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FOREWORD
EXECUTIVE SUMMARY
Sustained economic growth in the context of sustainable development has been on the global agenda for quite a long time and several global efforts have been made through the formulation of suitable macro- and socio- economic policies and development agenda to achieve this. The African Union Commission has adopted several health and health-related policies aimed at improving the health status of the African people. The policy instruments include Sexual and Reproductive Health and Rights Continental Policy Framework and the Maputo Plan of Action for its implementation, Abuja Call, Pharmaceutical Manufacturing Plan for Africa, African Regional Nutrition Strategy, and African Health Strategy among others. In 2005, The United Nation Economic Commission for Africa (UNECA) assessed progress made in the MDGs and concluded that Africa was behind the rate of progress required to achieve the MDGs.The Continental Policy Framework for Sexual and Reproductive Health and Rights (SRHR) was adopted by the African Union in 2005 in a bid to accelerate the attainment of the MDG targets. The Maputo Plan of Action for Operationalization of the Continental Policy Framework on Sexual and Reproductive Health and Rights (MPoA) was subsequently launched in 2006.  The MPoA comes to a close in 2015at the time when the African Union’s plan for Africa‘s structural transformation in the next fifty years (Agenda 2063) and the African Common Position on the post-2015 development agenda are in place to influence and accelerate further Africa’s transformation and development beyond 2015. A comprehensive review of the MPoA’s implementation and achievements is important to inform the continental SRHR policy direction post 2015 and was done in the context of the seven aspirations and six main strategic pillars of Agenda 2063and the Common African Position respectively.  The general objectives of the review are to determine and assess the SRHR status of the continent, level of domestication and implementation of the plan and relevance in the post 2015 development agenda. The review relies mainly on secondary quantitative and qualitative data for analysis and interpretation.  Quantitative and qualitative data was obtained from African Union Member States and CSOs. 
Globally, significant progress has been made in maternal health. Maternal mortality ratio (MMR) declined by 45 percent from 380 maternal deaths per 100 000 live births in 1990, to 210 in 2013, yielding an average annual decline of 2.6 percent. Apart from North America, declines were registered across all regions of the world. The declines in maternal mortality ratios across the other regions of the world are: Europe - 66%, Asia-59%, Oceania-48% and Carribean-39%. This review showed that Africa made significant progress in maternal health between 1990 and 2013. Maternal mortality declined by 48.6% from 830 per 100,000 live births to 426 in 2013.Despite this decline, the MDG 5 target of reducing MMR by 75% was not achieved. Limited access to skilled attendance at birth and antenatal care; high unmet need for family planning and poor access to contraceptives among others account for the situation. The skilled birth attendance rate for the continent generally increased up to an average of nearly 60% between 2006 and 2013 but fell short of the 80% skilled birth attendance rate proposed by the World Health Organization; average unmet need for the periods 1990 to 2005 and 2006 to 2013 were 24.5% and 26.2% respectively and remain high; whilst average contraceptive prevalence rate rose slightly from 24.3% between 1990 and 2005 to 25.9% between 2006 and 2013 and remains low.
Evidence also exist that child mortality in Africa has been declining since the 1990s. From this review, there was a nearly 50% reduction in under-five mortality in Africa (47.6%) from 149.1per 1,000 live births in 1990 to 78.1 in 2013. This is still below the two-thirds reduction expected within the period. Similarly declines in infant and neonatal mortality rates in Africa were much lower than expected. Infant mortality declined by 42.3%, whereas neonatal mortality rate declined from 40.6 per 1,000 live births to 27.8 in 2013,  a reduction of 31.5% and indicates a slower rate of reduction compared to the rates of infant and under-five mortality reduction. Low Educational attainment of mothers; limited access to health services; low income; low immunization coverage for the main under five killers - pneumonia and diarrhoea, poor nutrition and high prevalence of HIV have been the major challenges contributing to this situation.
Immunization is among the most cost-effective public health interventions for reducing global child morbidity and mortality. This review indicated that, apart from Central Africa, all the regions attained over 80% immunization coverage for DPT3. The continent fell short of the immunization target of 90% by 9.4%.
Ensuring good and adequate nutrition is important for child growth and ensures improved child health. Globally, there has been progress in reducing both stunting (low height-for-age) rates and the number of stunted children in the last 20 years. This review showed that between 1990 and 2005 average stunting rate was 40.3%. This declined to an average of 34.1% between 2006 and 2013 on the continent.  Stunting remains a major problem on the continent despite the decline. Socio-cultural barriers; chronic poverty; food insecurity; inadequate supply of safe and nutritious food in quantity and quality; unhygienic environments; and poor quality water and sanitation, are major challenges contributing to stunting on the continent. 
The International Conference on Population and Development (ICPD) held in Cairo in 1994 called for a holistic approach to meeting women’s and men’s Reproductive Health (RH) needs throughout their lives. Since then, the importance of linking SRH and HIV/AIDS has been widely recognized. Several international statements over the past decade most notably the Glion Call to Action and the New York Call for Commitment have endorsed integration for sexual and reproductive health (SRH) with  HIV prevention, treatment, care and support, at the policy, systems and service levels. The review showed that 43% (23/54) of African countries had in existence national health policies that integrated SRHR, HIV/AIDS/STI and Malaria services. The target was for every country to have those policies; however 57% (31/54) of African states are yet to develop such policies. The challenge has been the uncertainty about the cost and benefits of moving to integration of services that were previously offered separately.
Various international and regional instruments and declarations have also recognized violence against women as a form of discrimination and a violation of women’s human rights. In Africa, 41% (22/54) of member countries did not have legislation on gender based violence in place. This is not encouraging since the proportion of women reporting intimate partner violence and non-partner sexual violence persists and ranges from 29.7% in the Southern African region to 65.6% in the Central African region.
Sustainable Health Financing is one of the most crucial pillars of building viable health systems and an important measure for improving access to health care and reducing poverty. Annually, it would cost $17.2 billion dollars ($76 per woman of reproductive age, or $18 per person), to provide all women in Africa with a total package of care including modern contraceptive services; maternal and newborn health care; HIV testing and counseling and antiretroviral treatment for women during pregnancy and after delivery; HIV testing and treatment for newborns; and treatment for four major curable STIs. This is five times current investments and gives an indication that Africa is not spending enough on SRHR. The Abuja Declaration of 2001 proposed that 15% of public expenditure be allocated to the health sector. However, this review showed that only 10.5% of public expenditure is currently allocated to health on the continent. Only seven countries have achieved the Abuja target currently. These are: Rwanda-22%; Liberia -19%; Malawi-18%; Swaziland -18%; Zimbabwe -16%; Lesotho-15% and Togo-15%. Funding of SRHR programmes are mainly donor-dependent and not sustainable.

The review has revealed that, apart from maternal mortality ratio whose rate of decline was slower, unmet need for family planning which increased and rate of increase in budget allocation to health sector which slowed down, after the launch of the MPoA than before the launch, all other indicators showed appreciable rates of improvements in the expected direction of change. In addition, all changes recorded after the launch of the MPoA were statistically significant. All these observations give a plausible influence of the MPoA.  The review also showed that the MPoA was adequately domesticated and owned by member states apart from a few countries; and was relevant in helping to achieve the gains in the SRHR landscape of the continent. Political will to implement the MPoA and the fact that CARMMA has been launched in 82% (44/54) of countries may have contributed significantly to this observation.
The observed challenges in implementation of the MPoA relate to demand for improved political commitment and leadership, inadequate health financing, inadequate health legislation, weak health systems and harmful socio-cultural practices.
Key recommendations are to:
· ensure continuous advocacy at the highest political level with evidence of the impact of health especially, SRHR on the economy. This advocacy drive will have to be carried out by peers or champions at the highest political levels
· improve domestic resource mobilization by: ensuring financial deepening and inclusion (e.g. domestic savings and microfinance) and strengthening tax structures, coverage and administration; carrying out fiscal reforms; encouraging public private partnerships; and deepening capital markets
· strengthen legislative frameworks, policies and operational strategies, and sustainability that govern international partnerships and collaborations with donors in the health sector
· reform abortion laws to  ensure safe abortion and post abortion care in order to promote SRHR
· strengthen primary health care systems to make integrated, comprehensive quality sexual and reproductive health services, with adequate referrals, accessible to the vulnerable especially to rural, remote and resource limited populations including the urban poor
· institute performance-based financing (PBF) system which offers incentives to facility and community health workers (both private and public) to enhance staff commitment to high quality standards
· ensure the availability of the widest range of family planning commodities and vaccines, as well as the strengthening of health management information systems
· invest in the capacity of health workers, particularly mid-level cadres such as midwives in MNCH and surgical skills to provide services especially at the lower levels of health care. This is more cost-effective and sustainable in providing critical MNCH services and addressing mal-distribution –Task-sharing
· Protect  the rights of women, men and youth to have control over and decide freely and responsibly on matters related to their sexuality, including access to sexual and reproductive health, free from coercion, discrimination and violence
· improve gender equality and empowerment of women, eradicate harmful practices, and eliminate all forms of discrimination and violence against women by enforcing laws that punish perpetrators of sexual and gender –based violence and designing and scaling up BCC campaigns against sexual and gender-based violence including harmful traditional practices.
1 CHAPTER ONE: INTRODUCTION AND BACKGROUND

1.1   Introduction
Sustained economic growth in the context of sustainable development has been on the global agenda for quite a long time and several global efforts have been made through the formulation of suitable macro- and socio- economic policies and development agenda to achieve this
. Health has always been a core and important consideration in almost all these global development efforts. One of the earliest global agendas to revolutionize and drive the world was the Primary Health Care Concept, which was launched in Alma Ata in 1978. Two major principles, which were articulated strongly in the primary health care declaration, were universal access to health, and health as a fundamental human right
.  These two principles have been reaffirmed in many global, regional and national declarations, laws, development agendas and policies in the 1980s and beyond such as the Convention on the Elimination of all Forms of Discrimination against Women (1979), the African Charter on Human and People’s Rights (1981), the African Charter on the Rights and Welfare of the African Child (1990), the Dakar/Ngor Declaration on Population, Family and Sustainable Development (1992), the 1994 International Conference on Population and Development in Cairo, (ICPD), the Southern African Development Community (SADC) Gender and Development Declaration (1997, 1998), the SADC Health Protocol (1999), the Millennium Declaration, the Abuja, Maseru and Maputo Declarations (2001, 2003) and recently African Union Agenda 2063.
Global interest had been in human numbers, rather than human lives prior to the International Conference on Population and Development (ICPD) in Cairo in 1994. The ICPD occurred at a very defining moment in the history of the world. For the first time, linkages were drawn between population dynamics and development. At Cairo, the International community reached consensus on three quantitative goals to be achieved by 2015: the reduction of infant, child and maternal mortality; the provision of universal access to education, particularly for girls; and the provision of universal access to a full range of reproductive health services, including family planning. Issues of STI/HIV/AIDS, adolescent sexual and reproductive health, human sexuality and gender relations were also stressed1.  These ICPD goals were reinforced by the agreements of other global United Nations conferences of the 1990s and by the Millennium Summit in September 2000. Indeed, the ICPD goals were essential for meeting the Millennium Development Goals to reduce widespread poverty, hunger, disease and gender inequality by 2015. 
In 2005, the United Nations Economic Commission for Africa (UNECA) assessed progress made in the MDGs and concluded that Africa was behind the rate of progress required to achieve the MDGs in general, though there were striking differences across countries and sub-regions
. Part of the reason to explain the inadequate progress, was the fact that little progress had been made in achieving universal access to health. Shortage of funds both from national budgets and from donor countries, the absence of an enabling legislative environment, administrative rigidity which prevents integration of reproductive health services and the lack of human and technical resources were some of the factors contributing to the slow progress
. Despite all these drawbacks, Africa experienced a recent period of economic growth that has positioned the continent as a key area for global investment and trade. The pace of real gross domestic product (GDP) growth on the continent has doubled in the last decade, and six of the world’s fastest growing economies are in Africa
. To accelerate further Africa’s transformation and development beyond 2015, Agenda 2063, a plan for Africa‘s structural transformation in the next fifty years was agreed upon by the African Union in May 2013. Seven aspirations which will drive the agenda include a prosperous Africa based on inclusive growth and sustainable development, an integrated continent, politically united, based on the ideals of Pan Africanism, an Africa of Good Governance, Respect for Human Rights, Justice and the rule of law, a Peaceful and secure Africa, an Africa with a strong cultural identity, values and ethics, an Africa whose development is people-driven, especially relying on the potential offered by its women and youth; and Africa as a strong, resilient and influential global player and partner. These aspirations reflect a different and better Africa. A set of 18 goals has been identified based on the seven African aspirations. They are as shown in Table 1.
Table 1: Agenda 2063 Aspirations and Goals
	Aspirations
	Goals

	A Prosperous Africa, based on Inclusive Growth and Sustainable Development
	1. A high standard of living, quality of life and well-being for all citizens

2. Well educated citizens and a skills revolution underpinned by science, technology and innovation

3. Healthy and well nourished citizens

4. Modern and Livable Habitats

5. Transformed economies and jobs

6. Modern agriculture for increased production, productivity and value addition

7. Environmentally sustainable and climate resilient economies and communities

	An Integrated Continent Politically United and  based on the ideals of Pan Africanism
	8. United States of Africa(Federal or Confederate)

9. World class infrastructure crisscrosses Africa

	An Africa of Good Governance, Democracy, Respect for Human Rights, Justice and the Rule of

Law
	10. Democratic values, practices, universal principles of human rights, justice and the rule of law are entrenched.

11. Capable Institutions and Transformative Leadership in place at all levels

	A Peaceful and Secure

Africa
	12. Peace security and stability is preserved

	Africa with a Strong cultural Identity Values and Ethics
	13. Pan Africanism is fully entrenched

14. African cultural renaissance is pre-eminent

	An Africa whose development is people driven, especially relying on the potential offered by its Youth and Women
	15. Full gender equality in all spheres of life

16. Engaged and Empowered Youth

	An Africa as a strong and influential global player and partner
	17. Africa as a major partner in global affairs and peaceful co-existence

18. Africa is no longer aid dependent and takes full responsibility for financing  her development


The goals as outlined in the table are consistent with the goals and priority areas contained in the African Common Position on the post-2015 development agenda which identifies substantive issues of importance to Africa and arrives at a consensus on key priorities, concerns and strategies to be reflected in the post-2015 global development agenda. Six main strategic areas identified as pillars of the common African Position are: structural economic transformation and inclusive growth; science, technology and innovation; people-centred development; environmental sustainability, natural resources management and disaster risk management; peace and security; and finance and partnerships. 
Health has a direct impact on development. It is estimated that every 10% increase in life expectancy leads to a 0.4% increase in economic growth
. Three of the eight millennium development goals, nine of the eighteen targets and eighteen of the forty-eight indicators are health related
, therefore achieving the health related MDGs would contribute significantly to the attainment of many of the global targets set. It is in recognition of this fact that the African union Commission (AUC) adopted or launched several health and health-related policies aimed at improving the health status of the African people. The policy instruments include Continental Policy Framework on Sexual and Reproductive Health and Rights and the Maputo Plan of Action for its implementation, Abuja Call, Pharmaceutical Manufacturing Plan for Africa, African Regional Nutrition Strategy, and African Health Strategy among others. Going beyond 2015, Agenda 2063 and the Common African Position prioritize health by outlining strategies that: support expanded access to affordable quality health care and services including universal access to quality SRHR; help to develop and implement programmes to combat communicable (example HIV/AIDS, malaria and Tuberculosis) and non-communicable diseases; support the development of human capacity for the health sector; promote policies for sustainable financing of the health sector and promote policies for nutritional improvement. The aspirations and pillars of Agenda 2063 and the Common African Position are transformational. Therefore, recommendations that are going to be made to deal with the gaps and challenges identified in this review to be responsible for slowing down Africa’s attainment of set SRHR goals, would be done in that context to help improve strategies that will accelerate Africa’s transformation and development.
.
1.2  Background
The Continental Policy Framework for Sexual and Reproductive Health and Rights (SRHR) was adopted in 2005 at the Second Ordinary Session of the AU Conference of Ministers of Health, which was held in Gaborone, Botswana when it was realized that African countries may not be able to achieve the targets set in the ICPD/POA and MDGs. The Policy Framework calls for strengthening of the health sector component in Poverty Reduction Strategy Papers, and Sexual and Reproductive Health and Rights in particular, by implementing the Abuja recommendation of the 2001 Summit of Heads of State and Government to increase resources to health sector thereby improve access to services8. By extension the Framework calls for mainstreaming gender issues in socio-economic development programmes, by facilitating improved women’s health and increasing their participation in national economic development. It also calls for the development of SRH Commodity Security by including SRH commodities in the Essential Drug Lists and ensuring that women do not die needlessly because of lack of basic medicines. The continental policy framework focuses on the following strategic areas8:

· Sexual and reproductive health legislation.

· Integration of sexual and reproductive health services into primary health care.

· Sexual and reproductive health communication.

· Budgeting of sexual and reproductive health activities.

· Mainstreaming gender in development programmes.

· Youth sexual and reproductive health.

· Midlife concerns of both men and women.

· The fight against the HIV/AIDS pandemic and other infectious diseases.

· Strengthening of the sexual and reproductive health programme of the AU
To ensure implementation of the framework, the AU Health Ministers proposed a costed plan of action, which was endorsed by the Summit of Heads of State and Government in Khartoum, Sudan, in January 2006. The Plan of Action for Operationalization of the Continental Policy Framework on Sexual and Reproductive Health and Rights (Maputo Plan of Action) was subsequently launched during the special session of the African Union Conference of Ministers of Health held in Maputo, Mozambique from 18th - 22nd September 2006. The ultimate goal of the plan of action was for African Governments, civil society, the private sector and all development partners to join forces and redouble efforts, so that together the effective implementation of the continental policy including universal access to sexual and reproductive health by 2015 in all countries in Africa could be achieved. It is to be noted that the Maputo Plan of Action (MPoA) is premised on Sexual and Reproductive Health (SRH) in its fullest context as defined at ICPD/PoA 1994.The strategies employed to achieve the goals set out in the plan of action are
: 
· integrating STI/HIV/AIDS, and SRHR programmes and services, including reproductive cancers, to maximize the effectiveness of resource utilization and to attain a synergistic complementarities of the two strategies
· repositioning family planning as an essential part of the attainment of health MDGs;

· addressing the sexual and reproductive health needs of adolescents and youth as a key SRH component
· addressing unsafe abortion
· delivering quality and affordable services in order to promote Safe Motherhood, child survival, maternal, newborn and child health
· African and south-south co-operation for the attainment of ICPD and MDG goals in Africa

The strategies also include cross-cutting issues such as increasing domestic resources for sexual and reproductive health and rights including:
· addressing of the human resource crisis
· including males as essential partners in SRHR programmes
· adopting a multi-sectoral approach to SRHR
· fostering community involvement and participation
· strengthening SRH commodity security with emphasis on family planning and emergency obstetric care and referral
· putting in place operational research for evidence based action and effective monitoring tools to track progress 
· integration of nutrition in STI/HIV/AIDS and SRHR especially for pregnant women and children 
· fortification of food institutionalization 
· involvement of families and communities

· involvement of the Ministries of Health in conflict resolution and ensuring rural-urban service delivery equity.
In the MPoA, the African Union Commission was mandated to play an advocacy role, mobilize resources, conduct monitoring and evaluation, disseminate best practices and harmonize policies and strategies for attainment of the goals set in the continental policy framework and the MDGs
 
 Additional elements of the AUC’s mandate included: 

· The Summit Decision on Accelerating Action for Child Survival and Development in Africa to Meet the MDGs – 2005 (Assembly/AU/Dec.75 (V)).

