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Abstract

Partnerships between academic medical
center (AMCs) in North America and the
developing world are uniquely capable
of fulfilling the tripartite needs of care,
training, and research required to
address health care crises in the
developing world. Moreover, the
institutional resources and credibility of
AMCs can provide the foundation to
build systems of care with long-term
sustainability, even in resource-poor
settings.

The authors describe a partnership
between Indiana University School of
Medicine and Moi University and Moi
Teaching and Referral Hospital in Kenya

that demonstrates the power of an
academic medical partnership in its
response to the HIV/AIDS pandemic in
sub-Saharan Africa. Through the
Academic Model for the Prevention and
Treatment of HIV/AIDS, the partnership
currently treats over 40,000 HIV-positive
patients at 19 urban and rural sites in
western Kenya, now enrolls nearly 2,000
new HIV positive patients every month,
feeds up to 30,000 people weekly,
enables economic security, fosters HIV
prevention, tests more than 25,000
pregnant women annually for HIV,
engages communities, and is developing
a robust electronic information system.

The partnership evolved from a program
of limited size and a focus on general
internal medicine into one of the largest
and most comprehensive HIV/AIDS-
control systems in sub-Saharan Africa.
The partnership’s rapid increase in scale,
combined with the comprehensive and
long-term approach to the region’s
health care needs, provides a twinning
model that can and should be replicated
to address the shameful fact that millions
are dying of preventable and treatable
diseases in the developing world.
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As physicians and academicians, it is
our privilege and our responsibility to
provide services to our patients and their
communities, to nurture and inspire our
students and trainees, and to examine
and understand the complexities of our
world. The power of this tripartite
academic mission is particularly evident
in the collaborative response of some
academic medical centers (AMCs) and
large public hospitals to the health
problems of uninsured populations in
the United States. Over the last several
decades, for example, the political
and academic leaders of the city of
Indianapolis leveraged the entrepreneurial
and intellectual energy of the city’s
academic community to respond
meaningfully to the health needs of a
broad swath of its most vulnerable
population. A comprehensive care
system was established in affiliation with
the public hospital and a number of
community-based health centers.1 Those
sites, in turn, became laboratories for

research and classrooms for training
generations of health professionals
dedicated to providing a single standard
of care for all persons. Though much
work needs to be done, we can look
proudly at many such achievements of
AMCs across the United States.

Sub-Saharan Africa, in contrast, is
facing an HIV/AIDS crisis— one of the
most devastating pandemics in human
history—and has yet to realize the
power of its AMCs. The reasons for this
oversight are many: inadequate
collaboration and communication
between the ministry of health and
ministry of education in many countries,
inadequately prepared managers and
leaders, systems that are ill equipped and/
or inadequately structured to manage
and deliver complex and comprehensive
programs, and a pervasive, insidious
feeling of fatalism. The failure of most
African countries in the 1990s to control
the HIV/AIDS pandemic is self-evident.
And, even with the advent of the Global
Fund and the President’s Emergency Plan
for AIDS Relief in the current decade, the
number of success stories in Africa is far
too few. It is ironic that AMCs have failed
to engage fully against the pandemic
that is sweeping the African continent,

because they are the only resource in
Africa and the United States capable
of simultaneously providing service,
mobilizing manpower, teaching, and
conducting research.

In this article, we will describe a unique
and replicable model of a partnership
between an American AMC and its
African counterpart that created and
implemented a successful, comprehensive
system to control the HIV/AIDS crisis in
western Kenya. We will describe the
nature of the partnership, the growth of
the HIV/AIDS-control system, our
responses to the obstacles faced in
building and sustaining the system, and
the lessons we learned. We will illustrate
the synergistic capacity of two AMCs to
respond effectively to thousands of
people dying of treatable and preventable
diseases in Kenya, and we will challenge
the donor community and our colleagues
around the world to awaken the dormant
power of AMCs across our globe.

The Indiana–Moi Partnership

At its inception in 1990, Moi University
Faculty of Health Sciences (now named
Moi University School of Medicine), the
second medical school in Kenya, did not
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have a sufficient number of Kenyan
faculty members and was seeking
expatriate clinical teachers and
institutional partners. At the same time,
three general internists from Indiana
University School of Medicine (IUSM)
with long-term volunteer experience in
developing countries were seeking to
develop a relationship between Indiana
University and a medical school in sub-
Saharan Africa. Their aim was to develop
leaders in health, foster the values of the
medical profession, and foster health for
the human family in this developing
region. Led by these three faculty
members, Indiana University’s Division
of General Internal Medicine committed
to keeping at least one of its faculty
members on site in Kenya. IUSM
faculty members in Kenya serve under
the direction of the Kenyan head of
department and share with their Kenyan
counterparts responsibilities for clinical
care, community based education and
service, teaching, and research. Though
the partnership’s response to the HIV
epidemic would not begin until 2000,
the overarching focus on primary care
and institution building during the
partnership’s first decade formed the
framework for its HIV-control program.

