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Egypt: A simple way to 
save young lives

EGYPT is one African country that 
has made remarkable progress in 
reducing the number of children 
dying before age five. In 1970, the 
country had an under-five mortality 
rate of 235 per 1,000 live births, 
meaning that almost 1 in every  
4 children did not reach their fifth 
birthday. By 1990, however, that 
rate had been reduced to 91 per 
1,000 live births, and in subsequent 
years, Egypt reduced child mortality 
by more than two thirds, to 35 per 
1,000 live births. Now, the country 
is on track to cut this number to 
30 per 1,000 live births and meet 
the Millennium Development Goal 
target by 2015.

One reason for Egypt’s outstanding 
success in increasing child survival 
is its pioneering adoption of oral 
rehydration therapy (ORT) to 
treat infant diarrhoeal diseases. 
In the late 1970s, diarrhoea was 
responsible for at least half of 
infant deaths in the country and 
accounted for more than 30 per cent 
of children’s hospital admissions. In 
1977, the Egyptian Ministry of Health 
introduced a simple solution of 
salt, sugar and clean water, known 
as oral rehydration salts (ORS), 
in public clinics and commenced 
local production of ORS packets. 
At first, usage of the treatment 
was slow to pick up. By 1982, 
only 10–20 per cent of diarrhoea 
cases were treated with ORS, and 
most of the salts lay untouched in 
warehouses and clinics. Instead, 
the most widespread treatments 
were ineffective antidiarrhoeal 
medicines, and physicians 
commonly recommended that 
mothers withhold fluids and food 
and suspend breastfeeding.

Building on the success of 
community trials the previous 
year, in 1981 Egypt established 
the National Control of Diarrhoeal 
Diseases Project with financial 
support from external donors and 
consultants. The project involved 
the Ministry of Health and other 
branches of government, the private 
sector, professional societies 
and international organizations, 

including WHO and UNICEF. In 
1984, the programme became fully 
operational. It began with a pilot 
study to test various approaches 
and gather baseline information 
relevant to all the interventions; it 
was then scaled up based on this 
information. 

The main components of the 
project were strengthening local 
production, establishing an 
extensive distribution network, 
training health-care providers, 
developing product design 
and branding, and carrying 
out promotion and marketing. 
Television was chosen as the key 
mass-education medium after 
research showed that 90 per cent 
of households owned a television 
set. Public-service advertisements 
brought awareness of ORT to rural 
communities with high illiteracy 
rates. Rehydration training centres 
were established at all levels, from 
local health centres to universities 
and central hospitals. Extensive 
training was provided to doctors 
and nurses, and oral rehydration 
therapy was included in basic 
nursing and medical training.

Good results came quickly. By 
1986, nearly 99 per cent of Egyptian 
mothers were aware of ORS, use of 
the solution was widespread, and 
most women could correctly mix 
the solution. The number of children 
brought into clinics for treatment 
of diarrhoea rose from 630,000 in 
1983 to 1.4 million in 1985. Infant 
mortality was reduced by 36 per 
cent and under-five mortality by  
43 per cent between 1982 and  
1987. Diarrhoea-related mortality 
during this same period fell  
82 per cent among infants and  
62 per cent among children under 
five. It was estimated that the ORT 
campaign prevented the deaths  
of 300,000 children between 1982 
and 1989.

The intervention was cost-effective, 
too. The average cost per child 
treated with oral rehydration 
therapy was estimated at less 
than US$6, and the cost per death 
averted was US$100–$200. Today, 
most Egyptian children enjoy their 
most basic right to survival. Still, 
1 out of 28 children in Egypt does 

not survive to age five, and child-
mortality rates in Upper Egypt 
– the poorer, mostly rural part of 
the country south of the fertile 
and urbanized Nile Delta – remain 
glaringly inconsistent with those in 
the rest of the country and in North 
Africa as a whole.

Even in countries where ORT has 
been promoted, there are obstacles 
to increasing coverage to prevent 
deaths resulting from diarrhoeal 
disease. Most private clinics still do 
not prescribe ORS and instead use 
intravenous therapy. Doctors and 
other health-care providers in the 
private sector must be encouraged 
to use ORT. The underlying causes 
of diarrhoea, including poor access 
to education, limited empowerment 
of mothers, and the lack of safe 
water and improved means 
of sanitation, also need to be 
addressed.

