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1. Introduction: Africa’s Changing Health Landscape

The healTh landscape has transformed 
dramatically since the independence of African 
countries about 50 years ago, and this is expected 
to continue as the continent progresses over the 
next half-century. Africa has made considerable 
headway in improving the health outcomes of 
its populations, in spite of the challenges posed 
by pervasive poverty, epidemic diseases, and 
food insecurity. The traditional communica-
ble diseases of HIV/AIDS, malaria, and tuber-
culosis remain the main drivers of mortality. 
Concomitantly, chronic conditions such as car-
diovascular diseases, diabetes, and cancer – asso-
ciated with a growing middle-class lifestyle – are 
also emerging as major killers on the continent. 
This is creating a double disease burden which 
African health systems are ill equipped to handle. 

African health systems are underfunded, over-
stretched, and understaffed, rendering the challenge 
of addressing this double disease burden a monu-
mental challenge. Good health is a precondition for 
development, and it is becoming clear that achieve-
ment of this goal is not reliant on the health sector 
alone; rather is mediated by environmental, social, 
infrastructural, and regulatory systems. The next 
half-century will witness a more holistic approach 
to improving health, as systems move toward pre-
ventative as well as curative care. Improving access 
to and equity within health systems will require mul-
tisectoral interventions. It will also mean engaging 
the cooperation and participation of all stakeholders, 
including national and provincial governments, the 
private sector, and local communities. The inter-
national community and regional development 
institutions also have a role to play in assisting to 
build the capacity of national health systems, as well 
as in mobilizing financial support. 

This report reviews the progress made in the 
health sector in Africa over the last 50 years, in 
terms of health outcomes, and particularly in the 
utilization of, and access to, healthcare services. 
The current challenges faced by the health sector 
are thoroughly assessed, focusing on the pro-
gress made toward the health-related Millennium 
Development Goals (MDGs), the need to estab-
lish more robust health systems, the problems 
of equity in access to and use of health services, 
sustainable health financing, and the quality of 
healthcare service provision. The discussion lays 
the groundwork for projections regarding the 
future of healthcare in Africa over the next 50 
years. The analysis looks at how the sector is likely 
to evolve and the emerging trends, the key features 
of the post-MDGs agenda, the future of health 
financing, and the methods that might be deployed 
to strengthen the system and human resources. 
Several key lessons may be learned from Africa’s 
progress to date, as summarized below.

Increased wealth does not necessarily lead to 
improved health, particularly for the poorest 
segments of society. Over the last three decades, 
Africa has been experiencing its longest period of 
uninterrupted economic growth and it has shown 
remarkable resilience in the face of the global finan-
cial crisis of 2008/9 and its aftermath. Income per 
capita has more than doubled in 23 African nations 
since 1990, and GDP growth rates have averaged 
5% per year over the last ten years.1 By 2015, it is 
projected that Sub-Saharan Africa will host seven 
of the world’s ten fastest-growing economies.2 This 

1 AfDB, Africa in 50 Years’ Time (2011a).
2 The Economist, “Africa’s Impressive Growth” (2011a). 
http://www.economist.com/blogs/dailychart/2011/01/dai-
ly_chart 
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young population will be critical in order 
to harness the potential of the youth bulge 
and capture the so-called ‘demographic div-
idend.’ Concurrently though, Africa has an 
aging population. In 2010, people aged 60 
or older accounted for just 6% of Africa’s 
population, but this is expected to rise to 
13% over the next 50 years (Figure 1). Some 
countries, such as Liberia and Nigeria, are 
expected to double their population size 

rapid economic growth has boosted the 
amount of resources allocated to health infra-
structure and to survival-enhancing social 
services. In spite of this, issues of govern-
ance and income inequality have hampered 
efforts to improve health outcomes. Income 
inequality, as measured by the Gini coeffi-
cient, remains high, and in 2010, six of the 
10 most unequal countries worldwide were 
in Sub-Saharan Africa.3 While poverty has 
declined by 9% over the past 20 years, this 
rate is still insufficient for the continent to 
meet the MDG goal of halving poverty by 
2015. The reality is that 47% of Africa’s pop-
ulation (excluding North Africa) still subsists 
on $1.25 or less a day (PPP adjusted).4 As 
such, poverty remains a significant barrier 
to improving health outcomes, with women, 
rural dwellers and other marginalized pop-
ulations bearing a disproportionate burden. 
Over the next 50 years, it is projected that 
the continent’s economic growth rate will 
continue at around 5-6% per annum.5 The 
extent to which this translates into better 
health outcomes though is contingent on 
a number of factors, including not only the 
level of budgetary allocations to the sector 
but also how effectively the resources can 
be deployed to respond to emerging chal-
lenges. Equitable access and treatment for 
the poorest segments of society is one critical 
challenge. 

Africa’s demographic shifts are posing a 
severe health challenge. African demogra-
phy is unique. There are just over 1 billion 
people living in Africa today, and it is the 
only continent that is expected to double in 
size by 2020, to reach 2.7 billion.6 What is 
more, the majority of this population will 
belong to the youth cohort. Africa is the 
world’s youngest region and is expected 
to have the largest workforce in the world 
by 2040.7 Ensuring the good health of this 

3 AfDB, “A Strategic Framework for Improving 
Health in Africa” (2012).
4 WHO, Atlas of Health Statistics (2011b).
5 AfDB, Africa in 50 Years’ Time (2011a).
6 The Economist, “Africa’s Population Miracle: 
Miracle or Malthus?” (2011b).
7 AfDB, Africa in 50 Years’ Time (2011a).

Figure 1. Africa’s population will double in size by 2050

Population size in 2010

Predicted population size in 2050

Source: AfDB (2011a).

in less than 20 years.8 The East and West 
African subregions are expected to grow 
the fastest, tripling their populations over 
the next 50 years. The twin pressures of the 
youth bulge and population aging will exert 
increasing pressure on health systems, high-
lighting the need to address family planning 
services, maternal and child healthcare, and 
diseases affecting the elderly. 

8 Ibid.
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The information and communication 
technology (ICT) revolution in Africa 
is rapidly increasing connectivity across 
the continent, which also benefits the 
health sector. Internet broadband pene-
tration has risen rapidly, from a meager 
0.1% of the population in 2000 to an esti-
mated 7% in 2010.9 By 2060, coverage is 
projected to rise dramatically to 99% of 
the African population.10 The ICT revolu-
tion provides the opportunity to overcome 
major challenges in access, financing and 
human resources, and in the provision of 
high-quality healthcare services. E-Health, 
for example, can expand service delivery 
and ensure greater accountability in health 
services through error reduction, diag-
nostic accuracy and treatment.11 It can 
also increase the transparency of medical 
procurement and distribution operations. 
E-Health allows for greater cost efficiency 
by streamlining processes, reducing wait-
ing times, and improving the accuracy of 

9 Ibid.
10 Ibid.
11 The WHO defines e-Health as “the use of in-
formation and communication technologies (ICT) 
for health. Examples include treating patients, con-
ducting research, educating the health workforce, 
tracking diseases and monitoring public health.”

data. At present, 80% of African countries 
claim to be using telemedicine or m-health 
(also known as mobile health), although 
the majority of these projects are still in 
their infancy. In this respect, scaling up 
these initiatives would provide a significant 
opportunity to improve health systems.12

The changing environmental land-
scape threatens to increase poverty and 
health problems in Africa. Addressing 
the health impacts from climate change 
and urbanization is a significant challenge 
which the continent is ill-equipped to 
handle. Increased climate variability and 
the expected temperature warming will 
affect biological, ecological, physical and 
human aspects, mediating health outcomes 
across the continent, through both direct 
and indirect channels. Climate change will 
exacerbate food and water insecurity and 
threaten the livelihoods and health of many 
African populations. Droughts are likely 
to become more prevalent, both in fre-
quency and severity, reducing farm yields 
and increasing hunger and starvation, par-
ticularly in Southern Africa and the Sahel 

12 Economist Intelligence Unit (2011).

regions. Various infectious diseases includ-
ing malaria, cholera, diarrhea, dengue 
fever, meningitis, and schistosomiasis are 
sensitive to climate change. The increased 
geographical range of vector-borne dis-
eases has been linked with regional warm-
ing and the consequent altered length of 
seasons. Climate change could increase the 
population at risk of malaria in Africa by 
an additional 170 million by 2030 and the 
global population at risk of dengue fever 
by 2 billion by the 2080s.13 Furthermore, 
the rapid and unplanned urbanization that 
is happening on the continent is fraught 
with health hazards. These include sub-
standard housing, air pollution, insuffi-
cient or contaminated drinking water, poor 
sanitation and sewage systems, industrial 
waste, and stress associated with poverty 
and unemployment.14 Sustainable policies 
for household energy, agricultural produc-
tivity, nutrition, transportation, water and 
sanitation, could have a large and positive 
impact on the burden of diseases.15 

Aid flows to African healthcare systems 
are likely to decline. Foreign aid from 
traditional international donors to devel-
oping countries is declining and will likely 
play a reduced role in African develop-
ment over the next 50 years. In the past, 
African healthcare systems have been heav-
ily reliant on international donor funding 
from development banks, UN agencies, 
and organizations such as the Global 
Fund. In light of the uncertain condition 
of the global economy, African countries 
will need to reevaluate their relationships 
with international aid agencies and bilateral 
partners and possibly look more to South–
South and private–public partnerships. 
The next half-century will require greater 
domestic ownership of health systems and 
the involvement of new international aid 
players. 