Counterpart relationships at both
individual and departmental levels are
the keystone of the Indiana–Moi
partnership.2 The partnership currently
involves collaboration among virtually all
of the major disciplines at both medical
schools, though the administrative issues
of the IUSM portion of the partnership
are handled primarily within its division
of general internal medicine. After
initial success with the Indiana–Moi
partnership, IUSM sought to make a
wider impact on academic medicine in
sub-Saharan Africa. Since 1997, several
other North American medical
institutions have joined IUSM in a
partnership called the America/sub-
Saharan Africa Network for Training
and Education in Medicine (ASANTE)
Consortium. (Asante means thank you in
Kiswahili, one of Kenya’s two national
languages.) This consortium currently
includes IUSM, Brown Medical School,
Duke University School of Medicine,
Lehigh Valley Hospital and Health
Network, Providence Portland Medical
Center, the University of Utah School of
Medicine, and the University of Toronto
Faculty of Medicine. In total, more
than 800 Kenyans and Americans have

participated in exchange of faculty
members, postgraduate trainees,
and students through the ASANTE
Consortium. The partnership has had a
major impact on delivery of health
services, education, and research in
Kenya, including dozens of jointly
authored publications.3–36

One of the philosophical underpinnings
necessary to sustain the Indiana–Moi
partnership is that all participants in the
partnership expect and work for mutual
benefit. We have discovered that altruism
is a necessary but insufficient reason for
either institution to continue in the
partnership. To achieve mutual benefit,
the institutional relationship strives for
equity, not equality, because medical
systems in the developed and developing
world are inherently unequal. For
example, IUSM does not expect
financial commitment on the part of
Moi University to support IUSM’s
participation. However, IUSM does
expect its trainees and faculty members
to be given the opportunity at Moi to
benefit personally and professionally
from involvement in the program.

In part, IUSM’s role in the partnership
follows a distinguished precedent of U.S.
AMCs engaging their considerable
resources in response to the needs
of underserved populations. Many
distinguished AMCs and large public
general hospitals in urban areas of
the United States have entered into
relationships that produced mutual
benefit for underserved populations and
the collaborating AMCs.37 But there is
substantially less evidence of similar
success when U.S. AMCs collaborate with
counterparts in the developing world.
Collaborations inspired by financial
incentives to U.S. medical schools during
the 1950s through the early 1960s were
phased out because of problems with
sustainability and a disproportionate
focus on tertiary care.38 Most current
examples of successful collaboration
between U.S. AMCs and their
counterparts in the developing world
have been limited to focused initiatives,
especially shared research interests. These
collaborations have largely failed to
facilitate improvements in the developing
country’s health care system and have
tended to overemphasize curative care
relative to disease prevention and health
promotion.39

The Moi–Indiana system-building efforts
also stand in contrast to short-term
commitments from individual health
care workers traveling to developing
countries from the United States. Of
course, these efforts can offer value to
both the health care providers and the
patients served.40 However, lacking
institutional backing and without
connection to a long-term effort, these
approaches cannot substantially
contribute to the building of developing
countries’ health care systems. In
response to this need for sustained system
building, there have been many recent
calls for partnerships between institutions
in developed and developing countries to
confront poverty-related diseases in
developing countries.41 AMCs should be
the leaders in responding to these calls,
because such centers are uniquely capable
of fulfilling the tripartite needs of care,
training, and research required to
foster health of individuals and their
communities in the developing world.
Disappointingly, however, funding often
does not exist to encourage North
American medical schools to join with
counterparts in Africa to respond to
health care crises and build systems of
care. Our experience strongly suggests
that government and philanthropic
support should be directed toward long-
term institutional partnerships that
contribute to system building.