Egypt boasts rates of more than 
98 per cent in use of clean water 
sources and 70 per cent in use  
of improved sanitation; its rates  
for immunization against six  
main childhood diseases are above  
98 per cent overall. It lags, however, 
in the prevalence of exclusive 
breastfeeding, as does the North 
Africa subregion as a whole. 
According to most recent estimates, 
14 per cent of Egyptian newborns 
are underweight at birth, and 
only 38 per cent are exclusively 
breastfed in the crucial first six 
months of life. This figure is the 
exact average for developing 
countries as a whole but stands out 
in a subregion where most other 
child-health indicators are much 
better than the global norm.

Despite the remarkable success 
of ORT in Egypt, the programme’s 
sustainability could be threatened 
by inadequate financing. 
Experience shows that when 
funding for oral rehydration 
programmes is cut, rates of ORT 
usage fall sharply. Such rapid 
declines indicate that behaviour 
change is still far from widespread, 
even among health professionals, 
and that further education and 
training are still needed.

See References, page 52.
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to create the conditions in which 
district health and nutrition systems 
that provide a continuum of care can 
thrive. Systematic analysis and case 
studies from countries that have tried 
this approach could yield important 
insights into the ways current policy 
processes function and might be 
improved. Some significant problems – 
such as building institutional capacity 
and obtaining strategic intelligence 
for steering and monitoring resource 
flows and health-system performance 
– are already well recognized by 
practitioners. There is also ample 
consensus that effective methods of 
monitoring and evaluating progress are 
vital for proper system governance.

A results-oriented, evidence-based 
approach to formulating a continuum 
of quality primary health care for 
mothers, newborns and children 
necessitates reviewing the best 
information, data and analysis to 
arrive at the most useful lessons that 
can inform current and future actions. 
It is clear that there is much work to 
be done in gathering evidence and 
knowledge on ways to build capacities 
for policy formation, regulation and 
steering that can inform governance 
of the health sector as a whole, as well 
as the organization of a continuum of 
maternal, newborn and child care at the 
district level.

Developing health 
systems for outcomes

Efforts to improve harmonization 
of aid and to scale up activities, 
particularly in Africa, have increasingly 
focused on utilizing the health-related 
Millennium Development Goals and 
other indicators as the benchmark for 
outcomes. The emphasis on outcomes 
is intended to create a synergy between 
the outcomes and inputs. Health-
system development is increasingly 
being framed as part of the process  
of achieving the MDGs, not distinct 
from them.

This linkage between systems and 
outcomes has been stressed in the 
African Union’s Strategic Framework 
for Reaching the Millennium 
Development Goals in Africa, 
prepared jointly by UNICEF, WHO 
and the World Bank and presented 
to the African Union in November 
2007. The framework analyses system 
bottlenecks for 16 countries and 
simulates the potential impact on the 
MDGs of removing these bottlenecks 
country by country. Based on this 
framework, more than 10 countries in 
Africa are currently revising plans and 
budgetary mechanisms such as Poverty 
Reduction Strategy Papers, health-
sector development plans, sector-
wide approaches and medium-term 
expenditure frameworks to strengthen 
health systems with the aim of concrete 
outcomes for mothers and children.

Establishing benchmarks 
and outcome indicators for 
health-system development

Indicators associated with the health-
related MDGs can serve as appropriate 
tracers or proxy measures for the 
performance of health systems. New 
initiatives can support governments 
in achieving their agreed outcomes in 
selected target areas through results-
based financing and appropriate 
incentive frameworks. The objective 
is to achieve defined output targets for 
coverage of services that are strongly 
correlated with positive maternal, 
newborn and child health and survival 
outcomes – for example, the proportion 
of deliveries in an accredited facility, 
immunization coverage of three 
doses of diphtheria, tetanus toxoid 
and pertussis vaccine, or coverage of 
insecticide-treated mosquito nets in 

Gambia: An affectionate moment for a mother and child.

Strengthening community partnerships, the continuum of care and health systems in Africa
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The investment case for 
child survival and other 
health-related MDGs in 
sub-Saharan Africa  
 
The strategies outlined in ‘A 
Strategic Framework for Reaching the 
Millennium Development Goals on 
Child Survival in Africa’ – prepared 
for the African Union in July 2005 – 
are expected to create, in a relatively 
short time frame, the minimal 
conditions needed to increase 
effective coverage of primary health 
care in sub-Saharan Africa.

These will include a minimum 
package of evidence-based, high-
impact, low-cost services that can 
be delivered through family and 
community-based care and through 
population-oriented services and 
clinical care.