· A request by the Executive Council in 2006 to advocate for implementation of the Maputo Plan of Action for operationalization of the Continental Framework on Sexual and Reproductive Health and Rights in Africa in collaboration with relevant United Nations Agencies and other development partners, and report periodically on progress of implementation (EX.CL/Dec.327 (X) rev. 1)

· The Executive Council Decision on the theme of the July 2010 Session of the AU Assembly – 2009 (Assembly/AU/Dec.2329XII): Fourteenth Ordinary Session of the Assembly: “Promotion of Maternal, Infant and Child Health and Development.
· The Africa Health Strategy (2007–2015) and Agenda 2063
Based on these mandates and the realization that progress at attaining set goals needed to be fast-tracked, the AUC launched the Campaign on Accelerated Reduction of Maternal Mortality in Africa (CARMMA) in May 2009. This was to trigger concerted and increased action towards improving maternal and newborn health and survival across the continent. The main objective of CARMMA was to expand the availability and use of universally accessible quality health services, including those related to sexual and reproductive health that are critical for the reduction of maternal mortality. Activities of the campaign include mobilizing the necessary political will to make the lives of women count; coordinating and harmonizing interventions around country-led plans/roadmaps as well as supporting ongoing efforts and initiatives to improve maternal, newborn and child health
.
Since the launch of the MPoA, a number of developments have taken place to situate maternal, new-born and child health including HIV/AIDS at the centre of national policies, strategies and programming in Africa. A review of the MPoA carried out in 2010 provided insight into the progress achieved by member states in implementing national SRHR plans and also identified challenges in their development and implementation. Some challenges identified include weak health systems; inadequate human resources especially Midwives; limited financial resources; unfavourable legislation especially for safe abortion; Gender-based violence and negative socio-cultural practices related to SRHR. Key recommendations made included promotion of adequate, integrated, comprehensive health systems;  motivation of health workers by institution of incentive packages,  improvement of local resource mobilization for health, decriminalizing abortion to improve SRHR and institution or revision of appropriate legislation in such matters as gender-based violence (including FGM), abortion, early marriage and inheritance.  Following the review, an extension of the implementation of the MPoA was done up to 2015. As the MPoA comes to a close in 2015, a comprehensive review of its implementation and achievements is important to inform the SRHR policy direction post 2015.
1.3    Purpose of review
The general objectives of the review are to determine and assess the SRHR progress of the continent, level of ownership and implementation of the plan and relevance in the post 2015 development agenda. The review will also identify gaps and challenges in implementing the plan of action. The specific objectives of the review are to: 

1. document the SRHR status of the continent since the launch of the MPoA in 2006 within the confines of the mainstreamed MPoA indicators; 

2. determine the relevance of the MPoA in addressing the SRHR planning and programming needs of the AUC member states; 

3. determine the extent to which the MPoA was reflected into the national strategies, plans and programmes; 

4. determine the relevance of the MPoA in the post 2015 development agenda; 

5. detail the challenges and lessons learnt in implementing the MPoA and its resultant national strategies, plans and programmes; 

6. make recommendations on the future outlook of the MPoA, cognizant of the post 2015 development agenda, 
7. review the MPoA to be in tandem with the review findings, emerging issues and other AUC strategic documents including the Common Africa Position on the post 2015 Development Agenda.
1.4   Organization of the report
To achieve the objectives of the review, the report is organized into eight chapters

Chapter one: consists of an introduction and a background. The introduction sets the stage for the review by discussing sustainable development and the importance of health to development. The background discusses the continental policy framework on sexual and reproductive health and its plan of action for its implementation (MPoA). It ends by discussing the Purpose, aims and objectives of the review. 

Chapter two: mainly a literature review chapter which puts the study in context of what already exists by stating the definition of sexual and reproductive health and rights (SRHR), discussing the status of SRHR in the context of the mainstreamed indicators. In view of the ongoing discussions on the Post-2015 development agenda, a synthesis of proposals, recommendations and emerging issues concerning the agenda are done.

Chapter three: Discusses scope of the review, the methods and materials employed, data collection and analysis, the quality assurance process and limitations 
Chapter four: Reports on the SRHR progress of the continent based on current available data using the mainstreamed indicators, discusses the plausible influence of the MPoA on the attainment of set targets by describing trends before and after adoption of MPoA. The extent to which the MPoA is reflected into national strategies and plans (ownership) are discussed
Chapter five: a discussion of the results in chapter five

Chapter six: Discusses good practices that have had positive influence on progress made, challenges to progress and implementation of the MPoA and lessons learnt. The relevance of a plan of action beyond 2015 is also discussed.

Chapter 7: Makes recommendations going forward, discusses the outlook of a future plan of action and suggests way forward
Chapter 8: Discusses the gaps in the MPoA and proposes a new POA beyond 2015 within the context of review findings, Agenda 2063 and common African Position and other post-2015 mandates
2 CHAPTER TWO: SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS LANDSCAPE IN AFRICA: TRENDS AND ISSUES 

This chapter discusses SRHR issues in Africa within the context of the body of knowledge that exist. Sexual and Reproductive Health and Rights are defined in the context of the understanding reached by African Heads of State and Government during the adoption of the Continental Policy Framework on Sexual and Reproductive Health and Rights. The status of SRHR in Africa as captured by various reports was reviewed, followed by synthesis of SRHR issues beyond 2015.
2.1    Sexual and Reproductive Health and Rights (SRHR) defined
The concept of SRHR as defined in the Continental Policy Framework on Sexual and Reproductive Health and Rights is that which is consistent with the definitions in the 1994 ICPD/PoA
 and agreed upon by the African Heads of State and Governments. They are herein defined as: 

Reproductive health: “state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and processes. Reproductive health therefore implies that people are able to have a satisfying and safe sex life and that they have the capability to reproduce and the freedom to decide if, when and how often to do so. Implicit in this last condition are the rights of men and women to be informed and to have access to safe, effective, affordable and acceptable methods of family planning of their choice, as well as other methods of their choice for regulation of fertility which are not against the law, and the right of access to appropriate health-care services that will enable women to go safely through pregnancy and childbirth and provide couples with the best chance of having a healthy infant”.  In line with the above definition of reproductive health, reproductive health care is defined as “The constellation of methods, techniques and services that contribute to reproductive health and well-being through preventing and solving reproductive health problems. It also includes sexual health, the purpose of which is the enhancement of life and personal relations, and not merely counseling and care related to reproduction and sexually transmitted diseases.” 
Reproductive Rights: “Bearing in mind the definition of reproductive health above, reproductive rights embrace certain human rights that are already recognized in national laws, international human rights documents and other consensus documents. These rights rest on the recognition of the basic right of all couples and individuals to decide freely and responsibly the number, spacing and timing of their children and to have the information and means to do so, and the right to attain the highest standard of sexual and reproductive health. It also includes their right to make decisions concerning reproduction free of discrimination, coercion and violence, as expressed in human rights documents. In the exercise of this right, they should take into account the needs of their living and future children and their responsibilities towards the community. The promotion of the responsible exercise of these rights for all people should be the fundamental basis for government and community-supported policies and programmes in the area of reproductive health, including family planning. As part of their commitment, full attention should be given to the promotion of mutually respectful and equitable gender relations and particularly to meeting the educational and service needs of adolescents to enable them to deal in a positive and responsible way with their sexuality. Reproductive health eludes many of the world’s people because of such factors as: inadequate levels of knowledge about human sexuality and inappropriate or poor-quality reproductive health information and services; the prevalence of high-risk sexual behaviour; discriminatory social practices; negative attitudes towards women and girls, and the limited power many women and girls have over their sexual and reproductive lives. Adolescents are particularly vulnerable because of their lack of information and access to relevant services in most countries; older women and men have distinct reproductive and sexual health issues which are often inadequately addressed” 
2.2   Trends in Maternal, Newborn and Child Health 
“Healthy women are the foundation of a strong community and healthy newborns and children are the future”

(H.E. Dr Mustafa S. Kaloko, Commissioner for Social Affairs, African Union)

Maternal, newborn and child health (MNCH) are fundamental to development. These are well articulated and reflected in the goals of the International Conference on Population and Development, and those of the Millennium Summit and further emphasized in Agenda 2063 and the Common African Position on the post-2015 development agenda. Any progress made in MNCH will directly impact on development. Since the launch of these landmark development agendas in 1994 and year 2000 respectively, African leaders have strived to improve the wellbeing of women and children through commitments that have been expressed via various channels including the Continental Policy Framework on Sexual Reproductive Health and Rights, the Maputo Plan of Action, Campaign on Accelerated Reduction of Maternal Newborn and Child Mortality in Africa and various African Union Assembly declarations and decisions
. These commitments have motivated action and brought about progress in the status of women, newborns and children in the African region over the years. 
2.2.1 Maternal Health
Significant reductions in maternal mortality have been observed over time. Maternal mortality fell by 48% between 1990 and 20136. Despite this tremendous improvement, 452 women die everyday through childbirth with close to 58% of worldwide maternal deaths occurring on the African continent
. Chad and Somalia have maternal mortality ratios of over 1,000 per 100,000 live births12. Several countries have achieved considerable reductions during these years, in particular Rwanda, Equatorial Guinea, Botswana and Eritrea, where the annual average rates of reduction of maternal mortality between 1990 and 2010 were 8.7%, 7.9%, 7.5% and 6.3%, respectively6. Equatorial Guinea is among ten countries worldwide to have achieved the MDG 5 target before 2015, reducing maternal mortality by 81% from 1,200/100,000 live births to 240/100,000 live births12. Improvements in maternal health in the past decade in the region has been largely due to removal of user fees for maternity services, institutionalization of maternity waiting homes in some countries, including Eritrea and introduction of results- and performance-based financing in Rwanda. In Rwanda and Equatorial Guinea, strong political commitment, leadership and ownership of the MNCH programmes improved the MNCH landscape. A strong, integrated audit and monitoring framework for MNCH in Rwanda supported programmatic success.
2.2.2 Child Health
Significant reductions in child mortality have been achieved in Africa over the last two decades. Overall, African countries have doubled their annual rate of child mortality reduction from 1.5% in 1990 to 3.1% in 2012; Under-five mortality rate declined by 47 per cent between 1990 and 201117, with North Africa reducing its rate by 68% and Africa (without North Africa) reducing it by 39%.  Only Egypt has been able to achieve MDG 4 target before 201512. 
In the last two decades, infant mortality rate dropped by 26% from 102 to 75 per 1,000 between 1990 and 2009. Countries like Liberia, Eritrea, Madagascar, Cape Verde, Tunisia and Egypt showed a 50% reduction in infant mortality rate from 1990 to 2009. Countries in Central and Southern African regions did not show impressive performance with this indicator6, 16. Improved immunization coverage and child death audits have contributed to significant reductions in infant mortality. 
Despite the decline in under- five mortality rates in Africa, neonatal mortality, which accounts for about 40% of child deaths continues to rise. Countries in Africa (without North Africa) account for 38% of global neonatal deaths and had the world’s highest neonatal mortality rates of 34per 1,000 as at 2011. Neonatal mortality rates in Africa range from 7 to 50 per 1,000 with only nine countries having neonatal mortality rates below 23 per 1,000 16.  

2.3   Issues in Maternal, Newborn and Child Health 
2.3.1 Skilled attendance at birth
Skilled attendance at birth is one of the four pillars that help prevent maternal deaths. According to the 2013 Africa MDG report, the lack of skilled birth attendants contributes to 2 million maternal, stillbirth and newborn deaths each year worldwide. Evidence exist that between 13% and 33% of maternal deaths could be averted by the presence of a skilled birth attendant during labour and delivery
. The World Health Organization estimates that 80 per cent of births need to be attended by an adequately equipped and skilled birth attendant to reach the Goal 5 target; however, out of 52 African countries, just seven reported that more than 90 per cent of births were attended by a skilled health professional, whilst less than half of births were attended by skilled health personnel in nineteen countries
. Between the year 2000 and 2009, the countries that had over 75% of their births attended by skilled health personnel included Mauritius, Algeria, Tunisia, Botswana, South Africa, Sao Tome and Principe, Namibia, Zimbabwe and Cape Verde
. This brought about significant reductions in maternal mortalities in those countries especially in Cape Verde. In Ethiopia, improved education, capacity building and tracking of midwives using a comprehensive database improved access to services.
Skilled attendance at birth, although key to maternal death reduction is not a panacea to the problem, other elements such as antenatal and postnatal care visits are important. In Africa, Antenatal coverage for first visit attendance is close to 80%, whilst it is less than 50% for the recommended WHO four plus visits with wide disparities by geographic location and across income groups
. Only twelve countries reported antenatal care coverage with four visits at levels of 68 to 78%6.

2.3.2 Family planning

One of the most dramatic changes of the 20th century is the widespread adoption of family planning
. Evidence exists that if couples can space their pregnancies by at least two years apart, through the use of family planning, up to 35% of maternal deaths and up to 13% of child mortalities could be averted; whilst preventing 53 million pregnancies each year, resulting in 14.5 million fewer abortions
. Despite this, use of contraception is still low and unmet need for contraception remains high in many parts of Africa. Across the continent, progress in creating and meeting the demand for family planning has been uneven. Between 2008 and 2012, married women using family planning increased from 20% to 27% in East Africa and from 54% to 58% in Southern Africa. Little progress has been registered in West and Central Africa where contraceptive prevalence remain low at 9% and 7% respectively13. Overall, contraceptive prevalence increased from 13% in 1990
 to 23% in 2007 and then to 27% in 20126. Inadequate skilled human resources, limited community involvement and irregular supplies of commodities have been the major challenges. Effective behaviour change communication (Sabido Methodology) in communities is known to have brought about positive contraceptive behaviours in many African countries including Nigeria, Ethiopia and Rwanda.

Africa’s unmet need for family planning is the highest in the world.  WHO estimates that unmet need for family planning is about 25% across the region and constitutes about twice the global unmet need
 . Out of the 58 million women aged 15-49 years with unmet need for family planning in Africa, more than half are located in the West and Central African region16. Many countries have supportive family planning protocols and guidelines, however effective implementation to reach all communities and especially the disadvantaged need to be strengthened.
2.3.3 Adolescent Reproductive Health
About 11% of all births worldwide occur among women 15–19 years old annually; however, the proportion of births that take place among adolescents in Africa (without North Africa) is over 50%. 

Ethiopia, Nigeria and Democratic Republic of Congo are among the seven countries worldwide that constitute 50% of all adolescent pregnancies. Pregnancies among young adolescents less than 15 years vary across Africa from 0.3% in Rwanda to 12.2% in Mozambique. Consequences of adolescent pregnancy on mother and child are serious. These include anaemia, malaria, HIV and other sexually transmitted infections, postpartum haemorrhage and mental disorders, such as depression and obstetric fistula
.The rates of preterm birth, low birth weight and asphyxia are higher among the children of adolescents, all of which increase the chance of death and of future health problems for the baby. Adolescent fertility rate is high on the continent but is declining. Adolescent fertility reflects unmet need among girls aged 15-19 years. Twenty out of the 25 countries with the highest adolescent fertility rates in the world are in Africa. Adolescent fertility rates of about 114 per 1,000 girls aged 15-19years had been estimated for the region between 2006 and 20126.There is very little understanding of what needs to be done to reduce the scale of the problem. Increasingly, some of the most pervading social, cultural, and economic determinants that fuel adolescent sexuality in African have become seriously entrenched and have shown no signs of abating
. Access to family planning, crucial for young people, is very limited owing to the lack of adequate health-care services tailored to their needs, the lack of accurate information and counseling, and the persistence of financial and psychosocial barriers6.The issue of early marriages is common in Africa. Prevalence of early marriage in Africa varies substantially across member states, with the highest of 75% in Niger. Laws that require males and females to be 18 years of age or older before marriage, exist in thirty-two countries, while they are discriminatory in eighteen others22.
2.3.4 Safe abortion and post-abortion care
More than 19 million women, mostly in developing countries, resort to unsafe abortion, with an estimated 47,000 of them losing their lives and a further 5 million suffering significant complications from unsafe abortion annually, including anaemia, chronic inflammation and infertility
. In 2003, the World Health Organization in its landmark publication “Safe abortion: technical and policy guidance for health systems” discussed how countries should and could provide to safe abortion services to the full extent of the law
. Making abortion safe and accessible to the full extent of the law requires among other things the existence of an efficient health system, rural-urban balance in the distribution of service providers, availability of a range of methods and technologies; adequate resources, simple and flexible regulatory requirements and well trained health personnel, knowledgeable in the national laws and regulations relating to abortion as well as technical procedures in the administration of comprehensive abortion care services
. Increased political will in reforming laws and expanding access to safe abortion services reduces abortion complications and maternal deaths due to such complications. Despite resistance in some member states to reform abortion laws, Ethiopia and Tunisia have reformed their abortion laws and seen tremendous improvements in complications and deaths due to abortion through improved capacity of health care workers in management of safe abortion and complications, and increased access to safe abortion services.
2.3.5 Maternal and child death audits

Maternal and child deaths audits are qualitative, in-depth enquiries of the causes of and circumstances surrounding maternal and child deaths occurring at health facilities
 It is one of the oldest and the most documented methods that can be effective in improving emergency obstetric and neonatal care and maternal and child outcomes. Maternal, perinatal and child death reviews allow healthcare staff and community members to draw lessons from preventable deaths and improve future practices, and can also be used to inform policies and programmes. In many low- and middle-income income countries, the routine process of death reviews has not been fully implemented, despite its potential to generate evidence and inform action to improve health
. Perinatal mortality audit and child death reviews, outside of specific research studies, have been used even less frequently in low-income countries than maternal death reviews
. Challenges of death audits include lack of knowledge and skills related to conducting audits, as well as fear of blame and repercussions related to the findings
.
2.3.6 Immunization

Immunization is regarded as one of many child survival interventions that have influenced positively child health by bringing about reduction in child deaths and disabilities, since the Expanded Programme on Immunization (EPI) was launched in 1974 by the World Health Organization. Evidence shows that smallpox, which had killed two million people per year until the late 1960s, was wiped out by 1979 after a massive worldwide immunization campaign; the number of polio cases fell from over 300,000 per year in the 1980s to just 2,000 in 2002; two-thirds of developing countries have eradicated neonatal tetanus; the number of reported measles deaths has dropped from 6 million to less than 1 million per year; whooping cough cases have fallen from 3 million per year to less than a quarter of a million whilst diphtheria cases have declined from 80,000 in 1975 to less than 10,000 today
 
Immunization also now serves as a means of delivering other life-saving interventions, such as vitamin A supplementation, anti-helminthes for the management of worm infestation and distribution of ITNs for protection against malaria. Routine immunization has been established in all countries of the Region; however, coverage of immunization (measured by DPT3 vaccination) varies widely from 99% in Eritrea to 33% in Equatorial Guinea. Average immunization coverage in the region is72% (11% short of the global coverage). Widespread poverty and lower educational status especially amongst rural dwellers are some challenges accounting for the low performance in the region6.
Maternal immunization protects both the mother and foetus from the morbidity of certain infections. It can also provide the infant passive protection against infections acquired independently after birth. 
Immunizations are generally given prior to conception, but administration during pregnancy is indicated in some situations. Non-immune women are immunized during pregnancy when there is a high risk of exposure to an infection, the infection is hazardous to mother or foetus, and the immunizing agent is unlikely to cause harm. Despite maternal immunological adaptations to pregnancy, immunization of pregnant women appears to be as effective as in non-pregnant women
. HPV, Rubella, diphtheria/ pertusis/Tetanus (Tdap) are usually given prior to pregnancy whilst Tetanus, Diphtheria/Tetanus and hepatitis can be given during pregnancy
. 
2.3.7 Nutrition

The nutrition status of children under five years of age is one of the key indicators used to assess progress towards MDG 1. Latest data show that only nine of the world’s sixty-three (63) developing countries are on track to reaching Target 1C, MDG 1, i.e. to reduce by half the prevalence of underweight children. Only three of these are from Africa
 . The improved nutritional status of people has a direct impact on economic performance through increased productivity and enhanced national comparative advantage. In order for Africa to maximize its present and future economic growth opportunities, increased efforts are needed for cost-effective interventions that address the nutritional situation of the most vulnerable members of the society. 

In Africa, years of nutritional neglect have led to a cycle of malnutrition and poor health, beginning in-utero, continuing throughout childhood and adolescence, and transferring to the next generation with the birth of a malnourished, low-birth-weight baby
. The underlying causes of most nutrition problems in the Region are chronic poverty; food insecurity; an inadequate supply of safe and nutritious food in quantity and quality; poor access to health services; an unhygienic environment; and poor quality water and sanitation. Studies in four countries in Africa revealed that child under-nutrition can lead to significant negative impacts on health, education and labour productivity21. On the health sector, financial losses ranging from 1% to 11% of total budget allocated to health can be incurred. This can be worsened further by 76% of the episodes that do seek medical attention and end up with complications. Evaluation of the educational sector showed that repetition rates of between 2- 4.9% are experienced by stunted children with the majority occurring at primary school level. On the labour front it is estimated that the working age population had been reduced by 1 to 8% because of child mortalities associated with undernutrition21. 

