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“….life expectancy in Sub-Saharan Africa declined from 50-46 years between 1990 and 2001.”  Finance and Development, March 2005, IMF.

“….half of Africans live in extreme poverty and one-third in hunger, and about one-sixth of children die before age five….”  Human Development Report, 2003, UNDP.

“Africa carries a disease burden unique in the world.”  Investing in Development: A Practical Plan to Achieve the Millennium Development Goals, UN Millennium Project, 2005.

“….research shows that, with Africa excepted, the chief culprits of mortality are not communicable diseases.”  Susan Raymond, “Foreign Assistance in an Aging World,” Foreign Affairs, Mar/Apr 2003.

“….no other region in the world has been more affected by armed conflicts than Sub-Saharan Africa.”  World Economic Outlook, September 2004, IMF.

“….tropical Africa….is stuck in a poverty trap….”  Investing in Development:  A Practical Plan to Achieve the Millennium Development Goals, UN Millennium Project, 2005.

“The region [Sub-Saharan Africa] is off-track to meet every Millennium Development Goal.”  Investing in Development: A Practical Plan to Achieve the Millennium Development Goals, UN Millennium Project, 2005.

I  Introduction and Background

As the above quotes illustrate, Sub-Saharan Africa (SSA) is an exception when it comes to many aspects and indicators of economic development -- unfortunately for the region!

This paper provides an “up-to-date” overview of the issues confronting the countries that comprise SSA.  The paper draws together statistical information on economic and demographic trends of SSA as well as information concerning performance trends for the set of  Millennium Development Goals (MDGs) established by the United Nations Millennium Declaration in 2000.  The MDGs specify targets for each goal to be met by 2015 regarding poverty and hunger, primary education, gender equality, maternal health, HIV/AIDS, malaria and other diseases, and environment sustainability. In order to put the performance of Sub-Saharan Africa (SSA) in perspective, comparative data is provided for other developing regions as available.

The subset of African countries which comprise the SSA region generally includes all African countries other than the coastal countries of North Africa, including Algeria, Egypt, Libya, Morocco, Tunisia, and Western Sahara (PRB, 2005 World Population Data Sheet).  However, the Human Development Reports referenced in this paper, take the countries of Djibouti, Somalia and Sudan out of their SSA category and include them with the set of Arab Countries.  It is important to check which countries are included in the SSA group in the various reports.  This paper places Djibouti, Somalia, and Sudan in the SSA tables whenever possible.
A listing of the broad set of SSA countries is provided in Table I.1.  The countries are categorized by national income per capita levels.  Of the 49 countries in SSA, 70% are Low-Income Countries (LICs).  Between 2003 and 2006, five countries (Angola, Cameroon, Rep. of Congo, Equitorial Guinea, and Lesotho) moved form LIC status to Lower Middle Income (LMC) status.  In 2006, SSA accounted for 64% of the 61 LICs in the world (WDR 2008).

Thirty-four SSA countries are included by the UN in the set of 49 “Least Developed Countries” (LDCs).   The SSA accounts for 12 of the 14 LDCs which are Land-locked Developing Countries.
Of 38 countries in the world identified as potentially eligible for debt relief under the 1996 World Bank – IMF Debt Initiative for Heavily Indebted Poor Countries (HIPCs), 32 (84%) are in SSA.  These HIPC Initiative-eligible countries, noted with an asterisk in Table I.1, account for all but seven of the SSA Low Income Countries.

Table I.1

SSA Countries by GNI per Capita Category (2006)

           Low Income                              Lower Middle                    Upper 

Countries                               Income Countries                Middle

                                                                                                    Countries

          (
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 $905)                                  ($906-$3,595)            ($3,596 $11,115)

	 1.  Benin*

 2.  Burkina Faso*

 3.  Burundi*

 4.  Central Afri. Rep.*

 5.  Chad*

 6.  Comoros*

 7.  Congo, Dem. Rep.*

8.  Cote d’ Ivoire*

9.  Eritrea

10.  Ethiopia*

11.  Gambia*

12.  Ghana*

13.  Guinea*

14 Guinea-Bissau*

15.  Kenya


	16.  Liberia*

17.  Madagascar*

18.  Malawi*

19.  Mali*

20.  Mauritania*

21.  Mozambique*

22.  Niger*

23.  Nigeria

24.  Rwanda*

25.  Sao Tomé and Principe*

26.  Senegal*

27.  Sierra Leone*

28.  Somalia*

29.  Sudan*

30.  Tanzania*

31.  Togo*

32.  Uganda*

33.  Zambia*

34.  Zimbabwe
	1.  Angola

2.  Cape Verde

3.  Cameroon*

4.  Congo, Rep.*

5.  Djibouti

6.  Equitorial Guinea

7.  Lesotho

8.  Namibia

9.  South Africa

10.  Swaziland
	1.  Botswana

2.  Gabon

3.  Mauritius

4.  Mayotte

5.  Seychelles

 


* HIPC Initiative – Eligible Countries

Source: Designation of Income Category is from the World Development Report, Sept. 2008.  (WDR 2008).  WDR (2008) includes Djibouti in the “Middle East and North Africa”, category rather than SSA.

The population size of the SSA countries varies widely from 0.1 million in the Seychelles to 137.3 million in Nigeria.  Twenty SSA countries have less than 4.0 million people and seven have fewer than 1.0 million.  The median population country has about 7.5 million people (2004 World Population Data Sheet).  The Sachs Report (2005) considered “small” countries to be those with less than 40 million people.  With this definition, all but four of the SSA countries are “small.”

Mattoo and Subramanian (2004) studied a set of “small and poor” countries.  Small countries account for less than 0.05 percent of the world’s imports of goods and services, and the poor countries are those with a GDP per capita of US $4,630 or below.  Of the 73 “small and poor” countries in their study, 37 were from SSA.

