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1.3.2 Challenges

For all the progress made, there are major inadequacies in Africa’s health systems.
Each year approximately one million babies are stillborn; about half a million die on
their first day; and at least one million babies die in their first month of life. Yet, it is
estimated that 800,000 of these stillbirths and deaths are avoidable (Lawn and Kerber
2006). The so-called the “big three”, Malaria, HIV/AIDS and TB, claim the lives of an
estimated three million Africans every year (WHO 2006). It is estimated that six per
cent of deaths of children in Africa are due to HIV/AIDS (WHO 2006); malaria accounts
for 25 per cent of deaths of children under five in sub-Saharan Africa (Save the Children
2005); and more than 2,000 African children die of malaria each day (Sayagues 2006).
This is further complicated by lack of access to health facilities, which contributes to
high child morbidity and mortality: for instance, the median figure for the proportion of
women who gave birth with the help of skilled attendants was only 57 per cent for the
2000-2006 period (UNICEF 2007b). The remaining births were assisted by traditional
birth attendants, relatives and neighbours, while some mothers gave birth alone,
sometimes in the bushes (WHO 2006).

Chart 1.4 Percentage of under-fives with suspected pneumonia not taken to an
appropriate health provider, 2000-2006
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Source: Based on data from UNICEF www.childinfo.org

Similarly, the percentage of children suffering from suspected pneumonia who were
taken to a health centre, an accepted indicator of access to health services, is fatefully
low in Africa. As high as 88 per cent of children in Chad, 86 per cent of children in
Botswana and 81 per cent of children in Ethiopia suffering from pneumonia did not have
access to health facilities. In 22 of the 47 countries for which data was available, some
53 per cent or more of children suffering from pneumonia had no access to healthcare.
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Child Wellbeing in Africa

Progress in the health situation of African children has been hampered by slow progress
in improving access to food. The amount and quality of available food is a basic factor
not just for survival, but for good health. About 60 per cent of under-five mortality in
some parts of Africa is attributable to malnutrition (African Union 2007b), and those
undernourished children that survive to adulthood have increased risk of heart disease,
diabetes and renal damage. Malnutrition affects growth and has a direct impact on
labour productivity. More encouraging, however, is the fact that child malnutrition has
steadily declined in Africa, to 28 per cent in 2006 (WHO 2007); and there was more
than a four-fold increase in two-dose coverage of vitamin A supplementation between
1999 and 2005 (African Union 2007a).

Chart 1.5 Countries with highest percentage of children underweight, 2000-2006
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It is estimated that over a third of African children under five years of age suffered from
moderate to severe stunting in 2006 (UNICEF 2007c). The region has also one of the
highest percentages of wasting in the world, second only to south Asia. It is reported that
Burkina Faso and Djibouti had 23 per cent and 21 per cent prevalence, respectively, of
wasting in children under five in 2000-2006. According to UNICEF (UNICEF 2007c), some
4.1 million children in sub-Saharan Africa had low birth weight (i.e. less than 2,500 grams at
birth) in 2000-2006. Niger had the highest percentage of underweight children, at about 44
per cent. Children of low birth weight are 20 times more likely to die in infancy than heavier
babies, and those who survive may be more susceptible to infectious diseases and
inhibited growth and cognitive development.
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The nutrition situation in Africa has been further complicated by overall increases in
food and fuel prices® in the world in recent years. Since the year 2000, the prices of
wheat and petroleum have tripled globally, while prices of corn and rice have almost
doubled. Cereal price increases have had an alarmingly adverse impact on food-
insecure and poor households. For every one per cent increase in the price of food, food
consumption expenditure in developing countries decreases by 0.75 per cent. Higher
food prices will cause the poor to shift to diets that are even less nutritionally balanced,
with adverse impacts on health in the short and long run (von Braun 2007). At time of
writing, the situation has been made even more complicated by recent surges in the use
of biofuels as alternative sources of energy. According to IFPRI, the expansion of ethanol
and other biofuels could reduce calorie intake by four to eight per cent in Africa by 2020
(von Braun 2007), because these fuels are made from plants grown on land that might
otherwise be used for the production of food.