13 AfDB, A Strategic Framework for Improving 
Health in Africa (2012); WHO Fact Sheet No. 266, 
Oct. 2012.
14 AfDB, A Strategic Framework,” op. cit.
15 Ibid.
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2. Progress over the Past 50 Years

2.1 Health Outcomes
Life Expectancy
Despite steady improvements over recent 
decades, Africa remains the global region 
with the lowest average life expectancy. 
Life expectancy at birth reflects the overall 
mortality prevailing across all age groups 
of a population. Over the last 60 years, life 
expectancy in the continent has risen by 
18 years, from 38 in 1950 to 56 in 2012.16 
In comparison with other developing 
regions that also recorded low life expec-
tancy at birth in 1950 (including developing 

16 United Nations, Changing Levels and Trends in 
Mortality (2012a).

Oceania, Asia and Latin America), Africa’s 
progress has been slightly slower (Figure 
2). Developing Oceania and Africa, which 
started off with the lowest life expectancies, 
have made progress but nevertheless still lag 
behind the rest of the world. Interestingly, 
59% of Africa’s life expectancy gains over the 
last 60 years are attributed to the mortality 
decline among children under five; an addi-
tional 12% are the result of better survival 
rates for children aged between 5 and 14.17 
Overall, Africa’s persistently large burdens 
of communicable diseases have impeded 
its progress in the epidemiologic transition. 

17 Ibid.

Figure 2. Africa has made steady progress in increasing life expectancy 
at birth over the last 60 years, although it is still the developing global 
region with the lowest average life expectancy (1950–2010) 

Source: United Nations (2012a).
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Over the last 50 years, the sex differential 
in life expectancy has widened; women 
in Africa are now outliving men, by an 
average 2.6 years. This is a relatively small 
differential when compared to more devel-
oped regions of the world, where the gen-
der gap can be as high as 6.7 years.18 The 
relatively small gap in the African continent 
is due to higher HIV prevalence among 
women than men.19 By 2050, the gender 
differential in Africa is expected to widen 
toward the current world level of 4.5 years, 
as the risk of dying from AIDS decreases 
and as HIV infection will be spread more 
evenly between the sexes. 

Subregional variation within the conti-
nent abounds: the average life expectancy 
for North African countries rose by more 
than 50% from 1960 to 2011, compared to 
10% or less in almost all Southern African 
countries (see Table 1 in Annex). In fact, 
as a result of the HIV/AIDS epidemic, 
life expectancy in Southern Africa actu-
ally stagnated or declined between 1980 
and 2011 (Botswana, -12%; South Africa, 
-7%; Swaziland, -10%; Zimbabwe, -13%; 
and Lesotho, -10%).20 As a consequence, 
by 2010, there was a 20-year differential 
between the averages in North Africa and 
Southern Africa (71 and 51 years respec-
tively).21 Nonetheless, it is anticipated that 
life expectancy will steadily improve by 
2060, with the continental average reach-
ing 70 years.22 Significant subregional 
variations are likely to persist, with North 
and East Africa experiencing the highest 
life expectancy, at around 80 years, while 
Central Africa is likely to make the slowest 
progress (see Figure 3).

18 UN, World Mortality Report, 2011. 
19 Ibid. 
20 AfDB, Aging Population Challenges in Africa 
(2011b).
21 WHO, Atlas of Health Statistics, 2011.
22 AfDB, Africa in 50 Years’ Time (2011a).
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The increasing life expectancy in Africa is 
being partly driven by improved economic 
opportunities. Countries with higher GDP 
per capita tend to report higher life expec-
tancy, as evidenced by the upward sloping 
trend line (see Figure 4). The reverse is also 
true, with poverty associated with lower 
life expectancy. 

Figure 3. Life expectancy is set to increase in all African subregions but 
at varying rates

Source: adapted from AfDB (2011a).
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at birth

Source: World Bank, World Development Indicators (2012).23 

23 World Bank, World Development Indicators: http://data.worldbank.org/data-catalog/
world-development-indicators

Adult Mortality Rates
Adult mortality rates in Africa are the 
highest in the world. Furthermore, Africa 
is the only global region to witness a rise 
in mortality between 1990 and 2008, 
from 371 deaths per 1,000 population 
to 392 deaths per 1,000 people.24 The 
overall population growth, conflict and 
civil emergencies, and the effects of HIV/
AIDS have all contributed to this increase. 
However, the average masks massive vari-
ations between subregions and countries, 
whereby the impressive performances of 
certain countries are overshadowed by the 
poor results of others. Eritrea, for example, 
stands out as a good performer, reducing 
its mortality rate threefold from its 1990 
level, while Liberia, Niger, and Sierra Leone 
also performed remarkably well. However, 
Zimbabwe, Lesotho, and Swaziland regis-
tered a twofold increase in their mortality 
rates between 1990 and 2008. The highest 
number of deaths from HIV/AIDS are 
now concentrated in West Africa. Over 
the coming decades, mortality rates will 
decline in most places as the strong focus 
on reducing the impact of communicable 
diseases continues. 

Maternal Mortality Ratio (MMR)
Complications during pregnancy and 
childbirth are one of the leading causes 
of death for women of childbearing age 
in Africa. Many countries in Africa have 
struggled for decades with high rates of 
maternal mortality. An African woman has 
a 1 in 16 chance of dying during pregnancy 
or childbirth, in stark contrast to the sit-
uation in developed countries, where the 

24 Ibid.
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odds are just 1 in 4,000.25 Nonetheless, the 
majority of African countries are improving 
this ratio, supported by declining fertility 
rates and greater access to contraceptives. 

Progress on this indicator has been uneven 
though, with certain subregions performing 
better than others. Over the last 20 years, 
North Africa decreased its MMR by 66%, 
down to 92 deaths per 100,000 live births 
by 2008.26 Meanwhile, Sub-Saharan Africa 
has made slower progress, registering a 
44% reduction in its MMR over 20 years. 
Currently there are 640 deaths per 100,000 
live births in SSA.27 Of the 358,000 maternal 
deaths worldwide that occurred in 2008, 
nearly 60% were in Sub-Saharan Africa.28 
These high rates are the result of limited 
healthcare services and skilled personnel, 
inadequate infrastructure, and the lack 
of women’s empowerment. In particular, 
adolescent women suffer a disproportion-
ate burden of maternal deaths. However, 
the progress achieved by certain countries 
should not be overlooked. Equatorial Guinea 
has made remarkable progress, reducing 
its MMR by 72% over the past 20 years.29 
Ghana has also made dramatic progress 
on this health indicator. In the late 1990’s, 
Ghana’s MMR stood at over 500 deaths per 
100,000 live births. However, a national pol-
icy of exempting women from delivery-care 
fees led to an increased take-up of obstetric 
facilities; as a result, maternal deaths have 
fallen to 350 per 100,000 live births.30 

Unfortunately, countries heavily affected 
by the HIV epidemic have experienced an 
increase in their MMR from 1990 levels. 
In this respect, Zimbabwe and Botswana 

25 UNICEF, Millennium Development Goals. 
Website: http://www.unicef.org/mdg/maternal.html
26 WHO, UNICEF, UNFPA, and World Bank, 
Trends in Maternal Mortality: 1990 to 2008 (2012).
27 Ibid.
28 AfDB, “A Strategic Framework for Improving 
Health in Africa” (2012).
29 AUC, ECA, AfDB, and UNDP, Assessing Prog-
ress in Africa toward the Millennium Development 
Goals, 2012.
30 Economist Intelligence Unit, The Future of 
Healthcare in Africa (2011).

doubled their MMR from 1990 to 2008.31 
Conflict-afflicted countries and those 
characterized by political instability man-
ifest significantly higher rates of maternal 
mortality. South Sudan, for example, is 
reported to have an MMR of 2,054 deaths 
per 100,000 – the highest in the world. 

Infant Mortality Rate (IMR)
Infant mortality on the African continent 
has improved by around 30% over the 
past 20 years, from 99 deaths per 1,000 
live births in 1990 to 71 per 1,000 in 2010. 
Although this represents a 50% improve-
ment since the 1950s, it is still double 
the current global average.32 All African 
countries, excluding Somalia, witnessed 
some improvement, ranging from just 1% 
to as much as 72% from their 1990 levels 
(see Table 4 in annex for individual coun-
try performances).33 The North African 
countries were the best performers, with 
Egypt (72%), Tunisia (64%), Libya (60%), 
and Morocco (55%) all lowering their rates 
by more than 50%. In Sub-Saharan Africa, 
Malawi (55%), Madagascar (55%), Eritrea 
(51%) and Liberia (51%) also made impres-
sive inroads in reducing infant mortality. 
Mauritania (6%), Democratic Republic 
of Congo (4%), Central African Republic 
(4%), Zimbabwe (2%), Cameroon (1%), 
and Somalia (0%) were the worst perform-
ers with less than 10% reductions.

What are the underlying reasons for this 
strong performance for the continent 
overall? Some of the biggest gains in child 
survival are attributed to a scaling up of 
immunization coverage and to decreas-
ing malaria-related mortality, supported 
by a continent-wide campaign to scale 
up the use of insecticide-treated bednets 
(ITNs). The highest rates of infant mortal-
ity include some countries that are either 
in conflict or post-conflict, including the 

31 AUC, ECA, AfDB, and UNDP, Assessing Prog-
ress in Africa toward the Millennium Development 
Goals, 2012.
32 Ibid.
33 Ibid.

Democratic Republic of Congo, Somalia, 
and the Central African Republic. 

The continent’s robust performance in 
improving infant mortality is expected to 
continue over the coming five decades. The 
main drivers will be increased incomes, 
greater access to improved water supply 
and sanitation, and better health service 
provision. The subregions of North and 
East Africa will benefit the most from the 
reduced burdens of child mortality, due 
in large part to the declining impact of 
HIV/AIDS. 

Under-Five Mortality Ratio (U5MR)34

Significant progress has been recorded on 
this indicator also, as shown by a decline 
of over 50% over the past 40 years, from 
229 deaths per 1,000 live births in 1970, 
to 111 per 1,000 live births in 2010.35 
From 1990 to 2010, North Africa made the 
greatest progress, recording a 49% drop in 
U-5 mortality, followed by Southern Africa 
and West Africa, which both recorded a 
34% decline (see Figure 5). Progress has 
been slowest in Central Africa, due to 
high prevalence of malaria in this region. 
While the continent is surely moving in the 
right direction, the reality remains that of 
the 26 countries worldwide with under-
five mortality rates above 100 deaths per 
1,000 live births in 2010, all but two are in 
Africa. Sub-Saharan Africa still contrib-
utes the largest proportion of under-five 
deaths globally. Diarrheal diseases (18%), 
pneumonia (17%), and malaria (16%) are 
the main causes of mortality within this 
vulnerable age group. Malnutrition is a 
contributing factor in over a third of these 
deaths. Across the continent, children from 
rural and the poorest households are still 
at the greatest disadvantage. 