The key interventions are expected to 
be: antibiotics to combat pneumonia 
and neonatal infections; antimalarial 
combination drugs; infant 
feeding and hygiene promotion; 
insecticide-treated mosquito nets; 
oral rehydration therapy; skilled 
attendance at birth; vitamin A 
supplementation; prevention and care 
of paediatric AIDS; and emergency 
obstetric and neonatal care.

These strategies and interventions are 
expected to have a substantial impact 
on improving child nutrition, maternal 
mortality, women’s status and 
poverty reduction through women’s 
empowerment. 

In Phase one, it is estimated that this 
strategy could reduce Africa’s under-
five mortality rate by more than 30 
per cent and provide initial reductions 
of 15 per cent in maternal mortality at 

an incremental estimated annual cost 
between US$2 and US$3 per capita, 
or around US$1,000 per life saved.

In Phase two, implementation at 
scale of an expanded package would 
lead to an estimated reduction in 
the region’s under-five mortality rate 
in excess of 45 per cent and would 
diminish maternal mortality by 40 
per cent and neonatal mortality by 
around 30 per cent. The incremental 
annual economic cost is estimated 
at around $5 per capita, or less than 
$1,500 per life saved.

In Phase three, it is estimated that 
reaching the effective coverage 
frontiers with the maximum package 
of interventions would allow 
countries to meet or approach key 
targets for MDGs 1, 4, 5 and 6 by 
reducing the under-five mortality 
and maternal mortality rates by 
more than 60 per cent, cutting the 
neonatal mortality rate by 50 per cent 
and halving the incidence of malaria 
and undernutrition. The incremental 
annual economic cost to achieve 
phase three is estimated at $12–$15 
per capita, or around $2,500 per life 
saved.

Assuming an incremental pace 
of implementation, the additional 
annual funding required for the 
proposed phased acceleration will 
increase between $2 and $3 per 
capita and per year to take the 
minimum package to scale in Phase 
one; it will increase by more than 
$12–$15 per capita and per year 
to take the maximum package to 
scale by 2015 in Phase three. It is 
noteworthy that these additional 
costs have recently been estimated 
using different costing tools, each 
of which has generated similar 
projections, suggesting that the 
estimates are robust.

The cost is for commodities, drugs 
and supplies. Insecticide-treated 
mosquito nets represent a very 
sizeable share of this cost, as do 
drugs. The cost is apportioned to 
human resources, health facilities 
and equipment, and for promotion, 
demand creation, monitoring and 
evaluation.

In the context of the Strategic 
Framework, the following co-
financing scenario is proposed: In 
all three phases, almost half of the 
additional funding to scale up the 
minimum package would come from 
national budgets, including budget 
support, with 15 per cent coming 
from out-of-pocket expenditures, and 
one third from the Global Fund to 
Fight AIDS, Tuberculosis and Malaria, 
UNICEF, the World Bank, WHO and 
other donors.

See References, page 52.

Morocco: A 1984 postage stamp heralds 
the theme of ‘child survival’.

malaria endemic areas. These outputs 
and targets would be selected based on 
the risk factors contributing to mortality 
and morbidity for each country.

Obtaining national 
political commitment

Country ownership and public-sector 
leadership can vastly increase the 
prospects for successful scaling up. 
Time and again it has been shown that 

when governments take the lead and are 
committed to expanding successful pilot 
and small-scale projects, these initiatives 
can rapidly gain nationwide coverage. 
Governments can provide the capacity 
and will to creating a national network 
based on community health.

Sound budgeting and political 
and macroeconomic stability are 
prerequisites for mobilizing the 
institutional, human and financial 
resources required to strengthen 

health systems and nutrition services. 
Many of the countries struggling to 
meet the MDGs, particularly in sub-
Saharan Africa, do not enjoy political 
or economic stability. Under such 
circumstances, it is important to 
mobilize all forms of effective leadership 
in society, whether at the national level, 
where broad sectoral decisions are made, 
or at various subnational levels, e.g., the 
province or district, where interaction 
with communities takes place.
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The marked progress in reducing child 
deaths in North Africa during recent 
decades, significant achievements in 
several sub-Saharan countries, rapid 
scaling up of several key preventive 
interventions, and the joint international 
agency framework for maternal and child 
health in Africa provide grounds for 
optimism in the ongoing struggle against 
death and disease on the continent. 
But a mighty push is required to turn 
sanguinity into action and rhetoric 
into reality. The challenge for child 
survival must not be underestimated: 
Simply put, sub-Saharan Africa faces the 
unprecedented task of lowering child 
mortality at an annual average rate of 
more than 10 per cent over the next eight 
years if it is to meet MDG 4 on time. 

