


The trend in expenditure on health since 2000 was also examined for each government.
This examination showed that most African governments had increased the proportion
of financial resources directed to the health sector between 2000 and 2004 (see
Annex 3, Table A3.7). Particularly significant increases in budgetary allocations to the
health sector were made by the governments of Malawi, DRC and Rwanda. However,

a decrease in the proportion of expenditure on health between 2000 and 2004 was
noted in 19 of the 52 countries surveyed, as illustrated in Chart 4.2, below. The

most significant reduction was made by the Government of Gambia. The proportion of
health expenditure of Gambia in 2004 was 59 per cent lower than the corresponding
proportion spent in 2000. Notable reductions were also observed in Equatorial Guinea
and Tanzania (36 and 33 per cent reductions respectively).

Chart 4.2
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The other health-related indicator assessed in relation to budgetary commitment

was governments’ share of the budget allocated to the routine Expanded Programme
on Immunisation (EPI). In 2005, 18 African governments self-financed their national
immunisation programmes, while some others made contributions to the EPI budget
ranging from just one per cent of total expenditure (by the Government of Zimbabwe) to
85 per cent (by the Government of Djibouti).

Of the 52 countries surveyed, eight did not make any direct financial contribution at

all to the 2005 EPI budget. As can be seen from Table 4.1, below, a considerable
proportion of children in a number of those countries had not been immunised against
measles, one of the preventable causes of death among young children.
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Table 4.1 Countries that had not made direct financial contribution to the EPI in
2005 by per cent of children aged 12-23 months not immunised against

measles
Per cent of children
CI;I:ntt:roiﬁtsrivl‘)’rtl:oT not immunised against
measles
Central African Republic 65
Ethiopia 41
Sudan 40
Sierra Leone 33
Dem. Rep. Congo 30

Source: Based on data from World Bank, 2007

4.1.2 Education expenditure

In addition to health, education was the other sector analysed. It should be pointed
out that availability of current data on government expenditure on education was
problematic. Lack of adequate data on education expenditure has long been an issue
of concern: more effort needs to be made throughout Africa to compile and ensure
accessibility of such information, not only to enhance public transparency, but also to
facilitate national and international monitoring efforts towards the achievement of the
Millennium Development Goals (MDGSs).

This analysis uses the most recent available data on education expenditure. For the
majority of the countries, the data refers to education expenditure between 2003 and
2006. For some countries, the data refers to the period beyond the specified interval.
Despite such limitations, however, we have noted that countries usually have reasonably
consistent ratios of expenditure on education, and that these ratios in most cases do
not drop or increase substantially from one fiscal year to the other. This consistency
across the years justifies the use of currently available information on government
expenditure on education in the measurement of their performance.

Chart 4.3 shows that proportional expenditure on education varies markedly by country,
ranging from the 0.6 per cent of GDP spent by the Government of Equatorial Guinea to
the 13 per cent spent by the Government of Lesotho. Median expenditure on education
for the period was 4.3 per cent of GDP

Lesotho’s relatively high expenditure on education seems to have paid off, as it was
concurrent with a gross enrolment ratio?! in primary education that was one of the
highest in Africa. Lesotho also performed well in narrowing gender disparity in schooling
and providing equal opportunity for primary education to all children.
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Chart 4.3
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The Government of Botswana also spent a relatively high proportion of its GDP (about
10 per cent) on education in 2005. In contrast, Central African Republic, Chad, Congo
(Brazzaville), Equatorial Guinea and Guinea spent less than two per cent of respective
GDP on education.

As has been pointed out before, education is key to both economic and human
development. It is also an effective mechanism for overcoming gender disparity, providing
girls with the academic and technical skills they need to participate in the world of work.
Increased government expenditure on education therefore has particular significance

for girls’ participation in society, in and out of school. Indeed, our analysis shows

strong correlation between government expenditure on education and girls’ enrolment

in secondary schools. As can be seen from Chart 4.4, below, those countries that have
registered high levels of expenditure on education were able to achieve higher enrolment
ratios for girls in secondary level education.