34 Unless otherwise stated, all statistics in this 
section are taken from AUC, ECA, AfDB and 
UNDP, Assessing Progress in Africa toward the Mil-
lennium Development Goals, 2012.
35 Source: Inter-agency Group for Child Mortal-
ity Estimation (UNICEF, WHO, UN Pop. Div. and 
World Bank). Online at UN data website: http://
data.un.org/Data.aspx?d=SOWC&f=inID%3A17
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Fertility Rates
Over the last 50 years, fertility rates have 
declined throughout Africa. Currently, 
the continent averages 4.4 births per 
woman, from close to 7 births per 
woman in 1965.36 The region is moving 
toward smaller family sizes, albeit stalling 
in the process. As such, the declines in 
African fertility can be characterized as 
modest and patchy. The most dramatic 
drop has been in North Africa, where two 
children is now the norm.37 There is evi-
dence of falling fertility in the major cities 
of Lusaka, Kinshasa, and Addis Ababa as 
well as in such countries as South Africa 
and Rwanda.38 Rwanda made a strong com-
mitment to reducing fertility by increasing 
women’s access to and use of contracep-
tives. Decreasing fertility rates in South 
Africa reflect high mortality rates due to 

36 UN Data, 2013, online at: http://data.un.org/
Data.aspx?d=PopDiv&f=variableID:54.
37 Ibid.
38 The Economist: “Africa: Miracle or Malthus?” 
(2011b).

HIV/AIDS. In eight African countries, the 
rate has stalled at about 5 births per woman 
for the past 20 years.39 Some of the factors 
accounting for this slow progress include 
cultural resistance, lack of contraception, 
weak political will, and lagging female edu-
cation. Overall, projections indicate that 
fertility rates will stabilize by 2050, with 
two-thirds of African countries recording 
rates of fewer than 2 children per woman.40 

Burden of Disease
The bulk of African countries’ disease 
burden is due to the traditional “devel-
oping country” mix of communicable 
diseases, nutritional deficiencies, and 
maternal and perinatal conditions. Africa 
is the only world region where communi-
cable diseases still account for the majority 
of the disease burden (see Figure 6). These 
causes of ill health accounted on average 

39 Ibid.
40 AfDB, Aging Population Challenges in Africa 
(2011b).

Figure 5. Under-five mortality will decline in all African subregions over 
the next 50 years

Source: adapted from AfDB (2011a).
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for 71% of the DALYs (Daily Adjusted Life 
Years) as of 2004.41 

The emergence of HIV/AIDS in the 1980s 
massively increased the challenge confront-
ing Africa; indeed, the continent bears 66% 
of the global burden of HIV/AIDS.42 One 
critical feature of the epidemic has been 
its concentration among the working-age 
population. Since the epidemic began, 19 
million working age adults have been lost to 
the epidemic, equivalent to 6% of the con-
tinent’s labor force, with significant impacts 
on economic development.43 Nevertheless, 
the global effort to tackle HIV and the rapid 
rollout of antiretroviral drugs (ARVs) over 
the last decade has helped turn HIV from 
a terminal illness into a manageable con-
dition, providing those suffering from the 
condition have both the financial means to 
pay for treatment and access to appropriate 
health services. 

Turning to other communicable diseases, 
the continent still bears 60% of the global 
burden of malaria, with children being par-
ticularly vulnerable.44 Tuberculosis mortality 
rates have fallen by close to 40% since 1990.45 
About a quarter of children in Africa under 
the age of five are underweight, which has 
repercussions on mortality figures since 
nutritional deficiencies leave children at 
greater risk of illness and death.46 

Many African health systems have given 
non-communicable diseases (NCDs) a low 
priority, because of the overwhelming bur-
den of communicable disease and high 
rates of maternal and infant mortality. The 
incidence of non-communicable disease 
has been growing and currently accounts 
for 21% of Africa’s overall disease burden 
(Figure 6).47 

41 WHO, Atlas of Health Statistics, 2011.
42 Ibid.
43 Economist Intelligence Unit, The Future of 
Healthcare in Africa (2011).
44 WHO, Atlas of Health Statistics, 2011.
45 Ibid.
46 Ibid
47 Ibid.
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to a dramatic increase in the number of 
children protected against key preventable 
diseases. Most childhood deaths are pre-
ventable or treatable when access to services 
is available. African countries have made 
significant progress in increasing the rates 
of immunization against measles. By 2010, 
21 countries had measles immunization 
rates of over 90% for one-year-olds, with 
only two countries (Chad and Somalia) 
recording rates below 50%. Immunization 
coverage for Hepatitis B, diphtheria, tetanus, 
and pertussis has been massively scaled-up. 
Immunization for HepB3 in the African 
region increased from less than 1% of one-
year-olds in 1990 to 71% by 2011.55 In 1981, 
only about 5% of African children were vac-
cinated against polio but this had risen to 
76% by 2011. Nevertheless, about one-quar-
ter of children are still unvaccinated against 
vaccine-preventable diseases.56 

Some countries have introduced free ser-
vices for children, including: Burundi, 
Ghana, Lesotho, Niger, Sierra Leone, Sudan, 
and Uganda. Notwithstanding such positive 
developments, medical treatment for child-
hood illnesses remains sub-par across the 
continent. This is demonstrated by the low 
treatment rates for acute respiratory infec-
tions (ARI) and diarrhea, which have shown 
scant improvement over time. There are 
wide subregional variations however, with 
76% of children with ARI seeing a provider 
in Uganda, compared to only 9% in Chad.

Reproductive Health Services 
Family planning services have been 
neglected across the continent. Only 15% 
of women of reproductive age use modern 
family planning methods, while 25% of 
women report an unmet need for con-
traception. UNFPA estimates that one in 
three maternal deaths could be avoided if all 
women had access to contraceptive services. 
When women have greater control over 
family planning, this ensures better health 

55 Ibid.
56 IFC and World Bank, Healthy Partnerships 
(2011).

2.2 Provision of Healthcare Services 
Maternal health services 
A number of countries have increased 
the provision of maternal health services. 
Antenatal care provided by health personnel 
for reasons related to pregnancy is a good 
indicator of overall access to and utilization 
of healthcare during pregnancy. On average, 
about 80% of pregnant women in Africa 
have recorded at least one visit for prenatal 
care.48 In Namibia, Rwanda, Tanzania, and 
Uganda, 94% of pregnant women reported 
receiving some form of prenatal service.49 

Empirical evidence demonstrates that the 
attendance of a skilled health practitioner 
at the time of birth helps to safeguard 
the survival of mother and child.50 The 
regional average has roughly stayed the 
same over the last 20 years, with about 
50% of births being attended by a skilled 
health personnel.51 Some countries have set 

48 Ibid.
49 Ibid.
50 AUC, ECA, AfDB, and UNDP, Assessing 
Progress in Africa toward Millennium Development 
Goals, 2012.
51 Ibid.

a precedent through subsidies and payment 
exceptions for maternal health services. 
Ghana, Kenya, and Burundi introduced 
free services for pregnant women, and 
Burkina Faso followed suit with an 80% 
subsidy policy for deliveries.52 Morocco 
provides free transportation to obstetric 
facilities in rural areas. Nevertheless, over 
18 million African women still do not give 
birth in a health facility.53 In Southern and 
Eastern Africa, regions with the highest 
rates of HIV, the provision of anti-retroviral 
treatment (ART) to HIV-positive pregnant 
women expanded from less than 10% in 
2000 to 50% in 201054. This has played a 
crucial role in reducing mother-to-child 
transmission of HIV and in improving both 
mother and child health outcomes.

Child Health Services
High-profile campaigns have been 
launched in recent years to scale up 
childhood immunization. This has led 

52 Economist Intelligence Unit, The Future of 
Healthcare in Africa (2011).
53 WHO, Investing in Maternal Health (2010).
54 WHO, Atlas of African Health Statistics (2012).

Figure 6. Africa is the only global region where communicable diseases 
still account for the major disease burden

Source: adapted from WHO (2011b). 
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outcomes for both mother and child. The 
relatively poor access to reproductive health 
services is reflected in the continent’s high 
adolescent fertility rates. This is significant 
given the causal link between adolescent 
birth rates and maternal mortality. 

2.3  Access to Healthcare Services
Supply of Healthcare Services 
In Africa, on average there are only 9 hos-
pital beds per 10,000 people, in comparison 
to the world average of 27.57 Service delivery 
is an important component of health systems 
and inpatient bed density serves as a useful 
proxy for the overall level of health service 
delivery. Improved sanitation systems and 
better access to safe water have lessened the 
risk of waterborne diseases and so have con-
tributed to the decline in infant and maternal 
mortality. In Mauritius, Egypt, and Botswana, 
at least 95% of the populations enjoy access 
to improved water sources, while in 21 other 
African countries, access is well over 64%.58 
Nevertheless, the proportion of the African 
population with access to improved drinking 
water sources is far below the world average. 

Access to malaria prevention has 
improved significantly, through increased 
distribution of insecticide-treated bed-
nets (ITNs) and indoor residual spraying 
interventions. The rapid scale-up of ITN 
distribution in Africa is an enormous pub-
lic health achievement. Interventions have 
sought to ensure that cost is not a barrier to 
availability, so ITNs have been distributed 
free of charge or at highly subsidized prices. 
By the end of 2010, more than 294 million 
ITNs had been distributed, enough to cover 
73% of the 800 million persons at risk on 
the continent.59 Malaria case management 
on the other hand has been less impressive. 