The health situation in Africa is further worsened by limited state commitment, including
budgetary allocations. Median spending on health in Africa was nine per cent of the
total government expenditure in 2004, and often as little as two per cent (WHO National
Health Accounts 2007). Two-thirds of the survival challenges facing Africa’s children
could be prevented with marginal increases in healthcare investment (Save the Children
2005a). In 2004, only four countries — Burkina Faso, Liberia, Malawi and Rwanda — lived
up to the pledge made by African governments in Abuja in 2001 to increase spending
on health to at least 15 per cent of their annual budgets.

Another problem further draining already limited health budgets is that of the high and
increasing cost of essential medicines. Lack of access to essential medicines has
become one of the most formidable health challenges facing Africa today. Medicines
account for the second-largest portion, after salaries, of overall health budgets in African
countries. In some parts of Africa, over half of the population do not have access to
essential medicines and are unable to benefit from proven treatment for common
diseases (WHO 2006). Furthermore, prices for new medicines for the most prevalent
diseases - HIV/AIDS, tuberculosis and malaria - are often extremely high.

The problem of availability of and access to essential drugs is aggravated by the
asymmetry between Africa’s health and medical needs on one hand, and the business
agenda of the global pharmaceutical establishment on the other. Africa, and for that
matter the developing world, is largely neglected by the global community and those
responsible for the development of new drugs. According to WHO, of 1,450 new drugs
that have gone on the global market since the 1970s, only 13 target the diseases that
mainly affect poor people in the tropics, of which Africa has by far the greatest share
(WHO 2006). Of the thousands of new compounds that drug companies have brought to
the market in recent years, less than one per cent is targeted for life-threatening tropical
diseases (Hilton 2000) and the rest goes to so-called “lifestyle drugs”, such as those
for the treatment of obesity, baldness, face wrinkles and impotence (Silverstein 1999).
The market for such drugs is worth billions of dollars a year, and is one of the fastest-
growing in the industry.

To make matters worse, migration of health workers to rich nations is draining
valuable human resources for health in poor countries. While Africa bears 25 per
cent of the global disease burden, it has only three per cent of the global health
work force. Of the estimated global shortage of health workers of four million, one
million are immediately required in Africa (African Union 2007b); but in the midst

of this deadly shortage, about ten million Africans, most of them highly educated
professionals, constitute an invisible nation residing outside Africa that is equivalent
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Africa’s socio-economic and political transformation can be realised through education.
The provision of education that is of good quality and relevant is the sure way out of
household poverty, and is key to the progress of nations. In an increasingly globalised
world, the educational status of Africans and their capacity to compete with others in the
global employment market can only be guaranteed through quality education. Committing
resources to the education of children, and putting appropriate policies and strategies

in place to encourage educational participation, should be urgent imperatives for African
states.

1.5 Orphans

According to UNICEF, the total number of children orphaned from all causes in sub-
Saharan Africa reached 48.3 million at the end of 2005. By 2010 an estimated 53.1
million of the region’s children are expected to be orphaned (UNICEF 2006a). As shown
in Chart 1.8, orphans will equal or exceed 20 per cent of the child population in five
countries — Botswana, Lesotho, Swaziland, Zambia and Zimbabwe — by 2010. A large
number of orphaned children end up in child-headed households, a phenomenon that is
growing very rapidly throughout the continent (ACPF 2008b).