II Global Population Trends 1900-2005
In the first half of the 20th century, the world’s population expanded by 870 million from 1.65 billion to 2.52 billion.  In the second half of the century the growth was four times as large, adding about 3.6 billion people.  The bulk of this population growth between 1950 and 2000 took place in the less developed countries with these countries almost tripling in size from 1.7 billion to 4.9 billion people.

The LDC share of world population in 1950 was pretty much the same as in 1900 at about 68%; however, by 2007, LDCs accounted for 82% of the global population.  Africa’s population more than tripled in the last half of the 20th century from 221 million to 796 million people leading to an increased African share of world population from 8/9% in 1900/1950 to 13% in 2000.

Ninety-seven percent of current world population growth is occurring in LDCs.  In mid-2007, the world population was roughly 6.6 billion with 5.4 billion living in LDCs.  The African population was 944 million people, of whom, 788 million people lived in SSA (defined broadly).  

Table II.1a
Population Changes in Major World Regions, 1900, 1950 and 2000



                  1900                         1950                         2000

Region

Million        %            Million       %      
 Million       %

World


1,650
      100           2,519
      100
  6,071    100
More developed
   539
        33              813
        32            1,194      20



 Europe

   408
        25              547        22               728      12


North America
     82
          5              172          7               316        5

Japan, Australia &

New Zealand
                49
          3                97          4               150        2

Less developed
1,111
        67           1,706        68             4,877      80

Africa


   133            8              221          9                796      13

Asia & Oceania
   904
        55           1,315
        52
    3,561     59


Latin American &
Caribbean

     74
          4              167
          7
       520       9


Source:  Transitions in Population, PRB 2004.

Table II.b
Population in Major World Regions, 2007

	Region
	Million
	%

	World
	6,625
	100

	More developed
	1,221
	18

	Europe
	733
	11

	North America
	335
	5

	Japan, Australia,&New Zealand
	153
	2

	Less developed
	5,404
	82

	Africa
	944
	14

	Asia & Oceana
	4,045
	61

	Latin America & Carribean
	569
	9


                                      Source: 2007 World Population data Sheet, PRB, 2007
Table II.2

Demographic Data for the World and Selected Regions

	
	Population
	Births
	Deaths
	Projected

Population
	Natural

Increase
	Total Fertility Rate

	
	(mid-2007
Millions)
	(per

1,000)
	(per

1,000)
	mid
2025
	mid
2050
	%
	# of Children per woman

	World
	6,625 
	21
	9
	7,965
	9,294
	1.2
	2.7

	More Dev.
	1,221
	11
	10
	1,254
	1,259
	0.1
	1.6

	Less Dev.
	5,404
	23
	8
	6,711
	8,036
	1.5
	2.9

	SSA
	   788
	41
	17
	1,160
	1,716
	2.5
	5.5


Source:  2007 World Population Data Sheet, Population Reference Bureau (PRB),

As revealed in Table II.2, SSA is poised for more growth with a higher total fertility rate, a greater excess of births over deaths, and a larger natural rate of increase than the group of LDCs.

The SSA population is projected to increase to almost 1.2 billion people by 2025 and to 1.7 billion by 2050.

Contraceptive use in SSA is considerably lower than in other LDCs with only 16% of SSA women using modern methods and only 22% using “all methods” compared to 53% and 60% for LDCs, (PRB, 2007 World Population Data Sheet).  According to the Cairo Consensus at 10 report, 46% of SSA women have “unmet need” for contraceptive methods defined as couples or women not wanting another child within two years (or ever) but not using contraceptive methods.

III Economic Growth Performance

In the 1986 – 1995 time period, the SSA annual growth rate of 1.9% exceeded only that of Central and Eastern Europe, and the SSA rate was only about one-quarter of that in Developing Asia.  For the 1996 – 2005 period, the SSA annual growth rate is projected to exceed those of Central and Eastern Europe, CIS, and Western Hemisphere regions.

Table III.1

Annual Percentage Growth in Real GDP

	Region
	1986 - 1995
	1996 - 2005

	SSA
	1.9
	3.8

	Central & Eastern Europe
	0.8
	3.5

	CIS
	- -
	3.5

	Developing Asia
	7.7
	6.6

	Middle East
	2.8
	4.5

	Western Hemisphere
	2.8
	2.5


Source:  World Economic Outlook, April 2004

SSA had almost a one-percent annual decline in real GDP per capita between 1975 and 2003 as a result of strong population growth compared to real GDP growth.

Table III.2

Annual Percentage Growth in Real GDP per Capita

	Region
	1975 - 2005
	1990-2005

	SSA
	- 0.5
	0.5

	Arab States
	 0.7
	2.3

	East Asia & Pacific
	 6.1
	5.8

	Latin American & Caribbean
	 0.7
	1.2

	South Asia
	 2.6
	3.4

	Central & Eastern Europe & CIS
	 1.4 
	1.4


          Source: HDR 2007/2008.

The Sachs Report (2005) observed that small remote inland economies performed less well over the 1980-98 time-period than large or coastal countries.  Most SSA countries fall into the former category.

The IMF’s April 2005 World Economic Outlook (WEO), in its discussion of output volatility for developing regions, determined that the countries of SSA had the highest volatility of all the regions over the 1970-2003 time- period.  Within SSA, the CFA countries had the highest volatility from 1979 – 1990 but have shown a sustained decline in volatility since the mid-1980s.  Volatility in non-CFA countries in SSA has reduced somewhat since the 1990s but is still the highest in the regions.

The WEO’s (2005) dynamic factor analysis separates contributions to output volatility into global, regional and country-specific factors.  For SSA, country- specific factors account for over three-quarters of the volatility (76.1% for CFA countries and 82.1% for non-CFA ones).  Regional factors are the second major set of factors accounting for 18.2% of CFA volatility which is noticeably higher than the 10.2% non-CFA country volatility.  Global factors contribute 5.7% in CFA countries and 6.8% in non-CFA ones.  For comparison, the averages for all developing countries are: global, 9.3%; regional, 16.9%; country-specific,73.8%.
WEO 2005 notes that research suggests that output volatility may reduce long-term growth, and that “investment plays a critical role in transmitting the negative impact of volatility to growth in Africa.”