Globally, there has been progress in reducing both stunting (low height-for-age) rates and the number of stunted children in the last 20 years. In Africa, the proportion of stunted children reported has decreased from 41.6 percent (1990) to 35.6 percent (2011). Nevertheless, for that same period, the number of stunted children increased from 45.7 million to 56.3 million
. The biggest proportion of these children is located in East and West Africa, accounting for three out of every four stunted children on the continent20. Chronic under-nutrition has caused stunting in approximately 165 million African children (40%) and around 51 million children also suffer from wasting20. Seventeen countries on the continent have stunting rates above 40 percent, and 36 countries have rates above 30 percent7. 

The nutritional status of women before and during pregnancy can have significant influence on bothfoetal, infant and maternal health outcomes
. Poor maternal weight gain in pregnancy due to an inadequate diet increases the risk of premature delivery, low birth weight and birth defects. Evidence suggests that nutrition education and counselling is most likely to show greatest benefit in low and middle-income countries when provided in conjunction with nutrition support. A systematic review of studies which provided antenatal dietary advice with the aim of increasing protein and energy intake found that nutrition advice alone was sufficient to improve protein intakes during pregnancy, reduce the risk of preterm birth by 54% and increase head circumference at birth
. Another systematic review and meta-analysis of 34 studies providing nutrition education and counselling (including 11 studies in low- and middle-income countries), with and without nutrition support in the form of food baskets, food supplements or micronutrient supplements found that nutrition education and counselling improved gestational weight gain by 0.45kg, reduced the risk of anaemia in late pregnancy by 30%, increased birth weight by 105g and lowered the risk of preterm delivery by 19%

2.3.8  Costed national implementation plan(s) for maternal and child health 

Strategic investments with limited resources are key to ensuring universal access to maternal, newborn and child health. Costed plans offer the opportunity to achieve this, and are crucial for determining the financing gap and important for governments to determine the internal resources that have to be mobilized to fill the gap. Costed implementation plans can help determine requirements for human, financial, and technical resources, as well as for commodities and equipment to support implementation of MNCH programmes. 

The importance of costed implementation plans are that: they provide guidance for implementation of programmes at country level, ensure action, accountability and advocacy by states, trigger stakeholder interest, ensure strategic implementation of plans and expand service approaches
. In Tanzania, costed national implementation plan for contraceptives resulted in a new line item in the national budget for contraceptive commodities, and sharp increases in funding for family planning. It also provided a basis for advocating for funds to meet specific goals. The presentation of a costed plan for family planning by Senegal at a London Summit on family planning in 2012 triggered a greater stakeholder involvement in the implementation of the plan26.

2.3.9 Sexual and gender based violence

Sexual and gender-based violence (SGBV) is one of the most widespread human rights abuses and public health problems in the world today. It includes acts of violence in the form of physical, psychological, or sexual violence against a person specifically because of his or her gender
. According to the World Health Organization, risk factors and causes of sexual and gender based violence include: traditional gender norms that support male superiority and entitlement, social norms that tolerate or justify violence against women, weak community sanctions against perpetrators, poverty, and high levels of crime and conflict in society
. Unintended pregnancies, unsafe abortions, urinary tract infections and unprotected sex are some non-fatal SRH consequences of SGBV
. Fatal outcomes include AIDS related and maternal mortality
. Unfavourable socio-economic and socio-political environment and lack of empowerment and gender inequalities make women vulnerable to SGBV
 and its SRHR consequences. Governments are obliged to institute a number of measures including legislation to address the problem. 

Various international and regional instruments and declarations have recognized violence against women as a form of discrimination and a violation of women’s human rights. They include the Fourth Geneva Convention adopted in 1949, Additional Protocols supplementing the 1949 Geneva Conventions adopted in 1977, the 1979 Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW), the Addendum on the Eradication of All Forms of Violence against Women and Children (1998), the International Covenant on Civil and Political Rights (ICCPR), Convention on the Rights of the Child adopted in1989,, Declaration on the Elimination of Violence Against Women 1993. Other important declarations include the Vienna Conference on Human Rights (1993), the Programme of Action of the International Conference on Population and Development (1994), the Beijing Declaration and Platform for Action, adopted at the Fourth World Conference on Women (1995), Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in Africa 2003, African Charter on the Rights and Welfare of the Child 1999 and the Southern African Development Community’s Declaration on Gender and Development (1997)

In Africa, the proportion of women reporting intimate partner violence and non-partner sexual violence ranges from 29.7% in the Southern African region to 65.6% in the Central African region as revealed in the 2013 AU Compendium of policy briefs. Prevalence is highest in some areas amongst girls less than 15 years. Nearly seventy-percent of member states in Africa had laws/legal instruments that deal with gender-based violence (GBV) as at 2010
. Implementation of these laws is a challenge considering the high prevalence of GBV in some sub-regions. Agenda 2063 and the Common African Position have indicated strongly Africa’s position on the need to ensure gender equality and empowerment of women by eradicating all forms of violence against women, and harmful practices such as female genital mutilation (FGM) and early marriage; and eliminating gender-based discrimination in political, economic and public decision-making processes.

2.3.10 Integrated SRHR and HIV/AIDS Services 

A growing body of evidence suggests that better linking of efforts in addressing HIV and SRHR policies, advocacy, programming and operations, produce mutually reinforcing progress in both areas. Findings from a 2009 literature review corroborated the many benefits gained from linking sexual and reproductive health and HIV policies, systems, and services
. Reinforcing and scaling up linkages between HIV and SRHR is therefore critical for the achievement of the health related Millennium Development Goals. 

The ICPD/POA in 1994, Agenda 2063 and common African Position on the post-2015 development agenda articulated the need for SRH programmes to address HIV /AIDS. Other declarations that have called for SRH/HIV integration include, the 2004 Glion Call to Action on Family Planning and HIV/AIDS in Women and Children, the New York Call to Commitment on Linking HIV/AIDS and Sexual and Reproductive Health, the 2001 Declaration of Commitment on HIV/AIDS and both Political Declarations on HIV/AIDS in 2006 and 2011
 . The MPoA recommended that member states developed national health policies that integrate SRHR/HIV/AIDS and malaria services. As at 2010, majority of African countries (77%) had integrated SRHR/STI/HIV/AIDS and malaria policy documents and/or national plans whilst nearly 60% of them had strategies for community-based STI/HIV/AIDS and SRHR services32. The implementation of these policies through the scaling up of integrated SRHR/HIV services has been a challenge in many countries. The integration of SRH and HIV services brings about efficiency in managing resources, increases coverage of PMTCT, ARV, VCT and MCH services, improved capacity of health care staff in managing both SRH and HIV services and increased prevention of mother -to-child transmission. This has been adequately demonstrated in Lesotho.
2.3.11 Health financing 

Long term and sustainable Health Financing is one of the most crucial pillars of building viable health systems and an important measure for improving access to health care and reducing poverty. It is mainly made up of both public and private sources. The public sources are mainly through social security contributions, various forms of taxation to government and from external sources including loans and grants. The private sources on the other hand include private insurance premiums, and prepaid schemes, mandated enterprise health expenditure and out-of pocket expenditures. In Africa (without North Africa), public health expenditure is largely from grants and loans

Adequate and efficient health related spending is considered inevitable in improving health status
. It has been estimated that for a 10% increase in total health care expenditure per capita resulted in a 21% and 22% reduction in under-five and infant mortality rates respectively. It is also estimated that increased life expectancy and reduction in under-five mortality are associated with improved health expenditures per capita
. An additional $21-36 per capita expenditure on health could save around 3.1 million lives of which 90% would be mothers and children
. However, the extent to which public health spending influences health outcomes depends on the effectiveness of policies and institutions
 

The Abuja declaration proposed increase in governments’ financial commitments to the health sector. This commitment has been reiterated by the following: Africa Health Strategy: 2007-2015; the 2008 Ouagadougou Declaration on Primary Health Care and Health Systems Strengthening and the World Health Assembly resolution 68.5 on sustainable health financing structures and universal coverage
. The following is the progress recorded in terms of health financing.
General government expenditure on health as a percentage of total government expenditure

The Abuja Declaration of 2001 proposed that 15% of public expenditure be allocated to the health sector
. However, progress towards this target has been slow and health spending continues to be seen as “consumption” rather than “investment” 6. As at 2011 only five countries (Rwanda, Botswana, Togo, Madagascar and Zambia) had achieved this target6. 

Out-of-pocket expenditure on health as % of total expenditure on health
Inverse health care, a phenomenon in which the very poor who need health care are not getting adequate access and vice versa, has been characteristic of the African region for a long time. This is because they are the ones paying proportionally the most for health care. Household out -of -pocket expenditure makes up more than 40% of total health expenditure in Africa6.  Over 40 countries in Africa have out-of-pocket expenditure accounting for over 20% of health budget. Efforts by some countries to reduce out-pocket expenditure include setting up micro finance systems, health insurance schemes and other pre-payment schemes.

Per Capita Government expenditure on health

The per capita government expenditure on health should be $44 or more; however, only 28 countries out of 50 had spent above the target as at 2011. The African region though had exceeded the target (expenditure of $76) it was far below the global expenditure per capita of $6196. Several strategies to reduce the burden on individuals and communities have been instituted by some member countries. These include but not limited to removal of direct payments to ensure equitable financial coverage for people who cannot afford to contribute, making prepayment compulsory and establishing large risk pools.

Support by development partners

Donor countries promised to allocate 0.7% of their Gross National Income (GNI) to official development assistance (ODA). As at 2009, only 5 out of 22 development partners had met their commitments10. There is the need to determine reasons why actual disbursements fall short of commitments. This is because low income countries rely heavily on these external sources of funds to support their health services.

2.3.12 HIV/AIDS, Malaria and Tuberculosis
Women and children bear a heavy burden of HIV, TB and malaria, which interact with and exacerbate other maternal, newborn and child health problems. Over two million women and children die every year from AIDS, TB and malaria
. AIDS and malaria combined contribute to 10% of all deaths in children under the age of five and are associated with around 20% of maternal deaths worldwide
. It is not known how many stillbirths or preterm births might be directly linked to HIV, TB or malaria, particularly.
2.3.12.1 HIV/AIDS

Most HIV infections are sexually transmitted or are associated with pregnancy, childbirth and breastfeeding. Sexually transmitted infections increase the risk of acquiring or transmitting HIV, and lack of sexual and reproductive wellbeing and HIV share root causes. In Africa (without North Africa), HIV is responsible for 46% of all deaths among women of childbearing age. Furthermore, 13% of maternal deaths during pregnancy are estimated to be HIV related
 . Each day, 1800 children worldwide become infected with HIV — the vast majority of them newborns. In the absence of any interventions transmission rates range from15-45%
. In 2005, 9% of pregnant women in low- and middle-income countries were offered services to prevent transmission to their newborns
 

As at 2012, Africa was home to 71% of people living with HIV/AIDS, however, evidence exists that the epidemic is slowing down6. Decline in prevalence in 23 countries in Africa is believed to have brought about the continent’s drop in adult prevalence from 5.9 % in 2001 to 4.9% in 2011. Despite the slow down, HIV is still spreading. In 2012, 1.6 million new infections were reported, with young people aged 15–24 years accounting for almost half (42%) of new infections reported worldwide, and almost 80% of these living in Africa without North Africa
. An important aspect of reducing infections is eliminating them among children by 2015.  In 2011, 330,000 children contracted HIV/AIDS globally, with over 90% of them in Africa. Timely access to quality antiretroviral therapy for HIV-positive pregnant women can reduce transmission to less than 5 per cent and lower child and maternal mortality
.
A lot of efforts have been made towards the elimination of mother-to-child transmission of HIV in the Region. Between 2009 and 2012, the region experienced a 37% decline in the number of new HIV infections among children. Antiretroviral Therapy (ART) uptake has also improved considerably, with 63% of pregnant women living with HIV receiving ART in 2012 compared with 34% in 2009. Provision of ART to HIV-infected children is steadily improving but remains low, with only 33% receiving ART in 20126.
2.3.12.2  Malaria

Prevention of malaria in pregnancy is a key component of malaria control and an important contributor to reduction of maternal and child morbidity and mortality. National policies and effective delivery of available preventive measures in the antenatal directly contributes to achieving the Millennium Development Goals
. In Africa, 10,000 women and between 75,000 and 200,000 infants (children under the age of 12 months) are estimated to die annually as a result of malaria infection during pregnancy, and approximately 11% (100,000) of neonatal deaths are due to low birth weight resulting from Plasmodium falciparum infections in pregnancy. These outcomes are entirely preventable, and optimizing the delivery of malaria in pregnancy interventions will lead to direct improvements in maternal, newborn and infant health.

Substantial progress has been made in reducing prevalence, incidence and mortality associated with malaria on the continent. Out of 43 African countries endemic for malaria, eight have reduced malaria incidence by 75% since 1990, whilst three others are projected to reduce incidence by 50 -75% by 2015.Similarly, 39 of these countries distribute free insecticide-treated bed nets for all ages. International funding for malaria control is on the increase and enables endemic countries to increase access to insecticide-treated bed nets, rapid diagnostic tests and artemisinin-based combination therapy. All these improvements not withstanding, Africa’s malaria burden is still huge. The continent accounted for about 81 per cent of the estimated 216 million malaria episodes in 2010 and about 91 per cent of the 655,000 malaria deaths. Enhanced efforts are thus necessary to properly prevent, diagnose and treat malaria in order to reverse the incidence of the disease6.
2.3.12.3  Tuberculosis
Evidence exists that tuberculosis (TB) has a major impact on maternal and child health in areas where TB is endemic, with HIV-infected mothers and their young children being particularly vulnerable. This includes direct effects on morbidity and mortality, but also multiple indirect effects that trap people in a vicious circle of poverty and vulnerability
.In 2011, there were an  estimated 0.5 million cases and 
64,000 deaths among children due to TB
.
Available evidence shows that although the burden of tuberculosis is high, Africa has halted its spread and is on track to reverse it. Prevalence had declined from 404/100,000 population in the 1990s to 303/100,000 in 2012. About 27% of new cases of tuberculosis globally in 2012 occurred in Africa. Drug resistant tuberculosis has risen markedly since 2003 with about 57% of them receiving treatment as at 2008. Expansion of the basic package that underpins the Stop TB Strategy (DOTS), improved diagnostics resulting in improved case detection in adults and children, and improved access to HIV testing and treatment for tuberculosis patients have brought about the improvements seen6.Although progress has been made to reduce the global incidence of drug-susceptible tuberculosis, the emergence and spread of multi-drug resistant tuberculosis (MDR) threatens to reverse the gains made in the prevention and control of TB to date. The WHO estimates that in 2010, there were 650,000 cases of MDR tuberculosis globally. MDR tuberculosis is under diagnosed and inadequately treated.  Less than 6% of previously treated cases are tested for MDR tuberculosis, and only 16% of MDR tuberculosis cases notified in 2010 were enrolled on treatment.
2.4   SRHR in post-2015: Emerging issues and future considerations

“Overcoming poverty is not a task of charity; it is an act of justice. Like slavery and apartheid, poverty is not natural. It is man-made and it can be overcome and eradicated by the actions of human beings. Sometimes it falls on a generation to be great. You can be that generation. Let your greatness bloom.” (Nelson Mandela)
The world has seen tremendous progress since the foundation stone of the sustainable development agenda was laid a little over two decades ago in Rio de Janeiro. There is still unfinished business as revealed by various global, regional and national reviews of progress made in the attainment of goals set in various global, regional and national development agendas, most of which have end lines set for 2015. The human family has embarked on an unprecedented process to develop a sustainable development agenda beyond 2015 and Africa cannot be left out in the process. Africa’s concerns are numerous especially in the area of health in general and sexual and reproductive health and rights in particular. There is the need for these concerns to be strategically articulated within the context of the post-2015 sustainable development agenda and in programmes and plans to be developed in the future. This section is a synthesis of various Post-2015 frameworks, recommendations, proposals and emerging issues in SRHR put forward by various bodies for consideration as the world develops new set of sustainable development goals, programmes and plans beyond 2015. 

Rio + 20 outcomes beyond 2015-The United Nations in its resolutions 64/236 of 24th December 2009 and 66/197 of 22 December 2011,  took a decision to organize in 2012, the United Nations Conference on Sustainable Development at the highest possible level. From 20th to 22nd June 2012, the conference on sustainable development was held in Rio de Janeiro and passed a resolution
 (66/288) which endorsed the outcome document of the United Nations Conference on Sustainable Development, entitled “The future we want”. This set the stage for discussions on the post 2015 sustainable development goals
.The outcome document recognized that health, especially sexual and reproductive health and rights (SRHR) is a precondition for and an outcome and indicator of all three dimensions of sustainable development and that the goals of sustainable development can only be achieved in the absence of  high maternal newborn and child morbidity and mortality and high prevalence of debilitating communicable and non-communicable diseases. It was recommended that the protection of the SRHR rights of women, children and the youth; strengthening of health systems (including human resource, infrastructure and technology development) and provision of quality SRH/family planning information and services, which were universally accessible, were necessary for attainment of sustainable development goals. Additionally, renewed efforts to combat HIV/Malaria/TB, multi-sectoral collaboration, partnerships and integration of SRHR into development agendas were proposed.
 ICPD +20: Key areas for future action -The Programme of Action of the International Conference on Population and Development in 1994 represented a remarkable consensus among 179 governments that individual human rights and dignity, including the equal rights of women and girls and universal access to sexual and reproductive health and rights, are a necessary precondition for sustainable development; and it set forth objectives and actions to accelerate such development by 20151. A review of progress has been carried out pursuant to resolution 65/234 of December 2010 and the following key areas and actions proposed for consideration in the post-2015 development agenda
: universal access to quality affordable SRHR/family planning services, health systems strengthening,  the rights of adolescents to SRH; issues of gender equality and rights pertaining to SRH; accountability/monitoring and evaluation; removal of restrictive legislation pertaining to the youth SRHR services and abortion,  and promotion of specific services including post abortion care, contraception, HIV/AIDS//STI and Reproductive tract cancers. Furthermore, strengthening of health management information systems, integration of services and financial resource mobilization to support SRHR were stressed.
UN Secretary-General’s Synthesis report on the post-2015 agenda - The road to dignity by 2030 -This is a synthesis report of the outcomes of the Rio+ 20 conference in Rio de Janeiro by the United Nations Secretary General (UNSG). The report proposed six essential elements for achieving the seventeen proposed sustainable development goals (SDGs) (figure 1). These include Dignity to end poverty and fight inequality, People to ensure healthy lives, knowledge and the inclusion of women and children, Prosperity to grow a strong, inclusive and transformative economy, Partnership to catalyse global solidarity for sustainable development, Planet to protect our ecosystems for all societies and our children and Justice to promote safe and peaceful societies and strong institutions31

[image: image4.emf]
Figure 1: Six elements for attaining the 17 proposed sustainable development goals
The Secretary–General recognized that the attainment of the sustainable development agenda will not be complete without SRHR. In addition to the core SRHR recommendations made by Rio+20 and ICPD +20, cross-cutting issues such as education (especially for young people), nutrition and promotion of healthy behaviours related to water, sanitation and hygiene were proposed to enhance achievement of SRHR goals
.
Common African Position (CAP) on the Post-2015 Development Agenda - Heads of State and Government of the African Union met in Addis Ababa, Ethiopia, during the 22nd Ordinary Session of the Assembly of the Union on 31 January 2014 to declare Africa’s common position on the post-2015 development agenda. This followed a series of high level consultations in Accra (November 2011), Mombasa, Kenya (October 2012), Dakar, Senegal (December, 20120 and Hammamet, Tunisia (March 2013) and was based on the July 2012 decision of the African Union Summit (Assembly/AU/Dec. 423 (XIX)), which mandates the African Union Commission, in close consultation with Members States and Regional Economic Communities, to identify Africa’s priorities for the post-2015 Development Agenda, and the Decision of May 2013 of the African Union Summit, which decided to establish a High-Level Committee (HLC) of Heads of State and Government to sensitize and coordinate the activities of African leaders and build regional and inter-continental alliances on the Common African Position (CAP) on the post-2015 Development Agenda (Assembly/AU/Dec.475(XXI))
The meeting agreed on six (6) pillars that formed the basis of Africa’s common position and articulated clearly Africa’s priorities within the Post-2015 Development Agenda. These are: (i) structural economic transformation and inclusive growth; (ii) science, technology and innovation; (iii) people-centred development; (iv) environmental sustainability natural resources management, and disaster risk management; (v) peace and security; and (vi) finance and partnerships. All these pillars are deemed important for SRHR, but aspects of pillars (iii) and (vi) directly impact on SRHR
. To ensure a people-centred development, a strengthened public health policy that ensured provision of universal and equitable access to healthcare for all, with special attention given to vulnerable people (including women, children, the elderly, youth, and people with disabilities, rural populations, displaced persons and migrants) had to be prioritized. The aim of this is to bring about significant reduction in the incidence of communicable (including HIV, Malaria and Tuberculosis) and non-communicable diseases and prevention of maternal newborn and child death, which can only be achieved through empowerment of all people especially vulnerable and marginalized populations, health systems strengthening, gender equality; institution of accountability, monitoring and evaluation mechanisms; human resource capacity development and assurance of  adequate nutrition, sanitation and hygiene.