Chart 4.4 Relationship between expenditure on education and gross enrolment
ratio for girls in secondary schools

Source: Based on data from UNESCO Institute of Statistics, 2007

4.1.3 Military expenditure

Military expenditure is also used as an inverse measure of resource commitment to child
wellbeing. It was used on the grounds that government expenditure on military reduces
resources available for basic services related to children’s wellbeing. It can be observed
from Chart 4.5, below, that Eritrea spent nearly a fifth of its GDP on military costs, and
therefore scored a high negative rating on this indicator. The governments of Burundi,
Mauritius and Gambia had the lowest military expenditure compared to other countries in
Africa. Median military expenditure as a percentage of GDP was 1.5 per cent in the period
2004-2005.

On the whole, the last five years have seen a slight general decline in military expenditure

in Africa, with median military expenditure declining from 1.7 per cent of GDP around 2000
to 1.5 in 2004-2005. Burundi had the most notable reduction, as its military expenditure
dropped from eight per cent of GDP in 2000-2001 to almost nil in 2005, while its
expenditure on education and health increased substantially. In Angola, on the other hand,
military expenditure tripled from 1.4 per cent of GDP in 2000 to nearly five per cent in 2005,
while expenditure on education decreased during the same period (see Annex 3, Tables
A3.7 and A3.15).
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Chart 4.5 Government military expenditure as a percentage of GDP, 2004-2005
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4.1.4 Ranking of governments for budgetary commitment

The score values for the indicators described earlier, namely government expenditures
on health, education, military, direct financial contribution to EPI and percentage change
in health expenditure from the year 2000 were calculated and aggregated to yield index
values for governments’ budgetary commitment; detailed methodological information
on how the indicators were standardised and converted into performance score values
is given in Annex 1B. The score values of each of the indicators are also presented in
Annex 2, Tables A2.2 and A2.3.

Table 4.2 below presents the index values for governments’ budgetary commitment and
the rankings derived from these values. Accordingly, the Government of Malawi came
out as the most committed to using the maximum amount of available resources for
children. A close look at the five indicators shows that the Government of Malawi has
spent higher proportions of its resources for health and education. Most importantly,
its expenditure, particularly for health, has increased four-fold over the last five years,
indicating enhanced commitment to supporting the sector. At the same time, Malawi’s
military expenditure was found to be one of the lowest in the continent.

Following Malawi, the governments of Botswana, Burkina Faso, Seychelles and Namibia
were found to be among the most committed. These countries have also dedicated
higher percentages of their resources to financing the health and education sectors.
They have considerably increased their budgetary allocations to these sectors over the
last five or so years and fully selffinanced their national immunisation programmes.

63



THE AFRICAN REPORT ON CHILD WELLBEING 2008

Table 4.2 Index values and ranking for budgetary commitment, 2004-2005

Country Index value Rank
Malawi 0.717 1
Botswana 0.643 2
Burkina Faso 0.613 3
Seychelles 0.600 4
Namibia 0.595 5
Tunisia 0.591 6
Swaziland 0.584 7
Cape Verde 0.571 8
Mauritius 0.571 9
South Africa 0.561 10
Djibouti 0.560 11
Algeria 0.560 12
Gabon 0.559 13
Lesotho 0.534 14
Morocco 0.532 15
Nigeria 0.531 16
Mali 0.529 17
Egypt 0.521 18
Niger 0.519 19
Kenya 0.510 20
Senegal 0.499 21
Rwanda 0.492 22
Togo 0.481 23
Libya 0.478 24
Ghana 0.475 25
Mauritania 0.473 26
Burundi 0.456 27
Dem. Rep. Congo 0.445 28
Chad 0.441 29
Mozambique 0.419 30
Tanzania 0.401 31
Cameroon 0.400 32
Cote d’Ivoire 0.399 33
Congo (Brazzaville) 0.391 34
Madagascar 0.389 35
Gambia 0.366 36
Uganda 0.365 37
Zambia 0.356 38
Angola 0.344 39
Ethiopia 0.344 40
Liberia 0.334 41
Zimbabwe 0.327 42
Sierra Leone 0.317 43
Equatorial Guinea 0.311 44
Guinea-Bissau 0.311 45
Benin 0.306 46
Central African Republic 0.306 47
Sudan 0.298 48
Guinea 0.276 49
Sao Tomé and Principe 0.226 50
Comoros 0.187 51
Eritrea 0.075 52

Source: Developed by The African Child Policy Forum, 2008
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At the other end of the scale, the group of least committed countries in budgetary
terms includes Eritrea, Comoros, Sdo Tomé and Principe, Guinea, Sudan, Central African
Republic, Benin, Guinea-Bissau, Equatorial Guinea and Sierra Leone. Among these, the
Government of Eritrea was found to be the least committed, having spent a relatively
low proportion of its resources on health and education. Though Eritrea has shown

an increase in the percentage of budgetary allocation for education, health allocation
showed decline over the four-year period, and military expenditure remains high,
contributing to the low overall score for budgetary commitment.