IV.  The Millennium Development Goals 

The Millenium Development Goals (MDGs) derive from the United Nations Millenium Declaration signed by 189 countries at the September 2000 UN’s Millenium Summit.  The MDGs echo earlier goals embodied in the results of other meetings such as the 1991 World Health Assembly sponsored by the World Health Organization (WHO), the 1994 International Conference on Population and Development (the Cairo Consensus), the 1996 World Food Summit, and the 2000 World Education Forum.  The spirit of the MDGs has also been endorsed by the 2001 Doha Development Agenda of the World Trade Organization (WTO), and the 2002 Monterrey Consensus (UN Report of the International Conference on Financing for Development).

The first seven MDGs and their respective numerical targets will be stated, and available statistical information presented and briefly discussed. The eighth MDG dealing with global partnerships will not be discussed.  The MDGs are not mutually independent, but rather are very interrelated.  The set of MDGs are used as a vehicle for discussing development issues facing SSA rather than being the major focus.  Hence, the discussion will extend beyond the specific measures used in the MGDs and their respective targets.  
MDG 1:  Eradicate Extreme Poverty and Hunger

Target 1:  Halve, between 1990 and 2015, the proportion of people whose income is less than one dollar a day.

SSA had the highest proportion of people living in extreme poverty in 1990 and had an increase in this proportion over the next 11 years while most other regions experienced a decline. While the incidence of poverty increased by almost 2 percentage points in SSA,  the number of people living in SSA on less than $1.00 per day increased by 87 million from 227 million in 1990 to 314 million in 2001.   The average income of those living in SSA on less than $1.00 per day fell from $0.62 in 1990 to $0.60 in 2001. A larger number of South Asians (428 million) were living on less than $1.00 per day in 2001 but this number is lower than for 1990 (462).

Table MDG 1.1

Proportion and Number of People Living on Less Than $1.00 a Day

	Region
	Proportion (%)
	Number (millions)

	
	1990
	2001
	1990
	2001

	SSA
	44.6
	46.5
	227
	314

	East Asia & Pacific
	29.6
	15.6
	472
	284

	Europe & Central Asia
	0.5
	3.7
	2
	18

	China
	33.0
	16.6
	377
	212

	Latin America & Caribbean
	11.3
	9.5
	49
	50

	Middle East & North Africa
	1.6
	2.4
	6
	7

	South Asia
	40.1
	31.1
	462
	428


Source:  Millennium Development Goals, World Bank Group
The World Bank Group (WBG) forecasts that the number of people living in extreme poverty in SSA will increase further to 366 million by 2015.  The WBG and others attribute the increase in the incidence and the number of extreme poor in SSA to slow economic growth in that region.  While this plays a role, Besley and Burgess (2003) determined that the issue is exacerbated by the region’s low elasticity of poverty with respect to income per capita.  As a result, SSA would need a growth rate 28 times its historical average to meet the 2015 poverty goal.
Sahn and Stifel (2002), using household survey data for a set of SSA countries found that rural poverty rates were noticeably higher than urban rates.

Alternative metrics to the $1.00 per day for measuring  human well-being  include the Human Development Index (HDI) and the Human Poverty Index for Developing Countries (HPI-1) which are provided in  the HDRs.  The HDI measures achievement while the HPI-1 measures deprivation.

The HDI is based upon indices for life expectancy, education and per capita income.  HDI component indices and HDI indices are provided for developing regions in table MDG 1.2.

Table MDG 1.2

Human Development Indicators and Component Indices

	Region
	Life Expectancy

Index
	Education

Index
	GDP per capita 

Index
	HDI

	SSA
	0.41
	0.57
	0.5
	0.49

	Arab States
	0.71
	0.69
	0.70
	0.70

	East Asia & Pacific
	0.78
	0.84
	0.70
	0.77

	Latin America & Caribbean
	0.80
	0.87
	0.74
	0.80

	South Asia
	0.65
	0.60
	0.60
	0.61

	Central & Eastern Europe

And CIS
	0.73
	0.94
	0.76
	0.81


Source: HDR 2007/2008.
SSA scores at the bottom for each HDI component index and hence also has the lowest HDI rating. The greatest shortfall is for the life expectancy index with that of SSA being about half or less those of all regions except South Asia.  Twelve of 18 countries with HDI measures which were lower in 2003 than in 1990 were in SSA.  HDR (2005) notes that 20 years ago, persons born in SSA had a life expectancy 24 years less than persons in rich countries.  Now the gap is 33 years and still rising.
The HPI-1 uses three measures: the probability of not surviving to age 40, the adult literacy rate and the average of the percentage of the population without access to an improved water source, and the percentage of children underweight for age (some of the factors are discussed below for other MDGs).  Since the HPI-1 measures deprivation, low values are better than higher ones.  HDR 2007/08 does not report regional HPI-1 measures; however, in a ranking of 108 developing countries in HDR 2007, 29 of the bottom 41 countries are in SSA.

Another approach to analyzing poverty is to consider the distribution of income across income groups within the countries or regions.  The extent of income equality/ inequality across income levels can be portrayed through the use of Lorenz curves which show cumulative income shares as income levels increase. 
For 16 of the 30 SSA countries, the poorest 20% of their population receive less than 5% of the country’s income.  The poorest 20% in nine countries receive 4% or less, and in five countries they receive 2% or less. 
A summary measure of income equality / inequality based upon the concept of the Lorenz Curve is the Gini Index, or Coefficient, which ranges from 0 (perfect equality) to 1 (perfect inequality).  Low Gini Indices indicate greater equality in the income distribution.   
HDR 2005 provides regional Gini Indices for some regions of the world as well as country-specific indices for several countries.   Table MDG 1.3 lists the Gini coefficients for world regions.