Academic Model for Prevention
and Treatment of HIV/AIDS

The tragic scope of the HIV/AIDS
pandemic is well known. In 2005, an
estimated 38.6 million people worldwide
were living with HIV, and an estimated
2.8 million lost their lives to AIDS. In
Kenya, it is estimated that 1.3 million
people are living with HIV.42

The once-high cost of antiretroviral
drugs, along with concerns about therapy
adherence and the possible negative
effect of antiretroviral therapy on risk
behaviors, posed barriers to widespread
HIV/AIDS treatment in sub-Saharan
Africa. Many of those concerns have been
addressed in recent years, and delivery of
antiretroviral therapy has been successful
in several settings in Africa.43,44

However, sustaining effective antiretroviral
therapy and controlling HIV/AIDS in a
place like Kenya is a uniquely difficult
challenge. Conditions in sub-Saharan
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Africa require a system of care that must
effectively address issues of poverty,
hunger, gender discrimination, and
stigma that present barriers to successful
treatment and contribute to the spread of
the disease. Establishing and maintaining
that system of care is especially difficult
in sub-Saharan Africa, which suffers from
60% of the world’s HIV/AIDS burden
but can call on only 1.3% of the world’s
health care workforce to confront the
challenge.45

Throughout its first decade, the Indiana–
Moi partnership failed to respond
systematically to the HIV/AIDS crisis. In
fact, by 2000, we had failed to treat even
one person with antiretroviral therapy.
However, our successful treatment of a
young Kenyan medical student dying of
AIDS in 2001 inspired us to formulate a
systemic response to the pandemic.
Leveraging the power of our academic
medical partnership, we established the
Academic Model for the Prevention and
Treatment of HIV/AIDS (AMPATH).46

AMPATH has quickly become one of the
largest and most comprehensive HIV/

AIDS-control systems in sub-Saharan
Africa, providing a complete system of
care that has been described as a model
of sustainable development.47 Delivery
of services occurs in the public sector
through hospitals and health centers run
by Kenya’s Ministry of Health. Through
community engagement, education,
promotion of safe-sex practices,
experience-sharing by persons living with
HIV/AIDS, counseling and testing, and
other prevention activities, AMPATH
touches the lives of millions in a wide
geographic area. AMPATH has treated
over 40,000 HIV-positive patients at 19
urban and rural clinical sites across
western Kenya, currently enrolling nearly
2,000 new patients each month. (Figure
1) AMPATH feeds up to 30,000 people
weekly and provides antenatal services
that aim to prevent mother-to-child
transmission of HIV in nearly 25,000
pregnant women annually. All eligible
pregnant mothers in AMPATH’s
system are immediately referred for
antiretroviral therapy. After delivery, all
mothers are advised of the risks and
benefits of exclusive breastfeeding or

exclusive formula feeding with respect to
transmitting HIV to their children. Eligible
mothers who choose exclusive replacement
feeding for their babies are provided
formula at no cost. Furthermore,
innovative efforts have been implemented
to ensure access to safe water.

Starting an HIV-care system from scratch
and expanding it in five years to serve
comprehensively more than 40,000
patients and their communities was a
daunting task. As we tackled the
pandemic in our region of Kenya, we
faced a series of obstacles. However,
because of our academic medical
partnership, we were able to craft
effective responses to each challenge.

Stigma

At rural health clinics in particular, we
discovered that the stigma associated
with HIV/AIDS impeded access to care.
However, our already existing strong ties
with village elders, opinion leaders, and
health providers (established through
community-based work not related to
HIV throughout the previous decade),
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Figure 1 Cumulative number of persons infected with HIV enrolled in the Academic Model for the Prevention and Treatment of HIV/AIDS from
November 2001 through January 2007.
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along with some timely and visible
success stories with early patients,
allowed us largely to overcome that
barrier. Other measures to confront
stigma and enable prevention included
community mobilization and health
education, more aggressive community-
based testing for the virus, and changes to
HIV/AIDS-related policy in hospitals.
Moi Teaching and Referral Hospital set
the pace in Kenya for adopting policy
that enabled opt-out HIV testing on all
wards, predating by several years similar
policy in the United States and in other
sub-Saharan countries. Where we once
offered HIV/AIDS screening and felt
lucky if four or five people showed up, we
now hold community-based rallies and
test nearly a thousand people in a day.
AMPATH has transformed whispers of
shame and stigma into a community-
wide embrace of people living with
HIV/AIDS.48

Food security

We found that, depending on location,
between 20% and 50% of AMPATH’s
patients were hungry and lacked food. It
was apparent that the physical limitations
of living with HIV/AIDS had made it
difficult for patients to work their small
farms or take on outside jobs, and this
left them and their families impoverished
and malnourished. In response, we
initially created a demonstration farm on
10 acres of land donated by a local high
school. This farm, which we called the
HAART and Harvest Initiative (HAART
stands for highly active antiretroviral
therapy), had a dual purpose: it enabled
farmers to learn how to increase their
yields of crops, milk, and eggs, and the
produce from the demonstration farm
was distributed to our most needy
patients. The farm serves as a focal point
for the community and a gathering place
where persons living positively with
HIV/AIDS can engage with the greater
community. The farm also gives the
community more ownership in the
response to the HIV epidemic. For these
reasons, the farm had an unintended
benefit of slashing HIV stigma in the
community.