4.1.5 Progress in budgetary commitment between 1999-2001 and 2004-2005

In order to show the progress made over the years in budgetary commitment, we have
compiled and analysed data referring to the period 1999-2001 for the same set of
indicators. Data was available for all of the five indicators used to measure resource
commitment (the same indicators introduced at the beginning of this chapter). The
result is shown in Annex 2, Table A2.7.

It is interesting to note that a number of countries have made significant improvements
in terms of budgetary commitment over the four-year period. Table 4.3 shows the
movement in ranking in this regard for the period from around 1999-2001 to 2004-
2005. The most noteworthy results are the improvements made by the governments

of Malawi, Burkina Faso, Burundi, Togo, Rwanda and DRC. The governments of Malawi
and Burkina Faso, for instance, moved 33 and 30 places higher, respectively, in their
current ranking for budgetary commitment compared to the corresponding ranking for
the period 1999-2001. These changes were largely due to substantial increases in their
expenditure on health programmes, reduction in military expenditure, and budgetary
contributions to national immunisation programmes.

Table 4.3 Rise and fall in governments’ budgetary commitment between
1999-2001 and 2004-2005
Countries with significant improvement Countries with sharp decline
Movement in rank Movement in rank
Country 1999-2001 to Country 1999-2001 to
20042005 2004-2005

Malawi 34t to 1t Comoros 37" to 51t
Burkina Faso 334 to 3¢ Liberia 25" to 41
Togo 48" to 23 Chad 12t to 29
Burundi 51t to 27" Sao Tomé and Principe 315t to 50"
Rwanda 415t to 22™ Sudan 29" to 48"
Dem. Rep. Congo 46™ to 28" Benin 24 to 46"
Libya 42 to 24 Zimbabwe 18™ to 42
Mauritius 19" to 9™ Gambia 8" to 36"

Source: The African Child Policy Forum, 2008
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A considerable fall in budgetary commitment was observed in Gambia, Zimbabwe, Benin
and Sudan. The current ranking of Gambia and Zimbabwe for budgetary commitment

is, for example, 28 and 24 places lower respectively than their corresponding ranks

for the period 1999-2001. While most of these governments have increased the
percentage expenditure on the health and education sectors and reduced their military
expenditures, Benin, among others, reduced the proportion of its expenditure on health
and substantially increased its military expenditure. The Government of Zimbabwe has
almost stopped its budgetary contribution to national immunisation programmes, while
it raised the proportion spent on military and security related expenses.

4.1.6 How rich and poor African countries score in budgetary commitment

The usual excuse offered by some African governments for failing to enact pro-children
policies is poverty. How far is this true? In order to answer this question, even if only
partially, we compared governments’ budgetary commitments with their economic status
as measured by GDP per capita. The comparison produced some interesting results.
Policy lethargy as it concerns children seems to be the result of neglect, not that of
poverty. A number of countries with low GDP per capita were found to spend far more
significant proportions of their limited resources on the education and health sectors
than some other countries with higher GDP per capita.

Table 4.4, below, presents countries that have performed both well and poorly in budget
expenditure in comparison to economic status. Exemplary governments in this regard
are those of Malawi, Burkina Faso, Niger, Burundi, DRC and Mali. The Government of
Malawi, for instance, ranked first in budgetary commitment, but has the 45th lowest
GDP per capita in Africa. Conversely, Equatorial Guinea ranked 44th (one of the least
committed) in terms of budgetary commitment, but had the highest GDP per capita in
Africa in 2005.