	Region
	Gini Index

	SSA
	72.2

	East Asia and Pacific
	52

	Latin America and Carribean
	57.1

	South Asia
	33.4

	Central and Eastern Europe and CIS
	42.8


Source:  HDR 2005

Gini coefficients above 50 are viewed as high income inequality (HDR 2005). The SSA has the highest Gini Index indicating it has the highest degree of income inequality.  HDR 2007/08 does not list regional Gini estimates; however, it lists 11 SSA countries with Gini Indices over 50 and five over 60.

Besley and Burgess (2003) demonstrate that poverty can be diminished by reducing income inequality.  Their calculations show that for SSA (the second- most unequal region of developing countries) an inequality reduction of one standard deviation decreases poverty by 62%.  This was the largest response of the regions presented.  The Global Monitoring Report (2005) commented that the distribution of income in Africa has become more unequal since 1970 “with the income of the poorest people deteriorating but the income of the richest remaining stable.”
MDG 1.  Target 2:  Halve, between 1990 and 2015, the proportion of people who suffer from hunger.

The proportion of SSA population undernourished is the highest of any region with almost one-third of the population being undernourished in 2000/2002, which is only slightly lower than 10 years earlier.  

Table MDG 1.3
Proportion of Population Undernourished

	Region
	1990 / 1992
	2002– 2004

	SSA
	36
	32

	Arab States
	NA
	NA

	East Asia & Pacific
	17
	12

	Latin America & Caribbean
	14
	10

	South Asia
	25
	21

	Central & Eastern Europe & CIS
	N/A
	NA


        Source: HDR 2007/08,   UNDP

The 1996 World Food Summit set a related hunger goal to halve the number of undernourished people by 2015.  Table MDG 1.4 shows that SSA has the second largest number of undernourished people after China and India.  China has shown dramatic declines in the number of undernourished while SSA has experienced an increase.
Table MDG 1.4
Number of people Undernourished 

(millions)

	Region
	1990-1992
	2001-2003      

	SSA
	169
	206

	Near East and North Africa
	25
	38

	Latin America and Caribbean
	59
	52

	China and India
	414
	372

	Other Asia & Pacific
	156
	152


Source:  The State of Food Security in the World, 2000 and The State of Food Insecurity in the World, 2006, Food and Agriculture Organization (FAO) of the United Nations.

The HDR 2003 criterion for hunger is an intake of less than 1,950 calories per day.  In addition to low caloric intake, malnutrition also depends upon the composition of the intake.  According to the WHO report on “Turning the Tide of Malnutrition,” protein energy malnutrition (PEM) is the most lethal form of malnutrition accounting for almost half of nutrition-related premature deaths, and 26% of PEM children live in Africa.  Other forms of malnutrition include iodine deficiency disorders (a cause of brain damage), vitamin A deficiency (a cause of blindness for children and pregnant women), iron deficiency (the most common nutritional disorder and the main cause of anaemia), and obesity.

Reducing child malnutrition (which plays a major role in about 50% of child deaths annually in developing countries) is also part of the hunger target.  Regional indicators of child malnutrition -- prevalence of stunting (low height for age), underweight (low weight for age) and wasting (low weight for height) –based upon national surveys from 1980-1992 are given in Table MDG 1.5.
The highest prevalence and the greatest number of children suffering from malnutrition are in Southern Asia.  In aggregate terms, de Onis et al. note that Asia accounts for 80% of malnourished children, Africa accounts for 15%, and the remaining 5% are in Latin America.  Within Africa, Eastern Africa accounts for the highest prevalence and the largest number of stunted children.  For Africa, the highest prevalence of, and number of, underweight and wasted children are in Western Africa.   Northern Africa has the lowest prevalence and numbers in all categories.

Table MDG 1.5
Regional Estimates of the Prevalence of, and Number of, Stunted, Underweight and Wasted Children
	Region
	Stunted 

%
	Stunted Number (millions)
	Underweight
%
	Underweight    Number
(millions)
	Wasted
%
	Wasted
Number (millions)

	Western Africa
	37.9
	14.1
	32.8
	12.2
	9.5
	3.5

	Eastern

Africa
	47.0
	17.5
	31.0
	11.5
	6.0
	2.2

	North Africa
	25.4
	5.5
	11.3
	2.4
	5.8
	1.2

	Caribbean

	25.9
	0.9
	19.4
	0.6
	2.2
	0.1

	Central America
	29.8
	4.8
	17.7
	2.8
	4.6
	0.7

	Southern America
	18.1
	6.4
	8.4
	2.4
	1.9
	0.7

	Southern Asia
	60.3
	100.9
	60.5
	101.2
	17.3
	28.9

	South Eastern Asia
	43.2
	24.9
	37.8
	21.8
	7.6
	4.4

	Eastern Asia
	32.1
	39.2
	21.3
	26.0
	3.6
	4.4

	Melanesia

	42.2
	0.3
	29.5
	0.2
	5.5
	0.0


Source:  de Onis et al. (1993)
De Onis et al (2000) report more recent results for child stunting.  Almost one-third of children under age 5 in developing countries were forecast to be stunted in 2000.  This amounts to 182 million stunted children of whom 70% reside in Asia, 26% in Africa, and 4% in Latin America and the Caribbean.  The 182 million figure represents a decrease of 40 million stunted children since 1980 as the prevalence rate fell from 47% to slightly less than 33%.  The prevalence of stunting in Africa fell from 41% in 1980 to 35.2% in 2000, with North Africa showing a very significant decrease from almost 33% to about 20% over this time period.  On the other hand, Eastern Africa had an increase in stunting prevalence from 47% in 1980 to 49% in 2000.
While the African prevalence of stunting fell over the 1980-2000 period, the number of stunted children was forecast to grow from 34.8 million to 47.3 million with these increases occurring in eastern Africa (from 12.9 million to 22.0 million) and Western Africa ( from 9.0 million to 14.7 million).  The number in North Africa decreases from 6.0 million to 4.4 million.