At the core of the Common African Position is the building of strong partnerships and a resilient financial backbone. Recommendations to achieve these include improvement in domestic resource mobilization, encouraging development partners to fulfill their promises and commitments in the spirit of global partnerships; strengthening ownership, coherence and alignment of international support with national and regional priorities, development of financing frameworks that take into account  Africa’s specific characteristics and priorities and promotion of strong partnerships (public-private, South-South, North –South, Triangular) and accountability. 

 Agenda 2063 –The Africa we want - Agenda 2063, a plan for Africa‘s structural transformation, was agreed upon by the African Union Golden Jubilee of May 2013. It takes account of past achievements and challenges as well as the continental and global context in which the continental transformation is being implemented. This transformative agenda is forward looking and aims to attain set goals by year 2063 when Africa Union will be hundred years old. Seven common aspirations that will drive the agenda include:

1. A Prosperous Africa based on inclusive growth and sustainable development

2. An Integrated Continent, Politically United, based on the ideals of Pan Africanism

3. An Africa of Good Governance, Respect for Human Rights, Justice and the Rule of Law;

4. A Peaceful and Secure Africa


5. An Africa with a strong Cultural Identity, Values and Ethics

6. An Africa whose development is people-driven, especially relying on the potential offered by its women and youth

7. Africa as a Strong, Resilient and Influential Global Player and Partner.

These aspirations will be weakened if issues of SRHR, youth empowerment and gender equality as pre-requisites for sustainable development are not stressed. Agenda 2063 took note of this and proposed that by 2030, universal access to quality SRH health care and services, reduction to zero deaths of mothers and under-five children and from HIV/AIDS, Malaria, TB need to be achieved. Agenda 2063 further proposed elimination of all forms of malnutrition, violence and discrimination against women and barriers to healthcare, empowerment of youth through improved access to education, healthcare and employment and putting an end to all non-communicable diseases including reproductive tract cancers. Human resource development for health is also emphasized.
Considerations and discussions of SRHR in post-2015 are still evolving along several, innovative and intersecting tracks. This is happening alongside review of the millennium development goals and the MPoA which expire in 2015. The synthesis of the recommendations and proposals of the Rio+20 outcomes beyond 2015, the ICPD+20, UNSG synthesis report, the Common African Position and Agenda 2063 revealed a convergence of issues that ensure Quality, Equality and Accountability in SRHR. These were done by repositioning SRHR in a human development and human rights context. The MPoA corroborates most of the important SRHR issues outlined by Agenda 2063, Common African Position, Rio+20, ICPD+20 and the UNSG synthesis report.  However, some critical issues that the MPoA did not articulate strongly and strategically but need to be done in a future Plan of action are: Governance/leadership and political commitment, health systems strengthening, health legislation, especially for young people, issues of marginalized and minority populations, health investments and Accountability.
3 CHAPTER THREE: METHODOLOGY OF REVIEW
3.1  Scope of study

The review determined the extent to which all the 54 member states have owned the MPoA and implemented their national strategies, plans and programmes to improve the SRHR landscape of the continent. In addition, the relevance of the Maputo Plan of Action in addressing the SRHR planning and programming needs of the continent and in the post - 2015 agenda were assessed.
3.2   Methods of data collection and analysis

3.2.1 Sampling and data collection

All the 54 African Union Member States were involved in collecting both qualitative and quantitative data for the review. Non-state actors were purposively sampled to provide qualitative data for the review from the CSO perspective. The following mainstreamed MPoA indicators formed the basis of the review, classified under maternal, newborn and child health; HIV/AIDS; Malaria and Tuberculosis; and Health financing
Table 2: Mainstreamed indicators for review

	No.
	INDICATOR

	Maternal, Newborn and Child Health (MNCH)

	1
	Existence of a national health policy that integrates SRHR, HIV/AIDS/STI and Malaria services

	2
	Existence of laws dealing with sexual and gender based violence

	3
	Proportion of stunting under five years

	4
	Contraceptive Prevalence Rate

	5
	Unmet need for Family Planning

	6
	Adolescent fertility rate

	7
	Proportion of unsafe abortion in a country per 1,000 women aged 15-49 years

	8
	 Costed national implementation plan(s) for maternal, newborn and child health available

	9
	Proportion of births attended by skilled health personnel

	10
	Maternal Mortality Ratio (MMR)

	11
	Neonatal mortality rate

	12
	Proportion of infants 12 – 23 months immunized against DPT3

	13
	Infant Mortality Rate (IMR)

	14
	Under-5 mortality rate

	15
	Percentage of the allocation on Budget line for RMNH expended

	16
	Percentage of pregnant women who attended at least 4 ANC visits

	17
	Number of facilities per 500,000 providing basic and comprehensive emergency obstetric care  

	18
	Percent of women receiving postpartum care by a skilled health personnel within two days of childbirth 

	19
	Percentage of new born who received post-partum care from a skilled birth attendant two days after delivery

	20
	RH packages in place (MH, FP, PAC and STI prevention, HIV)

	21
	Proportion of districts that have an established and functional MDSR system

	HIV and AIDS

	22
	Percentage of HIV-positive pregnant women who received antiretroviral medicine to reduce the risk of mother-to-child transmission 

	23
	HIV prevalence among population aged 15-24 years (data available for 15-49 years)

	24
	Percentage of pregnant women attending ANC who were tested for HIV and know their results (data available for “Pregnant women tested for HIV, estimated coverage (%)”)

	25
	Percentage of infants born to HIV-infected mothers  who are infected

	Malaria and Tuberculosis

	26
	Proportion of children under 5 years old who slept under an ITN the previous night

	27
	Proportion of Households with at least one ITN and/or sprayed by IRS in the last 12 months

	28
	Proportion of children under five years old with fever in last two weeks who had a finger or heel stick

	29
	Proportion of children under 5 years old with fever in last 2 weeks who received antimalarial treatment according to national policy within 24 hours from onset of fever

	30
	Proportion of women who received three or more doses of Intermittent Preventive Treatment during ANC visits during their last pregnancy

	Health Financing

	31
	General government expenditure on health as a percentage of total government expenditure

	32
	Per capita government expenditure on health 

	33
	Out-of-pocket expenditure on health as % of total expenditure on health

	34
	Percentage of population covered by a demand-side scheme e.g Social Health Insurance, Community Based Insurance


A mixture of quantitative and qualitative data collection techniques were employed in this review. 

Quantitative

Country specific datasets on MPoA were compiled from secondary sources and shared with all Member States for verification. Following the data verification process, quantitative data sets on the 34 mainstreamed indicators, collected from all 54 African countries were made available to the consultant to facilitate the review. To ensure wider coverage of the review, non-state actors were provided an opportunity to participate in the review through a web-based questionnaire developed by the Civil Society Organizations (CSOs) and hosted on-line using the survey monkey tool to collect data from 87 CSOs from 37 countries purposively sampled.  

Qualitative

Qualitative data was gathered mainly through key informants, Focus Group Discussions (FGD) and CSO consultation forums. A short questionnaire was shared with all Member States, the questionnaire collected qualitative information related to the extent to which the MPoA has been domesticated in the strategies, programmes and plans of member countries, challenges and lessons with its implementation, its relevance in addressing SRHR issues and recommendations on the future outlook of a new plan of action. In addition the CSO open ended questionnaire was used to collect data from CSOs. The FGDs were held with representatives of CSOs drawn from perceived high, medium and low performing MPoA implementation countries. The ranking of countries in terms of high, medium and low is related to the level of achievements regarding the MPoA goals and targets. CSO consultation forums were organised in Johannesburg, Ethiopia, Nairobi and Zambia for selected CSOs from the various sub-regions. The CSOs were selected from countries with levels of performance (High, Medium, Low) related to the implementation of the Maputo Plan of Action.

Desk review

Additional information was sought through desk reviews of relevant global, continental, sub-regional and national documents and publications related to SRHR within the framework of health, population and development as detailed in the bibliography.
3.2.2 Data analysis -Quantitative

The analysis of the quantitative data was done using Microsoft Excel for MAC 2011 version 14.0.0 and SPSS Version 16.0. Descriptive analysis of the MPoA indicators by thematic area was done to see how much progress member states, sub-regions and the continent had made with respect to the indicators. This was followed by trend analysis of some main MNCH, HIV/AIDS, malaria, tuberculosis and health financing outcome indicators from the period before to the period after adoption of the MPoA. The analysis was done for the continent, sub-regions and member countries. Additional analysis was also done using the student t-test to assess whether there was any statistical difference between mean performance of the various indicators across the continent before and after the adoption of the MPoA. 

3.2.3 Data analysis - Qualitative

Data on the relevance of the MPoA in addressing the SRHR planning and programming needs of the AU member states, the extent to which the MPoA was domesticated into the national strategies, plans and programmes, challenges, lessons learned and relevance of the MPoA in the post 2015 development agenda were extracted for qualitative analysis. Recorded notes from focus group discussions (FGDs) and CSO consultation forums were transcribed and the transcripts developed into codes to identify important substantive themes for interpretation and analysis. The qualitative results were used to clarify and provide in-depth meaning of the quantitative data generated.

3.3  Data quality assurance

1. Data once obtained from secondary sources were verified and confirmed with the African Union before further analysis.

2. After data entry, data cleaning and validation were carried out to identify errors and inconsistencies for correction.  

3. The existence and accuracy of standardized indicator definitions were verified.
4. It was ensured that inconsistent data which could not be rectified were left out of analysis as much as possible

3.4  Study limitations
1. Inadequate data on maternal mortality did not make it possible to compute t-test for that indicator

2. Trend analysis for some indicators could not be presented because of insufficient data

3. All Civil Society Organisations (CSOs) involved in SRHR programmes in Africa were offered the opportunity to participate in the review through the web-based survey. However, 87 CSOs including 29 IPPF Member Associations (MAs) successfully completed and submitted the questionnaire. Findings from the assessment should therefore be generalised with caution given that the total number of CSOs involved in SRHR programmes in African could not be ascertained to determine a representative sample. 

4. The participation of Portuguese and Arabic speaking countries may have been limited because the data set and other tools including the web-based questionnaire were translated into only English and French.

4 CHAPTER FOUR: THE SRHR PROGRESS OF THE CONTINENT AND THE INFLUENCE, RELEVANCY AND OWNERSHIP OF THE MPoA 
4.1    THE SRHR PROGRESS OF THE CONTINENT

At the launch of the International Conference on Population and Development in 1994 and the Millennium Development Goals in 2000, countries of the world committed themselves to achieving the targets and goals set by 2015 with the aim of bringing about sustained economic growth and ensuring that the needs of the world’s poorest are met. At the core of these frameworks is the improvement of the health of women and children. Progress in attaining the goals has not been even across the five continents and across countries. A new global health agenda will be unveiled at the end of 2015 and Africa will move forward into the new era with unfinished business. It is therefore important to document and detail the SRHR status of the continent within the confines of the Common African Position and Agenda 2063 in order to strategically position MNCH within the new goals and accountability structures to enhance sustainable development.
4.1.1 Maternal Health
4.1.1.1 Maternal mortality

Africa will not able to achieve the target of reducing MMR by three-quarters of the 1990 levels. The continent has managed to lower its maternal mortality by 48.7% from 830 per 100,000 live births to 426 per 100,000 live births. None of the sub-regions was able to achieve the target; however, North and East Africa were able to reduce their maternal mortality ratios by over 50% (Tables 3, 4). As at 2013 only four countries had achieved the target of reducing MMR by three- quarters of the 1990 levels. The countries are Equatorial Guinea (1,600 to 290 per 100,000 live births), Eritrea (1,700 to 380 per 100,000 live births), Cape Verde (230 to 53 per 100,000 live births) and Rwanda (1,400 to 320 per 100,000 live births).  Despite the fact that just a few countries achieved the target, significant progress was made by some member countries to reduce MMR by 50% or more. The maternal mortality reduction for Mauritius, Ivory Coast, South Africa and Zimbabwe were 10% or less (Tables 3, 4; Appendix1). 
Table 3: Maternal mortality ratios of the continent and sub-regions per 100,000* (1990-2013)
	Year
	North Africa
	West Africa
	East Africa
	Southern Africa
	Central Africa
	Africa

	1990
	487.00
	903.75
	913.75
	420.00
	1008.89
	830.42

	1995
	413.67
	868.13
	823.00
	380.00
	967.78
	772.12

	2000
	336.83
	766.50
	698.63
	402.00
	852.22
	675.83

	2005
	282.33
	643.31
	580.31
	380.00
	693.33
	565.62

	2010
	237.50
	547.38
	475.75
	280.00
	590.00
	471.25

	2013
	214.17
	506.44
	419.56
	248.00
	532.22
	425.60

	% reduction in MMR

 1990-2013
	56.0%
	44.0%
	54.1%
	41.0%
	47.2%
	48.7%


*Computations based on 50 countries. SADR, Seychelles, Liberia and South Sudan excluded due to missing data 
Table 4: Progress in maternal mortality ratio (MMR) (1990-2013)
	Progress
	Achieved MDG Target of reducing MMR by 75%
	Did not achieve MDG Target but made Significant Progress by reducing MMR by 50% or more
	Did not achieve MDG target reduced MMR by less than 50%

	Countries
	Equatorial Guinea, Eritrea, Cape Verde, Rwanda
	Angola Botswana, Egypt, Ethiopia, Ghana, Libya, Malawi, Mali, Mozambique, Namibia, Nigeria Sierra Leone, South Sudan, Sudan, Tanzania, Uganda, Zambia, 
	Algeria, Benin, Burkina Faso, Burundi, Cameroun, CAR, Chad, Comoros Congo, Djibouti, DR Congo, Gabon, Gambia, Guinea, Guinea Bissau, Ivory Coast, Kenya, Lesotho, Liberia, Madagascar, Mauritania, Mauritius, Niger, Sao Tome and Principe, Senegal, Somalia, South Africa, Swaziland, Togo, Tunisia, Zimbabwe


4.1.1.2 Skilled attendance at birth

The skilled birth attendance rate for the continent generally increased up to an average of nearly 60% between 2006 and 2013 (Table 18) however the continent fell short of the 80% skilled birth attendance rate proposed by the World Health Organization. Within the same period, average skilled birth attendance rate for the various sub-regions were: North Africa -66.7%, West Africa-53.7%, East Africa-57%, Southern Africa-75.2% and Central Africa-66.2% (Table 5). 

Table 5: Mean Skilled Birth Attendance (2006-2013)*
	Sub-region
	Mean Skilled birth attendance rate (2006-2013) (%)

	North Africa
	66.7

	West Africa
	53.7

	East Africa
	57.0

	Southern Africa
	75.2

	Central Africa
	66.2


*Computations based on 50 countries. SADR, Seychelles, Liberia 
and South Sudan excluded due to missing data 

4.1.1.3 Antenatal care coverage
The world Health Organization (WHO) recommends that pregnant women attending antenatal clinics do so at least four times or more (four plus). In Africa the proportion of women attending antenatal clinics at least once during pregnancy is high (over 70%) 6, 
; however, this drops to less than 60% for four plus visits. As depicted in Table 6, average four plus antenatal coverage showed improvement across all the regions between the periods 1990 to 2005 and 2006 to 2012 respectively. Average four plus antenatal coverage for the continent although low, also increased from 38.2% to 54.1% in the same periods.   
Table 6: Mean antenatal care coverage (four plus) for Africa from 1990-2012

	Region
	1990- 2005
	2006 - 2012

	North Africa
	34.60
	61.67

	West Africa
	34.18
	51.90

	East Africa
	45.31
	44.13

	Southern Africa
	56.00
	79.33

	Central Africa
	38.43
	51.44

	Africa
	38.20
	54.10


Computed from 33 countries that provided data
4.1.1.4 Adolescent fertility

Adolescent fertility is a measure of unmet need for family planning. The higher the adolescent fertility rate, the higher the unmet need for family planning. Adolescent fertility rate is considered high if more than 80 of all women aged 15 to19 years out of every 1,000 gives birth
. The mean adolescent fertility rate for the period 1990 to 2005 for Africa remained high (99.3 per 1,000) within the period 1990 to 2005. It however declined slightly to an average of 99 per 1,000 women within the period 2006 to 2012. The North African region had the lowest adolescent fertility rates, whilst West and Central African regions had the highest rates (Table 7). 
Table 7: Mean adolescent fertility rate per 1,000 births 1990-2012

	Region
	Mean adolescent fertility rate per 1000 births

1990- 2005
	Mean adolescent 

Fertility rate per 1000 births

2006 - 2012

	North Africa
	26.26
	32.70

	West Africa
	135.01
	124.51

	East Africa
	90.83
	81.22

	Southern Africa
	81.33
	70.78

	Central Africa
	143.46
	144.60

	Africa
	99.30
	99.02


Available data shows that Algeria, Tunisia and Libya had the lowest adolescent fertility rates of below 10 per 1,000 women, whilst Central African Republic, Niger and Chad have the highest adolescent fertility rates of over 200 per 1,000 women (Appendix 4). 
4.1.1.5 Family Planning

4.1.1.5.1 Contraceptive prevalence rate

As at 2012, Contraceptive prevalence rate in over 80% of African countries was below 50%16. From this analysis, average contraceptive prevalence rate for Africa between 1990 and 2005 was 24.3%, rising slightly to an average of 25.9% between 2006 and 2013 (Table 18). That of Africa without North Africa also rose from 23.7% to 26.6% within the same periods. These are generally consistent with the average contraceptive prevalence rate for Africa (2006-2012) of 27% reported in the 2014 African Regional Health Report. The average contraceptive prevalence rates between 2006 and 2013 for the different regions are as follows: North Africa-41%, West Africa – 14.8%, East Africa – 32.6%, South Africa-53.9% and Middle Africa- 23.5%.

4.1.1.5.2 Unmet need for family planning

Apart from The Southern African region, where there was a slight increase in unmet need, there was generally an increase in average unmet need for all other sub-regions from the period before the adoption of the MPoA to the period after. Average unmet need for the periods 1990-2005 and 2006-2013 were 24.5% and 26.2% respectively for Africa (Table 13) and 24.6% and 27.8% respectively for Africa without North Africa. These findings are consistent with that reported by World Health Organization (African Region) in the 2014 African Regional Health Report of 25% for the region. Persistence of traditional and religious barriers, inadequate task-sharing, low male involvement and inadequate community –based contraceptive supplies are some challenges to improving unmet need for family planning on the continent.