Over time, as AMPATH expanded to
other sites, the HAART and Harvest
Initiative evolved into four high-tech,
high-production farms plus three
demonstration farms. These farms
currently produce more than five tons of
fresh produce weekly, all of which is

distributed to our hungriest patients and
their families. The United Nations World
Food Program complements the fresh
produce from our farms with donations
of corn, beans, corn/soy blend, and oil.
AMPATH now provides food assistance
to up to 30,000 people per week. Food
distribution, however, is a formidable
challenge. The daily measure of supply
and demand must be translated into
individual patient allocations, which are
to be picked up at specific distribution
sites spread over western Kenya.
Industrial engineers from Purdue
University have joined with AMPATH to
create the proper computerized nutrition
information system capable of getting the
right food to the right place at the right
time. In addition, this component of the
AMPATH food program is complex,
requiring trucks, storage warehouses,
distribution centers, distribution
workers, and data clerks.

Income security

We discovered that many patients had
lost their jobs due to the physical
limitations of their illness or because of
the stigma associated with being HIV
positive. The majority of our initial
patients had been widowed by the disease
and did not have the skills or capital
necessary to support their families.
Enabling these patients to earn a
sustainable source of income to achieve
well-being and sustain or restore human
dignity was nearly as important as
providing food assistance. In response to
this need, the Indiana–Moi partnership
created the Family Preservation Initiative.
Up and running at four of AMPATH’s 19
sites and currently expanding to three
more sites, the Family Preservation
Initiative aims to address patients’
economic security needs through skills
training, microcredit, agribusiness
support, a fair-trade-certified crafts
workshop and agricultural cooperatives.

Information system

The complicated and lifelong nature of
HIV/AIDS care, monitoring patient
adherence to antiretroviral therapy, and
the need for reliable research demands
accurate and detailed record keeping, a
significant barrier to sustainable care
in the developing world.49 Before the
founding of AMPATH, Indiana and
Moi had already created the first-ever
electronic medical records system in sub-
Saharan Africa.4 Now, in collaboration

with Partners in Health, an organization
that provides comprehensive health care
to underserved communities throughout
the world, this system has evolved into a
shareware electronic medical record
system called OpenMRS, a common
framework on which medical informatics
efforts in developing countries can be
built. OpenMRS is already being used by
AMPATH, in HIV/AIDS clinics in
Rwanda, and in a hospital in South
Africa.50

Clinics, classrooms, labs

In many of our sites, as the number of
patients treated increased beyond
hundreds to thousands, we found that
the necessary amount of care could not
be provided in existing facilities alone.
So, the partnership built a number of
additional facilities, including the
AMPATH Centre of Excellence for
HIV Care, Kenya’s first facility solely
dedicated to caring for HIV-positive
patients. At this 80,000-square-foot
facility in Eldoret, patient care is
provided and medical school faculty,
clinical officers, and nursing staff are
trained in providing comprehensive
multidisciplinary care to HIV-infected
patients. The center also serves as a
home for multiple research projects, a
tuberculosis diagnostic laboratory, and
an HIV reference laboratory.

Transparency and accountability

One of the most critical challenges we
faced with AMPATH was to develop the
administrative capacity to support an
increase in staff numbers and to assure
fiscal accountability in a time of rapidly
increasing budgets. We did this by
creating a research and sponsored
programs office administered jointly by
Moi Teaching and Referral Hospital and
Moi University, housed in the AMPATH
Centre. Administrators from IUSM’s
research and sponsored program’s office
played a key role in this process.
Philanthropic support coupled with
in-kind support from Indiana University
enabled bilateral exchange and the
eventual success of this endeavor.

Although many challenges remain in
front of us, the partnership’s efforts to
confront the HIV/AIDS pandemic have
been successful. AMPATH is Kenya’s
largest public sector HIV/AIDS program
and has been designated by the ministry
of health as the training site for providers

Partnerships

Academic Medicine, Vol. 82, No. 8 / August 2007 815



in western Kenya. Treatment of
AMPATH’s patients has been shown to
result in significant and persistent clinical
and immunological benefit, with patients
showing both weight and CD4 cell count
increases well into the third year of
follow-up.44

After IUSM, Moi Teaching and Referral
Hospital, and Moi University articulated
a shared vision and commitment to
address the HIV/AIDS crisis in Kenya,
funding followed. AMPATH has been
supported by grants from the United
States Agency for International
Development, the President’s Emergency
Plan for HIV/AIDS Relief, the U.S.
Centers for Disease Control and
Prevention, the Maternal to Child
Transmission Plus Initiative, the Bill
and Melinda Gates Foundation, private
family foundations in Canada and
the United States, and other private
philanthropy. Importantly, since
the inception of the Indiana–Moi
partnership, in-kind support from
Indiana University, private philanthropic
support (including from the interfaith
community), and a willingness to take
calculated risks have been keys to the
success of the partnership. We cannot
overstate the vital role that private
philanthropy has played in enabling the
partnership to respond nimbly and
effectively to problems at hand.