In a recent study, de Onis et al (2004) report on the prevalence of child underweight in 1990 compared to those estimated for 2015.  While the estimates for worldwide prevalence show a decline from 26.5 % in 1990 to 17.8% in 2015, the prevalence for underweight in Africa is predicted to increase from 24.0% to 26.8%.  Within Africa, the largest increase in the child underweight prevalence is in Eastern Africa.  Middle, Southern and Western Africa are forecast to have decreased prevalence with the largest reduction occurring in Middle Africa (from 27.8% to 23.6%).  Twelve African countries had very high levels of child underweight (Angola, Burkina Faso, Burundi, Democratic Republic of the Congo, Eritrea, Ethiopia, Madagascar, Mali, Mauritania, Niger, Nigeria, and Sudan). PRB 2008 reports that underweight continues to rise in SSA.
The effect of malnutrition on health and mortality may be measured by 

“Disability –adjusted Life Years” (DALYs) which is “the sum of years of life lost” due to premature death and disabilities (FAO 2004—Food Insecurity).  The leading risk factor for DALYs in high- mortality developing countries is underweight.  According to FAO (2004), underweight accounts for 50% of DALYs lost due to diarrhea, pneumonia, and malaria.

According to the FAO 2003, of 23 countries in the most food-deprived category, 18 were in SSA.  FAO (2004) indicates that as of July 2004, food crises confronted 35 countries—most of which are in Africa.  Drought and/or conflict were the major causes.  Over 13 million people in East Africa were affected by the lack of food security.  Six East African countries have been “in Crisis” for more than half of the 1986-2004 time-period.  The most devastating and persistent cases have been those which have been subject to conflict in addition to problems of droughts, torrential rains and floods.  FAO argues that war and civil conflict should be considered as major contributors to short-term food crises and also chronic hunger.  FAO 2005 lists 23 SSA countries which are currently facing food emergencies.  The major causes of the situation are:  civil strife (nine countries), drought (nine countries), and internally displaced persons (nine countries.
HDR 2003 comments that “Agricultural output in Sub-Saharan Africa, for instance, has been bedeviled by low productivity, even though high-yielding varieties are available for maize, rice and wheat.”  Improving soil quality is the most pressing need for many farmers in SSA.  Further impacting yields, rainfall levels have been decreasing since 1968, and have been subject to wider fluctuations.

World food aid deliveries fell by 30% in 2004 from 10.3 million tons to 7.5 million according to the World Food Program (Reuters Foundation, May 4, 2005).  The Copenhagen Consensus 208 listed combating child malnutrition as the top priority of a set of world problems.  According to this group the benefits of a dollar spent on this issue generates 17 dollars in benefits.
MDG 2:  Achieve Universal Primary Education

Target 3:  Ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full course of primary schooling.

As shown in Table MDG 2.1, the net primary school enrollment ratio for SSA is the lowest of the developing regions by a considerable margin with only 52% of relevant age children being enrolled in primary school in 1991, and 72% in 2005.  SSA accounted for 43% of primary age children not in school in 2000 (HDR 2004).

Table MDG 2.1

Net Primary Enrollment Ratios

	
	

	Region
	1991
	2005

	SSA
	52
	72

	Arab States
	71
	83

	East Asia & Pacific
	NA
	93

	Latin American & Caribbean
	86
	95

	South Asia
	NA
	87

	Central & Eastern Europe & CIS
	90
	91


Source:  HDR 2007/08.

The situation is worse than these statistics indicate since these deal with school enrollment not school completion.  The SSA primary school completion rate of 33.3% lags that of LDCs (50%).   In 1998, the survival rate to the end of grade 5 in primary school was less than 80% in 23 countries.   Bennell (2002), in discussing problems in achieving universal primary education (UPE) in SSA, indicates that 60% of SSA students are functionally illiterate when they leave school due to low quality of education.  Repetition rates are very high in the majority of countries, and these rates are indicators of low quality of education. 

Large student-teacher ratios in SSA contribute to the lower quality of education in SSA.  The primary pupil-teacher ratio in SSA (47) is significantly than those of other developing regions with only South Asia coming close (42).
Table MDG 2.2
Primary Pupil-Teacher Ratios, 2000

(Pupils per Teacher)
	SSA
	East Asia & 

Pacific
	Europe and 

Central Asia
	Latin America 

and Caribbean
	Middle East & 

North Africa
	South Asia

	 47
	      21
	--
	        26
	      24
	    42


Source: World Development Report, 2004
HDR 2003 and 2004 note the importance of the language of instruction in the outcome of the teaching-learning experience process with students performing better when they receive instruction in their native language.  HDR 2003 commented upon the importance of this result for Francophone countries in Africa where French is the language of instruction.  HDR 2004 notes that bilingual schools in Africa perform better than monolingual ones.  HDR also comments that local language is generally used for the first three grades in SSA, but then instruction moves to French, English or Portuguese.

While it appears that there are a large number of African languages, most of them are dialects of core languages.  Seventy-five percent speak one of 12 core languages, and 85% speak one of 15 core languages (HDR 2004).  These core languages could be used in all grades.
Enrollment and years of schooling are inputs to producing knowledgeable and literate individuals.  The shortfall in these inputs affects the desired output.  As a result of low enrollment and completion rates, SSA had the second lowest literacy rate ( behind south Asia).  The SSA adult literacy rates are significantly lower than the youth rates for the respective years.
Table MDG 2.3
Literacy Rates

	Region


	Adult (15+)

1985-1994
	Adult (15+)

1995-2005
	Youth (15-24)

1985-1994
	Youth (15-24)

1995-2005

	SSA
	54.2
	59.3
	64.4
	71.2

	Arab States
	58.2
	70.3
	74.8
	85.2

	East Asia 

& Pacific
	NA
	90.7
	NA
	97.8

	Latin America 
& Caribbean
	87.6
	89.9
	92.7
	96.6.