The proportion of the population with 
access to affordable drugs remains prob-
lematic. Access to essential medicines is 

57 Ibid. 
58 AfDB, Aging of Africa’s Population (2011b).
59 Ibid.

restricted by high prices, unreliable public 
health facility supply, and limited availabil-
ity in the private sector. The availability of 
essential medicines averaged 42% in public 
sector facilities, while in the private sector 
facilities the level was only slightly better, at 
58%.60 Just over one-third (37%) of people 
with HIV/AIDS in need of treatment are 
currently receiving antiretroviral therapy.61 
There is increasing access to TB treatment, 
with 15 countries in the continent enjoying 
success rates of 85% or above.62 

The availability of human resources is a 
good indicator of the strength of health 
systems. Scaling up the quantity and qual-
ity of health workers allows for greater 
immunization coverage, greater outreach 
of primary care, and the survival of more 
African citizens. African countries have tra-
ditionally had fewer healthcare workers per 
head than anywhere else in the world. On 
average, there are only two physicians per 
10,000 of population, compared to a global 
average of 14.63 Similarly, nursing and mid-
wifery personnel-to-population ratio is 11 
per 10,000 in Africa, compared to the global 
average of 28 per 10,000.64 Recent decades 
have witnessed a brain drain as healthcare 
professionals leave the continent for better 
pay elsewhere. The inadequacy in the num-
ber of healthcare professionals is a major fac-
tor in persistently high infant and maternal 
mortality rates and other premature deaths. 

Funding 
Public sector spending on health is 
uneven across the continent. Regional per 
capita government expenditure on health 
increased from $38 PPP in 2000 to $63 PPP 
in 2007, with only three countries record-
ing a decrease (Côte d’Ivoire, Zimbabwe, 
and Eritrea).65 Putting this in perspective, 

60 AUC, ECA, AfDB, and UNDP, Assessing Prog-
ress in Africa toward the Millennium Development 
Goals, 2012.
61 Ibid.
62 Ibid.
63 WHO, Atlas of Health Statistics (2011).
64 Ibid.
65 Ibid.

$54 per capita a year is considered the 
absolute minimum to provide essential 
services, according to the High Level Task 
on Innovative International Finance for 
Health Systems.66 In 2001, all African coun-
tries committed to the Abuja Declaration, 
pledging to spend at least 15% of their pub-
lic budgets on health. Although only a few 
countries have succeeded in meeting this 
commitment, the political will they have 
shown is a step in the right direction (see 
Table 2 in Annex). 

External resources for health account 
for 10.2% of total health expenditure in 
Africa, which is a much higher propor-
tion than anywhere else in the world.67 
The proportion of health expenditure 
from external resources has risen consid-
erably over the last 10 years in 20 African 
countries. In Malawi and Liberia, external 
resources now account for more than half 
of the countries’ health expenditure. Total 
official development assistance (ODA) to 
health from governments and develop-
ment agencies has been aligned with the 
health-related Millennium Development 
Goals. More than half of ODA went into 
population polices and HIV/AIDS control, 
while another third was channeled into 
basic health programs.68 

The private sector has been playing an 
increasingly important role in health 
financing in Africa. In Sub-Saharan 
Africa, about half of spending in all eco-
nomic quintiles, from the poorest to the 
richest, comes from the private sector.69 Of 
this, about 72% is out-of-pocket expendi-
ture, with the remainder coming from risk-
pooled and other sources (see Figure 7). In 
some countries, such as Angola and Mali, 
all private expenditure is direct payments 
from households. 

66 Africa Progress Panel, Maternal Health: Invest-
ing in the Lifeline of Healthy Societies & Economies 
(2010).
67 WHO, Atlas of Health Statistics (2012). 
68 OECD, Development Aid at a Glance (2012). 
69 IFC and World Bank, Healthy Partnerships 
(2011).
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ensure a more sustainable funding of the 
health sector. These schemes have varied in 
size and in scope, and often target a specific 
demographic or economic group such as 
civil servants, formal sector employees, 
or the poor. Alternatively they may target 
priority services, such as maternal and 
child health services. A handful of coun-
tries (namely Ghana, Rwanda, and South 
Africa) have started to introduce universal 
healthcare coverage. Significant protection 
against financial risks has already been 
achieved in Ghana and Rwanda through 
sustained development of their national 
health insurance systems. In Ghana, for 
example, health insurance enrollment has 
significantly reduced out-of-pocket pay-
ments and protected households against 
catastrophic expenditure.70 

70 Nguyen et al. (2011). Expenditure is generally 
defined as being ‘catastrophic’ if a household’s finan-
cial contributions to the health system exceed 40% 
of income remaining after subsistence needs have 
been met.

Health Financing Reforms 
Financial reform of the health sector is well 
under way on the continent. As previously 
mentioned, a number of countries (Burkina 
Faso, Mali, Niger, and Sierra Leone) are 

opting for subsidized or free healthcare, 
particularly for pregnant women and chil-
dren under five. There has been a move to 
establish health insurance schemes in order 
to reduce out-of-pocket spending and 

Figure 7. Out-of-pocket spending is the main source of private health 
expenditure in Sub-Saharan Africa

Source: IFC and World Bank (2011).
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services, and increasing the local accounta-
bility of health systems are all policy inter-
ventions that will improve the quality of 
health systems and reduce mortality rates. 

MDG 5: Improve Maternal Health
The maternal mortality rate (MMR) for 
the African region as a whole stands at 460 
deaths per 100,000 live births. Progress has 
been insufficient to meet the MDG goal of 
213 deaths per 100,000 live births by 2015. 
Indeed, only two countries, Eritrea and 
Equatorial Guinea, are on track to reduce 
maternal mortality by three-quarters 
between 1990 and 2015. Most countries 
in Southern Africa have made no progress 
at all on this target. Moreover, all countries 
in the region have an unmet need for family 
planning, a need to limit childbearing, and 
to increase spacing between births. One in 
four women in Africa who wish to space 

3.1 Achieving the Health-related 
Millennium Development Goals 
Despite Africa’s significant economic 
growth and assistance from the interna-
tional donor community, progress toward 
achieving the Millennium Development 
Goals has been slow, particularly MDGs 4 
and 5 (see below). Greater progress has been 
made since the start of the new millennium, 
but Africa’s performance overall continues 
to lag on health indicators and the continent 
is off-track to meet all the goals (see Table 
3 in annex). A number of challenges exist, 
including insufficient internal and external 
resources allocated to achieving the MDGs; 
inadequate human resources; weak insti-
tutional capacity; persistent inequities in 
access to proven interventions; inadequate 
statistical health data; and weak monitoring 
and evaluation capacity.

MDG4: Reduce Child Mortality 
Although the majority of African countries 
have made steady progress in reducing 
child and under-five mortality, only six are 
on track to reduce the under-five mortality 
rate (U5MR) by two-thirds between 1990 
and 2015. The current U5MR stands at 107 
deaths per 1,000 live births, and the region 
as a whole is unlikely to meet its target of 
88 deaths per 1,000 live births by 2015. 

African countries need to scale up preventa-
tive healthcare in the fight against the main 
diseases that cause child mortality, namely 
measles, pneumonia, diarrhea, malaria, 
and HIV/AIDS. Targeted interventions for 
newborn babies need to be accelerated, as 
newborns are more likely to succumb than 
older children. Many of the poorest and 
most marginalized children in society have 
been left behind. Empowering women and 
removing social barriers to their accessing 
basic services, introducing measures to 
give poorer families better access to critical 

3. Challenges Confronting the Health Sector

or delay their next pregnancy cannot do 
so because of lack of contraceptives. The 
rates of delivery attended by a skilled health 
practitioner are very low, especially in West 
Africa. Lack of access to maternal health 
services tends to be especially acute in rural 
areas and urban slum communities.71 

The cost of accessing prenatal care services 
(including transportation and user fees), 
geographical access, and cultural barriers 
are major impediments to women seek-
ing care during their pregnancies. Only 
by reducing poverty, improving educa-
tion, boosting employment, empowering 
women, and fighting infectious diseases can 
greater inroads be made to reduce maternal 
mortality. Cultural attitudes concerning 

71 AfDB, “A Strategic Framework for Improving 
Health in Africa” (2012).

Figure 8. The proportion of births attended by a skilled health practitioner 
is unequal and the challenge for the coming years will be to narrow the 
wealth gap 

Source: AUC, ECA, AfDB, and UNDP (2012).
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(ACT), is still limited.73 Furthermore, the 
targeting of substantial amounts of donor 
funding to individual diseases has reduced 
amounts available for broader health needs. 

TB remains a major problem in the African 
region, with 500,000 deaths annually that 
account for over 26% of notified TB cases 
in the world.74 Southern Africa is the worst 
affected subregion. The number of new 
infections is stable in North Africa, which 
is the least affected subregion. While 19 
countries have been able to treat over 85% 
of those affected, the co-infection of TB and 
HIV as well as drug-resistant TB and Multi-
drug resistant TB continue to complicate 
treatment of the disease.75

3.2  Improving Equity in Access to 
and Use of Quality Health Services
Barriers to accessing health services 
exist throughout Africa, while the qual-
ity of such services is generally substan-
dard. Equitable and sustainable access to 
high-quality and effectively functioning 
health systems has yet to be achieved across 
the region. Spatial divides (urban–rural), 
socioeconomic divides (low income–high 
income), and cultural divides (majority–
minority ethnic groups) are evident across 
all subregions. Tackling these inequities 
– particularly among the poor, rural, and 
female populations – will be key to ensur-
ing better health outcomes. 

Socioeconomic Inequalities 
Vast inequalities exist in access to care 
between high-income and low-income 
groups. Poverty is a major barrier to the 
access and use of health services, and the 
socioeconomic divide in this respect is wid-
ening. In particular, the burden of poverty is 
borne disproportionately by women and by 

73 Ibid.
74 WHO, Press Release, 15 February 2013. Online 
at: http://www.afro.who.int/en/media-centre/press-
releases/item/5326-dr-sambo-calls-for-intensified-
action-to-address-major-health-challenges-facing-
africa.html 
75 Ibid.

women’s status in the household frequently 
deter them from seeking care; often they 
must first seek permission from their hus-
band. Maternal mortality remains the lead-
ing cause of death in adolescent girls. 