Chart 1.8 Projected percentage of orphans in selected sub-Saharan African
countries by 2010
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Source: Based on information from UNICEF, 2003 and UNAIDS, 2006 Reports

Orphaned children are less likely to access healthcare (International Social Service &
UNICEF 2004), face higher mortality risks (Ueyama 2007), and are more likely to be
malnourished and stunted than non-orphans (Ainsworth and Semali 2000). Orphans also
tend to have worse schooling outcomes than non-orphans (Ueyama 2007). There are
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reports of higher rates of absenteeism among orphans; this may be because they are more
susceptible to iliness, or because they cannot attend school every day (or cannot be
punctual) due to home demands for their labour or for the care of the sick or younger
children, or “because they fear to attend school lest they be sent away because their
clothes are torn or have not been washed recently” (Kelly 2000). Orphaned children’s
access to school is not only vital for their future, but important for their psychosocial
development. Schools can provide children with a safe, structured environment, the
emotional support and supervision of adults, and opportunities to learn how to interact
with other children and develop social networks (UNICEF 2003).

Orphans are also more likely to lose their rights to a home, through failure to secure
inheritance rights, and are more likely to be forced out of their homes by relatives

or guardians for fear of contagion or witchcraft (Lusk and O’Gara 2002). Because of
this, they are more likely than other children to end up on the streets or engaging in
hazardous work in commercial agriculture, domestic services, commercial sex work

and street vending (Semkiwa et al. 2003). In Congo (Brazzaville), almost one half of
street children are orphans (UNICEF 2003). A 2002 rapid assessment in Addis Ababa,
Ethiopia showed that more than three quarters of domestic workers were orphans (Kifle
2002 cited in UNICEF 2003), while another study in four mining areas in Tanzania found
that seven per cent of children working part time and 38 per cent of children working
full-time were orphans (Mwami et al. 2002 cited in UNICEF 2003). Many orphaned girls
end up being prostitutes. A study in Zambia in 2002 found that about half of children
engaged in prostitution (47 per cent) were double orphans, and 24 per cent were single
orphans (Mushingeh et al. 2002 cited in UNICEF 2003).

1.6 Children with disabilities

Africa has a high percentage of children with disabilities.*® For example, it is estimated
that as many as 35 per cent of two to nine year-olds in Djibouti and 31 per cent in
Central African Republic live with at least one reported disability (i.e. a disability of
cognitive or motor functions, a seizure problem, or a disability of vision or hearing).
Given their numbers, the invisibility of Africa’s children with disabilities is disturbing.

Chart 1.9 Children with disabilities in Africa**
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* Data is pre-1999, **The data refer to surveys conducted between 1999 and 2006.
Source: Based on data from UNICEF, 2007a
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From birth, children with disabilities are often excluded from access to the support for
development that all children need. They may be kept in the dark, denied attention,
affection and physical contact, and denied ordinary movement and language stimulation.
Disabled children are often not seen as children, and tend to be viewed differently

from non-disabled children (Cross 1998 cited in Ransom 2008). The daily reality of life
for children with disabilities and their families is frequently one of discrimination and
exclusion in all countries.

This discrimination often leads to a lack of recognition of disabled children’s equal
humanity by their families, peers and communities, as well as reduced access to basic
social services, especially education and health services to harmful traditional practices
including early marriage and Female Genital Mutilation (UNICEF 2007a). Even the simplest
aids and appliances to reduce the impact of a child’s impairment may not be available
(Ransom 2008). Children with disabilities may miss out on vaccinations, or treatment

for simple fever or diarrhoea and other easily curable illnesses that can become life-
threatening if left untreated. Children with severe disabilities may not survive childhood
because of a lack of basic primary healthcare facilities. Mortality for children with
disabilities under five can be as high as 80 per cent in some countries.®

1.7 Child victims of violence

Violence against children is a widely pervasive and deeply disturbing problem. Violence
takes place in many settings: in homes, in schools, on the streets, in institutions and in
the workplace. The form violence takes ranges from physical violence — such as beatings —
to psychological and sexual violence including verbal abuse and rape, to harmful traditional
practices including early marriage and Female Gental Mutilation (ACPF 2006).