At the subregional level, North Africa’s 
main challenges are to sustain the 
progress made in recent decades and 
to reduce inequalities and disparities. 
The four main subregions of sub-
Saharan Africa face a formidable task – 
particularly Central Africa and Southern 
Africa, which have registered increases 
in under-five mortality since 1990. In 
both of these subregions, the challenge 
is to halt, and then reverse, the rise in 
under-five mortality by tackling factors 
that affect the supportive environment 
– notably civil conflict in Central Africa 
and the AIDS epidemic in Southern 
Africa. Without rapid and sustainable 
improvements in these areas, efforts to 
reduce child mortality by increasing 
coverage of preventive and curative 

treatment of childhood illness will risk 
foundering. Eastern Africa (including 
Djibouti and Sudan) and West Africa 
face the task of building on the moderate 
progress achieved in reducing child 
deaths since 1990.

Meeting the challenge of child survival 
facing sub-Saharan Africa is not beyond 
the realm of possibility. The Millennium 
Development Goals were not dreamed up 
by a group of utopians but are the result 
of tough thinking and hard calculations 
by some of the world’s leading political 
leaders, development specialists, 
economists and scientists, and they can 
represent a new hope for accelerating 
progress on human development in 
Africa. This report has already described 

Uniting for child survival in Africa5 

Uniting for child survival in Africa

Egypt: A community health worker pays a postnatal visit to a mother in a Nile Valley village.
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some of the many success stories in 
child and maternal survival and health 
in Africa that have been made possible 
by combining committed leadership, 
political will, adequate resources, sound 
strategies and concerted action among 
stakeholders.

Meeting the health-related Millennium 
Development Goals in Africa will 
require a redoubling of efforts to scale 
up community partnerships in primary 
health care, create sustainable continua 

of care and develop health systems 
for results. It also calls for large-scale 
investment in all areas of the health 
system – from the community and 
household levels to outreach services 
and facility-based care – and especially 
in those countries lagging furthest 
behind. For the goals to be met, the 
survival of mothers, newborns and 
children must become a regional 
imperative and be placed at the heart of 
the international agenda for Africa at 
the very highest levels.

The State of Africa’s Children 2008 
underscores six pivotal, macro-level 
actions that require unified engagement:

• Create a supportive environment for 
maternal, newborn and child survival 
and health by ensuring that health 
systems and programmes are rights 
based – and by supporting peace, 
security, child protection, birth 
registration, non-discrimination, 
gender equality and the empowerment 
of women.

• Develop and strengthen the continuum 
of care across time and location. The 
continuum must deliver essential 
services at key points during the life 
cycle of mothers and children. Strong 
links are also required between the 
household, the community, and 
quality outreach, outpatient and 
clinical services at primary health-care 
facilities and district hospitals.

• Scale up packages of essential services 
by strengthening health systems and 
community partnerships through 
initiatives to train health workers, 
extend outreach services, overcome 
bottlenecks and exploit new 
technologies and paradigms.

• Expand the data, research and 
evidence base. Although the evidence 
base on maternal and child health 
is being provided by a rich array of 
resources, there is still a demand for 
more rigorous data collection and 
dissemination, and research and 
evaluation. 

• Leverage resources for mothers, 
newborns and children. Donor 
assistance is rising, but not fast enough 
to meet the goals in Africa. National 
governments must also fulfil promises 
to boost health spending.

• Make maternal, newborn and child 
survival in Africa a global and regional 
imperative.

What needs to be done for progress 
in child survival in Africa is clear. 
The basis for action – data, research, 
evaluation – is already well established. 
The time frame for results is set by the 
Millennium Development Goals. The Sudan: Mother and child in the western Darfur region.
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Why good governance 
means great things for 
Africa’s children
by Joaquim Alberto Chissano 

I HAVE been privileged to lead my 
great country, Mozambique, and in the 
course of that I learned practically and 
precisely how leadership can and must 
inspire and propel nations and peoples 
forward. Now, eight years before we 
reach the Millennium Development 
Goals target of 2015, I want to share 
what I’ve learned as a Head of State 
in Africa about governance and its 
huge potential for good in my beloved 
continent.

The Millennium Development Goals 
have a very human face, the face 
of children and their families, all of 
them hoping and struggling towards 
better, healthier, safer lives. Achieving 
the MDGs will not be an abstract, 
intangible accomplishment but will 
be an enormous human success, a 
dramatic material leap forward for 
all the children and families in all 
countries. For that, if for no other 
reason, leaders in Africa must direct 
their energies towards achieving the 
MDGs.