Poor quality of service for pregnant women 
is another major concern. In Malawi, for 
example, a recent study found that only 
13% of clinics had 24-hour midwifery 
care, which represents a major hazard for 
maternal emergencies. Maternal mortality 
is expected to remain high until countries 
increase access to reproductive health ser-
vices, particularly contraception among 
women, antenatal care, and delivery care 
by healthcare professionals.72

MDG 6. Combat HIV/AIDS, Malaria, 
and Other Diseases 
Africa is starting to win the battle against 
HIV/AIDS in most countries, partly due 
to the significant vertical funding from 
external aid agencies. There has been a fall 
in the prevalence rate, particularly among 
women, a steep decline in the regional rate 
of new infections, a reduction in the num-
ber of AIDS-related deaths, and a drop 
in mother-to-child transmission of HIV/
AIDS. Greater access to antiretroviral ther-
apy (ART), in combination with behavio-
ral changes such as the increased condom 
usage, have underpinned HIV/AIDS pro-
gress in Africa. Sustaining access to critical 
antiretroviral medicines in an uncertain 
funding environment will however present 
a major challenge to the countries worst 
affected by the disease. 

With regard to malaria, the acceleration 
of preventative and control strategies such 
as the distribution of free or heavily sub-
sidized insecticide-treated bednets, has 
reduced its incidence. Malaria mortal-
ity rates have consequently declined by 
more than one-third since 2000. However, 
access to the most effective drugs, namely 
Artemisinin-based Combination Therapy 

72 Ibid. 

Urban–Rural Inequalities
There is a significant urban–rural gap in 
healthcare access. Those in rural areas often 
have to travel long distances to receive basic 
treatment, not to mention specialized care. 
In all African countries, urban areas regis-
ter a greater proportion of births attended 
by skilled professionals than is the case in 
rural areas (see Figure 9). In Egypt, only 
half the number of women in rural areas 
give birth in health facilities compared 
to their urban counterparts.77 Similarly, 
women in rural areas in Nigeria are twice 
as likely to deliver without a trained health 
worker in attendance than are their urban 
compatriots.78 In rural Zimbabwe, trans-
portation problems are responsible for 
one-third of maternal deaths, whereas in 
the capital Harare, this factor accounts for 
just 3% of the MMR.79 

The spatial divide is also linked to inequity 
in access to medicines, with rural dwellers 
having less access to antimalarial drugs. 
Moreover, the rural–urban gap pertains 
to other key determinants of health, such 

77 IFC and World Bank, Healthy Partnerships 
(2011).
78 Ibid.
79 Ibid.

rural dwellers. Inevitably, many people forgo 
treatment because they cannot afford it, while 
others find the cost ruinous and the quality 
of service limited. The high costs of accessing 
care contribute to mortality and morbidity 
that could otherwise be avoided. Out-of-
pocket spending is regressive; it aggravates 
inequities and reinforces the poverty cycle, 
particularly among the lower-income quin-
tiles. For the continent as a whole, only 30% 
of pregnant women in the poorest socioeco-
nomic quintile receive professional medical 
care during delivery, compared to 85% of 
women in the richest quintile (see Figure 
8).76 Similarly, the under five-mortality rate 
for the poorest quintile is 1.65 times higher 
than that of the wealthiest quintile. 

76 AUC, ECA, AfDB and UNDP, Assessing Prog-
ress in Africa toward the Millennium Development 
Goals, 2012.
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as health infrastructure. For example, 84% 
of Africa’s urban population have access to 
improved drinking water sources, compared 
to just 48% of rural residents.80 The same 
applies to sanitation: 47% of urban residents 
have access to improved sanitation facilities, 
compared to 26% of rural residents. 

There are shortages of crucial medicines 
throughout the continent, consequently 
only a fraction of those in need receive 
treatment. In Sub-Saharan Africa, only 
38% of essential drugs are available in 
public facilities.81 Most countries rely on 
imported medicines to treat their citizens, 
importing roughly 70% of medicines and 
95% of active pharmaceutical ingredients. 
Meanwhile, the total size of Africa’s phar-
maceutical industry is less than 1% of global 

80 WHO, Atlas of Health Statistics, 2012.
81 Ibid.

share, and local production cannot meet 
the continent’s health needs. There is also a 
growing problem of counterfeit drugs and 
substandard medicines and medical devices, 
proliferating local medicine markets, rang-
ing from 20% in Ghana to 66% in Guinea.82 
Greater regulation is needed in order to curb 
the proliferation of counterfeit medicines. 
Distribution channels of medical equipment 
and pharmaceutical products remain frag-
mented; improving these channels would 
be a step in the right direction. 

Skilled health workers are in short sup-
ply and in many countries, the number 
of health professionals is well below the 
WHO minimum recommendations. In 
Sub-Saharan Africa, the physician-to-pop-
ulation ratio is the lowest in the world, at 

82 Ibid.

18 physicians per 100,000 population. The 
delivery of health services is severely ham-
pered by inadequate human resources in 
both primary and specialized care. There are 
other challenges, including poorly trained 
healthcare providers and an uneven distri-
bution of doctors and nursing professionals. 
The shortage is in part due to difficulties in 
educating and training health professionals. 
Poorly designed training programs are ill 
adapted to the actual health needs of coun-
tries in the region. The prospect of better 
pay and working conditions for health pro-
fessionals in the developed world has led to 
a brain drain from Africa. Strategic inter-
ventions in higher medical education are 
therefore much needed. Strengthening the 
technical skills of health workers, especially 
doctors, nurses and managers of health ser-
vices will help improve the performance of 
health services.

Figure 9. There exists in all African countries an urban–rural divide in the share of births attended by a skilled 
birth practitioner

Source: AUC, ECA, AfDB, and UNDP (2012).
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programs, with a need for increased 
community participation in both. The 
need for bigger urban hospitals is especially 
pressing, as rapid urbanization and the 
urban-bias place further pressure on the 
already stretched health systems. Access 
to, and large-scale delivery of services 
to treat chronic and life-long conditions 
(such as antiretroviral therapy for HIV/
AIDS and drugs for diabetes) need to be 
mainstreamed. Africa faces a dire shortage 
in its health workforce, compared to the 
magnitude of its population’s needs. The 
WHO estimates a shortage of about 1.5 
million skilled health workers in Africa. 
Of the 57 countries with critical shortages 
identified by the WHO, 36 are in Africa 
(AfDB, 2012).87 In the poorest countries, 
this ratio is less than 1 per 100,000 people. 

Development assistance to health has 
started to decline and wasteful expendi-
tures threaten progress. Official develop-
ment assistance targeting health in Africa 
started to decline in 2009 in the wake of the 
global financial crisis. A large proportion of 
vertical donor funding has been focused on 
infectious diseases, to the detriment of other 
critical areas, such as non-communicable 
diseases, tropical diseases, reproductive 
health, or efforts to mitigate climate-change 
health impacts. Little funding has been allo-
cated to emerging challenges across the con-
tinent, such as the need to improve social 
protection or mainstream efficiency and 
equity in African health systems. 

Insufficient and inefficient domestic pub-
lic spending does not ensure sustainable 
health financing. Public spending on health 
has been limited in part due to the high 
level of external resources flowing to the 
sector. In other words, governments have 
become over-reliant on the current system 
and donor aid has lessened public account-
ability. In particular, domestic spending has 
been directed away from the priority areas 
of HIV/AIDS, TB and malaria, as these have 

87 AfDB, A Strategic Framework for Improving 
Health in Africa (2012).

been receiving substantial foreign finan-
cial assistance. However, lessening public 
spending in these areas leaves health systems 
highly vulnerable, in the event that foreign 
assistance should further diminish. And as 
the system erodes, private out-of-pocket 
spending has increasingly been filling the 
gap. Domestic governments need to assume 
greater ownership of their health systems. 
Insufficient spending is aggravated by wide-
spread inefficiency in health expenditure.

In addition to scaling up public spending, 
there needs to be a drive to ensure better 
value for money throughout the health 
system. Public spending on healthcare does 
not always make the best use of its resources. 
This is evidenced by the fact that African 
countries achieve very different results with 
similar levels of spending. The proportion 
of births attended by a skilled attendant 
varies between 20% and 80%, even with a 
similar level of health expenditure. In Sub-
Saharan Africa, large amounts of funding 
have been directed toward infrastructure 
inputs, and much less toward the training of 
health professionals or the introduction of 
cost-efficient mechanisms in service deliv-
ery. In Sub-Saharan Africa, the wealthy 
quintiles of the population benefit dispro-
portionately from public money for health-
care, whereas the poorest quintile reaps only 
13% of allocated funds, as demonstrated in 
Figure 10. Building a sustainable and robust 
health system requires stronger leadership, 
improved governance, and greater public 
accountability. Poor governance impedes 
the efficiency of African health systems, 
with allocated public funds often failing 
to reach the front line; in some cases this 
means that 95% of funding fails to reach 
targeted interventions.88 Such inefficiencies 
result from the lack of evidenced-based pol-
icies, inadequate provision of resources for 
high-impact interventions, inappropriate 
procurement, poor management of equip-
ment, an inappropriate staff skills mix, and 
a lack of performance incentives. 

88 Ibid.

3.3 Strengthening Health Systems 
for Sustainable and Equitable Financing
Africa’s health systems are in crisis. Weak 
health systems and institutions hamper 
the capacity to respond quickly to emerg-
ing challenges. There are several major 
challenges requiring the overall architecture 
of health systems in Africa to be reassessed 
and restructured. One such challenge is the 
rapid turnover of people in senior positions. 
In several countries, the tenure of health 
ministers has averaged a mere 6 months.83 
The Gambia, for example, had four health 
ministers in 2009 alone.84 Lack of continuity 
in policy, lack of resources, poor manage-
ment of available resources, and poor policy 
implementation are major impediments to 
improving the health systems. The private 
sector is playing a major role in the delivery 
of health services to citizens, yet dialogue 
and the sharing of information between the 
private and public sector is rare. 