African attitudes towards children can be somewhat contradictory. Because there is no
social security system, children are regarded highly for the economic value they have as
sources of additional labour, and for the social protection that they provide in old age
and in times of sickness. As much as they are considered as precious beings, children
are seldom treated with sensitivity, consideration or respect in their everyday life. This
happens either in the name of what tradition dictates, or because they are not viewed as
whole human beings with all the rights that adults have. Three examples of trends that
illustrate this are physical and sexual violence, early marriage, and the practice of female
genital cutting.

Physical and sexual violence: Simple, ordinary, everyday violence against children is a
widespread problem throughout Africa (ACPF 2006).

e A survey in Ethiopia found that 72 per cent of children had been slapped when at school

e Some 84 per cent of the girls surveyed in Ethiopia, 94.2 per cent in Uganda and 99
per cent in Kenya had experienced physical abuse. Many were beaten so severely
they had to go to a clinic to treat the resulting health complications

e Nine out of ten girls in east Africa were abused by the people who they are supposed to
trust most. The studies also showed that corporal punishment, sexual harassment and
rape of girls, both by their peers and by their teachers, are quite widespread.

For example:

= Some 31 per cent of girls questioned in a survey in Uganda had experienced sexual
abuse
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= Although male peers were responsible for much of the sexual abuse that
took place in schools, teachers were responsible for an alarmingly high proportion
of the abuses: a national survey in South Africa found that 32 per cent of
reported child rapes were carried out by teachers

= Similarly, some 67 per cent of schoolgirls surveyed in Botswana had been
sexually harassed by their teachers.

Much of the violence against children takes place in the home environment and is
perpetrated by family members. In addition to beatings and other forms of abuse,
violence at home takes another form: harmful traditional practices. The family is the
arena where traditions and customs find expression and are put to practice. As positive
norms and values germinate in and are sustained by the family, so are harmful traditional
practices. It is at the family level that violence and harmful traditional practices are
legitimised and played out before being passed on to following generations.

The change in traditional attitudes has to come from within the family, the first line of
protection for the child. The family is the child’s training ground for assuming individual
responsibility, both in society and at work, and being held accountable for his or her
actions. Putting the family at the centre of public education campaigns aimed at eradicating
harmful traditional practices is of paramount importance: education programmes need

to build on existing good traditional practices, complemented by universally accepted
child-rearing practices and basic principles. These principles include the acceptance that
children have the right to an identity, the right to differing opinions and the ability to voice
them, the right to be treated with dignity, and the right to a life free from violence.

Early marriage: A problem commonly found in many parts of Africa, which can lead to
grave lifelong health complications, is the phenomenon of early marriage. Some 42 per
cent of women between 15 and 24 were married before 18 in Africa (UNICEF 2005), and
the figure is more than 60 per cent in some parts of east and west Africa (International
Planned Parenthood Foundation (IPPF) and UNFPA 2006). At this rate, 100 million more
girls — or 25,000 more girls every day — will become child brides in the next decade
(USAID 2007). In Chad, Guinea, Mali and Niger, the median age at marriage is less than
17 years. In the Amhara region of Ethiopia, 50 per cent of girls are married before the
age of 15 (Lawn and Kerber (eds.) 2006).

Studies show a strong association between child marriage and early childbirth, partly
because girls are pressured to prove their fertility soon after marrying (Lawn and Kerber
(eds.) 2006). The world’s highest adolescent pregnancy rates are found in sub-Saharan
Africa, where one in every four girls has given birth by age 18 (Population Reference
Bureau, 2006). In west Africa, as many as 55 per cent of women give birth before the
age of 20 (Save the Children 2004). Young mothers experience higher rates of maternal
mortality and higher risk of obstructed labour and pregnancy-induced hypertension,
because their bodies are unprepared for childbirth. Their babies are also more likely to
be born pre-term, or to die (Save the Children 2004).