Institution Building and Risk-
Taking in Kenya

Beyond the parameters of the HIV/AIDS
response, the long-term commitment of
the Indiana–Moi partnership has inspired
a focus on sustaining the emerging health
system in Kenya. Through Moi’s, IUSM’s
and Moi Teaching and Referral Hospital’s
access to a broad array of funding
sources, the partnership enhances
financial security and provides sustained
support for Kenyan faculty members.
IUSM has coordinated a program for
United States-sponsored tuition
scholarships and work–study
opportunities for Moi University
students. This support, along with
support for programmatic and faculty
development in multiple disciplines,
works to increase the capacity of Kenya
to address its own health needs while also
combating the disturbing phenomenon
of “brain drain” in Kenya and other
developing countries.51

It is important to note the essential role
that multiinstitutional cooperation
within Kenya played in creating and
sustaining the partnership. Ministries of
health and education in developing
countries are routinely called on to
respond to health crises, but too often,
the ministries are not encouraged or
empowered to combine forces and take
advantage of their complementary
resources. In our case, Moi University
School of Medicine, under the banner of
the Kenyan Ministry of Education, and
Moi Teaching and Referral Hospital,
part of the Kenyan Ministry of Health,
accepted the risks of a partnership with
each other and with IUSM. These risks
included the possibility of a failed
program, loss of prestige that comes with
shared leadership, and diverting funds
from other pressing needs. Of course,
IUSM also accepted its own risks of lost
resources and prestige. At its inception,
the institutional partnership among
IUSM, Moi University School of
Medicine, and Moi Teaching and
Referral Hospital resulted from personal,
departmental, and institutional
commitments and agreements. We did
not begin at the level of the ministries
and work down; rather, we effected
relationships at personal, departmental
and institutional levels and then involved
the greater universities, ministries, and
central governments.

Many institutions in North America and
sub-Saharan Africa have not been willing
to accept the risk of partnership in
pursuing ambitious public health goals.
But, in our case, key faculty members
of both schools of medicine altered
their time commitments to accept the
partnership challenge, and the
institutions made priority adjustments as
well. All involved agree it is unlikely that
the extensive cross-ministry cooperation
within Kenya would have occurred
without the catalytic role of IUSM, which
was able to approach the health crisis
from a broad and “neutral” perspective
removed from, but not insensitive to,
internal Kenyan political interests.

The Power of an Academic
Medical Partnership

Although limited research has been
conducted on best practice approaches
to building health care systems in the
developing world,52 the Indiana–Moi
experience provides a model for

institutional partnerships meeting the
challenge of providing health care in a
resource-poor environment. AMPATH’s
success lies in its ability to achieve a
rapid increase in required services and
resources to meet the treatment needs of
tens of thousands of HIV patients at
multiple clinical sites, to combine care at
rural and urban settings, and to provide a
comprehensive system of care in an
environment that hosts training and
research. These capacities are directly
attributable to the substantial resources
created by the academic medical
partnership between Moi and IUSM.

The current crisis facing sub-Saharan
Africa demands a response from every
available resource within Africa, joined
with meaningful contributions from the
full spectrum of resources available to
developed countries. For African AMCs,
this means discovering the dormant
power that resides in the tripartite
mission of patient and community
service, teaching, and research. For U.S.
AMCs, it means risking far more than
collaboration in fully funded research
and training ventures, and instead
engaging in a committed and equitable
relationship with their developing world
counterparts.

It was an accident of epidemiology that
caused our Indiana–Moi partnership to
be confronted by the greatest pandemic
of our time, but it is no accident that an
academic medical partnership has been
able to respond to the crisis quickly,
comprehensively, and effectively. We call
on other AMCs in North America and
Africa, and the funders that support
them, to discover their own potential for
a similarly meaningful response.
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Did You Know?

With federal funding from the National Institutes of Health, researchers at Tulane University School of Medicine, in 2004,
identified a cell that prevents the immune system from destroying cancer cells in the body.

For other important milestones in medical knowledge and practice credited to academic medical centers, visit the “Discoveries and Innovations in Patient
Care and Research Database” at (www.aamc.org/innovations).
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