Sub-Saharan Africa is now poised at 
the cusp of an economic renaissance. 
However, its benefits will only be 
realized when our children start 
benefiting from better health care and 
education, better nutrition and social 
services. In this way, the renaissance 
will deepen and widen equitable 
resource distribution and our societies 
will flourish, leading to ever greater 
contributions from Africa to human 
culture, science and art. 

Yet, we know that as a continent we 
stand at the rear of the field in this great 
race towards 2015, with farther and 
faster to go than other countries. The 
grim example of child deaths suffices 
to illustrate just how great the distance 
is. Half of the 9.7 million children who 
died before their fifth birthday in 2006 
were from sub-Saharan Africa. We are 
losing our children at a far higher rate 
than anywhere else in the world: 160 
children under the age of five die each 
year in sub-Saharan African for every 
1,000 live births. In South Asia, with the 
next highest toll, the child mortality rate 
is 83. 

The factors that take so many children’s 
lives and compromise the development 
of so many others may seem over-
whelming. The conspirators against 
progress include the lack of economic 
development, leading to poverty, wars, 
disease and corruption. 

Against these enemies, sub-Saharan 
Africa has made gains, but our 
successes are overshadowed and too 
often inadequate. It is, therefore, vital 
that leaders look afresh at the priorities 
that must be set and at ways to redirect 
energies and resources to what is right, 
effective and valuable. 

Africa, for example, loses around 
US$18 billion a year due to wars, civil 
wars and insurgencies. In conflict, an 
African nation’s economy shrinks by 
15 per cent annually. That represents 
not only human suffering and loss 
but surpasses the roughly $12 billion 
that our continent needs to improve 
education, access to clean water and 
sanitation, and protection against 
tuberculosis and malaria for our 
vulnerable people. It also represents 
more than what it would take to  
tackle HIV and AIDS in Africa on  
a yearly basis: $16.3 billion.

My own country endured 16 years of 
armed conflict in which an estimated 
1 million of my compatriots perished. 
Soon after I became president in 1986, 
I initiated wide-ranging reforms and 
made attaining peace my number one 
goal. Today, the commonly shared 
view is that Mozambique is strong 
and vibrant, averaging 8 per cent in 
economic growth between 1996 and 
2006, one of the highest rates in Africa. 
As a result, the poverty headcount 
index was reduced by 15 percentage 
points between 1997 and 2003, 
according to the World Bank, bringing 
almost 3 million people out of extreme 
poverty (out of a total population of 20 
million).

Many African countries are enjoying a 
peace unparalleled in the history of this 
continent, yet they continue to allocate 
resources as if they were at war. I call 
upon our leaders to re-examine their 
spending priorities and consider the 
opportunities lost when these monies 
are not invested in providing health and 
education to our people. 

Another huge drain on our treasuries 
and our people is the heavy debt 
burden the continent carries. In 2004 
alone, for example, sub-Saharan Africa 
paid $15 billion on debts of $220 billion, 
an outflow of $41 million every day. 
Thanks to the Multilateral Debt Initiative 
and other bilateral initiatives, these 
debts have been slashed for several 
countries, but many still continue to 
carry far too heavy a debt burden. 

The flight of resources from Africa 
is compounded by the departure of 
almost 20,000 of the brightest and most 
skilled Africans estimated to leave the 
continent for industrialized countries 
every year.

Good governance is our best hope 
against these challenges. Governance 
entails choices. It demands a visionary 
leadership that will set enlightened 
priorities and redeploy resources and 
retain skilled talent. Compassionate 
and committed leaders can and must 
create the policies and invest the 
necessary resources in infrastructure 
and services, empowering people to 
improve their conditions and safeguard 
their children’s lives, thus accelerating 
progress towards the MDGs. 

As I said, we are making progress. 
Child mortality rates declined by 29 
per cent in Malawi between 2000 and 
2004 and by 20 per cent in Ethiopia, 
Mozambique, Namibia, Niger, Rwanda 
and the United Republic of Tanzania. 
There has been tremendous progress 
made in the Gambia, Guinea Bissau, 
Malawi, Sao Tome and Principe, Togo 
and Zambia in getting children to sleep 
under insecticide-treated mosquito 
nets. This is helping to drive down 
deaths from malaria, one of the biggest 
killers of children in sub-Saharan Africa.  

Partners from around the world are 
needed as sub-Saharan Africa pushes 
for enlightened leadership and 
progress towards the MDGs. But the 
work is Africa’s. As we have risen to 
many challenges, we must and will rise 
to this one.