4.1.1.6 Malaria, HIV and Tuberculosis
The greatest burden of malaria, HIV and tuberculosis are borne by women and children and compound maternal newborn and child health problems. Available data from 48 out of the 54 countries indicates that the burden of malaria for 2012 was 929, 101 cases, with a case fatality rate of 0.32%. Intermittent preventive treatment (IPT) of malaria is intended to reduce the burden of malaria and hence deaths among pregnant women. Available data from just 18 of the 54 member states shows that between 2008 and 2011 les than 30% of pregnant women received the second dose of IPT (IPT2). 
HIV prevalence among young people 15-24 years in Africa is improving.  Rates improved from 2.6% between 1990 and 2005 to 1.8% between 2006 and 2013. Less than 50% of pregnant women attending antenatal clinics in Africa were tested for HIV in between 2009 and 2010;whilst nearly 6 in 10 (55%) of them who are HIV positive received antiretroviral therapy in 2013 according to available data from 48 of the 54 member states.
 HIV infection predisposes patients to tuberculosis infection. Tuberculosis case detection rate and treatment success rates improve outcomes of HIV positive pregnant women with tuberculosis and  serves as a measure of programme success in member countries. Targets of at least 70% and 85% have been set respectively. The continent was unable to achieve the targets for both case detection (60.1%) and treatment success (76.8%); however, some member states achieved the targets (Table 8)
Table 8: progress in TB case detection and management
	Countries that met the 70% target for TB case detection (2007 -2013)
	Countries that met the 85% target for TB treatment success (1995-2012)

	Angola, Botswana, Equatorial Guinea, Gabon, Gambia, Ghana, Ivory Coast, Kenya, Malawi, Rwanda, Sao Tome, Seychelles, Tanzania, Tunisia, Uganda
	Burundi, Cape Verde, Comoros, Democratic Republic of Congo, Egypt, Eritrea, Gambia, Kenya, Mozambique, Namibia, Nigeria, Seychelles, Somalia, Togo, Zambia

	
	

	
	

	
	


4.1.2 Child Health
4.1.2.1 Neonatal mortality

As at 2013 neonatal mortality rate for Africa was 27.8 per 1,000 live births (Table 9) and ranged from 8.7 in Libya to 46.6 per 1,000 live births in Angola (Appendix 2). There was reduction in neonatal mortality rate from 40.6 per 1,000 in 1990 to 32.8 per 1,000 in 2005 and from 32.2 per 1,000live births in 2006 to 27.8 per 1,000 live births in 2013. None of the regions achieved the target; however, Central and West Africa had ratios higher than the other regions. None of the countries was able to achieve the target of reducing by two-thirds the levels in 1990; however, countries like Egypt, Eritrea, Liberia, Libya, Malawi, Tanzania and Tunisia made significant progress by halving neonatal mortality ratio. The neonatal mortality rate increased in Zimbabwe (by 26% from 26.5 to 39.2 per 1,000), Swaziland (by 1% from 29.5 to 29.8 per 1,000) and Botswana (24.8 to 24.9 per 1,000) within the period (Appendix 2).

Table 9:mortality rate for Africa and the sub-region per 1,000 live births*

	Year
	North Africa
	West Africa
	East Africa
	Southern Africa
	Central Africa
	Africa

	1990
	34.32
	46.55
	39.71
	29.60
	41.87
	40.58

	1991
	33.68
	46.18
	39.32
	29.06
	41.79
	40.20

	1992
	33.03
	45.81
	38.98
	28.62
	41.72
	39.86

	1993
	32.38
	45.48
	38.68
	28.34
	41.67
	39.55

	1994
	31.72
	45.11
	38.60
	28.18
	41.61
	39.31

	1995
	31.05
	44.70
	38.17
	28.06
	41.54
	38.95

	1996
	30.35
	44.26
	37.62
	28.00
	41.48
	38.55

	1997
	29.62
	43.72
	37.20
	27.96
	41.34
	38.14

	1998
	28.90
	43.14
	36.63
	27.86
	41.18
	37.67

	1999
	28.17
	42.51
	35.93
	27.84
	40.92
	37.12

	2000
	27.43
	41.77
	35.12
	27.78
	40.60
	36.50

	2001
	26.63
	41.01
	34.25
	27.74
	40.20
	35.83

	2002
	25.85
	40.19
	33.33
	27.72
	39.71
	35.11

	2003
	25.07
	39.33
	32.40
	27.72
	39.13
	34.36

	2004
	24.28
	38.47
	31.53
	27.82
	38.49
	33.64

	2005
	23.48
	37.58
	30.26
	27.96
	37.83
	32.77

	2006
	22.72
	36.70
	29.87
	28.18
	37.13
	32.20

	2007
	21.95
	35.86
	29.20
	28.36
	36.44
	31.54

	2008
	21.28
	35.02
	28.49
	28.90
	35.73
	30.91

	2009
	20.67
	34.22
	27.82
	28.44
	35.00
	30.22

	2010
	20.13
	33.44
	27.22
	27.58
	34.26
	29.52

	2011
	19.62
	32.69
	26.62
	27.40
	33.56
	28.91

	2012
	19.17
	31.97
	25.94
	27.18
	32.88
	28.29

	2013
	18.72
	31.26
	25.51
	27.04
	32.29
	27.77


*Data for SADR missing
4.1.2.2 Infant mortality rate

Infant mortality rate (IMR) in Africa declined from 91.9 per 1,000 live births in 1990 to 53.1 in 2013; a reduction of 42.3% within the period. The Southern African region showed the least decline of a little over 10% whilst North Africa showed the most decline of nearly 56%. All the regions have not met the target of reducing IMR by two-thirds the levels in 1990 (Table 10), however countries like Egypt Liberia, Malawi and Tunisia have met the target before 2015. (Appendix 3).
Table 10: Infant mortality rate for Africa and the regions per 1,000 live births* (1990-2013)

	Year
	North Africa
	West Africa
	East Africa
	Southern Africa
	Central Africa
	Africa

	1990
	68.22
	109.56
	92.34
	52.08
	97.69
	91.92

	1991
	66.42
	108.24
	91.29
	51.70
	97.41
	90.89

	1992
	64.65
	106.88
	90.98
	51.80
	97.21
	90.16

	1993
	62.88
	105.49
	89.42
	52.46
	97.09
	89.08

	1994
	61.03
	103.98
	89.09
	53.62
	96.94
	88.40

	1995
	59.20
	102.34
	87.75
	55.22
	96.73
	87.38

	1996
	57.30
	100.54
	85.87
	57.00
	96.51
	86.15

	1997
	55.42
	98.58
	84.46
	58.80
	96.13
	85.00

	1998
	53.52
	96.46
	82.69
	60.44
	95.58
	83.64

	1999
	51.65
	94.13
	80.49
	62.00
	94.80
	82.03

	2000
	49.72
	91.69
	77.63
	63.22
	93.76
	80.09

	2001
	47.73
	89.11
	74.75
	63.80
	92.39
	77.99

	2002
	45.85
	86.46
	71.73
	64.10
	90.74
	75.76

	2003
	43.98
	83.76
	68.69
	63.76
	88.82
	73.40

	2004
	42.08
	81.11
	65.77
	62.50
	86.78
	70.98

	2005
	40.27
	78.51
	63.12
	61.14
	84.67
	68.65

	2006
	38.58
	76.04
	60.35
	59.36
	82.52
	66.29

	2007
	36.95
	73.68
	57.84
	57.90
	80.39
	64.09

	2008
	35.50
	71.46
	55.81
	57.18
	78.21
	62.17

	2009
	34.22
	69.36
	53.51
	53.66
	76.07
	59.96

	2010
	33.05
	67.43
	51.49
	50.40
	73.91
	57.92

	2011
	32.02
	65.64
	49.51
	48.14
	71.86
	56.06

	2012
	31.07
	63.94
	48.09
	47.48
	69.91
	54.60

	2013
	30.17
	62.34
	46.24
	46.64
	68.20
	53.05

	Reduction (%)
	55.8
	43.1
	49.9
	10.4
	30.2
	42.35


Data for SADR missing
4.1.2.3 Under-five mortality

There was a reduction of 47.6% (from 149.1 per 1,000 to 78.1 per 1,000) in under-five mortality in Africa between 1990 and 2013. The reduction between 1990 and 2005 was 27.9% and 24.5% between 2006 and 2013. None of the sub –regions was able to achieve the MDG target.  Central and West Africa had under-five mortality rates higher than the African regional average (Table 7). Eight countries achieved the target of reducing under-five mortality rate by two-thirds (Egypt, Eritrea, Ethiopia, Liberia, Malawi, Tunisia and Tanzania, Niger). Reduction of under-five mortality rate in Zimbabwe, Lesotho, Swaziland, Botswana, and Seychelles was less than 10%. The under-five mortality rate in Swaziland increased from the levels in 1990 (Appendix 4).

Table 11: Under-five child mortality rate per 1,000 live births* (1990-2013)
	Year
	North Africa
	West Africa
	East Africa
	Southern Africa
	Central Africa
	Africa

	1990
	101.28
	176.16
	144.84
	119.60
	156.58
	149.06

	1991
	98.53
	173.64
	143.27
	118.10
	156.06
	147.24

	1992
	95.87
	171.28
	141.87
	116.94
	155.72
	145.61

	1993
	93.15
	168.99
	140.96
	116.46
	155.42
	144.22

	1994
	90.30
	166.67
	144.94
	116.54
	155.16
	144.36

	1995
	87.43
	164.19
	141.44
	117.18
	154.82
	142.19

	1996
	84.48
	161.42
	135.03
	118.42
	154.41
	139.08

	1997
	81.48
	158.29
	133.83
	120.06
	153.76
	137.44

	1998
	78.43
	154.78
	131.64
	121.78
	152.82
	135.34

	1999
	75.42
	150.91
	126.14
	123.42
	151.43
	132.02

	2000
	72.32
	146.64
	121.32
	124.68
	149.59
	128.67

	2001
	69.17
	142.03
	116.36
	124.76
	147.17
	124.95

	2002
	66.07
	137.23
	111.19
	123.92
	144.19
	120.93

	2003
	63.13
	132.24
	106.07
	121.78
	140.70
	116.67

	2004
	60.23
	127.26
	101.13
	117.88
	136.96
	112.26

	2005
	57.43
	122.12
	95.45
	113.52
	133.12
	107.53

	2006
	54.82
	117.11
	91.88
	108.88
	129.18
	103.46

	2007
	52.38
	112.44
	87.61
	104.12
	125.18
	99.28

	2008
	50.22
	108.02
	83.56
	100.18
	121.13
	95.34

	2009
	48.27
	103.81
	79.21
	94.40
	117.03
	91.22

	2010
	46.52
	99.92
	75.81
	86.34
	112.93
	87.29

	2011
	44.93
	96.29
	73.20
	80.70
	109.07
	83.97

	2012
	43.47
	92.99
	69.44
	76.74
	105.37
	80.61

	2013
	42.08
	89.84
	67.52
	74.54
	102.12
	78.12


*Data for SADR and Uganda missing
4.1.2.4 Immunization Coverage (DPT3) 

Immunization is one of the low cost, high impact child survival interventions globally. Coverage is routinely measured with the DPT3 vaccination. Progress made by the continent is as shown in Table 12.
Table 12: Progress in immunization coverage (%)
	Region
	Progress (%)
	Countries that achieved Target of 90% immunization coverage

	North Africa
	87.7
	Algeria, Angola, Botswana, Burundi, Cape Verde, Egypt, Eritrea, Gambia, Ghana, Lesotho, Libya, Mauritius, Rwanda, Sao Tome, Senegal, Seychelles, Sierra Leone, Sudan, Swaziland, Tanzania, Tunisia and Zimbabwe

	Southern Africa
	88.8
	

	Central Africa
	63.7
	

	East Africa
	83.7
	

	West Africa
	81.7
	

	Africa
	80.6
	


The target for immunization coverage is 90%. Africa fell short of achieving the target by 9.4%. Apart from Central Africa, all the regions attained over 80% immunization coverage. As shown in Table 12, Twenty-three (23) countries achieved the target for immunization coverage.  

4.1.2.5 Childhood Nutrition

Stunting rates are declining in Africa although still high. Mean stunting rate in Africa is currently 34.1% (2006-2013). This is still far above the recommended rate of <20%. All the regions showed some decline in stunting rates (Table 13 ).
Table 13: Mean stunting rates for Africa 1990-2013
	Region
	Mean Stunting rates (%)

1990- 2005
	Mean Stunting rates
 (%) 
2006 - 2013

	North Africa
	24.74
	22.42

	West Africa
	38.54
	32.78

	East Africa
	47.93
	41.83

	Southern Africa
	35.24
	32.22

	Central Africa
	40.85
	33.50

	Africa
	             40.25
	34.05


4.1.2.6 Malaria in under-five children
Prevention and treatment of malaria in children under-five years improves their survival. Data on prevention and treatment in under-five children in Africa is very scanty. Less than ten countries provided data on treatment and prevention in 2012. It revealed that less than 30% of under –five children (27.3%) were screened for malaria in 2012. Of those who had malaria, about 30% underwent treatment. ITN coverage for that year was 56%.
4.1.3 Existence of national health policies, laws and plans 
Twenty-three (23) out of the 54 countries had national health policies that integrate SRHR, HIV/AIDS/STI and Malaria services (Table 14). Of these 23 countries, 10 of them developed these policies after adoption of the Plan of action. Fifty –nine percent (59%) of the countries had laws dealing with sexual and gender based violence all of which were developed before adoption of the plan of action. Majority (67%) of the countries on the continent had costed plans, four (4) of whose plans were developed after adoption of the plan of action
Table 14: Existence of health policies, legislation and implementation plans

	Indicator
	No
	After MPoA adoptionYes
	Before MPoA adoption

Yes
	Grand Total

	Existence of a national health policy that integrates SRHR, HIV/AIDS/STI and Malaria services
	31(57%)
	10(19%)
	13(24%)
	54

	Existence of laws dealing with sexual and gender based violence
	22(41%)
	0
	32(59%)
	54

	Costed national implementation plan(s) for maternal, newborn and child health available
	16(30%)
	4(7%)
	34(63%)
	54


It should be noted that availability of these policy documents does not imply implementation of the policies, laws and plans. Although, having it points to political commitment, it is inadequate to achieve the eventual goal of reducing morbidity and mortality. The effective implementation of existing laws, policies, conventions and protocols has been a challenge.

4.1.4   Health financing
4.1.4.1 General government expenditure on health as a percentage of total government expenditure
The continent was unable to achieve the Abuja target of 15% of general government expenditure on health as a percentage of total government expenditure. It achieved only 10.5% as at 2012. Only 7 countries had achieved the Abuja target as at 2012 (Rwanda-22%; Liberia -19%; Malawi-18%; Swaziland -18%; Zimbabwe -16%; Lesotho-15%; Togo-15%). The performance of the sub-regions was below the Abuja target (East-11.9%; West-10.7%; North-8.5%; Southern-13.6%; Central-7.7%) (Table 15) Generation of local resources for health is lacking in many African countries. Funding of SRHR programmes are mainly donor-dependent and does not ensure sustainability.
Table 15: General government expenditure on health as a percentage of total government expenditure (%)*
	Year
	North 

Africa
	West Africa
	East

Africa
	Southern Africa
	Central Africa
	Africa

	1995
	8.00
	9.13
	7.88
	9.40
	7.33
	8.32

	1996
	8.20
	9.07
	11.25
	9.60
	7.44
	9.44

	1997
	8.00
	8.87
	8.44
	10.00
	7.11
	8.44

	1998
	8.40
	9.63
	8.94
	10.00
	6.00
	8.69

	1999
	7.80
	9.25
	8.88
	10.00
	6.67
	8.61

	2000
	7.60
	8.69
	9.31
	10.20
	7.22
	8.67

	2001
	7.80
	9.19
	9.44
	10.60
	7.67
	9.00

	2002
	7.80
	9.00
	9.80
	10.60
	7.33
	8.98

	2003
	7.40
	9.25
	10.80
	10.40
	9.67
	9.72

	2004
	7.20
	10.13
	11.00
	10.40
	7.89
	9.72

	2005
	6.80
	11.06
	11.47
	11.60
	8.56
	10.36

	2006
	7.20
	10.63
	12.93
	11.40
	7.89
	10.56

	2007
	7.40
	11.25
	12.20
	11.80
	7.67
	10.56

	2008
	7.17
	11.06
	11.40
	11.80
	7.56
	10.16

	2009
	7.67
	11.19
	11.67
	11.80
	7.67
	10.35

	2010
	7.83
	10.94
	12.13
	12.80
	7.89
	10.57

	2011
	8.00
	10.94
	11.73
	13.60
	7.78
	10.53

	2012
	8.50
	10.69
	11.87
	13.60
	7.67
	10.53


*Data missing for SADR and South Sudan
4.1.4.2 Out-of-pocket expenditure on health as % of total expenditure on health
To improve financial access to health care, out –of –pocket expenditures should not exceed 20% of total expenditure on health. Average out-of-pocket expenditure in Africa is 36.7% which is 16.7% greater than the set target. Only the Southern African region was able to achieve the target of less than 20% (Table 16). Ten (10) member states were able to ensure out-of-pocket expenditures of less than 20%. These are - South Africa, Mozambique, Swaziland, Namibia, Seychelles, Lesotho, Malawi, Algeria, Botswana and Gambia. 
Table 16: Out-of-pocket expenditure on health as a percentage of total expenditure on health

	Year
	Northern Africa
	Western Africa
	Eastern Africa
	Southern Africa
	Central Africa
	Africa

	1995
	48.80
	54.13
	40.71
	18.60
	51.00
	45.10

	1996
	47.20
	55.87
	41.35
	18.00
	54.67
	46.25

	1997
	49.40
	55.47
	40.06
	17.60
	53.89
	45.75

	1998
	49.80
	54.50
	38.06
	17.80
	58.00
	45.75

	1999
	51.20
	53.38
	37.35
	17.60
	52.67
	44.37

	2000
	47.40
	53.44
	37.41
	17.40
	49.00
	43.38

	2001
	45.80
	52.50
	37.24
	15.00
	49.78
	42.79

	2002
	43.80
	52.38
	35.20
	14.60
	53.11
	42.72

	2003
	43.80
	51.19
	34.33
	14.60
	48.00
	41.16

	2004
	44.60
	49.31
	33.73
	15.00
	50.56
	40.96

	2005
	44.40
	47.75
	33.73
	15.00
	48.11
	40.00

	2006
	43.20
	47.69
	32.93
	14.00
	48.00
	39.50

	2007
	43.20
	48.50
	32.73
	11.80
	48.44
	39.56

	2008
	46.50
	47.94
	31.67
	11.20
	49.78
	39.71

	2009
	47.17
	44.50
	33.07
	10.80
	48.67
	38.88

	2010
	45.67
	44.56
	33.73
	10.20
	45.89
	38.37

	2011
	42.67
	44.06
	33.13
	9.60
	44.89
	37.45

	2012
	44.17
	43.63
	31.87
	9.20
	42.56
	36.67


4.1.4.3 Per capita expenditure on health

Per capita government expenditure of $44 on health is believed to be a better measure of government’s investment in health. Available data indicates that more than three quarters of member states in Africa spent less than $44 per capita on health between 2002 and 2010. Only Namibia, South Africa, Seychelles, Swaziland, Tunisia, Algeria, Botswana and Cape Verde had achieved and consistently maintained the target within the period. Lesotho and Djibouti consistently increased their expenditures over time and eventually achieved the target by 2006 and 2007 respectively. Ghana achieved the target in 2005 but fell below the target subsequently.