	South Asia
	47.6
	59.7
	60.7 
	74.7

	Central & Eastern 

Europe & CIS
	97.5
	99.1
	NA
	99.6


Source:  HDR 2007/08
Bennell (2002) notes that poor people need to believe that education significantly improves their children’s chances of gaining better jobs if they are to invest in education.

HIV/Aids may affect both the demand for education and the supply of a given quality of education in high prevalence countries.  As children lose one or both parents to HIV/AIDS, it may become excessively burdensome to send children to school.  The impact may be more severe for females who are then needed for household labor.  HIV/AIDS also takes a toll on teachers and consequently on the quality of their work and learning outcomes.

Verner (2005) notes that in SSA, Francophone countries are characterized by higher illiteracy rates, higher student-teacher ratios, lower primary enrollment ratios, and lower GNP per capita when compared to Anglophone countries.  Verner’s model indicated that a 10% increase in either enrollment rates or years of schooling yielded literacy rates increases of 2.6% and 3.7% respectively.
Finally Verner found that literacy rates were not affected by location independently.  This means that literacy rates in Africa are not significantly lower than other developing regions after controlling for other variables.

MDG 3:   Promote Gender Equality and Empower Women
Target 4:  Eliminate gender disparity in primary and secondary education preferably by 2005, and in all levels of education no later than 2015.

According to HDR 2004, SSA accounts for 40% of primary age girls not in school in 2000.  Secondary school enrollment ratios in SSA lag behind all other developing regions, and the ratio for girls in SSA is lower than for boys (22% compared to 26%).  The ratio for SSA girls is half or less than those of other LDCs.

Table MDG 3.1
Secondary School Enrollment 1999-2000

(Ratio of Enrollees to Enrollment –Eligible Population)

	Region
	Africa
	South & 

West Asia
	East Asia &

Pacific
	Central Asia
	Latin America &

Caribbean

	Girls
	22
	44
	63
	43
	86

	Boys
	26
	59
	67
	44
	80


Source:  PRB 2003
Only South Asia lags SSA in the low proportion of girls relative to boys enrolled in primary and secondary school, and South Asia has made significant advances between 1990 and 1998 to close the gap with SSA.   The girl-boy ratio in the Middle East and North Africa was the same as SSA in 1990 but moved ahead of the SSA rate in 1998.

Table MDG 3.2
Ratio of Girls to Boys in Primary and Secondary Schools

	Region
	1990
	1998

	SSA
	79
	80

	East Asia & Pacific
	84
	89

	Europe & Central Asia
	90
	88

	Latin American & Caribbean
	98
	99

	Middle East & North Africa
	79
	84

	South Asia
	68
	78


Source:  Devarajan et al. 2002.

The ratio of literate female youths to literate male youths is higher in SSA than in South Asia.

Table MDG 3.3
Ratio of Literate Female Youths (15-24)

to Literate Male Youths (15-24)
	Region
	1990
	1995-2005

	SSA
	.80
	.84

	Arab States
	.71
	.88

	East Asia

& Pacific
	.96
	.99

	Latin America

& Caribbean
	1.00
	1.01

	South Asia
	.72
	.81

	Central & Eastern

Europe & CIS
	1.00
	1.00


    Source: HDR 2003, 2007/08
The 2003 adult female literacy rate in SSA is slightly lower than the rates in the Arab States but higher than in South Asia.  The SSA female youth literacy rate is higher than that of South Asia but is lower than the Arab States.  The female youth rates are higher than the adult female rates for all regions as are the female youth-male youth ratios.
Table MDG 3.4

Female Literacy Rates (2002)
	Region
	Female Rate

(% ages 15+)
	Adult Female Rate as a %

Of the Adult Male Rate
	Female Youth

(% ages 15-24) Rate
	Female Youth Rate as % of 

Male Youth 

        Rate

	SSA
	52.6
	76
	67.9
	88

	Arab States
	53.1
	71
	75.8
	87

	East Asia

& Pacific
	86.2
	91
	97.5
	99

	Latin America

& Caribbean
	88.9
	98
	96.3
	101

	South Asia
	46.6
	66
	63.3
	79

	Central & Eastern

Europe & CIS
	98.6
	99
	99.6
	100


Source:  HDR 2005
Verner (2005) noted that female illiteracy is quite high in some SSA countries.  For example, in 2002, over 90% of adult females in Burkina Faso and Niger were illiterate, and 85% of female youths in these countries were illiterate.

Another measure of gender equality is provided by the Gender-related Development Index (GDI) compiled in the HDRs.  The GDI is based upon female and male life expectancy at birth, male and female adult literacy and male and female earnings.  In the HDR 2007/08 ranking of 157 country GDIs, SSA accounted for 42 of the lowest 51 GDI scores.
MDG 4:  Reduce Child Mortality

Target 5:  Reduce, by two-thirds, between 1990 and 2015, the under-five Mortality Rate.

According to the World Health Report 2005, there are about 136 million births each year, of which 3.3 million babies are stillborn, another 4.0 or more die within the first 28 days after birth, and 6.6 million children die before their fifth birthday.  Over 70% of child deaths occur in Africa and South-East Asia with six countries (China, the Democratic Republic of the Congo, Ethiopia, India, Nigeria and Pakistan) accounting for over 50%.
For at least three decades the highest average under-five Mortality Rates in the regions of the world have been those in SSA.  

Table MGD 4.1

Under-Five Mortality Rates (Per 1000 live births)

	Region
	1970
	2005
	1970-2005
% Decrease

	SSA
	244
	172
	30

	Arab States
	196
	58
	70

	East Asia 

& Pacific
	123
	31
	75

	Latin America 

& Caribbean
	123
	31
	75

	South Asia
	206
	80
	61

	Central & 

East Europe & CIS
	48
	27
	44


Source: HDR 2007/08.