Table 4.4 List of countries by difference in their ranking for budgetary
commitment from GDP per capita rank, 2004-2005

Countries which moved up in ranking for Countries which moved down in
budgetary commitment ranking for budgetary commitment
Country Nl::;':rs(’f Country Nl:::;:rs()f

Malawi +45 Congo (Brazzaville) -19

Burkina Faso +34 Guinea 21
Niger +26 Libya -22

Burundi +23 Angola -23

Dem. Rep. Congo +23 Comoros 24
Mali +22 Sudan -26

Togo +17 Equatorial Guinea -43

Source: The African Child Policy Forum, 2008 and World Bank’s World Development Indicators, 2007
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The conclusion is simple, and perhaps not surprising: child-friendliness of governments
is not necessarily related to economic status or availability of resources. It all has to

do with political will and political enlightenment. There are many poor countries that

are committed to children despite economic difficulties; on the other hand, there are
countries that are doing well in the economic sphere, but are not investing proportionally
in their children. Most notable among such nations is Equatorial Guinea, which lies on
opposite extremes of the respective rankings for budgetary commitment and GDP per
capita. The governments of Sudan, Comoros, Angola and Libya also performed poorly,
moving down 26, 24, 23 and 22 places, respectively, in their rankings for budgetary
commitment compared to their positions for economic status.

4.2 Achievement of outcomes for children

The previous section examined the elements of provision by looking at the ‘input’
aspects of government efforts. We now focus on the outcomes as reflected on the
children themselves and the achievements made in terms of actual service utilisation.
We have accordingly identified sets of indicators that measure the “outcomes” aspects
under three main components: access to basic services (health and education); access
to other services (water and sanitation, etc.); and outcomes for children (nutritional
status, mortality rates, etc.). Each of these components, along with the indicators used
for the measurement, is discussed in detail below.

4.2.1 Health outcomes

For the purposes of this measurement, assessment of government performance in
providing health services is based on three indicators: immunisation against measles;
treatment of ARTI (suspected pneumonia); and infant mortality. Immunisation against
measles is used as one of the indicators for measuring health service provision, as it is
usually given at health facilities and not included in door-to-door vaccination campaigns.
The level of immunisation coverage shows the extent to which children are protected
from vaccine-preventable illnesses that threaten their wellbeing and survival.

Immunisation against measles is almost universal in Seychelles, Egypt, Mauritius, Libya
and Morocco. In 2005 coverage was also relatively high in Liberia, Tanzania, Botswana
and Rwanda, where nine out of every ten children aged 12-23 months had received the
vaccine (see Table 4.5, below).

Table 4.5 Children aged 12-23 months immunised against measles, 2005

Countries with the highest coverage Countries with the lowest coverage
Country Per cent Country Per cent
Seychelles 99 Chad 23
Egypt 98 Nigeria 35
Mauritius 98 Central African Republic 35
Libya o7 Angola 45
Morocco o7 Cote d’lvoire 51
Tunisia 96 Equatorial Guinea 51
Liberia 94 Gabon 55
Tanzania 91 Congo (Brazzaville) 56

Source: Based on data from World Bank’s World Development Indicators, 2007
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In other countries the picture was entirely different — particularly for children in Chad and
Nigeria. In these two countries, 77 and 65 per cent respectively of children aged 12-23
months were deprived of their right to be protected from measles. The situation was not
much better for children in Angola, Equatorial Guinea and Coéte d’lvoire, where about half
of the infants in the specified age group were not immunised against measles.

With respect to rate of change in immunisation coverage over time, it can be noted that
the governments of DRC, Guinea-Bissau and Congo (Brazzaville) had made commendable
progress since 2001. These governments had all registered more than 60 per cent
increases in immunisation coverage against measles between 2001 and 2005. In other
countries, such as Angola, Swaziland and Céte d’Ivoire, immunisation coverage had
decreased in recent years.

Acute respiratory tract infection (suspected pneumonia) is one of the most treatable child
illnesses, but a leading cause of infant mortality in Africa nonetheless. The proportion

of children with suspected pneumonia taken to a health facility was used to measure
children’s access to health services. Our assessment showed that more than half of
Africa’s children with suspected pneumonia were not taken to a health facility. In Chad,
only 12 per cent of children suspected to have pneumonia were taken to a facility. The
situation was better in South Africa, Liberia, Gambia, Zambia and Uganda, where more
than two-thirds of children with the potentially deadly infection were taken for treatment.