The African Union is determined to 
install good governance as a main 
pillar in sustaining the continent’s 
effort to develop. The New Partnership 
for Africa’s Development (NEPAD) is 
another initiative that consolidates 
efforts in this regard. Participating 
countries are working through NEPAD 
to strengthen their political and 
administrative frameworks in line 
with the principles of democracy, 
transparency, accountability, integrity, 
respect for human rights and the 
promotion of the rule of law. In 
addition to a political governance 
focus, the countries are also addressing 
the important issues relating to 
economic governance, which, in 
conjunction with political issues, will 
contribute towards development and 
the eradication of poverty.

Africa does not need convincing. What 
is needed is committed leadership 
at national and community levels, 
committed partners, resources and 
excellent governance for substantial 
and positive change for children.

See References, page 52.
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Uniting for child survival in Africa
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frameworks – community partnerships, 
the continuum of care and health-
system strengthening for outcomes – are 
increasingly well defined.

We even know what it will cost to 
reduce child mortality in Africa. The 
joint international agency framework 
for maternal and child survival in Africa 
estimates that by scaling up the existing 
interventions highlighted in this report, 
deaths of children under age five could 
be reduced by 35 per cent by 2009 at 
a cost of about US$2.50 per capita, or 
about US$800 per life saved. Achieving 
MDG 4 will require additional 
strengthening of Africa’s health systems 
as well as the introduction of new 
interventions, such as vaccines against 
rotavirus and pneumococcal infections. 
The analysis found that it is entirely 
feasible to save the lives of most of the 
4.9 million children under five who die 
in Africa each year. What are these lives 
worth? Saving them would require an 
additional US$10 per capita per year, or 
less than US$2,000 per life. 

Meeting in 2005 at Gleneagles, Scotland, 
the major industrialized nations pledged 
to double their aid to Africa by 2010. 
Yet, as of mid-2007, there was little 
to show.1 African countries, too, have 
been remiss in not demonstrating their 
commitment to their own children. 
The Abuja Declaration, adopted at 
the ‘African Summit on HIV/AIDS, 
Tuberculosis and Other Related 
Infectious Diseases’ in 2001, included 
a pledge to devote 15 per cent of 
participants’ national budgets to  
health.2 Yet seven years later, few 
countries have managed to do this.

Making child survival 
in Africa a regional 
and global imperative

Many have heard the cry for child 
survival. Since the early years of 
the child survival revolution, global 
partnerships for health, often financed 
through private sources, have 
proliferated, and they have reinvigorated 

the field in recent years. UNICEF is a 
partner and co-sponsor of a number 
of them, including the Partnership for 
Maternal, Newborn & Child Health, 
the GAVI Alliance, Roll Back Malaria, 
the International Health Partnership, 
Women Deliver, Catalytic Initiative, the 
Global Alliance for Improved Nutrition, 
and the Flour Fortification Initiative, 
among others. 

As a consequence of these and 
other alliances, public attention to 
global health issues is at an all-time 
high. Research and development 
sponsored by these partnerships is 
beginning to yield results. A number 
of these partnerships have proved to 
be remarkably effective in offering 
communities free or reduced-cost 
medicines whose quality is assured, 
along with vaccines. Others are 
improving national policymaking 
and supporting institutional reforms. 
Still others are contributing to the 
establishment of norms and standards 
in treatment protocols.3 

Mobilizing mobile 
phones to improve  
health services 

PERHAPS no other region of the 
world has been more affected by 
the introduction of mobile phones 
than Africa, and the rapid spread of 
mobile technology could enhance 
child survival and other public 
health initiatives. Over the past 
10 years, nearly every country in 
Africa has launched sophisticated 
mobile phone systems, and the 
number of people with access to 
phones has increased a hundredfold 
– the largest growth rate of cellular 
telephone subscribers in the world. 
Great variations in coverage remain, 
ranging from 724 mobile phones  
per 1,000 inhabitants in South Africa 
to 32 per 1,000 in Rwanda. But  
fully 60 per cent of Africans live in 
areas with cellular coverage, and 
that figure is expected to rise to  
85 per cent by 2010. 

Mobile technology is seen as 
having great potential to enhance 
approaches to advancing child health 
and reducing child mortality in Africa 
and elsewhere. Mobile phones can 
bridge the gap for people in rural 
areas where fixed landlines are not 
an option, and the transmission of 
health information may become 
one of their key uses in Africa. For 
example, mobile phones are already 
playing a role in enhancing care for 
people living with HIV by improving 
communication and linking patients 
to the health system. Text messaging 
can be used to spread the word on 
sexual health and HIV prevention, 
particularly among young people.