Female Genital Mutilation (FGIM): Often referred to as ‘female circumcision’, FGM is
a deeply engrained tradition!’ that affects millions of girls across the continent. UNICEF
estimates that in sub-Saharan Africa, Egypt and Sudan, three million girls and women are
subjected to FGM every year (UNICEF 2005). FGM is abominable, not only because it is
cruel, but because it has deleterious effects on the health of women and their infants.
Women who have been subjected to the practice are significantly more likely to have
complications during childbirth. FGM, coupled with early marriage, contributes to another
serious health issue, obstetric fistula, which affects 100,000 young girls at any one time
— most of whom are in Africa (Lawn and Kerber (eds.) 2006). Women affected by fistula
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are often rejected by their husband or partner, shunned by their community, and blamed
for their condition. Women who remain untreated may not only face a life of shame and
isolation, but may also succumb to slow, premature deaths from infection and kidney
failure (UNFPA and EngenderHealth 2003).

In the midst of these negative practices, the family, the extended family and the
community remain the child’s havens of security and safety. They are the first and
most effective milieus for instilling civic values and responsibilities, such as dialogue,
respect, tolerance and the desire for peaceful co-existence.

Box 1.5 The primacy of the family

The family assumes a central place in the socialization of the child, and as an agent of
change. It is within the family that the child (i) receives sustenance; (ii) observes and
internalises gender roles; and (iii) learns notions of what is right or wrong, what is or isn’t
acceptable, and whether beating another person is OK or not OK. However well-intentioned
they may be, traditional child-rearing practices in Africa tend on balance to be antithetical
to the interest of the child. They stress subjugation, subordination, corporal punishment
and sometimes extreme forms of violence, rather than communication, dialogue and
participation.

Early childhood experiences have a lasting impact on a child’s perception and subsequent
behaviour into adulthood. A child that has experienced or witnessed violence as a ritualistic
way of treating children and women, as a means of showing displeasure, or as a means of
negotiating differences will often grow into the adult beating another adult, the adult beating
a child, the policeman mercilessly beating an unarmed and often weaker civilian, or the thug
you see both in community neighbourhoods and the political arena.

This leads us to reassert an old truth: that of the primacy of the family as the single

most important social institution in the lives of human beings — and, therefore the need

to strengthen and target it as: (i) the first line of protection for the child, for example from
physical corporal punishment and other forms of abuse and neglect; and (ii) the best place
to teach that all human beings are born equal, and that girls as well as boys have a right
to be treated with respect and dignity. There is no better substitute for the family as the
premier institution for socialisation, personal growth and personal development.

Source: Bequele (2008)

The role of the community is also important. Its crucial nature was demonstrated in
the early years of the HIV/AIDS pandemic in Africa, when millions of children were
orphaned and communities rushed to their help, even under conditions of severe
economic stress. Positive communal practices of child rearing are the other instances
where this role is observed. The practice of ‘multiple mothering’ among the Efe of the
DRC is a good example of communal care; in this culturally sanctioned approach to
collective care, the crying babies of a mother engaged in work are put to the breast of
any woman, including those who are not lactating. Even when she is nearby, a mother
is not necessarily the sole caregiver of her child (Tronick et al. 1987 cited in Feeny and
Boyden 2003).
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Box 1.6 The role of religious institutions in child wellbeing

Religious institutions, as an integral part of communities, are crucial in fighting harmful
traditional practices. They also play an equally important role in ensuring child wellbeing in
Africa.

Africans throughout the continent claim religious connections: there are two million
congregations of different faiths in Africa. This wide reach means that religious
organisations have unparalleled influence and a long reach into remote areas. They

have captive audiences and wide communication networks for spreading messages,
awareness creation and carrying out mass campaigns (Tearfund 2006). The teachings

of all these faiths call upon individuals to respond to human suffering and the needs of
vulnerable children, and most cherish a deep commitment to serving the poor, the sick,
and the vulnerable. The scriptures of the two dominant religions in Africa, Christianity and
Islam, put upon their followers the obligation to support the needy and advocate for their
wellbeing.