4.2   THE INFLUENCE OF MAPUTO PLAN OF ACTION IN IMPROVING SRHR IN AFRICA

The Maputo Plan of Action was adopted to facilitate the implementation of the Continental Policy Framework on Sexual and Reproductive Health and Rights in Africa and to help accelerate the attainment of the Millennium Development Goals. There is no doubt that Africa has made progress in the area of sexual and reproductive health and rights; however, it is important to examine the progress thus far since the adoption of the MPoA with reference to the period before and after its adoption. This was done by examining the trends and rates of change in progress of SRHR in Africa before and after adoption of the MPoA and by assessing whether there are any significant differences in the average performance in SRHR before and after the adoption of the MPoA. Although the data available does not support detailed analysis to establish causality, the results highlight the direction and magnitude of progress being made. 
4.2.1 Trends and rates of change in progress of SRHR in Africa
4.2.1.1 Maternal mortality ratio
 Maternal mortality ratio generally showed a downward trend across all countries, sub-regions and the continent between 1990 and 2013 as depicted in Table12 and figures 2 and 3. The annual rate of decline across the continent and regions was generally faster before adoption of the MPoA than after adoption.  
Table 17: Trends in maternal mortality ratio by continent/sub-region from 1990-2013
	Region /Sub-region
	Years

	
	1990
	1995
	2000
	2005
	2010
	2013

	North Africa
	487.00
	413.67
	336.83
	282.33
	237.50
	214.17

	West Africa
	903.75
	868.13
	766.50
	643.31
	547.38
	506.44

	East Africa
	913.75
	823.00
	698.63
	580.31
	475.75
	419.56

	Southern Africa
	420.00
	380.00
	402.00
	380.00
	280.00
	248.00

	Central Africa
	1,008.89
	967.78
	852.22
	693.33
	590.00
	532.22

	
	
	
	
	
	
	

	Africa
	830.42
	772.12
	675.83
	565.62
	471.25
	425.60
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Figure 2: Trends in MMR in Africa 1990-2013
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Figure 3: Trends in maternal mortality ratio by country 1990-2013
4.2.1.2 Neonatal mortality rate
The neonatal mortality rate showed a general decline albeit at a slower rate across Africa except the Southern African region where there was a slight increase between 2005 and 2008 before it started declining. The rate of decline of neonatal mortality across the continent was faster after adoption (0.64 per 1,000) than before adoption (0.51 per 1,000) of the MPoA. 
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Figure 4: Trends in neonatal mortality in Africa 1990 -2013
4.2.1.3 Under-five mortality rate
Trends in under-five mortality rate also showed a general decline across the continent and all the sub-regions except the Southern African Region where there was a rise from 1994 to 2002 before it showed a downward trend. In Africa, the average rate of decline in under-five mortality was faster after than before adoption of the MPoA (3.75 per 1,000 versus 2.69 per 1,000) 
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Figure 5: Trends in under-five mortality rate 1990-2013
4.2.1.4 Infant mortality rate
Like the other child mortality indicators, infant mortality rate showed a general improvement across Africa and all the sub-regions. The rate of decline in infant mortality before adoption of MPoA fell short of the rate after adoption by 0.44 per 1,000 births for Africa (1.96 per 1,000 births versus 1.52 per 1,000 births) 
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Figure 6: Trends in infant mortality rate in Africa 1990-2013
4.2.1.5 Childhood immunization coverage 
As depicted in figure 7, prior to1999 immunization coverage across the continent and the sub regions were unstable across Africa and the sub regions; however after 1999, a general increase in coverage occurred up to 2013. Rates of increase in immunization coverage before the launch (0.5%) of the MPoA were slower than after the launch (0.75%). 
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Figure 7: Trends in immunization coverage in Africa 1990-2013
4.2.1.6 Health Financing
The government expenditure on health as a percentage of total government expenditure rose generally across the continent; however, the rate of increase in expenditure before adoption of MPoA (0.15%) was about three times the expenditures after MPoA was adopted (0.05%). At the same time, out of pocket expenditure on health by individuals and families also reduced across the continent with rates of reduction slower after (0.45%) than before (0.62%) adoption of MPoA.
4.2.2   Mean performance in SRHR before and after adoption of the Maputo Plan of Action
Table 18: Performance in SRHR indicators before and after adoption of MPoA

	Indicator
	Mean before MPoA launch
	Mean after MPoA launch
	Difference in means
	Statistically Significant

	Maternal mortality ratio (per 100,000)
	830.4
	425.6
	-404.8*
	-

	Contraceptive prevalence rate (%)
	24.3
	29.2
	+4.9
	Yes

	Unmet need for family planning (%)
	24.5
	26.2
	+1.7**
	Yes

	Skilled attendance at birth (%)
	50.7
	59.6
	+8.9
	Yes

	Adolescent fertility (per 1,000)
	99.3
	99.0
	-0.3
	Yes

	Neonatal mortality rate
	37.4
	29.9
	-7.5
	Yes

	Infant mortality rate (per 1,000)
	82.6
	59.3
	-23.3
	Yes

	Under –five mortality rate (per 1,000)
	133
	89.9
	-43.1
	Yes

	Stunting in under-fives
	40.3
	34.1
	-6.2
	Yes

	Immunization coverage (DPT3) (%)
	65.9
	79.5
	+13.6
	Yes

	HIV prevalence in 15-24 year olds (%)
	2.6
	1.8
	-0.8
	Yes

	TB treatment success rate (%)
	68.0
	75.1
	+7.1
	Yes

	Out of pocket expenditure (%)
	43.5
	38.6
	+4.9
	Yes

	Gov’t expenditure on health (%)
	9.1
	10.5
	+1.4
	Yes

	Per capita expenditure on health ($)
	59.3
	140.6
	+81.3
	Yes


*data captured in five year interval-unable to compute   **expected direction of change not observed 
Table 18 above shows the mean performance in SRHR indicators before and after adoption of the Maputo plan of action. Apart from unmet need for family planning, all the indicators showed statistically significant improvements in mean performance following adoption of the Maputo plan of action across the continent.
From the positive progress made in the indicator trends, the positive rates of change in progress following adoption and significant changes observed from the mean performance before and after the launch of the MPoA, it is statistically plausible that the MPoA has had some influence on progress made in most of the indicators presented. Several other factors including the socio-economic, socio-cultural, geo-politics, presence of CSO and other development partner interventions amongst others, in different countries on the continent, may have contributed to the progress made. 
4.3 OWNERSHIPAND RELEVANCY OF THE MAPUTO PLAN OF ACTION
The process of ownership of the Maputo Plan of Action, like every other plan, framework or programme, is a process which begins with the signing on or adoption of the programme, through adapting or aligning existing plans to the Maputo plan and ending with implementation of the revised plans. The MPoA was for the implementation of the Sexual and Reproductive Health and Rights Continental Policy Framework. All member states adopted MPoA for its implementation. This is the first step in the ownership process. 
4.3.1 Levels of ownership of the MPoA
As Table 8 depicts, 70% of member countries had costed national implementation plans for maternal, newborn and child health available. Similarly, according to the 2013 CARMMA report, about 81.5% (44/54) of member countries had launched the Campaign on Accelerated Reduction of Maternal Mortality in Africa (An advocacy platform for adoption and implementation of the MPoA). From the current review, it was revealed that the proportion of countries that have aligned or are in the process of aligning their national strategies and plans on SRHR to MPoA was found to be at 71%. This indicates African Member States willingness to implement the Continental Policy Framework to promote sexual and reproductive health and rights, despite disparities amongst the sub-regions and countries. 
4.3.2 Relevancy of MPoA
From the analysis of trends of most of the indicators, it is evident that progress after adoption of the MPoA is statistically remarkable, thus pointing to its relevance. It must however be noted that although these improvements are being achieved, we need to redouble our efforts for substantial reductions to be attained. CSOs indicated that, MPoA has enabled countries to improve implementation of interventions in order to achieve the millennium development goals (MDGs) through:

· Development of very clear policies in promotion, protection and advocacy on sexual and reproductive health and rights of women and youth, 

· Adaption of national policies to international standards in reproductive health

· Integration of  gender in national policies and programmes 

·  Promotion of SRH rights including those of the most vulnerable groups and 

· Following to the letter the repositioning of family planning
Synthesis of the various Post-2015 proposals and recommendations capture all the issues in the Maputo Plan of Action, thus giving some indication of how relevant the plan has been and still is. Majority of the CSOs (92.8%), recognized the relevancy of MPoA strategies in meeting the continent’s needs beyond 2015 and made several recommendations for the plan to remain relevant. 
5 CHAPTER FIVE: DISCUSSION OF RESULTS
5.1 Maternal, Newborn and Child health
Maternal, newborn and child health are essential to people’s lives and wellbeing and central to development. Indicators of maternal and child health are not only pointers to a country’s level of development, but are critical for assessing the accessibility, efficiency and effectiveness of health systems. This chapter is very important as it will interpret the findings and tease out the pertinent issues that would have contributed to the situation and identify the unfinished business that need to be considered post 2015.
5.1.1 Maternal health
Globally, significant progress has been made in maternal mortality. Maternal mortality ratio (MMR) declined by 45 percent from 380 maternal deaths per 100 000 live births in 1990, to 210 in 2013, yielding an average annual decline of 2.6 percent. Apart from North America, declines were registered across all regions of the world. The declines in maternal mortality ratios across the other regions of the world are: Europe - 66%, Asia-59%, Oceania-48% and Carribean-39%
. This review showed that Africa made significant progress in maternal, newborn and child health between 1990 and 2013. Maternal mortality declined by 48.6% from 830 per 100,000 live births to 426 in 2013.  Despite this significant reduction, Africa like many other regions in the world could not achieve the MDG 5 target of reducing maternal mortality ratio by 75% and in addition carries the highest burden of maternal deaths globally of 63%57.  
Limited access to skilled attendance at birth and antenatal care, high unmet need for family planning, and poor access to contraceptives account for the situation; This review confirmed that between the period 2006 to 2013 mean skilled attendance and contraceptive prevalence rates were low at 60% (20% short of the required 80%) and 25.9% respectively, whilst mean unmet need was high at 26.2% (about twice global unmet need). Inadequate skilled human resources, limited community involvement and irregular supplies of family planning commodities have been the major challenges contributing to these
. Some countries like Equatorial Guinea, Cape Verde, Rwanda and Eritrea met the MDG 5 target before 2015 in the midst of all the challenges, whilst some countries also improved their MMRs by over 50% (Table 3). 
Removal of user fees for maternity services and institutionalization of maternity waiting homes in Eritrea and other countries contributed to success. Similarly, introduction of results- and performance-based financing and a strong integrated audit and monitoring framework for MNCH in Rwanda supported programmatic success. In Rwanda and Equatorial Guinea, strong political commitment, leadership and ownership of the MNCH programmes improved the MNCH landscape
. Task-sharing is a phenomenon that has improved maternal health and family planning indicators in some African countries like Ethiopia, Malawi, Mozambique and Tanzania.
Adolescent fertility is a measure of unmet need for family planning. The higher the adolescent fertility rate, the higher the unmet need for family planning. Adolescent fertility rate is considered high if more than 80 of all women aged 15 to19 years out of every 1,000 gives birth
. The mean adolescent fertility rate in Africa is declining, though slowly. It declined from 99.3 per 1,000 women in the period 1990 to 2005 to 99 per 1,000 women within the period 2006 to 2012. This level of adolescent fertility rate falls short of the target set at 19 per 1,000 women. Early marriages have been implicated for the high rates of adolescent fertilities in Africa. Adolescent pregnancies and births predispose women to health risks including maternal deaths, obstetric fistulae, and unsafe abortions. In addition, it affects women’s chances of advancing in education and reducing their chances of getting employed, thus propagating the cycle of poverty. 
Antenatal care is a key component of maternal health. It helps to manage complications and promote healthy behaviours among pregnant women. Evidence exists that the children born to women who attend antenatal clinics regularly have greater chances of survival compared to those who do not attend regularly
. Evidence from this review indicates an increasing trend in four plus antenatal care coverage from 38.2% (1990-2005) to 54.1% (2006-2012). This is a good indication; however more needs to be done to remove the barriers to antenatal care which include inability to pay for ANC or the treatment prescribed in ANC, where user fees are in place and safety nets for the poor do not exist, poor attitudes and behaviours of health staff, failure to respect traditional norms of clients by health staff, conflict between traditional birth attendants,  community health workers and formal health care providers and poor capacity and inadequate numbers of health staff
. 
Between 2000 and 2013, an expansion of malaria interventions helped to reduce malaria incidence by 30% globally, and by 34% in Africa. During the same period, malaria mortality rates decreased by an estimated 47% worldwide and by 54% in Africa
.The use of preventive therapies, vector control interventions, diagnostic testing, artemisinin-based combination therapies (ACTs) and strong malaria surveillance have been critical to the control of malaria on the continent. Although paucity of data for the review did not enable demonstration of successful malaria control, evidence from other sources revealed reduction in incidence, prevalence and deaths associated with malaria6,
.
HIV infection on the continent is on the reversal. HIV prevalence among women 15-24 years declined from 2.6% to 1.8% according to the review. Similarly evidence shows that HIV incidence and prevalence among adults including pregnant women is declining on the continent. focused interventions, increased behavior change campaigns and increased access to antiretroviral therapy (ART) have been behind the improvements
Improved coverage of major interventions has proven successful in the control of tuberculosis in the Region6. Early case detection, expansion of directly observed treatment (DOTS), improved diagnostics, resulting in improved case detection in adults and children; and better access to HIV testing and treatment for tuberculosis patients have influenced the success rate.
5.1.2 Child health 

Progress in child health has been significant globally over the years with child mortality halved since the 1990s
 . Evidence also exist that child mortality in Africa has been declining since the 1990s
. From this review, there was a nearly 50% reduction in under-five mortality in Africa (47.6%) from 149.1% in 1990 to 78.1% in 2013. This is still below the two-thirds reduction expected within the period. Similarly decline in infant and neonatal mortality rates in Africa are lower than expected. There was reduction of 42.3% in infant mortality and a reduction of 31.5% in neonatal mortality rate from 40.6 per 1,000 live births to 27.8 in 2013. This  indicates a slower rate of reduction compared to the rate of infant and under-five mortality reductions. Low Educational attainment of mothers; limited access to health services; low income; poor nutrition and high prevalence of HIV have been the major challenges contributing to this situation 6, 57.  Critical, high impact, low cost interventions like emergency obstetric and neonatal care (EmONC), skilled attendance at birth, prevention of mother-to-child transmission of HIV; management of preterm births; early identification and antibiotic treatment of serious infections; inpatient care for small and sick newborns and antenatal corticosteroids for lung maturation are known to significantly prevent neonatal deaths
 and need to be invested in.  Institution of neonatal death audits in Mozambique has been shown to reduce neonatal mortality significantly whilst removal of facility user fees in Sierra Leone improved uptake of services in under-five children 
.
Immunizaton is among the most cost-effective public health interventions for reducing global child morbidity and mortality
.It is estimated that 1.5 million children died globally from vaccine-preventable diseases (VPDs) in 2010. Approximately 19.3 million children did not receive DPT3 worldwide in 2010, with more than one-third of these children living in Africa. While Africa has made remarkable improvements in immunisation services, this agenda remains largely unfinished with large numbers of children remaining unreached, unvaccinated, under-vaccinated, and still dying from VPD
. This review indicated that, apart from Central Africa, all the regions attained over 80% immunization coverage for DPT3. The continent fell short of the immunization target of 90% by 9.4%. Twenty-three out of the 54 countries in Africa attained the 90% coverage of DPT3 by 2013. Improvements in immunisation spending in most African countries have mainly been due to donor funds. Some countries had budget lines for routine vaccinations but about a third did not meet commitments. Issues of immunisation awareness, demand for immunisation, and level of trust in health system, adequate human resources, access, and timeliness of vaccinations, service delivery, poor infrastructure, and immunisation monitoring are among the many challenges65.
Ensuring good and adequate nutrition is important for child growth and ensures improved child health. Globally, there has been progress in reducing both stunting (low height-for-age) rates and the number of stunted children in the last 20 years. Available evidence shows that the proportion of stunted children decreased from 41.6 percent (1990) to 35.6 percent (2011)
. This review showed that between 1990 and 2005 average stunting rate was 40.3%. This reduced to an average of 34.1% between 2006 and 2013 on the continent. The biggest proportion of these children is located in East Africa. Together with West Africa, they account for three out of every four stunted children on the continent. Socio-cultural barriers; chronic poverty; food insecurity; an inadequate supply of safe and nutritious food in quantity and quality; poor access to health services; an unhygienic environment; and poor quality water and sanitation are major challenges
.
Mortality and morbidity due to malaria in under-five children are improving. In the under-five age group, mortality rates have declined by 53% globally, and by 58% in Africa. Scale –up of interventions including increased access to long lasting insecticide treated nets, Indoor residual spraying, early detection and treatment of malaria and improved diagnostics with rapid diagnostic tests. Emerging parasite resistance to antimalarial medicines and mosquito resistance to insecticides threaten to reverse the gains made.
5.2 Existence of health policies, laws and plans
5.2.1 Integrated SRHR/HIV/AIDS Policies and Plans 

The International Conference on Population and Development (ICPD) held in Cairo in 1994 called for a holistic approach to meeting women’s and men’s Reproductive Health (RH) needs throughout their lives. Since then, the importance of linking SRH and HIV/AIDS has been widely recognized: some 80% of HIV cases globally are transmitted sexually and a further 10% are transmitted during pregnancy, labour and delivery, or through breast-feeding. Sexual and reproductive health (SRH) programmes can therefore make an important contribution to HIV prevention, treatment care and support, and SRH services are important for those living with HIV and AIDS. Over the past ten years, there have been several international consensus statements on the need for effective linkages between responses to HIV and SRH including recommendations for specific actions at the levels of policy, systems and services.
Several international statements over the past decade most notably the Glion Call to Action and the New York Call for Commitment have endorsed integration for sexual and reproductive health (SRH) with  HIV prevention, treatment, care and support, at the policy, systems and service levels. It is on this basis that most regions including Africa have incorporated this into their sexual and reproductive health and rights frameworks and plans including the Continental Policy Framework for Sexual and Reproductive Health and Rights in Africa and the Maputo Plan of Action for its implementation and Agenda 2063. They called for policies that integrated SRH and HIV as a first step in the process of ensuring access to these services. The review showed that 43% (23/54) of African countries had in existence national health policies that integrated SRHR, HIV/AIDS/STI and Malaria services. The target was for every country to have those policies; however 57% (31/54) of African states are yet to develop such policies. The challenge has been the uncertainty about the cost and benefits of moving to integration of services that were previously offered separately
. 
5.2.2  Costed national implementation plan(s) for maternal and child health 

The importance of costed implementation plans are that: they provide guidance for implementation of programmes at country level, ensure action, accountability and advocacy by states, trigger stakeholder interest, ensure strategic implementation of plans and expand service approaches
. The Maputo Plan of Action targeted that all countries in Africa would have costed national implementation plans for maternal newborn and child health by 2015; however, the review showed that 30% (16/54) of African countries still do not have costed plans. Intensifying the advocacy drive through CARMMA will ensure that the remaining countries will have costed plans by the end of 2015. In Tanzania, costed national implementation plan for contraceptives resulted in a new line item in the national budget for contraceptive commodities, and sharp increases in funding for family planning. It also provided a basis for advocating for funds to meet specific goals. The presentation of a costed plan for family planning by Senegal at a London Summit on family planning in 2012 triggered a greater stakeholder involvement in the implementation of the plan26.

5.2.3 Legislation on sexual and gender based violence and sexual and reproductive health

Various international and regional instruments and declarations have recognized violence against women as a form of discrimination and a violation of women’s human rights. Unintended pregnancies, unsafe abortions, genital tract infections and unprotected sex are some non-fatal SRH consequences of SGBV
.
Fatal outcomes include AIDS related mortality and maternal mortality
. In Africa, 41% (22/54) did not have legislation on gender based violence in place. This is not encouraging since the proportion of women reporting intimate partner violence and non-partner sexual violence persists and ranges from 29.7% in the Southern African region to 65.6% in the Central African region.  Prevalence is also highest in some areas amongst girls less than 15 years
. Unfavourable socio-economic and socio-political environment and lack of empowerment and gender inequalities make women vulnerable to SGBV

To prevent unsafe abortions due to unintended pregnancies arising from sexual violence or contraceptive failure it is important to provide an environment suitable for managing safe abortions and post-abortion complications. Legislation on abortion has been shown to improve access to safe abortion services and reduce abortion complications and maternal deaths due to such complications. Limited political will to reform laws has been a major challenge is some countries. Despite resistance in some member states to reform abortion laws, Ethiopia and Tunisia have reformed their abortion laws and seen tremendous improvements in complications and deaths due to abortion through improved capacity of health care workers in management of safe abortion and complications, and increased access to safe abortion services.
5.3 Health Financing
Investments in sexual and reproductive health and rights are critical for saving lives and reducing ill-health among women and their children; and for fulfilling their right to good health. The immediate health benefits alone are well worth the cost; and even greater for the long-term benefits which include increases in women’s education and earnings; increases in household savings and assets; increases in children’s schooling; increases in GDP growth and reductions in poverty
. Sustainable Health Financing is one of the most crucial pillars of building viable health systems and an important measure for improving access to health care and reducing poverty. Annually, it would cost $17.2 billion dollars ($76 per woman of reproductive age, or $18 per person), to provide all women in Africa with a total package of care including modern contraceptive services; maternal and newborn health care; HIV testing and counseling and antiretroviral treatment for women during pregnancy and after delivery; HIV testing and treatment for newborns; and treatment for four major curable STIs
. This is five times current investments and gives an indication that Africa is not spending enough on SRHR. 
The Abuja Declaration of 2001 proposed that 15% of public expenditure be allocated to the health sector
. However, this review showed that only 10.5% of public expenditure is currently allocated to health on the continent. Only seven countries have achieved the Abuja target currently. These are: Rwanda-22%; Liberia -19%; Malawi-18%; Swaziland -18%; Zimbabwe -16%; Lesotho-15% and Togo-15%. Funding of SRHR programmes are mainly donor-dependent and does not ensure sustainability.