Where the AIDS epidemic threatens 
the lives of children’s parents and 
caregivers, advances in treatment 
bolster their chances of survival. 
A South African-based non-profit 
organization provides a cellphone 
that allows therapeutic counsellors 
for patients in antiretroviral therapy 
to capture and transmit data as a 

part of treatment aftercare – instantly 
sending such vital information as 
symptoms and adherence to drug 
regimens to a central database. 
In Rwanda, communications 
technology is being used to develop 
a unified system that provides local 
and national health managers with 
timely data for planning, and a 
separate initiative is allowing health 
officials and service providers to 
view, analyse and respond to vital 
data immediately.

Such applications have the potential 
to free health workers from time 
spent preparing and sending paper 
records, giving them more time 
to apply their training to improve 
children’s health. As current 
initiatives are being evaluated and 
new benefits are tested, plans are 
already under way to expand the 
use of mobile phones for health 
care to more countries in Africa.

See References, page 52.
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Africa has received greater attention 
in global health issues, and greater 
efforts to fight and control diseases are 
beginning to yield results, such as the 
massive reduction in measles deaths on 
the continent. Yet it has been argued 
that, in their single-mindedness to 
produce results, global partnerships are 
often donor- and product-driven rather 
than country- and people-centred. 
Moreover, a frequent focus on a single 
disease has sometimes meant an over-
reliance on vertical interventions and 
insufficient emphasis on integrating 
services and strengthening national 
health systems. The message that has 
been widely heard – and heeded – is that 
African countries must take the lead 
and own the solutions to their health 
problems. This will require greater 

harmonization and alignment with 
developing countries’ priorities, systems 
and procedures. Indeed, this position 
was adopted in the Paris Declaration  
on Aid Effectiveness, which is providing 
a framework by which donor and 
developing country partnerships can 
fully cultivate their potential.

Africa as a continent accounts for 
more than half of the world’s deaths 
among children under five. It is also 
the ‘youngest’ continent in the world, 
with nearly 50 per cent of sub-Saharan 
Africa’s citizens being under age 18. Yet, 
at just past the midway point in the race 
to the Millennium Development Goals, 
progress in accelerating child survival 
in Africa south of the Sahara has been 
slow, and the region has fallen sharply 

behind the pace required. It is a sad 
state of affairs, for if we risk failing the 
continent’s youngest citizens, what have 
we really accomplished? And what does 
it say about our global priorities?

The challenge is to shake off our 
cynicism and lethargy and to put aside 
the broken promises of the past. The 
147 million African children under 
age five are counting on us to ensure 
their survival, their health and their 
development as productive human 
beings. The urgent need is to embrace 
the goal of maternal and child survival 
and health in Africa with renewed 
energy and sharper vision, and to 
position it at the heart of the regional 
agenda – both as a matter of social 
justice and to honour the sanctity of life.

Uniting for child survival in Africa

Kenya: A woman with a toddler on her back in early 2008.
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INDICATOR SUB-SAHARAN 
AFRICAa

EASTERN AND 
SOUTHERN AFRICAb

WEST AND 
CENTRAL AFRICA NORTH AFRICAc WORLD

Demographic indicators

Total population (thousands), 2006 787,412 408,886 378,526 154,624 6,577,236

Population under 18 (thousands), 2006 394,112 201,297 192,815 57,647 2,212,024

Population under 5 (thousands), 2006 130,842 65,785 65,057 16,324 625,781

Survival

Life expectancy at birth (2006) 51 51 50 71 68

Neonatal mortality rate (under 28 days), 
per 1,000 live births (2000)

44 39 48 20 30

Infant mortality rate (under 1), per 1,000 
live births (2006)

94 81 107 30 49

Under-5 mortality rate, per 1,000 live 
births (2006)

157 128 186 35 72

Under-5 mortality rate, average annual 
rate of reduction (1990–2006)

1.0 1.4 0.7 5.3 1.6

Maternal mortality ratio, per 100,000 live 
births (2005, adjusted)

900 730 1,100 160 400

Health and nutrition

Percentage of infants with low 
birthweight (1999–2006*)

15 15 14 12 15

Percentage of under-5s who are 
moderately or severely underweight 
(2000–2006*)

29 29 28 6 25

Percentage of population using 
improved drinking-water sources (2004)