The support that religious institutions provide ranges from awareness creation to direct
material support to psychosocial support and bereavement counselling. Faith groups
provide on average 40 per cent of the healthcare in many African countries (Tearfund
2006), and run numerous orphanages and schools for the destitute. They offer direct
material support to millions of vulnerable people. They play an especially crucial role in
psychosocial counselling of orphaned children, and are an effective tool for fighting stigma
and discrimination due to HIV/AIDS. The role they play in psychosocial and bereavement
counselling is especially critical as it can easily be linked to spiritual solace and love
(Olson et al. 2006).

Building upon these and other positive cultural aspects of child rearing in Africa and
engaging cultural and religious leaders are critical entry points into the task of tackling
harmful traditional practices. This is crucially important because the fight against
harmful traditional practices requires changes in social norms, gender roles, and the
power relations that perpetuate such practices. There have been encouraging efforts
in this regard. Programmes in Egypt, Gambia, Senegal, Somalia, and Sudan working

to end FGM have consciously involved community leaders and traditional healers in
creating awareness on FGM; undermining support for the practice; lessening resistance
to anti-FGM campaigns; enlisting public support to help change community norms; and
mobilising community and religious leaders to issue religious declarations opposing
FGM, take public stances, and lead community efforts against the practice (Dini 2007
cited in Flood 2007). Governments need to follow this model and exploit this potential,
by engaging community members and religious institutions in their campaigns for the
rights and wellbeing of children.
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1.8 War-affected children

War and armed conflicts expose children to extreme forms of abuse and violence.
Millions of children are caught up in conflicts both as targets and instruments of war
(Sommers 2002). Girls face particularly high risks in armed conflicts in the form of
sexual violence, including forced prostitution, sexual slavery, forced impregnation,
forced termination of pregnancy, forced sterilisation, indecent assault, and trafficking
(International Committee of the Red Cross 2006). Many combatants appear to regard
rape as a “spoil” of war (Amnesty International 2004). “Rapes are not done to satisfy
any sexual desire, but to destroy the soul” (Ensler 2007). Besides the trauma associated
with rape and sexual violence, the children born of rape are subject to extreme social
pressure and exclusion (Réseau des Femmes pour la Défense des Droits et la Paix and
International Alert 2005).

For example, since the onset of the Darfur conflict, girls and women have been
subjected to a brutal and systematic campaign of rape and sexual violence led by the
Janjaweed militia. The militia broke the arms and legs of some of the survivors so that
they could not escape (Amnesty International 2004). In eastern DRC, tens of thousands
of women and girls have been victims of systematic rape and sexual assault committed
by combatant forces (Amnesty International 2004).

A special category of war-affected children includes current or former child soldiers.®
Child soldiers are often abducted from their homes, schools or communities and
forced into combat, whether by government forces, rebel groups or paramilitary militias.
Child soldiers are subject to brutal punishment, hard labour, cruel training regimes,
torture and sexual exploitation. They are often forced to commit terrible atrocities, and
beaten or Killed if they try to refuse or to escape. Many are given drugs and alcohol to
agitate them and make it easier to break down their psychological barriers to fighting
or committing atrocities. Still many others are forced to witness or commit rape and
murder (Office for the Coordination of Humanitarian Affairs (OCHA) 2003).

Box 1.7 “The missing billions”

The limited budget allocated for child-related programmes is partly due to the direct and
associated costs of war. Conflicts have ravaged social and economic infrastructures; they
have also eaten away the lion’s share of public budgets in order to finance war efforts at
the expense of social sector investment. Estimates show that wars stripped about US$
20 billion a year from African economies between 1990 and 2005 (Oxfam and Safer World
2007). It is no wonder that most of the African countries with the highest risk of newborn
deaths are countries that have experienced war (Lawn and Kerber (eds) 2006).