The under- five mortality rates have fallen for all regions since 1970; however, the SSA rate decline of 30% between 1970 and 2005 was the least.  The SSA under-five mortality rate is more than double that of the second-highest region, South Asia.  Seventeen percent of SSA children do not live to age 5.  The nine countries with under-five mortality rates in excess of 200 in 2005, are in SSA. 
In SSA, malaria is the largest single cause of child mortality accounting for 20% of cases (compared to 9% globally).  The next highest cause in SSA is acute respiratory ailments (17%) followed by perinatal causes (13%) and diarrhea (12%).  Measles and HIV/AIDS are also higher causes of child mortality in SSA than for the rest of the world. 

Table MDG 4.3

Causes of Child (under age 5) Mortality, 2000 (%)
	Cause
	Africa
	World

	Malaria
	20
	9

	Acute Respiratory
	17
	19

	Perinatal Cause
	13
	23

	Diarrhea
	12
	13

	Measles
	8
	5

	HIV/AIDS
	7
	3

	Other
	23
	28


       Source:  PRB, 2003.

Approximately 40% of under –five mortality is accounted for by deaths of newborns, and Africa accounts for 28% of these deaths.  South-East Asia accounts for another 36%. African women currently face a lifetime risk of 1 in 5 of losing a newborn baby—compared to 1 in 125 in developed countries (WHR 2005).  SSA also had the highest infant mortality rates (IMRs) for 1970,and 2003 with the rates staying above 100 per 1000 live births.  The 22% decline in the SSA rate between 1970 and 2002 is less than half of that of other regions.  The decline from 1990 to 2002 was a very modest three percent.  According to HDR (2005), in 2003, there were 20 countries with IMR’s over 100 per 1000 live births, and all of these were in SSA.  

Table MDG 4.2

Infant Mortality Rates (per 1000 live births)

	Region
	1970
	2005
	1970-2005
% Decrease

	SSA
	144
	102
	29

	Arab States
	129
	46
	64

	East Asia 

& Pacific
	84
	25
	70

	Latin America 

& Caribbean
	86
	26
	70

	South Asia
	130
	60
	54

	Central & 

East Europe & CIS
	39
	22
	44


Source:  HDR 2007/08.

Neonatal mortality rates decreased between 1995 and 2000 for most regions of the world but not in Africa which has countries either with stagnating rates or reversing trend and increasing over this period.  The causes of neonatal mortality are different from child mortality with prematurity, severe infection and asphyxia being the three largest causes of neonatal mortality.  

While diseases will be discussed further below, the incidence of immunization of one-year olds is given in Table MDG 4.3

                        Table MDG 4.3

One- year old Immunization rates (%)
for Tuberculosis and Measles (2003)

	Region
	Tuberculosis
	Measles

	SSA
	76
	65

	Arab States
	86
	86

	East Asia 

& Pacific
	87
	84

	Latin America 

& Caribbean
	96
	92

	South Asia
	79
	65

	Central & 

East Europe & CIS
	95
	97


Source:  HDR 2007/08
SSA has the lowest proportion of one-year olds immunized against measles (along with South Asia at 65%), and against Tuberculosis (76%).

MDG 5:  Improve Maternal Health

Target 6:  Reduce, by three-quarters, between 1990 and 2015, the maternal mortality rate.

According to WHR (2005), almost 530,000 women die annually during pregnancy, during childbirth or following the birth of the baby.  
Table MDG 5.1  

Maternal Health Indicators

	Region
	Maternal Deaths per

100,000 Live Births

(2000)
	Lifetime Chance of Dying for Maternal Causes: 1 in…
	Births Attended by Skilled Personnel (%)

	SSA
	920
	16
	41

	Northern Africa
	230
	210
	74

	Latin America & Caribbean
	190
	160
	82

	Asia
	330
	94
	59


Source:  Women of Our World, 2005,   PRB.

The SSA incidence of maternal deaths (920) is almost triple that of the next highest region, Asia (330), four times that of North Africa, and almost five times that of Latin America and the Caribbean. The Of 18 countries with maternal death rates in excess of 1,000 per 100,000 live births, 17 are in SSA (the other is Afghanistan).  The lifetime risk of a SSA woman dying for maternal causes, 1 in 16, is substantially higher than in other developing regions, and all developing region’s risk levels  are considerably higher than the 1 in 2800 risk in developed countries (WHR 2005).  SSA also has the lowest rate of births attended by skilled health personnel with only a 41% attendance rate; however, Sahn and Stifel (2002) caution that cross-country comparisons of “skilled health personnel” attendance rates should be treated with caution since such assessments are quite subjective even though the questionnaires are comparable.
According to WHR (2005), each year about 46 million pregnancies (about 22% of all pregnancies) are terminated by abortion as a result of unwanted pregnancy. Over 18 million of these induced abortions are considered unsafe due to lack of skills or environmental factors.   Women aged 15-30 years of age account for two-thirds of unsafe abortions, and in Africa 60% of unsafe abortions are with women under age 25.  Approximately 68,000 of the 530,000 worldwide maternal deaths each year are due to unsafe abortions (WHR 2005).  In SSA “up to 50% of gynecological beds are occupied by patients with abortion complications.”  (The Cairo Consensus at 10, 2004).

Table MDG 5.2
Unsafe Abortion Rates in Selected Regions

(per 1000 women)

	Eastern Africa
	Western Africa
	Central Africa
	   South     America
	South Asia

	         31
	        25
	         22
	      34
	         22


Source:  WHR (2005)

According to PCH & AGI (2003), abortion rates in developed countries 39 per 1000 women) are slightly higher than in developing countries (34 per 1000 women) but half of the abortions in developing countries are illegal making them likely to be unsafe.  The highest unsafe abortion rate is in South America with Eastern Africa following closely.
Unsafe abortion was identified as a major public health concern at the 1994 International Conference on Population and Development in Cairo.  However, the abortion issue continues to be very sensitive policy matter at the international level.