There has been a recent decline in levels of infant mortality throughout Africa (see Annex
3, Table A3.8). However, it remains very high in most sub-Saharan African countries,
particularly Liberia, Angola, Niger and Sierra Leone, where one in every seven children
did not survive to their first birthday. Infant mortality was relatively low in Libya, Mauritius
and Seychelles (see Table 4.6, below). The median infant mortality rate for the 52 African
countries was 84 deaths per thousand live births.

Table 4.6 Infant mortality rate (per thousand live births), 2005

Countries with the lowest rate Countries with the highest rate
Country thozzzlnd Country thozzzlnd
Seychelles 12 Sierra Leone 165

Mauritius 13 Liberia 157
Libya 18 Angola 154
Tunisia 20 Niger 150
Cape Verde 26 Dem. Rep. Congo 129
Egypt 28 Chad 124
Algeria 34 Guinea-Bissau 124
Morocco 36 Equatorial Guinea 123
Namibia 46 Mali 120
Eritrea 50 Céte d’Ivoire 118

Source: Based on data from United Nations Millennium Development Indicators, 2007

68



How do African Governments Score in Budgeting and Providing for Children?

4.2.2 Educational outcomes

In considering governments’ performances in relation to education, both primary and
secondary education levels were taken into account in order to assess service provision
to all school-aged children. Seychelles, Algeria, Tunisia and Uganda had achieved a near
universal net primary level enrolment in 2004 (see Annex 3, Table A3.10). Malawi also
scored highly, with a 98 per cent net enrolment ratio for girls and 93 per cent for boys

in 2004. However, some countries with high net enrolment ratios also had some of the
highest dropout rates. Three out of four primary students in Chad and Uganda drop out

of school, bringing completion rates of primary education down to 25 and 26 per cent,
respectively. In Benin, Madagascar, Malawi, Mauritania, Mozambique and Rwanda, every
second child starting primary school drops out before completion (Nuwagaba et al. 2008).

Chart 4.6, below, presents countries that have made significant improvements in
providing primary education to children in the period from 2000 to 2004. Girls’
enrolment in primary schools, for instance, increased by about a third in Ethiopia,
Tanzania and Madagascar during the specified period. Countries like Zambia, Niger,
Burkina Faso, Guinea and Burundi have also registered more than 25 per cent increases
in enrolment ratios of girls in the same period.

Despite such improvements, a large number of school age children in many African
countries do not have access to education. In 2004, more than 70 per cent of the
Djiboutian girls of primary school age were not attending school. In Burkina Faso and
Niger, only a third of the girls and 46 per cent of the boys in the primary school age
were attending primary school, indicating that the majority of these children are deprived
of their basic right of access to education (World Bank, Africa Development Indicators,
2006).

Chart 4.6 Percentage increase in Gross Enrolment Ratio in Primary schools
between 2000 and 2004
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Gender disparity in access to education is also evident in most of the countries surveyed.

The ratio of girls’ enrolment to that of boys is a good indicator of gender disparity. Chart
4.7, below, shows the picture in countries with a low ratio of girls’ enrolment in primary
schools as compared to boys. This disparity was found to be particularly high in Chad,
Guinea-Bissau, Central African Republic and Sierra Leone, indicating the great amount of
progress still to be made in providing girls with opportunities to access education, and
thereby in narrowing the prevailing gender gap.

Chart 4.7 Countries with high gender disparity in primary education, 2004
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Secondary education

The focus of most governments in Africa is on primary rather than secondary education.
As a result, large proportions of youth, particularly girls, are not able to pursue secondary
education at all (UNESCO Institute for Statistics 2007). Secondary school Gross
Enrolment Ratio (GER) was below 30 per cent in 22 countries, and only 10 countries had
a GER for secondary education of above 50 per cent. The assessment also indicated
that governments that performed well in regard to primary education did not necessarily
also perform well in providing secondary level education. For example, in Uganda,

where enrolment in primary education was nearly universal, GER at secondary level was
much lower (21 and 16 for boys and girls respectively??). Gender disparity is also more
pronounced in secondary education as compared to primary. The ratio of girls’ enrolment
in secondary schools as compared to boys was as low as 30 per cent in Chad, and about
50 per cent in Togo, Guinea and DRC (see Annex 3, Table A3.11).
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4.2.3 Nutritional outcomes and the living environment

Child malnutrition, which impacts on the physical and mental development of children,

is widespread, and is a particularly devastating problem in Africa. Studies have also
shown that children who are born underweight are more likely to have stunted growth. The
percentage of children moderately or severely underweight was therefore used as a proxy
indicator of governments’ provision for the basic needs of children.

