African Medical Centre of Excellence (AMCE): How an

Investment Thesis Became a Healthcare Sovereignty Strategy

In Abuja, a hospital opened in June 2025 with an ambition that extends far beyond its walls: to stem
and reverse decades of outbound medical travel, capital flight, and brain drain and transform them into
a domestic engine for quality care, talent development, and system resilience. Multilateral
Development Bank, African Export-Import Bank (Afreximbank) alongside partners such as Kings
College Hospital London and others didn’t just finance this idea—it conceived it, sponsored it, owned

the risk, and set out to prove a new way to build healthcare systems in Africa.

Afreximbank staft, led by its former President and Chairman of the Board of Directors, Prof. Benedict Oramah,
and its current President and Chairman of the Board of Directors, Dr George Elombi, together with the Bank’s
senior management and staff, during the groundbreaking ceremony for the construction of the African Medical
Centre of Excellence in Abuja, Nigeria in December 2021.

The Problem Beneath the Symptoms

For years, the pattern was depressingly familiar. When serious illness struck—particularly cancers,
hematologic conditions, or complex cardiovascular disease—patients who could afford it left the
continent for care in Europe, the Middle East, or Asia. Those journeys exported not only people but
resources: billions of dollars each year in net wealth outflows that could not be easily recaptured by
domestic health systems. Meanwhile, the burden of non-communicable diseases was rising faster than
tertiary infrastructure could be built, and the very professionals needed to provide advanced care—

specialist physicians, senior nurses, technologists—were carving their careers abroad.



Afreximbank reframed this not just as a healthcare gap but as a structural market failure. The
challenge wasn’t merely a public-health deficit; it was a system in which demand for high-quality care
existed, but investable supply and trusted clinical governance did not. If that gap could be closed,
perhaps the cycle could be reversed: care kept at home, capital retained, and talent returning to

strengthen institutions from within.

The Turning Point: From Lender to Sponsor

The bank made a pivotal decision. Rather than wait for the market to organize itself, Afreximbank
would become a project sponsor—absorbing early-stage risk and proving that internationally
benchmarked tertiary care is investable in African markets. The investment thesis was crisp: redirect
net wealth outflows from outbound medical tourism into domestic tertiary assets; allow quality and

access to coexist; and let the resulting confidence crowd in commercial capital over time.

This thesis shaped the capital structure from the ground up. With a total project cost of roughly USD
300 million, Afreximbank took a majority equity stake (exceeding 70%), alongside the Bank of Industry
(BOI) and the Nigerian National Petroleum Company Limited (NNPCL). On the debt side,
Afreximbank’s own lending was provided and backed by long-term debt financing from JICA (Japan
International Cooperation Agency) in partnership with two major Japanese banks, Mitsubishi UF]J
Financial Group (MUFG) and Sumitomo Mitsui Banking Corporation (SMBC). This sustainable
finance partnership backing from another corner of the world was well-suited to the long construction
cycles and specialized equipment that make early commercial lending difficult. The Japanese financing
also helped to de-risk latter investments. Only after commissioning did local Nigerian banks step in

with working-capital facilities—evidence that when risk is sequenced, commercial participation follows.

This was blended finance by design: patient development capital upfront, with commercial capital
crowding in as risk declined. The aim wasn’t just to build a hospital; it was to build bankability and a

sustainable healthcare model.

Building the Backbone: Partnerships and Policy

Quality would make or break the thesis. Afreximbank therefore anchored AMCE to a long-term
technical partnership with King’s College Hospital London (KCH). This was not a one-off advisory
contract; it was the establishment of clinical governance, treatment protocols, patient-safety systems,
training pathways, and technology transfer—sustained by regular on-site engagement from King’s
specialists. World-class standards wouldn’t be asserted; they would be imported, localized, and

continuously reinforced.



Government action made this possible in practice. The Nigerian government provided land, customs
and tax exemptions, and political support, lowering the cost of capital and creating operating
conditions in which the project could take root. The result was a governance spine where public
enablement and private execution were mutually reinforcing: clinical excellence wasn’t an aspiration;

it was a requirement embedded in the model.

Investing in People, Not Just Plant

The strategy was never “build it and they will come.” It was “staff it right, and excellence can
endure.” AMCE treated human capital as an investment asset, not a line-item expense. In
collaboration with KCH, Afreximbank and AMCE targeted professionals who had built advanced
careers abroad—particularly in the UK. That outreach helped enable the return of highly skilled
clinicians and nursing leaders, including executives with NHS backgrounds, bringing home both

expertise and the management know-how required to run complex tertiary services.

Culture cemented this choice. Guided by a people-first policy, leaders embraced a simple truth:
sustainable quality starts with staff who are supported, trained, and trusted. At AMCE, that meant
creating pathways for continuous professional development, embedding mentorship alongside new
technologies, and putting workplace safety and voice at the center of operations. The bet was
straightforward: when staff thrive, patients receive better care; when teams are proud of their

practice, they stay, teach, and grow the institution.

World-Class —and Within Reach

The AMCE model insists that excellence and access are not opposites. Pricing for key diagnostics and
treatments was set within =20% of prevailing market rates, with semi-private wards broadening the
patient base. Advanced equipment—including linear accelerators, multi-slice CT, and 3-Tesla MRI—
would ordinarily have pushed costs beyond reach, but customs and tax exemptions negotiated under
the host-country agreement kept prices competitive with, and in some cases below, regional private

benchmarks.

Affordability was institutionalized, not merely promised. In March 2025, the board of Afreximbank
approved the establishment of the African Life Sciences Foundation (AfLSF) to support research,
subsidize care for economically vulnerable patients across the continent, and provide future capital for

innovation. With USD 75 million already committed by the bank, the Foundation also aims to counter



historic under-investment in diseases disproportionately affecting African populations—Tlike sickle-cell
anaemia—by funding research, advanced training, and pipelines that are rooted on the continent. The
expectation of Afreximbank is that over the next five years, the AfLSF will be able to attract funding to
scale its objectives, ensure economically vulnerable patients access quality care at institutions such as

the AMCE and build a sustainable life sciences ecosystem in Africa.

What Changes When the Cycle Reverses

When tertiary care is credible at home, three reinforcing effects emerge:

Demand stays domestic. Families seek care locally, reducing delays and the non-medical costs of

travel. Revenues remain in the system, supporting maintenance, upgrades, and training.

Talent returns and multiplies. Diaspora clinicians come home to teach, lead, and build. Retention
improves as teams see a future for advanced practice on the continent. Capital follows performance.
As operational risk falls, local commercial finance becomes available at larger scale and lower cost,

creating a virtuous cycle of reinvestment.

AMCE was designed to trigger all three and is already achieving results in this regard.

Scaling the Lesson

With the AMCE Abuja serving as a pilot and proof of concept, Afreximbank is exploring expansion
into East and Central Africa—thoughtfully, and with the same first principles: a sequenced financing
structure that matches risk to capital; long-term technical partnerships that codify quality; and
human-capital strategies that make institutions into magnets for talent. Replication does not mean
replication without context; it means translating the model to new settings while preserving its core:

sovereignty through investability.

AMCE offers a practical blueprint for structuring blended finance where early-stage risk is high but
long-term demand—and system-level impact—are substantial. It shows how a public financial
institution can step beyond lending to sponsoring investable assets, how policy can enable quality to

take root, and how people—treated as the primary asset—turn buildings into sustainable systems.

A hospital opened. A market failure was challenged. And a new narrative for African healthcare began:

not about leaving, but about building care, capability, and confidence at home.