56 57 55 91 83

	� Urban 80 85 76 96 95

	� Rural 42 44 40 86 73

Percentage of population using 
adequate sanitation facilities (2004)

37 38 36 77 59

Percentage of 1-year-old children 
immunized (2006) against:

	� Tuberculosis (BCG) 81 84 79 98 87

	� Diphtheria/pertussis/tetanus (DPT1) 84 86 81 98 89

	� Diphtheria/pertussis/tetanus,  
3 doses (DPT3)

72 78 67 97 79

	� Polio (polio3) 74 77 70 97 80

	� Measles 72 75 68 96 80

	� Hepatitis B (hepB3) 48 58 38 94 60

	� Haemophilus influenzae type b (Hib3) 23 33 13 2 22

Education

Percentage of primary school entrants 
reaching grade 5 (administrative data; 
2000–2006*)

70 70 71 92 78**

Net primary school attendance ratio 
(2000–2006*)

	� Male 64 65 63 94 80

	� Female 60 65 57 92 78

Net secondary school attendance ratio 
(2000–2006*)

	� Male 25 20 30 61 50**

	� Female 22 19 25 59 47**

Adult literacy rate (percentage,  
adults 15+, 2000–2006*)

58 60 57 68 78

STATISTICS‡
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INDICATOR SUB-SAHARAN 
AFRICAa

EASTERN AND 
SOUTHERN AFRICAb

WEST AND 
CENTRAL AFRICA NORTH AFRICAc WORLD

Economic indicators

Gross national income per capita  
(US$, 2006) 

849 1,136 553 2,165 7,406

Percentage of population living on less 
than $1 a day (1995–2005*)

43 34 52 3 19

Percentage share of central government 
expenditure (1995–2005*) allocated to:

	� Health - 5 - 4 14

	� Education - 15 - 19 5

	� Defence - 14 - 12 11

Percentage share of household income 
(1995–2004*) received by: 

	� Lowest 40 per cent 13 11 16 18 20

	� Highest 20 per cent 55 58 49 45 42

HIV/AIDS

Adult prevalence rate  
(15–49 years, end 2007)

5.0d 8.6d,e 3.5e - 0.8

Estimated number of people (all ages) 
living with HIV (thousands), 2007

22,500d 17,500d,e 6,900e - 33,200

Estimated number of children (0–14 
years) living with HIV (thousands), 2007

2,000d,e 1,400d,e 650e - 2,100

Estimated number of children (0–17 
years) orphaned by AIDS (thousands), 
2007

11,400d 8,700d,e 3,300e - 15,200e

Child protection

Birth registration (percentage, 1999–
2006*)◊ 

35 28 41 - -

	� Urban 54 46 58 - -

	� Rural 29 23 35 - -

Child marriage (percentage, 1987–2006*) 39 35 44 13 -

	� Urban 24 20 27 10 -

	� Rural 47 43 53 17 -

Child labour (5–14 years, percentage, 
1999–2006*)

33 33 34 7 -

	� Male 34 35 33 9 -

	� Female 32 31 34 6 -

Women

Adult literacy parity rate (females as a 
percentage of males, 2000–2006*)

72 75 70 71 86

Antenatal care coverage (percentage, 
2000–2006*)

69 70 67 75 75

Skilled attendant at delivery (percentage, 
2000–2006*)

45 44 46 77 63

Lifetime risk of maternal death (2005)1 in: 22 30 17 210 92

Notes:
‡     Statistics for UNICEF standard regional classifications and notes on the data can be found in The State of the World’s Children 2008, pp 109–153.
*    Data refer to the most recent year available during the period specified.
**  Excludes China.
–    Data not available.
a    Includes Djibouti and Sudan.
b    Plus Djibouti and Sudan.
c    Includes Algeria, Egypt, Libyan Arab Jamahiriya, Morocco and Tunisia.
d    Excludes Djibouti and Sudan.
e    �Data on HIV and AIDS for 2007 is derived from the 2007 AIDS Epidemic Update, released in November 2007 by the Joint United Nations Programme on HIV/AIDS. Those indicators 

which are reported here but do not have a corresponding figure in the 2007 AIDS Epidemic Update refer to the year 2005, and correspond to figures published in UNICEF’s The State 
of the World’s Children 2008, p.129.

◊    �The global and regional estimates for birth registration included in this table are based on the subset of countries for which data are available for the period 1999–2006. Global and 
regional estimates for a wider set of countries are available for the period 1997–2006 and can be found at www.childinfo.org/areas/birthregistration.

STATISTICS‡
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