Malnutrition is very high in a number of African countries. In Niger, for example, nearly half
of children under five were found to be underweight. Two out of every five children below the
age of five years in Burundi, Eritrea, Ethiopia, Madagascar, and Sudan were malnourished
(see Annex 3, Table A3.8).

Chart 4.8, below, shows countries with lower proportions of malnourished children. The
nutritional status of children in Northern African countries is much better, particularly in
comparison to the situation in sub-Saharan African countries. Also, countries like Swaziland,
Gabon, South Africa, Botswana and Congo (Brazzaville) had relatively lower percentages

of children who are underweight, indicating better situations in these countries in terms of
satisfying children’s nutritional needs.

Chart 4.8 Countries with low prevalence of underweight children, 2000-2006

Libya* | |5

Egypt ‘ | 6

Séo Tomé and Principe ‘ |9

Morocco ‘ ‘ 10

Swaziland ‘ \ 10

Gabon ‘ |1z

South Africa* ‘ I 12

Botswana ‘ ‘ 13

Congo (Brazzaville) ‘ ‘ 14

0 2 4 6 8 10 12 14
Percentage

* Data refers to years or periods other than 2000-2006.
Source: Based on data from UNICEF, 2007

Governmental provision of water and sanitation resources is difficult to assess, since
related expenditure is generally subsumed into health budget lines or infrastructure
development projects. Therefore, percentage of the population able to access improved
drinking water sources and adequate sanitation facilities are used as proxy output
measures of government performance in providing for these needs.

As regards drinking water, there has been progress during the period under review: countries
like Angola, Burkina Faso, Chad, Eritrea, Mali and Mauritania, which have relatively low
coverage rates for access to drinking water, had nonetheless made progress between 2000
and 2004. Unfortunately, however, other countries, such as Algeria and Comoros, which had
been close to 90 per cent coverage in 2000, showed a decline between 2000 and 2004.23

With respect to sanitation, the picture is not completely negative. There are some stellar
examples: access to adequate sanitation is universal in Seychelles, and more than 90 per
cent of the population in Algeria and Mauritius has access to adequate sanitation facilities
(see Chart 4.9, below).

71



THE AFRICAN REPORT ON CHILD WELLBEING 2008

Chart 4.9 Countries with the highest rural access to sanitation
and comparative urban rates, 2004
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Despite these encouraging situations, sanitation is a major problem in Africa, particularly
in rural areas. In two-thirds of the countries surveyed, more than half of the population live
without adequate sanitation facilities. Only nine per cent of the population in Chad and
Eritrea have access to adequate sanitation. More than 80 per cent of the population in
Burkina Faso, Ethiopia, Ghana, Guinea and Niger live in a similar situation. These realities
indicate the extent of the health threat under which the majority of Africa’s children are
living (WHO and UNICEF 2007).

4.2.4 Ranking of governments for child-related outcomes

The preceding discussions focused on governments’ performance in ensuring specific
aspects of child wellbeing, using indicators related to outcomes, highlighting areas of
strength and gaps for improvement. These discrete indicators do not, however, show
overall effort and performance in providing for children and ensuring their wellbeing.
Therefore, as in the case of budgetary commitment, we have aggregated the scores

for each of the indicators into a combined index value. These values show the relative
achievements of governments in providing services and bringing about outcomes that
impact on children. Table 4.7, below, presents the index values and ranking for the period
around 2004-2005.

In terms of outcomes, Libya, Mauritius, Seychelles and Tunisia scored the highest.