Additional funds required to fully meet the need for sexual and reproductive health services would have to come from national governments and individuals who receive the services. With sufficient resources and political will, the poorest women and families will see substantial gains from additional investments; and nations as a whole will see greater progress toward achieving their development goals.
5.4 The Influence, relevancy and ownership of the Maputo Plan of Action
 From the discussions so far, it is obvious that significant progress has been made on the SRHR front in Africa. The Maputo Plan of Action which is the implementation framework for the Continental Policy Framework for Sexual and Reproductive Health and Rights in Africa, was launched at a time when progress made in SRHR on the continent was inadequate to ensure attainment of continental and global targets and goals set. The review has revealed that, apart from maternal mortality ratio whose rate of decline was slower, unmet need for family planning which increased and rate of increase in budget allocation to health sector which slowed down, after the launch of the MPoA than before, all other indicators showed appreciable rates of improvements in the expected direction of change. In addition, all changes recorded after the launch of the MPoA were statistically significant. All these observations give a plausible influence of the MPoA. 
Improving maternal health, unmet need for family planning and budget allocation to the health sector is capital intensive and is influenced by many socio-economic, socio-cultural and geo-political factors. As already indicated, $17.2 billion are required annually to provide the full package of SRHR; however, current investments are five times lower than expected. Best practices in some member countries have shown that good governance, leadership and political commitment; health systems strengthening; health legislation (including for young people); SRHR issues of marginalized and minority populations; health investments and SRHR data management, monitoring and accountability improve significantly maternal, newborn and child health, promotes government commitment to fund SRHR and improve family planning uptake significantly.  These were the very issues and factors that were not captured as strategies in the MPoA following review of the MPoA alongside Agenda 2063, the Common African Position, Rio+20, ICPD+20 and the UNSG synthesis report, but which could have brought about significant changes in maternal mortality, unmet need for family planning and budget allocation to the health sector had they been captured as stand-alone strategies and given emphasis. 
Despite all the challenges observed, the review showed that the MPoA was adequately domesticated and owned by member states apart from a few countries; and was relevant in helping to achieve the gains in the SRHR landscape of the continent. Political will to implement the MPoA and the fact that CARMMA has been launched in 82% (44/54) of countries may have contributed significantly to thisachievements.
6 CHAPTER SIX: GOOD PRACTICES, CHALLENGES AND LESSONS LEARNT
6.1  GOOD PRACTICES FACILITATING ATTAINMENT OF SRHR GOALS IN AFRICA
There cannot be “one- size- fit all” programmes, plans or interventions for countries to attain set goals because of the different socio-economic and cultural backgrounds. Those not withstanding lessons can be learnt from what has worked in different settings and adapted to particular situations. Some good practices that have had high impacts in Africa are discussed under the following headings:   health financing and human resource for health and maternal neonatal child health and adolescent 

6.1.1 Health financing and human resource for MNCH
1. Removal of user fees for MNCH services and institution of innovative health financing mechanisms markedly improves medical care for children, improves uptake of MNCH services, improves management of maternal complications and reduces maternal death. This has been shown in Equatorial Guinea and Sierra Leone to produce impressive results. In Equatorial Guinea, maternal mortality ratio has markedly reduced by 81%. In Sierra Leone, a 150% improvement in management of maternal complications, a 61% reduction in case fatality rate, 214% increase in medical care for under fives and a 140% increase in the number of family planning acceptors was seen after a year of removal of user fees.  

2. Ethiopia, Malawi, Mozambique and Tanzania have made significant progress in MDG 5 by reducing maternal mortality ratio by over 50%. Amongst other interventions, Task-sharing for MNCH and family planning where mid-level health care personnel are given adequate training in MNCH and surgical skills are more cost-effective and sustainable in providing critical MNCH services especially at the lower levels of health care. This has been shown to work effectively in Malawi, Mozambique, Tanzania and Ethiopia. 

3. Performance – based financing of community health workers has been proven to improve case management and coverage of some basic services like malaria, diarrhea and ARI case management, immunization, management of malnutrition in children, prevention of malaria and other childhood illnesses and detection of danger signs. In Rwanda, CHW are given basic training and given monetary incentives (apart from their basic salary) for improved services.

4. Strong collaboration between government and partners and strong political commitment in South Sudan and Ethiopia, brought about improved midwifery education and increased capacity of midwifery workforce to manage midwifery services and improve on supervised delivery.

5. Comprehensive database of health professionals is essential for monitoring the numbers and profiles of health care professionals required for the management of MNCH services, tracking attrition, monitoring shortages and ensuring optimum distribution of healthcare professionals across the country. The Ethiopian Human Resource for Health Strategy (2010-2015) has ensured the successful establishment of database of midwives which has revealed gaps in distribution, attrition and numbers and profiles of midwives, thus helping to mainstream and improve delivery of midwifery services across the country.

6. In Tanzania, costed national implementation plan resulted in a new line item in the national budget for contraceptive commodities, and sharp increases in funding for family planning. It also provided a basis for advocating for funds to meet specific goals. In Senegal, costed plan for family planning  triggered a greater stakeholder involvement in the implementation of the plan in 2012
6.1.2 Expansion and provision of quality Maternal, Neonatal and Child Health Services  

7.  In Equatorial Guinea maternal mortality reduction was achieved because of significant economic growth coupled with high political will to improve the health status of the people, prioritizing maternal health and access to quality health care for women in national development plans (Horizon 2020) and massive investment in health from local resources (ODI, 2012). 

8. In Rwanda, improvements in maternal and child health was realized because of strong political leadership, commitment and ownership of the maternal and child health programme, reduced dependence on external funding by institution of a compulsory community-based health insurance (CBHI) scheme which served as the main financing mechanism for health care (Ministry of Health Rwanda, PMNCH, WHO, World Bank, AHPSR, 2014). 

9. Maternal mortality reduction in Cape Verde is largely due to expanded health services across the country where over 75% of births are attended by skilled health personnel and are delivered at health facilities (UNFPA, 2010).

10. Improved financial and physical access to reproductive health services bring about reduction of delays in seeking services and increased health facility utilization. For example, the establishment of maternity waiting homes around health facilities (in Eritrea) and mobilization and active engagement of communities to create strong adhesion amongst members and the establishment of Community Based Health Planning and Services and community transport mechanisms (in Ghana) increased facility births from as low as 10% to as high as 100% in member countries, reduced delays in transporting clients to the health facilities and brought about declines in obstetric complications and maternal deaths.

11. Increased political will in reforming laws and expanding access to safe abortion services reduces abortion complications and maternal deaths due to such complications. Ethiopia and Tunisia have reformed their abortion laws and seen tremendous improvements in complications and deaths due to abortion through improved capacity of health care workers in management of safe abortion and complications, and increased access to safe abortion services.

12. Institution of maternal, newborn and child death audits empower health authorities to better understand and take appropriate steps to improve the management of obstetric, neonatal and childhood complications in health facilities. In Mozambique, the institution of maternal and neonatal death audits has brought about a better understanding of the management of complications and reduction in maternal and newborn deaths.

13. An effective behaviour change communication methodology (Sabido) in which long running serialized melodramas transmit values through the growth and development of characters brings about increased uptake of SRH services. In Ethiopia, this BCC brought about increase in use of modern contraceptives amongst married women in the Amhara region from 14% to 40%. In Nigeria, two-thirds of people attending family planning clinics in four northern states cited the Sabido methodology as their motivation to seek service. In Rwanda, desired number of children significantly reduced amongst listeners of the melodrama series.
6.2    CHALLENGES THAT IMPEDED PROGRESS IN ATTAINING SRHR TARGETS AND IMPLEMENTING THE MPoA AND ITS RESULTANT NATIONAL STRATEGIES, PLANS AND PROGRAMMES AND LESSONS LEARNT
The technical information and what needs to be done to improve maternal health and reduce maternal mortality are well known and documented. However, what seems to be lacking is the translation of the commitments to action. On the other hand implementation and entrenchment of these practices and development of strategic approaches and frameworks to make them work in African settings
 is lacking. Some major bottlenecks (mainly systemic) include the following:

6.2.1 Challenges in implementation of the MPoA

The observed challenges in implementation of the MPoA relate to political commitment/headership, health financing, Health legislation, health systems strengthening and harmful socio-cultural practices.
1. Political commitment and leadership

·  Member states inability to meet Abuja targets of allocating 15% or more of total government expenditure to health
· Member states inability to meet most targets set in the MPoA
· Limited political leadership in ensuring implementation of SRHR programmes in most members states

2. Inadequate health Financing

· High out-of-pocket expenditures on health that limits access to health
· Generation of local resources for health lacking in many member states because funding of SRHR programmes are mainly donor-dependent 

· inability of many donors to meet financial commitments

3. Inadequate Health legislation

·  of  Abortion laws not adequately enforced in some member statessk
· Limited implementation of laws and legal instruments on SGBV despite existence in majority of member states
4. Weak Health systems (Health system strengthening)
· Inadequate scaling up of integrated SRHR/HIV/malaria services
· Low capacity of healthcare providers in MNCH
· Inadequate task-sharing amongst healthcare providers
· Inadequate human resources for SRHR
· Inadequate community-based contraceptive supplies
· Inadequate access to MNCH services due to non-removal of user fees for maternity services
· Limited maternal and child death audit services

· limitedr data and monitoring frameworks for SRHR

· Inadequate male involvement and community engagement in SRHR programmes

· Inadequateavailability of maternity waiting homes

5. Harmful socio-cultural practices

· Lack of empowerment of women and gender inequalities
· Persistence of cultural and religious barriers to SRHR services

· Existence of traditional gender norms that support male superiority and entitlement
· Social norms that tolerate or justify violence against women
· Weak community sanctions against perpetrators of SGBV
6.2.2   Lessons learnt
1. Strong political leadership, commitment and ownership of the maternal and child health programme produces results

2. Innovative health financing mechanisms markedly improves medical care for children, improves uptake of MNCH services, improves management of maternal complications and reduces maternal death.
3. Prioritizing maternal health and access to quality health care for women in national development plans and massive investment in health from local resources brings about better implementation of SRHR programmes
4. Favourable legislative environment favours implementation of SRHR programmes

5. Strong partnerships with communities improves SRHR programming

6. Strong decentralized accountability, monitoring and evaluation systems with high level political oversight improves results and is key to SRHR programming

7 CHAPTER SEVEN: KEY RECOMMENDATIONS LOOKING AHEAD
7.1 RECOMMENDATIONS TO ADDRESS CHALLENGES AND ENSURE IMPROVED SRHR LANDSCAPE OF THE CONTINENT
1. Political Commitment and leadership
· Ensure continuous advocacy at the highest political level with evidence of the impact of health especially, SRHR on the economy. This advocacy drive will have to be carried out by peers or champions at the highest political levels. The responsibility will have to be with the AUC
· Support good governance and leadership at all levels of government, civil society, the private sector and the global community, strengthened by the use of timely, reliable data and evidence for transparency in decision-making and accountability.
· Holding political leaders accountable for attainment of milestones set out in global and regional declarations, policy frameworks and development agendas.
2. Health financing 

· Improve domestic resource mobilization by: ensuring financial deepening and inclusion (e.g. domestic savings and microfinance) and strengthening tax structures, coverage and administration; carrying out fiscal reforms; encouraging public private partnerships; and deepening capital markets

· Call upon heads of States to fulfil their commitment regarding Abuja Declaration by allocating at least 15% or more of their budget resources to health.
· Removal of user fees for MNCH services and institution of innovative health financing mechanisms like insurance schemes. 

3. Health legislation

· Strengthen legislative frameworks, policies and operational strategies, and sustainability that govern international partnerships and collaborations with donors in the health sector
· Enforce abortion laws to decriminalize and ensure safe abortion in order to promote SRHR. 
· Strengthen legislation that removes the barriers to SRHR for young people and improves access
·  Enforce laws that deal with sexual and gender–based violence

4. Health systems strengthening/Human resource development
· Strengthen primary health care systems to make integrated, comprehensive quality sexual and reproductive health services, with adequate referrals, accessible to where people are living, especially to rural, remote and resource limited populations including the urban poor
·  Increase recruitment, development and training and retention of the health workforce 
· Institute performance-based financing (PBF) system which offers incentives to facility and community health workers (both private and public) to enhance staff commitment to high quality standards

· Ensure the availability of the widest range of commodities, as well as the strengthening of health management information systems
· Invest in the building the capacity of health workers, particularly mid-level cadres such as clinical officers and midwives to provide services especially at the lower levels of health care. This is more cost-effective and sustainable in providing critical MNCH and addressing mal-distribution –Task-sharing
· Achieve excellence in human resources capacity development through an improvement in the quality of education and training by: investing in learning infrastructures; increasing the use of ICT; ensuring higher completion rates; and improving the quality and conditions of service of educators and trainers
· Establish common certification and practice standards for health professionals in member states

· Scale up integrated SRHR/HIV/Malaria services

· Promote community mobilization, partnerships and participation, with a special focus on the involvement of men for SRHR 

· Establishment of a strong evidence–based integrated national monitoring and evaluation and accountability framework 

5. Gender equality/empowerment/human rights
· Protection of the rights of women, men and youth to have control over and decide freely and responsibly on matters related to their sexuality, including access to sexual and reproductive health, free from coercion, discrimination and violence
· Improve gender equality and empowerment of women, eradicate harmful practices, and eliminate all forms of discrimination and violence against women by enforcing laws that punish perpetrators of sexual and gender –based violence and designing and scaling up BCC campaigns against sexual and gender-based violence including harmful traditional practices.
· Enact, review and enforce laws to  prevent early and forced marriages 

7.2   WAY FORWARD FOR THE PLAN OF ACTION
· Revise the Continental policy on SRHR within the context of Agenda 2063.

· A revised Plan of Action (POA)* should be developed and implemented from 2015–2030 to enable further and more effective implementation and to coincide with the targets of Agenda 2063 and Sustainable Development Goals (SDGs). Harmonization of Agenda 2063, SDG and POA indicators should be ensured from the onset.

· The linkages with cross-cutting issues such as education, nutrition and food security, poverty reduction and financial crises, civil strife, armed conflict, and climate change should be taken into account 

· Member States should accelerate efforts to implement the revised POA within the framework of Agenda 2063 and their respective national strategies on maternal, neonatal and child health through an integrated and multi-sector approach. CARMMA should still be consolidated as an advocacy tool.

· Each stakeholder at regional, continental and international level should play their respective role in urging and supporting Member States to accelerate action to implement the revised POA in the period 2015–2030, as well as other strategies on maternal, infant and child health and survival. 
· Organize annual review of POA in order to guide implementation, share experiences from other countries and discuss ways to counter the problems. This should culminate in five –year reviews of the POA.

· More domestic and international resources should be mobilized and used rationally, with specific allocations made for maternal, infant and child health including family planning in Member States. The AU, regional economic communities (RECs) and regional health organizations (RHOs) should also mobilize resources for Member States and their own respective programmes. 

· For effective implementation and rational use of limited resources, partnerships should not only be strengthened, but also coordinated and harmonized better at all levels, under government stewardship at national level and the AU at continental level.
· Strengthen the monitoring and evaluation mechanism for the POA
· Widely disseminate POA to foster  ownership and visibility of the programme 
8 CHAPTER EIGHT: REVISION OF THE MPoA (PROPOSED)

The Maputo Plan of Action for facilitating the implementation of the Continental Policy Framework on Sexual and Reproductive Health and Rights was launched in 2006 and sought to take the continent forward towards the goal of universal access to comprehensive sexual and reproductive health services in Africa by 2015.  It is built on nine action areas namely: Integration of sexual and reproductive health (SRH) services into PHC, repositioning family planning, developing and promoting youth-friendly services, unsafe abortion, quality safe motherhood, resource mobilization, commodity security and monitoring and evaluation. 
· Integrating STI/HIV/AIDS, and SRHR programmes and services, including reproductive cancers, to maximize the effectiveness of resource utilization and to attain a synergetic complementary of the two strategies;

· Repositioning family planning as an essential part of the attainment of health MDGs;

· Addressing the sexual and reproductive health needs of adolescents and youth as a key SRH component;

· Addressing unsafe abortion;

· Delivering quality and affordable services in order to promote Safe Motherhood, child survival, maternal, newborn and child health.

· African and south-south co-operation for the attainment of ICPD and MDG goals in Africa
The following steps were taken to identify strategic areas for review of the revision of the POA beyond 2015
a. Following review of the MPoA, challenges emerged in the following areas which affected progress in core SRHR indicators: Political commitment, governance and leadership; Health legislation; Health financing and investments; Health systems strengthening and human resource development; and Gender equality, empowerment and human rights.
b. Review of the Common African Position on the post-2015 development agenda, Agenda 2063, Rio+20, ICPD +20 and the UNSG synthesis report were done to extract the SRHR issues and strategic areas proposed beyond 2015. These were then compared with the Strategic areas of the MPoA to identify differences and similarities. It emerged that most of the issues in the post-2015 development agenda were captured in the MPoA as stand-alone strategic areas or were strongly articulated, except the following issues/areas:  governance, leadership and political commitment; health systems strengthening; health legislation (including for young people); SRHR issues of marginalized and minority populations; health investments and SRHR data management, monitoring and accountability. 
c. Good practices that are known to have brought about significant progress in some SRHR indicators across the continent were documented. These were mainly found in the following strategic areas: political commitment, governance and leadership; health financing and human resource for MNCH and MNCH services. 

*REVISED PROGRAMME OF ACTION FRAMEWORK (PROPOSED)
	STRATEGIC FOCUS
	PRIORITY INTERVENTIONS

	a. Political Commitment, Governance and leadership
	1. Adoption and Launch of POA at the continental, sub-regional and national levels  

2. Integrate and prioritize maternal, child and adolescent health into continental, sub-regional and national development plans, budgets and PRSPs
3. Support good governance and leadership at all levels of government, civil society, the private sector 
4. Hold political leaders accountable for attainment of milestones set out in global and regional declarations, policy frameworks and development agendas.


	b. Health Legislation
	1. Remove legal, regulatory and policy barriers limiting young people’s access to SRH services. 

2. Streamline legislative frameworks, policies and operational strategies that govern partnerships and collaborations in the health sector
3. Enact, review and enforce laws to  prevent early and forced marriages 

4. Enforce abortion laws to decriminalize and ensure safe abortion
5. Enact and enforce laws that deal with gender –based violence

	c. Health financing/
investments 
	1. Improve domestic resource mobilization by: ensuring financial deepening and inclusion (e.g. domestic savings and microfinance) and strengthening tax structures, coverage and administration; carrying out fiscal reforms 
2. Ensure States fulfil their commitment regarding Abuja Declaration by allocating at least 15% or more of their budget resources to health.
3. Removal of user fees for MNCH services and institution of innovative health financing mechanisms like insurance schemes. 