The use of children in the armed forces or as targets and instruments of war is immoral
and unacceptable, a crime against humanity. No state or political movement that
indulges in this activity should be spared the collective condemnation and concerted
action of African governments.
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Conclusions

In concluding the chapter, we can say that Africa has performed better in recent years
than in the past in economic terms and in initiating good governance. Ensuring that
economic growth and wealth accumulation benefit the poor still remains a formidable
challenge, but there are signs of a growing political awareness among leaders

of the need for broad-based growth that reduces poverty. Conflicts have declined
considerably, creating favourable environments for stability and sustained economic
growth. There have also been encouraging results in significantly reducing the overall
burden of diseases, and substantial progress and effort in the fight against specific
major infections such as polio, HIV and malaria. Despite this progress, the state of
child wellbeing in Africa remains a source of enormous concern. Millions of people
are excluded from essential services. Too many poor people and too many children
die from avoidable diseases; millions of children die or fall sick for lack of food and
safe drinking water. A huge and growing orphan population has been created because
of war and the HIV/AIDS pandemic. Nearly half of Africa’s children live in some form
of housing deprivation, and a large population of children with disabilities remains
underserved, hidden and almost invisible. There is also the unacknowledged but
ubiquitous phenomenon of violence against children. Despite modest progress in
education provision, an unacceptably large number of African children — especially girls
— are denied education.

The fate of Africa’s children is in the first place in the hands of their families. Children’s
survival, their development and growth to adolescence and adulthood, and their success
in being useful and constructive members of society all depend initially on the ability
and the capacity of their families to feed and nurture them, and to provide for their
emotional, psychological and educational development. Profoundly important also is the
fact that the welfare of children depends on whether their parents live long enough to
see them grow.

It thus becomes important to ensure the survival of the family as we know it, and to
strengthen its capacity to nurture and raise children. This means several things: jobs
and incomes for parents and other adult household members; cash transfers to poor
families; and access to services that enable parents to meet their basic needs and the
basic needs of their children. It means access to health services — and particularly, in
the era of HIV/AIDS, easy and cheap access to ART.

It also means educating parents on what is and is not in the best interests of their
children — for example, on the fact that girls deserve the same rights we grant to boys;
that corporal punishment of children is unacceptable; that girls — and for that matter
boys — should not be subjected to early marriage; and that we should prohibit the
heinous crime of female genital mutilation.

In short, the family is key for the wellbeing of children. It should therefore be at the
centre of public policy.

In this as in almost all respects concerning child wellbeing, the state remains the critical
catalyst and agent of change. In the current context of biting inequality in the continent,
the state is the lynchpin in ensuring increased equity of access to basic services as well
as universality of coverage, protection and social inclusion (Grindle 2002). The state
also plays an essential regulatory and oversight role over non-state actors, ensuring that
they are behaving in a child-friendly way just as the state itself must do. The state is the
principal duty bearer of children’s rights and has the obligation to fulfil their wellbeing.
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States need to take a variety of measures in this regard, but two are especially
important: (i) taking appropriate legal measures, which normally include domesticating
human rights instruments into national constitutions or laws and ensuring their
implementation; and (ii) committing to allocating sufficient budgets to sectors that
impact on children’s wellbeing. The state’'s commitment to its duties, and more
importantly its actual performance as manifested in its laws, policies and budgetary
allocations, must take centre stage in any serious discussion of child wellbeing.

The next questions, therefore, are these: where do African states stand in terms of
living up to their obligations of protecting and respecting children’s rights and ensuring
their wellbeing and what are their relative performances in terms of their political,

legal and budgetary commitments to ensuring child rights and child wellbeing? The
subsequent chapters address these questions and measure the performance of African
governments in relation to child-friendliness.
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