The regulatory framework for the health 
sector is inadequate and needs to be ren-
ovated. It must engage the new range 
of actors who are working within the 
health system, notably the private sec-
tor and civil society organizations. In 
Cameroon, Chad, and Lesotho for example, 
the private healthcare regulation dates back 
over 40 years. Where private healthcare 
regulation exists, enforcement is a major 
problem due to lack of resources. In the 
Democratic Republic of Congo, inspec-
tors have not been paid in months and 
so do not conduct inspections. Similarly, 
in Madagascar private clinics report not 
having been inspected in over 15 years.85 
Only 20% of African countries have estab-
lished medical education requirements for 
working in private facilities.86 

There is an imbalance between general 
health services (i.e. those provided at hos-
pitals and clinics) and disease control 

83 IFC and World Bank, Healthy Partnerships (2011).
84 Ibid. 
85 Ibid.
86 Ibid.
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3.4. Tackling Health as a Cross-
cutting Issue: Determinants of Health 
Gender Inequality
Gender inequality is a major barrier 
in accessing healthcare services. When 
women lack autonomy, control over their 
income and assets, and decision-making 
power, their access to healthcare services is 
severely impeded. There is a need to reduce 
inequality and empower women by pro-
moting women’s roles in health and educa-
tion in order to improve health outcomes. 

The education of women has been proven 
to have a major impact on the health and 
nutrition of their families; unfortunately 
the education of girls has been lagging 
in Africa, particularly at secondary and 
tertiary levels. Those who have access to 
education beyond primary school are much 
more likely to delay childbearing and mar-
riage. Women’s literacy remains lower than 
their male counterparts. Less than a quar-
ter of African women between the ages of 
15 and 24 have accurate knowledge about 
HIV/AIDS. Health interventions can be 
rendered ineffective without an effective 

educational backbone to support them. For 
example, Malawi increased contraceptive 
use from 17% of women in 1998 to 42% in 
2010, but fertility fell only slightly. 89 This is 
attributed to the lack of female education 
in Malawi (and elsewhere in Africa), which 
highlights the linkage between educating 
girls and having fewer children.

Climate Change Impacts
The adverse impacts of climate change 
threaten to exacerbate today’s health 
problems while undermining the sus-
tainability of Africa’s health systems 
for the future. Climate factors, including 
temperature, precipitation, and humidity 
affect the reproduction and transmission 
of vector-borne and waterborne infectious 
diseases. Increased precipitation and flood-
ing often contribute to oral-fecal contami-
nation of water sources, leading to diarrhea 
and cholera outbreaks. Heavy rainfall and 
warmer temperatures increase the breeding 
sites of mosquitoes, influencing the trans-
mission of malaria and dengue fever. The 
“Meningitis Belt” in Sub-Saharan Africa 

89 The Economist, “Africa’s Population: Miracle 
or Malthus?” (2011c).

Figure 10. Public health spending disproportionately benefits the rich

Benefit Incidence of Public Health Spending (%)

Poorest Richest

Global regions 16.9 23.2

Sub-Saharan Africa 12.9 28.6

Breakdown for SSA by Type of Healthcare Facility(%)

Poorest Richest

Primary healthcare 15.3 22.7

Health centers 14.5 23.7

Hospitals 12.2 30.9

Source: IFC and World Bank (2011).

(the area with the greatest meningitis dis-
ease burden) experiences an increase in 
the number of cases during the hot and 
dusty season. 

Weather and climate-related emergen-
cies such as floods, drought, and wildfires 
also contribute to increased morbidity 
and mortality. The number of extreme 
weather events has increased threefold 
since the 1960s, and this is set to con-
tinue in both frequency and severity.90 
The number of people exposed to floods 
in Africa is expected to rise substantially 
and this threatens the provision of safe 
drinking water and poses a host of health 
risks. Increased drought, and the con-
sequent failed harvests, water and food 
shortages, can cause massive social and 
health problems. This was most evident 
in the Horn of Africa drought in 2011, 
which was the worst in 60 years, affecting 
more than 10 million people in Ethiopia, 
Uganda, Kenya, Somalia and Djibouti. 
Climate change is also likely to increase 
the frequency and intensity of wildfires 
and consequent dispersion of airborne 
pollutants. 

Emerging environmental patterns, which 
are the result of human-induced climate 
change, are bringing a new set of challenges 
to Africa’s health systems. As a result of 
the accumulation of greenhouse gases in 
the atmosphere, the Earth’s temperature is 
expected to increase by at least 2 degrees 
over the course of the 21st century.91 Heat 
stress is becoming a growing concern. For 
every increase above a certain threshold, 
the number of deaths increases by as much 
as 5%, especially for vulnerable population 
groups such as the elderly, sick, and very 
young.92 Air pollution and climate change 

90 WHO and WMO, Atlas of Health and Climate 
(2012). 
91 McMichael and Lindgren, “Climate Change: 
Present and Future Risks to Health and Necessary 
Responses,” Journal of Internal Medicine, (2011) 
270: 401, 413.
92 WHO and WMO, Atlas of Health and Climate 
(2012).
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diarrheal diseases, helminths and insect-
borne diseases. 

In Nairobi, Kenya, the under-five mortality 
rate (151 per 1,000 live births) was 2.5 times 
higher in slums compared to the average 
for the city as a whole. Vaccination cov-
erage in the country was 25% lower and 
incidence of common childhood diseases 
two to three times higher in slums than in 
rural areas.95 

Other urban health risks include air pol-
lution, industrial waste, increased motor 
vehicle traffic, and stress associated with 
poverty and unemployment. The annual 
level of urban air pollution in Africa, at 
91μg/m3, is more than 4 times the WHO 
air quality recommendation (20μg/m3). 
The demographic shift to urban conglom-
erations will continue to have profound 
implications on African health outcomes. 

95 AfDB, A Strategic Framework for Improving 
Health in Africa (2012).

Given that this urban growth cannot be 
reversed, there must be a proportionate 
response to manage its effects.

are interrelated, contributing to premature 
deaths across the continent. Air pollution 
increases the risk of developing a host of 
health problems, in particular respiratory 
and cardiovascular disease, in addition to 
various cancers. The inefficient use of solid 
fuels for cooking aggravates the situation, 
as 77% of the African population use stoves 
or open fires, releasing air pollutants that 
are harmful to human health.93 

Of all global regions, Africa is most vul-
nerable to the negative impacts of climate 
change and the least prepared to respond 
to its impact. There is a lack of an inte-
grated health sector response to address 
climate adaptation. Strong intersectoral 
action between the health and environ-
ment regulatory bodies is required as we 
move forward to build climate-resilient 
health systems. The scale of these chal-
lenges will certainly grow more acute over 
the next 50 years, and will be exacerbated 
by the trend toward rapid and unplanned 
urbanization. 

Rapid Urbanization
Increasing urbanization is exposing a 
greater number of Africans to health 
risks. Over the last 20 years, Sub-Saharan 
Africa has experienced the fastest urban 
growth rate in the world. This pattern is 
set to continue over the next 50 years, as 
illustrated in Figure 11. African city pop-
ulations are expected to triple over the 
next 40 years.94 Much of this urbanization 
manifests itself in the form of urban slums; 
areas of ‘concentrated disadvantage.’ Slums 
are defined by the United Nations as “a 
building or group of buildings and area 
characterized by overcrowding, deteriora-
tion in sanitary conditions, or absence of 
facilities and amenities, which because of 
these conditions or any of them endanger 
the health, safety or morals of its inhabit-
ants or the community.” They lack adequate 
sanitation, water and healthcare facilities, 
and consequently have higher incidence of 

93 Ibid.
94 Ibid. 

Figure 11. Increasing urbanization will strain urban health infrastructure

Source: AfDB (2011a). 
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4. The Way Forward: The Next 50 Years

4.1 How the Health Sector 
Landscape Is Likely to Evolve

The Burden of Communicable Diseases 
The continent will be challenged with 
a double burden of communicable and 
non-communicable diseases over the 
next 50 years. Communicable diseases 
(including HIV/AIDS, tuberculosis, and 
parasitic diseases) will continue to constrain 
the continent’s future development. Sub-
Saharan Africa will bear 90% of the world’s 
AIDS-related deaths, up from 76% today.96 
Projections indicate that the number of peo-
ple living with HIV/AIDS will be around 70 
million by 2050; therefore combating HIV/
AIDS will present an extraordinary chal-
lenge (see Figure 12). If donor funding con-
tinues to decrease, it could destabilize the 
AIDS response, resulting in new infections 
and less access to treatment. According to 
the Joint United Nations Program for HIV/
AIDS, Africa needs an annual investment 
of $11-12 billion through to 2020, simply 
to contain the epidemic. 

Treatments for the major communicable 
diseases will continue to occupy a signif-
icant portion of national health budgets 
for the foreseeable future. By 2022, the 
number of people needing antiretroviral 
treatment will be around 30 million, up 
from 7.5 million today. The likelihood of 
an HIV vaccine coming onto the market 
in the coming decade is slim, but perhaps 
one will emerge over the next 50 years. HIV 
will continue to cause premature deaths 
in the working-age population, and will 
erode the social fabric of countries and 
the integrity of communities. A promising 
malaria vaccine is more likely to emerge, 
although ensuring the vaccine’s affordabil-
ity will need to be addressed. Outbreaks of 
polio and measles should cease to exist. 

