a child survival o!cer who received training 
from MSH, encourages mothers to feed their children nutritious foods.

PH
O

TO
: D

O
M

IN
IC

 C
H

A
V

EZ

IN 2011, AS PART OF

THE UNITED NATIONS 

EVERY  WOMAN, EVERY 

CH I LD  CAMPAIGN, MSH

COMMITTED $200 MILLION 

TO MEET THE HEALTH 

NEEDS OF WOMEN AND 

CHILDREN IN SEVERAL 

FRAGILE STATES AND TO 

EDUCATE THE GLOBAL 

HEALTH COMMUNITY 

ON THOSE NEEDS.

Too many people still die from diseases for which treatment 
exists. In many parts of the world, medicines are often too 
expensive, highly variable in quality, and used incorrectly.  
MSH has long been a global leader in improving access  
to medicines, vaccines, and other health technologies.  
We are committed to the vision of essential medicines  
for all through universal health coverage. 

In 2011, MSH published MDS-3: Managing Access to 
Medicines and Health Technologies, our third edition  
of the world’s leading reference on managing essential 
medicines in developing countries. 8is edition of MDS
(Managing Drug Supply) reUects political, scienti:c,  
and technological changes of the past 14 years. 

MSH also served as organizing partner for the “8ird International Conference for 
Improving Use of Medicines” (ICIUM 2011), which drew participants from nearly 
80 countries. ICIUM 2011 participants developed consensus on the best techniques 
for improving medicines use around the world. MSH will continue putting these 
techniques into practice through a new, $198 million global program, USAID’s 
Systems for Improved Access to Pharmaceuticals and Services (SIAPS) Program. 
SIAPS, which began in 2011, builds on our previous e9orts to ful:ll pharmaceutical 
management needs while strengthening overall health systems.

L E A D I N G  I N  M E D I C I N E S  M A N AG E M E N T

Heart and lung disease, cancer, diabetes, and other chronic non-communi-
cable diseases (chronic NCDs) have become epidemics in low- and middle-
income countries as people live longer by surviving communicable diseases. 
Starting in 2011, MSH prioritized chronic NCDs as an action area.We believe 
health systems that are well coordinated and o9er integrated services will  
have the greatest impact in expanding care for these diseases.

With support from USAID, MSH is working with countries to increase  
access to prevention, diagnosis, and treatment services for chronic NCDs  
by strengthening health systems.

» in uganda, MSH is leveraging the existing infrastructure for HIV &  
AIDS to provide services for cervical and breast cancer to HIV-positive 
women. Since March 2011, the project has screened more than 845  
women for cancer in 18 health centers. 

» in tanzania, MSH is integrating chronic NCD services with HIV &  
AIDS services by coordinating grants, training sta9, and strengthening  
laboratory services. In 2011, one HIV & AIDS treatment center identi:ed  
15 percent of its 3,400 patients as having a chronic NCD.

We are also promoting health insurance plans—such as those in China,  
India, Mexico, and Rwanda—that include coverage for cancer treatment, 
and we are contributing to the development of international guidelines for 
cancer care. As a member of the Global Task Force on Expanded Access to 
Cancer Care and Control in Developing Countries, MSH contributed to 
two groundbreaking reports this year: Closing the Cancer Divide and Cancer 
Medicines Prices in Low and Middle Income Countries. 

A D D R E S S I N G  T H E  E P I D E M I C  O F
C H R O N I C  N O N -CO M M U N I C A B L E  D I S E A S E S

Mildred Akinyi of 
Uganda was treated 
for a precancerous 
condition through 
a MSH-sponsored 
screening of HIV-
positive women for 
cervical cancer.
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MSH I S GROWING . . .
contract, grant, and program revenue 

STATEMENT OF REVENUES ,  PROGR AM E XPENSES , 
AND CHANGES IN FUND BAL ANCE
year ended june 30, 2011 drawn from audited #nancial statements

RE VENUES 

contract, grant, & program revenue $268,157,220
investment income & contributions $12,523
additional support revenue $106,828

total $268,276,571

E XPENSES 

total $265,400,181

CHANGES IN FUND BAL ANCE 

balance at beginning of year $18,120,327
excess of project support & revenue over expenses $2,876,390

balance at end of year $20,996,717

COMPOSED OF :

cash and cash equivalents $23,357,068
amounts due on contracts $17,673,261
other current assets $4,437,282
property & equipment net of depreciation $1,086,306
other assets $142,107
current liabilities ($25,699,307)

total unrestricted net assets $20,996,717

WHILE ADMINISTR ATIVE COSTS HAVE BEEN GOING DOWN.
msh’s operating costs as a percentage of total revenue

2011

15%15%

2010

15%15%

2007

19%19%

2008

18%18%

2009

17%17%

2007 $122 ,177,986

 2008 $133 ,938 ,923

 2009 $177,547,382

 2010 $247,618 ,290

 2011 $268 ,157,220

A fragile state can be in the midst of war or just emerging from conUict. 
Its institutions are often in ruin. MSH knows these places well. 