4. Strengthen ownership, coherence and alignment of international support with national and regional priorities
5. Encourage and support  member states to invest in medical infrastructure, and  local manufacturing of health equipment, medicines and consumables

	d. Health systems strengthening/
Human resource development
	1. Strengthen primary health care systems by instituting integrated, comprehensive, quality SRHR, HIV/AIDS, Malaria/TB services especially at all levels of the health system
2. Strengthen referral systems for integrated SRHR services
3. Improve recruitment, development and training and retention of the health workforce
4. Ensure the availability of the widest range of technologies and commodities for SRHR
5. Institute performance-based financing (PBF) system which offers incentives to facility and community health workers (both private and public) to enhance staff commitment to high quality standards

6. Invest in the capacity of health workers, particularly mid-level cadres such as midwives to provide services especially at the lower levels of health care (Task shifting). 
7. Achieve excellence in human resources capacity development through improvement in the quality of education and training by: investing in learning infrastructures; increasing the use of ICT; ensuring higher completion rates; and improving the quality and conditions of service of educators and trainers

8. Establish common certification and practice standards for health professionals in member states



	e. Partnerships and collaborations 
	1. Collaborate with development partners to fulfill their pledge to devote 0.7% of their GNP to development.
2. Work with partners to develop financing frameworks that take into specific characteristics and priorities of the continent, sub-regions and countries 

3. Promote public-private partnerships 

4. Strengthen partnerships with CSOs 
5. Strengthening South-South, North-South, triangular partnerships and Diaspora cooperation in achieving SRHR goals

6. Promote and strengthen partnerships with communities for SRHR



	f. information and education
	1. Institute  effective behaviour change communication and information sharing mechanisms to promote SRHR

2. Promote and facilitate communication among health care providers including peer educators at various levels.

3. Widely disseminate information on SRHR

4. Promote community mobilization and participation, including income generation, and with a special focus on the involvement of men.

	g. Accountability/
monitoring and evaluation
	1. Establish  strong evidence –based integrated national monitoring and evaluation frameworks 

2. Develop a foundation for baseline data that can be used to track progress. 

3. Develop/Strengthen civil registration and vital statistics systems 
4. Strengthen national health information systems to collect and publish key RMNCH data, including for neglected groups such as newborns and adolescents
5. Increase support for and strengthen country institutional capacity to conduct high-quality household surveys at regular intervals of no more than three years, while working to strengthen vital statistics,

6. Track financial resources and carry out assessments of service provision.

7. Design data systems intentionally to permit disaggregation and examination of equity trends, to identify the women and children who are being missed and to support effective programming to reach them.

8. Develop programme monitoring and evaluation systems to explicitly assess the extent to which adolescents are being reached, and which interventions bring the greatest long-term health and well-being for young people

9. Commit to differentiated targets and indicators to guarantee focus on key populations including adolescents, marginalized and underserved groups.
10. Strengthen the monitoring and evaluation system for the POA


	h. Gender equality, empowerment and human rights
	1. Protection of the rights of women, men and youth to have control over and decide freely and responsibly on matters related to their sexuality, including access to sexual and reproductive health, free from coercion, discrimination and violence
2. Protect and fulfill the rights of adolescents and youth to accurate information, comprehensive sexuality education, and health services for their sexual and reproductive well-being, and lifelong health. 
3. Eradicate female genital mutilation/cutting and other harmful practices, and eliminate all forms of discrimination and violence against girls. 

	i. Availability of quality integrated SRHR/HIV/AIDS/STI/Malaria/TB services including family planning and reproductive cancers 
	1. Ensure access to integrated sexual and reproductive health information, education.
2. high-impact health interventions, such as immunization; skilled attendance at birth and quality care for mothers and newborns; and access to contraception 

3. Address the rising burden of reproductive cancers, including breast, cervical and prostate cancers, by investing in prevention strategies including the HPV vaccine and routine screening, early treatment at the primary care, and reliable referrals to higher levels of care

4. Redoubling of efforts to achieve universal access to HIV prevention, treatment, care and support, and to eliminate mother-to-child transmission of HIV, as well as 
5. Renewing and strengthening the fight against malaria, tuberculosis and neglected tropical diseases 

	j. Invest in the marginalized and minority populations and improve Adolescent SRHR 
	1. Improve access to quality SRHR information and services for young people 

2. Target adolescents and youth, both in and out of school, for comprehensive sexuality education that emphasizes gender equality and human rights, including attention to gender norms, power and the social values of equality, non-discrimination, and non-violent conflict resolution.  

3. Invest in poor and marginalized populations and in other groups requiring special attention, such as newborns and adolescents and young people. Support community-led efforts to address these challenges and advance inclusion

4. Empower and improve the health status of those living in vulnerable situations (including women, children, the elderly, youth, people with disabilities, rural populations, displaced persons and migrants)

5. increase knowledge around sexuality differences which could result in positive attitudes and perceptions about sexual minorities and strengthened capacity of LGBTI groups to influence local policies and practices that hinder access to services for sexual minorities

	
	*Work in progress
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Appendix 1: MMR of member countries per 100,000
	Countries that achieved MDG targets

	Country
	1990 Base Year
	2013 - End of Period(A)
	Target - A Quarter of Base Year(B)
	Difference

(A-B)

	Cape Verde
	230
	53
	57.5
	-4.5

	Equatorial Guinea
	1600
	290
	400
	-110

	Eritrea 
	1700
	380
	425
	-45

	Rwanda
	1400
	320
	350
	-30

	
	
	
	
	

	Countries that did not achieve MDG targets

	Country
	1990 Base Year
	2013 - End of Period(A)
	Target - A Quarter of Base Year(B)
	Difference

(A-B)

	Algeria
	160
	89
	40
	49

	Angola
	1400
	460
	350
	110

	Benin
	600
	340
	150
	190

	Botswana
	360
	170
	90
	80

	Burkina Faso
	770
	400
	192.5
	207.5

	Burundi
	1300
	740
	325
	415

	Cameroon
	720
	590
	180
	410

	Central African Rep
	1200
	880
	300
	580

	Chad
	1700
	980
	425
	555

	Comoros
	630
	350
	157.5
	192.5

	Congo
	670
	410
	167.5
	242.5

	Djibouti
	400
	230
	100
	130

	DRC
	1000
	730
	250
	480

	Egypt
	120
	45
	30
	15

	Ethiopia
	1400
	420
	350
	70

	Gabon
	380
	240
	95
	145

	Gambia
	710
	430
	177.5
	252.5

	Ghana
	760
	380
	190
	190

	Guinea
	1100
	650
	275
	375

	Guinea-Bissau
	930
	560
	232.5
	327.5

	Ivory Coast
	740
	720
	185
	535

	Kenya
	490
	400
	122.5
	277.5

	Lesotho
	720
	490
	180
	310

	Liberia
	1200
	640
	300
	340

	Libya
	31
	15
	7.75
	7.25

	Madagascar
	740
	440
	185
	255

	Malawi
	1100
	510
	275
	235

	Mali
	1100
	550
	275
	275

	Mauritania
	630
	320
	157.5
	162.5

	Mauritius
	70
	73
	17.5
	55.5

	Mozambique
	1300
	480
	325
	155

	Namibia
	320
	130
	80
	50

	Niger
	1000
	630
	250
	380

	Nigeria
	1200
	560
	300
	260

	SADR
	
	
	
	

	Sao Tome and Principe
	410
	210
	102.5
	107.5

	Senegal
	530
	320
	132.5
	187.5

	Seychelles
	
	
	
	

	Sierra Leone
	2300
	1100
	575
	525

	Somalia
	1300
	850
	325
	525

	South Africa
	150
	140
	37.5
	102.5

	South Sudan
	1800
	730
	450
	280

	Sudan
	720
	360
	180
	180

	Swaziland
	550
	310
	137.5
	172.5

	Tanzania
	910
	410
	227.5
	182.5

	Togo
	660
	450
	165
	285

	Tunisia
	91
	46
	22.75
	23.25

	Uganda
	780
	360
	195
	165

	Zambia
	580
	280
	145
	135

	Zimbabwe
	520
	470
	130
	340


Appendix 2: Neonatal mortality rates of member states per 1,000 live births
	Country
	1990 Base Year
	2013 - End of Period
(A)
	Target (A Third of Base Year) (B)
	Difference
(A-B)

	Algeria
	22.5
	13.9
	7.50
	6.40

	Angola
	54.3
	46.6
	18.10
	28.50

	Benin
	41.4
	26.9
	13.80
	13.10

	Botswana
	24.8
	24.9
	8.27
	16.63

	Burkina Faso
	40.4
	26.9
	13.47
	13.43

	Burundi
	45.5
	29.8
	15.17
	14.63

	Cameroon
	35.2
	28.2
	11.73
	16.47

	Cape Verde
	22.1
	11.4
	7.37
	4.03

	Central African Rep
	48.3
	43
	16.10
	26.90

	Chad
	48.4
	39.8
	16.13
	23.67

	Comoros
	41.2
	30.8
	13.73
	17.07

	Congo
	29.7
	19.4
	9.90
	9.50

	Djibouti
	43.6
	31.2
	14.53
	16.67

	DRC
	47.6
	38.2
	15.87
	22.33

	Egypt
	32.2
	11.8
	10.73
	1.07

	Equatorial Guinea
	48.1
	33.2
	16.03
	17.17

	Eritrea 
	35.7
	17.7
	11.90
	5.80

	Ethiopia
	54.6
	27.5
	18.20
	9.30

	Gabon
	33
	22.8
	11.00
	11.80

	Gambia
	46.1
	28.1
	15.37
	12.73

	Ghana
	39.5
	29.3
	13.17
	16.13

	Guinea
	52.5
	32.8
	17.50
	15.30

	Guinea-Bissau
	60.6
	44
	20.20
	23.80

	Ivory Coast
	47.8
	37.5
	15.93
	21.57

	Kenya
	32.8
	26.3
	10.93
	15.37

	Lesotho
	44.6
	43.9
	14.87
	29.03

	Liberia
	52.1
	25.6
	17.37
	8.23

	Libya
	21.1
	8.7
	7.03
	1.67

	Madagascar
	41.2
	21.4
	13.73
	7.67

	Malawi
	50
	23.2
	16.67
	6.53

	Mali
	58.9
	40.2
	19.63
	20.57

	Mauritania
	41
	34.8
	13.67
	21.13

	Mauritius
	15.8
	8.8
	5.27
	3.53

	Mozambique
	56.4
	30.4
	18.80
	11.60

	Namibia
	28.8
	21.8
	9.60
	12.20

	Niger
	49.8
	27.5
	16.60
	10.90

	Nigeria
	51.7
	37.4
	17.23
	20.17

	Rwanda
	38.5
	20.1
	12.83
	7.27

	SADR
	 
	 
	
	

	Sao Tome and Principe
	32.2
	19.4
	10.73
	8.67

	Senegal
	41.5
	23
	13.83
	9.17

	Seychelles
	10.2
	8.9
	3.40
	5.50

	Sierra Leone
	57.3
	44.3
	19.10
	25.20

	Somalia
	51.8
	46.2
	17.27
	28.93

	South Africa
	20.3
	14.8
	6.77
	8.03

	South Sudan
	64.8
	39
	21.60
	17.40

	Sudan
	41
	29.9
	13.67
	16.23

	Swaziland
	29.5
	29.8
	9.83
	19.97

	Tanzania
	43.3
	20.7
	14.43
	6.27

	Togo
	42.1
	30.4
	14.03
	16.37

	Tunisia
	24.3
	9
	8.10
	0.90

	Uganda
	39.5
	22.1
	13.17
	8.93

	Zambia
	43.9
	29.3
	14.63
	14.67

	Zimbabwe
	31
	39.2
	10.33
	28.87


Appendix 3: Infant  mortality rates of member states per 1,000 live births
	Country
	1990 Base Year
	2013 - End of Period
	Target (A Third of Base Year)
	Difference

	Egypt
	62.5
	18.6
	20.6
	-2.0

	Liberia
	165.3
	53.6
	54.5
	-0.9

	Malawi
	143.4
	44.2
	47.3
	-3.1

	Tunisia
	41
	13.1
	13.5
	-0.4

	
	
	
	
	

	Country
	1990 Base Year
	2013 - End of Period
	Target (A Third of Base Year)
	Difference

	Algeria
	39.9
	21.6
	13.2
	8.4

	Angola
	133.4
	101.6
	44.0
	57.6

	Benin
	107.9
	56.2
	35.6
	20.6

	Botswana
	38.9
	36.3
	12.8
	23.5

	Burkina Faso
	102.5
	64.1
	33.8
	30.3

	Burundi
	103.4
	54.8
	34.1
	20.7

	Cameroon
	84.8
	60.8
	28.0
	32.8

	Cape Verde
	48.4
	21.9
	16.0
	5.9

	Central African Rep
	115.3
	96.1
	38.0
	58.1

	Chad
	115.9
	88.5
	38.2
	50.3

	Comoros
	88.1
	57.9
	29.1
	28.8

	Congo
	60.1
	35.6
	19.8
	15.8

	Djibouti
	92.1
	57.4
	30.4
	27.0

	DRC
	114.7
	86.1
	37.9
	48.2

	Equatorial Guinea
	124.4
	69.3
	41.1
	28.2

	Eritrea 
	92.6
	36.1
	30.6
	5.5

	Ethiopia
	121.8
	44.4
	40.2
	4.2

	Gabon
	60.3
	39.1
	19.9
	19.2

	Gambia
	79.9
	49.4
	26.4
	23.0

	Ghana
	80.3
	52.3
	26.5
	25.8

	Guinea
	140.4
	64.9
	46.3
	18.6

	Guinea-Bissau
	132.8
	77.9
	43.8
	34.1

	Ivory Coast
	104.3
	71.3
	34.4
	36.9

	Kenya
	63.9
	47.5
	21.1
	26.4

	Lesotho
	69.5
	73
	22.9
	50.1

	Libya
	36.2
	12.4
	11.9
	0.5

	Madagascar
	98.1
	39.6
	32.4
	7.2

	Mali
	130.5
	77.6
	43.1
	34.5

	Mauritania
	77.8
	67.1
	25.7
	41.4

	Mauritius
	19.9
	12.5
	6.6
	5.9

	Mozambique
	158
	61.5
	52.1
	9.4

	Namibia
	49.6
	35.2
	16.4
	18.8

	Niger
	137.7
	59.9
	45.4
	14.5

	Nigeria
	126.3
	74.3
	41.7
	32.6

	Rwanda
	92.8
	37.1
	30.6
	6.5

	SADR
	
	
	
	

	Sao TomÃ© Principe
	70.3
	36.7
	23.2
	13.5

	Senegal
	70.5
	43.9
	23.3
	20.6

	Seychelles
	14.2
	12.2
	4.7
	7.5

	Sierra Leone
	158.1
	107.2
	52.2
	55.0

	Somalia
	108.1
	89.8
	35.7
	54.1

	South Africa
	47
	32.8
	15.5
	17.3

	South Sudan
	149.5
	64.1
	49.3
	14.8

	Sudan
	80.2
	51.2
	26.5
	24.7

	Swaziland
	55.4
	55.9
	18.3
	37.6

	Tanzania
	101.3
	36.4
	33.4
	3.0

	Togo
	90.3
	55.8
	29.8
	26.0

	Uganda
	107.2
	43.8
	35.4
	8.4

	Zambia
	114.5
	55.8
	37.8
	18.0

	Zimbabwe
	50.4
	55
	16.6
	38.4


Appendix 4: Under-5 Child mortality
	Countries that achieved target

	Country
	1990 Base Year
	2013 - End of Period (A)
	Target (A Third of Base Year) (B)
	Difference (A-B)

	Egypt
	85.1
	21.8
	28.37
	-6.57

	Eritrea 
	150.6
	49.9
	50.20
	-0.30

	Ethiopia
	205
	64.4
	68.33
	-3.93

	Liberia
	248
	71.1
	82.67
	-11.57

	Malawi
	245.3
	67.9
	81.77
	-13.87

	Niger
	327.3
	104.2
	109.10
	-4.90

	Tanzania
	167
	51.8
	55.67
	-3.87

	Tunisia
	52.2
	15.2
	17.40
	-2.20

	
	
	
	
	

	Countries that did not achieve target

	Country
	1990 Base Year
	2013 - End of Period
	Target (A Third of Base Year)
	Difference

	Algeria
	47.1
	25.2
	15.70
	9.50

	Angola
	225.9
	167.4
	75.30
	92.10

	Benin
	179.4
	85.3
	59.80
	25.50

	Botswana
	49.5
	46.6
	16.50
	30.10

	Burkina Faso
	202.2
	97.6
	67.40
	30.20

	Burundi
	170.8
	82.9
	56.93
	25.97

	Cameroon
	136.4
	94.5
	45.47
	49.03

	Cape Verde
	63
	26
	21.00
	5.00

	Central African Rep
	176.9
	139.2
	58.97
	80.23

	Chad
	214.7
	147.5
	71.57
	75.93

	Comoros
	125.4
	77.9
	41.80
	36.10

	Congo
	92.2
	49.1
	30.73
	18.37

	Djibouti
	118.6
	69.6
	39.53
	30.07

	DRC
	176
	118.5
	58.67
	59.83

	Equatorial Guinea
	184
	95.8
	61.33
	34.47

	Gabon
	92.7
	56.1
	30.90
	25.20

	Gambia
	169.8
	73.8
	56.60
	17.20

	Ghana
	128.2
	78.4
	42.73
	35.67

	Guinea
	237.6
	100.7
	79.20
	21.50

	Guinea-Bissau
	224.8
	123.9
	74.93
	48.97

	Ivory Coast
	151.6
	100
	50.53
	49.47

	Kenya
	98.7
	70.7
	32.90
	37.80

	Lesotho
	86.3
	98
	28.77
	69.23

	Libya
	42.4
	14.5
	14.13
	0.37

	Madagascar
	160.8
	56
	53.60
	2.40

	Mali
	254.2
	122.7
	84.73
	37.97

	Mauritania
	117.8
	90.1
	39.27
	50.83

	Mauritius
	23.1
	14.3
	7.70
	6.60

	Mozambique
	237
	87.2
	79.00
	8.20

	Namibia
	73.6
	49.8
	24.53
	25.27

	Nigeria
	213.2
	117.4
	71.07
	46.33

	Rwanda
	151.8
	52
	50.60
	1.40

	Sao Tome and Principe
	110.4
	51
	36.80
	14.20

	Senegal
	141.1
	55.3
	47.03
	8.27

	Seychelles
	16.5
	14.2
	5.50
	8.70

	Sierra Leone
	267.7
	160.6
	89.23
	71.37

	Somalia
	179.7
	145.6
	59.90
	85.70

	South Africa
	61
	43.9
	20.33
	23.57

	South Sudan
	252.9
	99.2
	84.30
	14.90

	Sudan
	128
	76.6
	42.67
	33.93

	Swaziland
	73.9
	80
	24.63
	55.37

	Togo
	146.4
	84.7
	48.80
	35.90

	Zambia
	192.5
	87.4
	64.17
	23.23

	Zimbabwe
	74.6
	88.5
	24.87
	63.63


Appendix 5: Mean Adolescent fertility rate (%) for member states1990-2012

	Country
	Mean Adolescent fertility rate

1990 -2005
	Mean Adolescent fertility rate   

2006-2012

	Algeria
	19.00
	4.00

	Angola
	144.67
	188.00

	Benin
	114.40
	98.00

	Botswana
	71.50
	51.00

	Burkina Faso
	143.00
	132.00

	Burundi
	38.00
	65.00

	Cameroon
	139.67
	128.00

	Cape Verde
	90.75
	    -

	Central African Rep
	152.67
	229.00

	Chad
	163.00
	203.00

	Comoros
	80.50
	70.00

	Congo
	131.67
	147.00

	Djibouti
	34.50
	21.00

	DRC
	123.00
	135.00

	Egypt
	57.40
	-

	Equatorial Guinea
	145.67
	-

	Eritrea 
	100.50
	-

	Ethiopia
	103.25
	87.00

	Gabon
	153.00
	115.00

	Gambia
	135.50
	103.00

	Ghana
	84.75
	70.00

	Guinea
	160.00
	154.00

	Guinea-Bissau
	170.00
	137.00

	Ivory Coast
	136.33
	118.00

	Kenya
	121.75
	106.00

	Lesotho
	68.50
	92.00

	Liberia
	136.00
	163.00

	Libya
	9.25
	-

	Madagascar
	154.20
	147.00

	Malawi
	164.50
	157.00

	Mali
	193.33
	172.00

	Mauritania
	77.33
	-

	Mauritius
	38.53
	33.83

	Mozambique
	155.00
	179.50

	Namibia
	87.75
	-

	Niger
	190.40
	206.00

	Nigeria
	116.33
	119.33

	Rwanda
	50.40
	41.00

	SADR
	-
	-

	Sao TomÃ© Principe
	99.00
	110.00

	Senegal
	108.75
	90.67

	Seychelles
	61.00
	62.33

	Sierra Leone
	129.80
	123.50

	Somalia
	138.20
	-

	South Africa
	70.00
	54.00

	South Sudan
	-
	38.00

	Sudan
	67.00
	75.50

	Swaziland
	116.00
	80.00

	Tanzania
	137.50
	128.00

	Togo
	89.00
	88.00

	Tunisia
	12.71
	6.33

	Uganda
	180.60
	146.00

	Zambia
	156.00
	-

	Zimbabwe
	103.86
	113.50
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Goal 7 Ensure access to affordable, reliable, sustainable and modern energy for all
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