These four countries have very high rates of child survival, the lowest proportions of
malnourished children, and better opportunities for access to health and education
services. Gender disparity, particularly in access to both primary and secondary education,
was also lower in these countries.
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Table 4.7 Index values and ranking for child-related outcomes, 2004-2005

Country Index value Rank
Libya 0.766 1
Mauritius 0.749 2
Seychelles 0.744 3
Tunisia 0.736 4
Egypt 0.699 5
Algeria 0.676 6
South Africa 0.650 7
Cape Verde 0.605 8
Morocco 0.596 9
Sao Tomé and Principe 0.584 10
Namibia 0.584 11
Malawi 0.578 12
Gabon 0.567 13
Botswana 0.567 14
Uganda 0.556 15
Zimbabwe 0.555 16
Senegal 0.525 17
Ghana 0.515 18
Lesotho 0.512 19
Swaziland 0.510 20
Zambia 0.510 21
Tanzania 0.509 22
Gambia 0.503 23
Cameroon 0.501 24
Kenya 0.500 25
Rwanda 0.487 26
Comoros 0.482 27
Djibouti 0.472 28
Madagascar 0.461 29
Congo (Brazzaville) 0.459 30
Benin 0.455 31
Mauritania 0.450 32
Sudan 0.450 33
Mozambique 0.437 34
Burkina Faso 0.431 35
Equatorial Guinea 0.427 36
Guinea-Bissau 0.416 37
Liberia 0.409 38
Eritrea 0.406 39
Mali 0.392 40
Cote d’Ivoire 0.391 41
Togo 0.390 42
Dem. Rep. Congo 0.390 43
Burundi 0.388 44
Guinea 0.384 45
Nigeria 0.369 46
Sierra Leone 0.366 47
Angola 0.346 48
Niger 0.326 49
Central African Republic 0.322 50
Ethiopia 0.273 51
Chad 0.200 52

Source: Developed by The African Child Policy Forum, 2008



On the other hand, the governments of Chad and Ethiopia have the lowest scores in
relation to actual provision of services and ensuring children’s right to food and survival.
Access to safe drinking water and sanitation facilities, which have direct bearing on the
health and wellbeing of children, are very low in these two countries. Their quality of
primary education, as measured by pupil-teacher ratios, was also shown to be poor.

Despite the current poor outcomes, however, some countries — like Ethiopia — have made
remarkable improvements in the last five or so years, particularly in reducing infant and
under-five mortality rates, increasing immunisation coverage, and providing access to
primary education.

4.2.5 Progress in child-related outcomes between 1999-2001 and 2004-2005

To show the progress made by African governments over a span of time, an outcome
index is constructed for the period 1999-2001 using the same sets of indicators. The
rankings generated using these index values are then compared with the corresponding
ranks for the period 2004-2005. The comparison shows the progress made in achieving
outcomes for children between 1999-2001 and 2004-2005. For reference, the index
values and government rankings for child-related outcomes for the period 1999-2001 are
presented in Annex 2, Tables A2.6 and A2.7.

Achievement of outcomes generally requires long-term investment, and usually calls for

a longer time period in order to see changes. This seems the reason why the general
pattern in governments’ performances in relation to the achievement of outcomes has not
significantly changed in the five years between 1999-2001 and 2004-2005, particularly
among the lowest-performing countries. Indeed, countries such as Seychelles, Sao Tomé
and Principe, Senegal and Equatorial Guinea have made considerable improvements. As a
result, they have moved more than ten places up in their current ranking for achievement
of outcomes as compared to their respective rankings in 2000. The governments of Chad,
Ethiopia, Niger and Central African Republic remained at the bottom of the league for both
periods, indicating that their efforts have not brought about significant changes that can
be reflected in overall outcomes.

Decline in overall outcomes was observed in Sudan, Angola and Céte d’lvoire, and, to a
lesser extent, in Rwanda, Botswana, Comoros, and Swaziland. The decline in Sudan was
partly due to a sharp increase in the proportion of malnourished children, and declines in
access to immunisation as well as antenatal care services. Access to basic services also
declined in Cote d’lvoire. For instance, immunisation coverage against measles dropped
by 10 percentage points between 2001 and 2005. Enrolment ratios also declined at
almost the same rate in the specified period. The comparison additionally showed that
Angola experienced a similar downturn in the provision of basic services.

In addition to the analysis of change over time, we have also compared the results with
economic performance. The results once again show that, consistent with its commitment
to child-friendly budgeting, the Government of Malawi has achieved significant outcomes
despite its relatively low GDP The governments of Uganda and Ghana have also done well
in achieving positive outcomes for children. The ranking for achievement of outcomes for
these countries were 15 to 34 places higher than their GDP per capita ranking. These
governments demonstrate the potential for effective use of limited resources to bring
about changes in the life situation of children.