Starting in Afghanistan in 1973, we have worked to rebuild health 
systems in fragile states by expanding access to high-impact health 
services: maternal and child health, family planning, water and  
sanitation, nutrition, HIV & AIDS, tuberculosis, and malaria. We  
work with governments to build their capacity to lead development 
initiatives, and, at the same time, we partner with NGOs, the private 
sector, and communities to support health service delivery.

In South Sudan, despite ongoing conUict, our work in the last three 
years has helped increase the number of health facilities and health 
workers, leading to a 65 percent increase in malaria prevention in 
pregnancy and a doubling in antenatal care for 1.3 million people. 

In 2011, MSH co-sponsored the conference “Health in Post-ConUict  
and Fragile States: Challenges for the Next Decade” at the U.S.  
Institute of Peace. We are committed to working toward strong,  
stable, peaceful nations by building health systems around the world.

R E B U I L D I N G  H E A LT H  S Y S T E M S  I N  F R AG I L E  S TAT E S

At a clinic outside Kabul, Shirin, a child survival o!cer who received training 
from MSH, encourages mothers to feed their children nutritious foods.
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IN 2011, AS PART OF

THE UNITED NATIONS 

EVERY  WOMAN, EVERY 

CH I LD  CAMPAIGN, MSH

COMMITTED $200 MILLION 

TO MEET THE HEALTH 

NEEDS OF WOMEN AND 

CHILDREN IN SEVERAL 

FRAGILE STATES AND TO 

EDUCATE THE GLOBAL 

HEALTH COMMUNITY 

ON THOSE NEEDS.

Too many people still die from diseases for which treatment 
exists. In many parts of the world, medicines are often too 
expensive, highly variable in quality, and used incorrectly.  
MSH has long been a global leader in improving access  
to medicines, vaccines, and other health technologies.  
We are committed to the vision of essential medicines  
for all through universal health coverage. 

In 2011, MSH published MDS-3: Managing Access to 
Medicines and Health Technologies, our third edition  
of the world’s leading reference on managing essential 
medicines in developing countries. 8is edition of MDS
(Managing Drug Supply) reUects political, scienti:c,  
and technological changes of the past 14 years. 

MSH also served as organizing partner for the “8ird International Conference for 
Improving Use of Medicines” (ICIUM 2011), which drew participants from nearly 
80 countries. ICIUM 2011 participants developed consensus on the best techniques 
for improving medicines use around the world. MSH will continue putting these 
techniques into practice through a new, $198 million global program, USAID’s 
Systems for Improved Access to Pharmaceuticals and Services (SIAPS) Program. 
SIAPS, which began in 2011, builds on our previous e9orts to ful:ll pharmaceutical 
management needs while strengthening overall health systems.

L E A D I N G  I N  M E D I C I N E S  M A N AG E M E N T

Heart and lung disease, cancer, diabetes, and other chronic non-communi-
cable diseases (chronic NCDs) have become epidemics in low- and middle-
income countries as people live longer by surviving communicable diseases. 
Starting in 2011, MSH prioritized chronic NCDs as an action area.We believe 
health systems that are well coordinated and o9er integrated services will  
have the greatest impact in expanding care for these diseases.

With support from USAID, MSH is working with countries to increase  
access to prevention, diagnosis, and treatment services for chronic NCDs  
by strengthening health systems.

» in uganda, MSH is leveraging the existing infrastructure for HIV &  
AIDS to provide services for cervical and breast cancer to HIV-positive 
women. Since March 2011, the project has screened more than 845  
women for cancer in 18 health centers. 

» in tanzania, MSH is integrating chronic NCD services with HIV &  
AIDS services by coordinating grants, training sta9, and strengthening  
laboratory services. In 2011, one HIV & AIDS treatment center identi:ed  
15 percent of its 3,400 patients as having a chronic NCD.

We are also promoting health insurance plans—such as those in China,  
India, Mexico, and Rwanda—that include coverage for cancer treatment, 
and we are contributing to the development of international guidelines for 
cancer care. As a member of the Global Task Force on Expanded Access to 
Cancer Care and Control in Developing Countries, MSH contributed to 
two groundbreaking reports this year: Closing the Cancer Divide and Cancer 
Medicines Prices in Low and Middle Income Countries. 

A D D R E S S I N G  T H E  E P I D E M I C  O F
C H R O N I C  N O N -CO M M U N I C A B L E  D I S E A S E S

Mildred Akinyi of 
Uganda was treated 
for a precancerous 
condition through 
a MSH-sponsored 
screening of HIV-
positive women for 
cervical cancer.
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STRONGER HEALTH SYSTEMS . GREATER HEALTH IMPACT.

health systems innovations to save lives
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