96 UN, World Mortality Report (2012b).

Chronic Diseases
It is the chronic, non-communicable 
conditions that will emerge as Africa’s 
biggest health challenge over the next 
half century; these are expected to over-
take communicable diseases as the most 
common cause of death. Progressive 
aging of populations, increased urban-
ization, alongside growing middle-class 
and changing lifestyles, will lead to a rise 
of lifestyle disorders such as cardiovas-
cular diseases, diabetes, hypertension, 
obesity, cancer, and respiratory disease. 
The trend toward a more sedentary life-
style for a growing portion of Africa’s 
population is linked to a trend toward 
fast food and less exercise. In the next 
decade alone, non-communicable dis-
eases are expected to account for 46% 
of deaths in the continent and without 
major investments in early diagnosis, 
treatment and management, mortality 

rates from such diseases are expected 
to double again by 2060.97 

In terms of the projected incidence of 
cardiovascular diseases, this is increasing 
rapidly, with both indirect and direct costs 
in terms of lost productivity from prema-
ture death and absenteeism. It is predicted 
that the burden of chronic respiratory dis-
eases will also worsen, due in large part 
to an increase in smoking. The number 
of diabetes patients is expected to double 
from 12.1 million today to 24 million by 
2030.98 The prevalence of cancer will con-
tinue to increase in line with urbanization, 
unhealthy lifestyles, and growing exposure 
to a number of carcinogenic substances. 
By 2030, it is projected there will be 1.6 
million new cancer cases per year, up from 

97 WHO, African Region Ministerial Consultation 
on Non-communicable Diseases (2011a).
98 Ibid.

Figure 12. Africa will continue to be challenged by a high HIV/AIDS burden

Source: Institute of Medicine of the Academies (2011). 
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681,000 in 2008.99 The cost of treatment, 
chemotherapy and oncologist specialists 
will be beyond the reach of most African 
countries. 

Mental and neurological conditions are 
a major public health challenge. It is esti-
mated that about 80% of cases do not receive 
any kind of treatment.100 The forecast is for 
the incidence to increase fivefold by 2021 if 
appropriate measures are not taken. Mental 
deterioration such as Alzheimer’s and other 
forms of dementia will increase alongside 
the aging population. 

Communicable and chronic diseases 
often exacerbate each other. This is creat-
ing a new matrix of challenges for Africa’s 
struggling healthcare systems. At present, 
treating chronic diseases costs a hefty $1.5 
billion each year, and the projected increase 
will add a significant financial burden to 
health systems.101 Scaling up interventions 
for the prevention and control of chronic 
diseases will be critical to containing some 
of these costs. 

Many poor countries are starting to suffer 
from a double burden of under-nutri-
tion and obesity. The phenomenon termed 
“nutrition transition,” refers to the recent 
shift from traditional diets high in cereal 
and fiber to more Western-pattern diets 
high in sugars, fat, and animal-source food. 
This compels national health systems in 
affected countries to address the high cost 
of treating diet-related, non-communica-
ble diseases (NCDs), while simultaneously 
tackling under-nutrition and the tradi-
tional communicable diseases. Findings 
from the WHO Global Nutrition Review102 
reveal that less than 50% of countries in 
the African region are taking any action 
in relation to the growing obesity problem. 
About 30% of men and 41% of women 

99 Ibid.
100 Ibid.
101 Economist Intelligence Unit, The Future of 
Healthcare in Africa (2011).
102 WHO, Global Nutrition Policy Review (2010). 

will be overweight by 2015. Consequently, 
nutrition policies should be redefined in 
some countries and take into consideration 
the nutrition transition and the economics 
of obesity.

Population Aging
Population aging will accelerate in Africa 
over the next 50 years. Projections show 
that by 2050, the elderly will account for 
nearly 13% of Africa’s total population.103 
The fastest growth will be in North Africa, 
where the proportion of elderly citizens will 
be double that of Africa as a whole. Indeed 
by 2060, one-quarter of the North African 
population will be aged 60 or more, which 
will be close to the level in industrialized 
countries. In all other African subregions, 
the elderly will make up around 10% of 
the population. Aging increases personal 
care needs and is highly correlated with 
chronic conditions and long-term physical 
and mental disability.104 Healthcare systems 
in Africa are ill prepared to meet these 
needs. Human resources qualified for the 
care of the elderly are a major concern, 
especially in countries ravaged by HIV/
AIDS, where the cohort of potential care-
givers is shrinking. This older age cohort 
is predicted to account for an increase of 
9.5 million people with diabetes in Sub-
Saharan Africa between 2010 and 2030.105

4.2 The post-MDGs Agenda
The post-MDGs agenda will focus more 
on equity in the use of health services and 
health outcomes. The post-MDGs agenda 
needs to take greater account of existing 
intersectoral synergies to achieve positive 
health outcomes. Beyond 2015, it will be 
necessary to sustain the gains made toward 
the MDGs by protecting and maintaining 
the investments made thus far. While the 
current MDG indicators have by-and-large 
addressed the biomedical causes of health, 

103 AfDB, Africa in 50 Years’ Time (2011a).
104 AfDB, Aging Population Challenges in Africa 
(2011b).
105 Ibid.

the scope of the post-MDG agenda will 
be broader, with greater attention paid to 
the social, economic and environmental 
determinants of health. 

Priorities and goals of the post–2015 
agenda will be driven by the recent global 
commitment to Universal Health Coverage 
(UHC). As equity underpins UHC, health 
insurance will be a key instrument to safe-
guard people’s access to the health services 
they need, when they need it. Health equity 
will also place significant emphasis on clos-
ing the gender gaps in all health spheres, on 
promoting maternal and child health, and 
in supporting mental health, the elderly, 
and disabled. In essence, it will target all 
those vulnerable segments of the popu-
lation who tended to be sidelined in the 
drive to achieve the MDGs. Achieving UHS 
requires countries to pay more attention to 
domestic and innovative financing in order 
to reap value for money. 

The growing recognition of the societal 
and economic impact of non-communi-
cable diseases has highlighted the need to 
adjust the structural nature of healthcare 
systems in Africa and adopt a more holis-
tic approach. This will involve educating 
people about healthy lifestyles and help-
ing them to better manage chronic con-
ditions. Education campaigns will focus 
on behavioral health issues such as sexual 
health and nutrition. Greater investment 
will be directed to prenatal and pediatric 
care. Furthermore, the post-MDGs health 
agenda will include climate change adap-
tion initiatives and promote disaster risk 
reduction. Finally, in light of the need for 
greater national ownership of this agenda, 
health will be re-emphasized as a produc-
tive, job-creating sector.

4.3 The Future of Health Financing
The role of traditional international 
donors in helping to finance African 
health budgets is set to diminish. In light 
of the current and future global economic 
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uncertainty, it is expected that international 
donors will continue to drastically cut sup-
port levels to the continent. This has already 
been seen in the crisis for vertical pro-
grams financed by the Global Fund to Fight 
AIDS, Tuberculosis and Malaria. Over the 
next 50 years, African governments will 
be compelled to become more self-reli-
ant. Developing equitable and sustainable 
health financing systems will therefore be 
the key aspiration of African governments 
over the next decades. National govern-
ments will need to raise and streamline 
domestic resources to achieve self-reliance 
and health system strengthening. In the 
future, new mechanisms will be required 
to raise additional resources through taxes 
(e.g., air traffic taxes, mobile phone usage 
tax, “sin” taxes on alcohol and tobacco, 
etc.). Governments can also promote value 
for money through non-tax measures (e.g. 
efficiency gains, insurance, microfinance) 
and seek to promote private sector invest-
ments. In addition, there needs to be a 

Figure 13. The sources of health funding in Africa are uncertain, given 
the global economic instability

Source: IFC and World Bank (2011).
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efficiency of resources already invested in 
the system will need to be implemented on a 
large scale, in particular demand and supply 
incentives such as conditional cash transfers 
and results-based financing. 

Financial Risk Protection 
Strategies to reduce out-of-pocket expen-
diture levels need to be explored. One 
approach is to set up health financing 
systems based on prepayment and risk 
pooling to offer financial risk protection 
or safety nets. The very high level of out-
of-pocket spending on health puts pressure 
on vulnerable population groups in par-
ticular, increasing the risk of catastrophic 
expenditures and impoverishment. Several 
options exist and should be explored by 
countries according to their local milieu 
in order to ensure better risk protection 
and ultimately improve access to and use 
of health services. Among the various 
instruments, South–South and Internal 
Learning are key options to enable coun-
tries to build on other countries’ or their 
own experiences, to discover what works 
and what doesn’t.

By 2060, most African countries will 
be well on the path to providing their 
citizens with a basic health insurance 
package, while others will have devel-
oped comprehensive social insurance sys-
tems.106 The path toward national health 
insurance and social insurance is a slow 
one; usually taking between 40 and 80 
years.107 South Africa, Ghana, Ethiopia, 
Rwanda, and Nigeria have made the 
most progress to date in this direction. 
Many countries are also likely to establish 
micro-insurance coverage, aimed at poorer 
populations, offering lower premiums and 
lower coverage. 

In sum, African health systems are at a 
turning point. The next 50 years will 
see massive restructuring of healthcare 

106 Economist Intelligence Unit, The Future of 
Healthcare in Africa (2011).
107 Ibid.

rebalancing of government expenditure in 
favor of the health sector to scale up the 
domestic resources allocated to promoting 
health. 

African countries will increasingly concen-
trate on value for money in order to secure 
an efficient and equitable allocation and 
utilization of resources. The focus will be on 
building well-governed, sustainable health 
systems in which national governments are 
accountable to their citizens. Scarce financial 
resources in health will force needs-based 
strategic spending in order to ensure the best 
value for money. There is ample evidence 
that to date, poor organization and manage-
ment of existing resources have hampered 
progress. Value for money, accountability, 
and better governance of resources (for 
example, through national resource pooling 
mechanisms and the promotion of strategic 
spending) will be an overarching objective 
for the future. In addition, innovative financ-
ing mechanisms designed to improve the 
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systems, as African countries face numer-
ous challenges that will force the develop-
ment of new strategies. In the post-MDGs 
era, governments will need to focus on 
consolidating the gains they have made so 
far, while reducing the inequities in access 
to and affordability of healthcare for the 
future. 