The experiences of these countries can serve as a good lesson for countries such as
Equatorial Guinea, Angola, Nigeria and Céte d’lvoire, which have a relatively large amount
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of resources that could be used for the benefit of children. There is considerable room
for improvement in such nations in terms of resource commitment and the effective
utilisation of resources for better outcomes for children.

4.2.6 Ranking of governments for “overall provision”

As indicated earlier, the dimension on provision is composed of two interrelated elements:
budgetary commitment, and outcomes for children. The combined index of these two sub-
dimensions captures both governments’ commitment to direct financial resources for the
fulfilment of children’s rights, and success in bringing about changes in their life situation.
The combined index values and the ranking for the overall provision are presented in Table
4.8. As can be seen from the table, the governments of Seychelles, Tunisia, Mauritius and
Malawi were found to have made the greatest efforts to provide for the basic needs of
children.
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Table 4.8 Index values and ranking for “overall provision”, 2004-2005

Country Index value Rank
Seychelles 0.672 1
Tunisia 0.664 2
Mauritius 0.660 S
Malawi 0.648 4
Libya 0.622 5
Algeria 0.618 6
Egypt 0.610 7
South Africa 0.605 8
Botswana 0.605 S
Namibia 0.589 10
Cape Verde 0.588 11
Morocco 0.564 12
Gabon 0.563 13
Swaziland 0.547 14
Lesotho 0.523 15
Burkina Faso 0.522 16
Djibouti 0.516 17
Senegal 0.512 18
Kenya 0.505 19
Ghana 0.495 20
Rwanda 0.489 21
Mauritania 0.462 22
Uganda 0.461 23
Mali 0.461 24
Tanzania 0.455 25
Cameroon 0.450 26
Nigeria 0.450 27
Zimbabwe 0.441 28
Togo 0.436 29
Gambia 0.435 30
Zambia 0.433 31
Mozambique 0.428 32
Madagascar 0.425 33
Congo (Brazzaville) 0.425 34
Niger 0.422 35
Burundi 0.422 36
Dem. Rep. Congo 0.417 37
Sao Tomé and Principe 0.405 38
Cote d’lvoire 0.395 39
Benin 0.381 40
Sudan 0.374 41
Liberia 0.372 42
Equatorial Guinea 0.369 43
Guinea-Bissau 0.363 44
Angola 0.345 45
Sierra Leone 0.342 46
Comoros 0.335 47
Guinea 0.330 48
Chad 0.321 49
Central African Republic 0.314 50
Ethiopia 0.309 51
Eritrea 0.241 52

Source: Developed by The African Child Policy Forum, 2008
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On the other hand, the governments of Eritrea, Ethiopia, Central African Republic and
Chad obtained the lowest scores for their overall performance on provision of basic
services for children. This was because resource commitment, particularly in the case
of Eritrea, and achievements of outcomes, in the case of Ethiopia and Central African
Republic, were especially low relative to other countries.

Finally, how far has the situation changed between the periods 1999-2001 and
2004-20057? As can be seen in Annex 2, Tables A2.6 and A2.7, a number of African
governments have made significant progress within the five-year period between 1999-
2001 and 2004-2005. The most significant improvement in provision for the basic

needs of children was recorded by the governments of Burkina Faso, Malawi, Togo and
Rwanda. These four governments have made significant efforts since 2000 in committing
resources and effecting positive changes on the life situation of their children. As a result,
the Government of Burkina Faso, for instance, has jumped 20 places up in its current
ranking for provision compared to the corresponding ranking for the period 1999-2001.

The elements that contributed to the improvement in the overall provision for children

in the countries mentioned above are largely related to increases in the proportions of
budgetary expenditure on the health and education sectors, and reductions in military
spending. These countries have also made improvements in actual provision of services
and achieved outcomes, as reflected in the figures on the nutritional status and survival
rates of children.

The results of this analysis point to the need for child-friendly budgeting throughout Africa,
where issues relating to and affecting children are given high priority when resources are
allocated, and where they are prominent on the political and socio-economic agenda.
Unless this is done, the wellbeing of children will continue to be poorly served.
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