Rethinking Public–Private Partnerships 
African governments and multilateral 
donors are likely to look to public–private 
partnerships as the most efficient way of 
extending high-quality healthcare. As 
international donor funding diminishes, 
the private sector will become one of the 
major players in investing in health. The 
private sector can improve access to care, 
as well as injecting innovation, compe-
tition, and management capacity into 
health systems. The private sector also 
has a role to play in helping to overcome 
distribution bottlenecks and in providing 
logistics expertise. Nigeria is already trying 
out alternative strategies: the government 
teamed up with Coca-Cola to coordinate 
HIV/AIDS prevention campaigns along 
the corporation’s distribution routes. The 
private sector can also play a major role 
in the development of the pharmaceutical 
industry. Strengthening the supply chains 
for pharmaceuticals and medical supplies 
will likely involve greater local production 
of medicines in Africa.

4.4 Transforming the Health Sector
The Health Sector’s Contribution to Job 
Creation 
The health sector will increasingly be 
viewed as a productive and job-creating 
sector. The health sector will become a 
labor-intensive industry that can provide 
an estimated 2–3 million skilled jobs for 
young Africans and contribute to eco-
nomic growth on the continent. As the 
pharmaceutical, medical technologies, and 
ICT segments develop, there will be more 
opportunities in research and development, 
manufacturing, sales and distribution. 

Within this industry, other opportunities 
will be driven by the hospital, health insur-
ance, and medical education segments. 

Leveraging e-Health to Improve Access 
and Achieve Cost Efficiencies
Over the next half century, technology 
will also play an important role in the 
future of the African healthcare system. 
Harnessing technology and creating effec-
tive e-Health and m-Health108 services will 
be one way to increase access to healthcare 
across the continent. Harnessing e-Health 
will help overcome the triple challenges 
of inadequate access, finance, and human 
resources by delivering high-quality 
healthcare services to all citizens, even in 
remote areas. e-Health can also contrib-
ute to greater transparency and account-
ability in health services, by promoting 
evidence-based practice and error reduc-
tion, diagnostic accuracy and treatment. 
e-Health will also empower users, enabling 
better self-care and decision making. It can 
also be promoted to shift tasks down the 
skills ladder as appropriate, thereby helping 
to address skills shortages. Finally, e-Health 
has to the potential to increase cost-effi-
ciency by streamlining processes, reduc-
ing waiting times, and improving data 
accuracy. In sum, the e-Health revolution 
can help to address the major shortages in 
human resources and access and therefore 
provides a very positive outlook for African 
countries in the years to come. 

Scaling up Human Resources in Health
Addressing the challenge of inadequate 
human resources in health will require 
strategic initiatives. This will involve scal-
ing up investment in medical education 
and training, and promoting community- 
oriented education programs. International 
recruitment of health professionals will be 
required. In addition, performance incen-
tives should be introduced to improve the 

108 m-Health (or mobile health) refers to the use 
of mobile communication devices, such as mobile 
phones, tablet computers and PDAs, for health ser-
vices and information.

quality of healthcare and the adequate sup-
ply of health staff to rural and remote areas. 
The future of healthcare in Africa will see 
increased task-shifting to non-professional 
healthcare workers. Through basic train-
ing to members of local communities in 
areas such as supporting treatment for HIV 
or delivering prescribed medicines, local 
communities can take ownership of health, 
freeing up some of the burden placed upon 
professional medical staff. Regional devel-
opment organizations and international 
donors will be critical in establishing train-
ing academies for healthcare workers and 
paying their wages. African countries will 
also look for other ways to relieve staff 
shortages: for example, by advertising the 
prospect of inexpensive medical training 
to nationals of developed countries. 
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Annexes

Table 1. Life Expectancy Data

Life Expectancy in 1960 Life Expectancy in 2011 % Increase in Life Expectancy

Madagascar 40 67 67

Morocco 47 76 61

Gambia 36 58 61

Libya 47 75 59

Egypt 46 73 59

Eritrea 39 62 59

Algeria 47 74 57

Gabon 40 63 57

Tunisia 48 75 56

Ethiopia 38 59 55

Angola 33 51 54

Guinea 36 54 50

Burkina Faso 37 55 49

Djibouti 39 58 48

Senegal 40 59 47

Niger 38 55 45

Comoros 43 61 42

Liberia 40 57 42

Malawi 38 54 42

Mali 36 51 42

Mozambique 35 50 42

Sudan 43 61 41

Ghana 46 64 39

Equatorial Guinea 37 51 38

Nigeria 38 52 37

Guinea-Bissau 35 48 37

Cape Verde 52 71 36

Benin 41 56 36

Mauritania 44 59 34

Côte D’Ivoire 41 55 34

Central African Republic 36 48 33

Namibia 47 62 32
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Life Expectancy in 1960 Life Expectancy in 2011 % Increase in Life Expectancy

Tanzania 44 58 32

Rwanda 42 55 31

Sao Tome and Principe 50 63 26

Togo 45 57 26

Sierra Leone 33 48 26

Kenya 46 57 24

Uganda 44 54 23

Cameroon 42 52 23

Mauritius 60 73 22

Chad 41 50 22

Burundi 41 50 22

Congo, Rep. 48 57 19

Congo, Dem. Rep. 41 48 17

Swaziland 44 49 11

Zambia 45 49 9

South Africa 49 53 8

Botswana 51 53 4

Lesotho 47 48 4

Zimbabwe 51 51 0.22

Source: AfDB (2011a).
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Table 2. Government Expenditure on Health as a Percentage of Total Government Expenditure  
in the Africa Region, 2000 and 2010

Source: adapted from WHO, Atlas of African Health Statistics (2012).
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Table 3. Africa is Off-Track to Meet all Health-Related MDGs

Goal 4: Reduce child mortality Off Track

Target 4.A: Reduce by two-thirds, 
between 1990 and 2015, the under-
five mortality rate

4.1 Under-five mortality rate 

4.2 Infant mortality rate

4.3  Proportion of 1-year-old children 
immunized against measles

4.1 Moderate progress 

4.2 Moderate progress

4.3 Rapid progress

Egypt and Tunisia have 
met target

Declining in all African 
countries

Goal 5: Improve maternal health Off Track

Target 5.A: Reduce by three quarters, 
between 1990 and 2015, the maternal 
mortality ratio

5.1 Maternal mortality rate

5.2  Proportion of births attended by 
skilled health personnel

5.1 Good progress

5.2 Slow progress

Inadequate skilled birth 
attendants

Target 5.B: Achieve, by 2015, universal 
access to reproductive health

5.3 Contraceptive prevalence rate

5.4 Adolescent birth rate

5.5  Antenatal care coverage (at least 
one visit and at least four visits)

5.6 Unmet need for family planning

5.3 Moderate progress

5.4 Slow progress

5.5 Slow progress 

5.6 No progress

Progress improves with 
4 antenatal visits

High unmet need

Goal 6: Combat HIV/AIDS, malaria 
and other diseases Off Track

Target 6.A: Have halted by 2015 and 
begun to reverse the spread of HIV/
AIDS

6.1  HIV prevalence among population 
aged 15–24 years

6.2 Condom use at last high-risk sex

6.3  Proportion of population aged 
15–24 years with comprehensive 
correct knowledge of HIV/AIDS

6.4  Ratio of school attendance of 
orphans to school attendance of 
non-orphans aged 10–14 years

6.1 Rapid progress 

6.2 Moderate progress

6.3 No updated data 
 

6.4 No updated data

Southern Africa has 
made significant gains 
due to behavioural 
change and access to 
ARTs.

Target 6.B: Achieve, by 2010, universal 
access to treatment for HIV/AIDS for 
all those who need it

6.5  Proportion of population with 
advanced HIV infection with access 
to antiretroviral drugs

6.5 Rapid progress ARTs have reduced new 
infections

Target 6.C: Have halted by 2015 and 
begun to reverse the incidence of 
malaria and other major diseases

6.6  Incidence and death rates associ-
ated with malaria

6.7  Proportion of children under 5 
sleeping under insecticide-treated 
bednets

6.8  Proportion of children under 5 with 
fever who are treated with appro-
priate antimalarial drugs

6.9  Incidence, prevalence and death 
rates associated with tuberculosis

6.10  Proportion of tuberculosis cases 
detected and cured under directly 
observed treatment short course

6.6 Rapid progress 

6.7 Rapid progress 
 

6.8 Rapid progress 
 

6.9 Moderate progress 

6.10 No updated data

Source: AUC, ECA, AfDB, and UNDP (2012).
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Table 4. Reduction in Infant Mortality Ratio: Some African countries performed much better than others in reducing infant 
mortality between 1990 and 2010

At least 50% 25-50% 10-25% Less than 10%

Egypt 64.1 Tanzania 47.4 Mali 24.4 Lesotho 9.7

Tunisia 60.6 Niger 44.7 Togo 24.1 Burkina Faso 9.7

Malawi 55.7 Algeria 43.6 Djibouti 23.2 Mauritania 6.3

Madagascar 55.7 Namibia 40.8 Botswana 21.7 DRC 4.3

Morocco 55.2 Uganda 40.6 Swaziland 21.4 CAR 3.6

Eritrea 51.7 Rwanda 40.4 Gabon 20.6 Zimbabwe 1.9

Liberia 51 Guinea 40 Burundi 20 Cameroon 1.2

Ethiopia 38.7 Côte D’Ivoire 18.1 Somalia 0

Mauritius 38.1 Congo 17.6

Mozambique 37 Sudan 15.4

Cape Verde 37 Seychelles 14.3

Zambia 36.7 Kenya 14.1

Ghana 35.1 Sao Tome and Principe 13.1

Angola 31.9 South Africa 12.8

Benin 31.8 Chad 12.4

Equatorial 
Guinea

31.4

Nigeria 30.2

Sierra Leone 29.6

Senegal 28.6

Comoros 28.5

Gambia 26.9

Guinea-Bissau 26.4

Source: AUC, ECA, AfDB, and UNDP (2012).
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