MDG 6:  Combat HIV/AIDS, Malaria, and Other Diseases
Target 7:  Have halted by 2015 and begun to reverse the spread of HIV/AIDS.

Roughly 67% of the 40 million people living with HIV/AIDS are living in SSA.  Eight percent of SSA adults aged 15-49 are living with HIV/AIDS.  Fifty-eight percent of infected individuals are female; however, for the 15-24 age group 78% are female. According to the World Health Report 2004, the HIV infection rate for women peaks 5-10 years earlier than for men.   The United Nations General Assembly’s April 2005 progress report on HIV/AIDS notes that “women are three to four times more physiologically susceptible than men to infection during intercourse” and “they also confront a host of economic, social and legal factors that increase their vulnerability to infection.”  This is especially relevant in SSA.  
Of 3 million people who died of AIDS in 2003, 2.3 million were in SSA.

Table MDG 6.1

The HIV/Aids Epidemic: 2003

	Region
	People Living with HIV/AIDS 

(millions)

2005
	% Adults

15-49 with

HIV/AIDS

2005
	% Infected

Who are Female

2003

	World
	38.6
	1.0
	50

	Sub-Saharan Africa
	24.5
	6.1
	58

	South/Southeast Asia
	7.6
	0.6
	37

	Latin America
	1.6
	0.5
	31

	Eastern Europe/Central Asia
	1.5
	0.8
	26

	East Asia/Pacific
	0.7
	0.1
	24

	North American
	1.3
	0.6
	20

	Western /Central Europe
	0.7
	0.3
	26

	North Africa/Middle East
	0.4
	0.2
	54

	Caribbean
	0.3
	1.6
	53


Source:  Transitions in World Population, PRB March 2004; How HIV and AIDS Affect Populations, PRB, December 2007.
While it is estimated that the Sub-Saharan African population will grow by about one billion by 2050, in the absence of AIDS the estimate would be 350,000 people higher (PRB, March 2004).
In 2003, UNAIDS and WHO initiated a program to have 3 million infected people by 2005 receiving antiretroviral therapy (ART).  Under this “3 by 5 program,” the number of people in SSA receiving ART doubled from 150,000 to 300,000 in the last 6 months of 2004 (The 3 by 5 Progress Report).  In order to meet the “3 by 5” target, a further 2.3 million people needed to receive therapy by the end of year 2005.  There are still 5.1 million adults needing treatment of which 72% live in SSA.  With the progress made in 2004, SSA coverage is still just 8.0%, and just 5.0% for pregnant women (United Nations General Assembly, 2005). 
The “3 by 5 program” has been succeeded by the “All by 2010” program.  Estimates suggest that at least 10 million people need treatment, and hence the program is also known as the “10 by 10” program.

MDG 6. Target 8:  Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases.

SSA by far has the highest risk of malaria.  According to the Roll Back Malaria (RBM) the SSA malaria infections are caused mainly by the Plasmodium falciparum parasite, the most severe, life-threatening form, and the SSA region has the most efficient and deadly species of mosquitoes (Anopheles) transmitting the disease.

Table MDG 6.2

Malaria Risk

	Region
	Malaria Risk (A 0-1 Index for Malaria Ecology)

	SSA
	0.42

	Central Asia
	0.0

	East Asia & Pacific
	0.04

	Latin America & Caribbean
	0.03

	Middle East & North Africa
	0.02

	South Asia
	0.02


Source:  The Sachs Report, 2005

Malaria is a major cause of perinatal mortality, low birth weight and maternal anaemia.  According to RBM, malaria causes more than 300 million acute illnesses and a million or more deaths each year in tropical and sub-tropical regions.  Ninety percent of malaria deaths occur in SSA where malaria claims a child every 30 seconds.  Ten to 20% of the half-million African children who develop cerebral malaria each year die while another 7% have permanent neurological damage.

Very recent results claim that the estimates of malaria are significantly higher than those presented above with over a half billion people affected.  Of these 365 million cases were in Africa in 2002 (Reuters Foundation News Release, March 9, 2005).

On April 25, 2000, Representatives from 44 African countries met in Abuja, Nigeria for the African Summit on Roll Back Malaria, and committed to the goal of cutting malaria mortality in Africa in half by 2010.  They also identified specific targets to be achieved by 2005.  The Abuja Targets include:

· At least 60% of those suffering from malaria have prompt access to, and are able to correctly use, affordable and appropriate treatment within 24 hours of the onset of symptoms

· At least 60% of those at risk  of malaria, particularly children under five years of age and pregnant women, and benefit from the most suitable combination of personal and community protective measures such as insecticide treated mosquito nets and other interventions which are accessible and affordable to prevent infection and suffering, and

· At least 60% of all pregnant women who at risk of malaria, especially those in their first pregnancies, have access to chemoprophylaxis, or presumptive intermittent treatment.  ( RBM 2003)

In April, 2005, the World Bank announced a new “Booster Program for Malaria” control noting, that while its efforts were useful, they were “not sufficient for success on a larger scale” (RBM, 2005).  The World Bank commented that “Despite successes in a few countries, measurable progress in malaria control is well below the 60% coverage targets set by countries and development agencies for 2005 in terms of coverage with preventive and curative interventions” (i.e. the Abuja Targets above).  The report indicates that malaria affects other MDGs  such as those dealing with education, child mortality and maternal health.

The World Malaria Report (WMR) 2005  observes that about 50% of African children with fever are treated with an anti-malarial drug; however, the treatment is with drugs for which the Plasmodium falicparum parasite has high resistance.

Artemisinin-based combination therapies (ACTs) are most effective against Plasmodium falciparum but these are 10 to 20 times more expensive.  WMR 2005 estimates a need of US$1.9 billion annually to effectively control malaria in Africa – which is substantially higher than what is available.  The World Bank’s proposed Booster Program uses as a ”working assumption that a total commitment of US$500million to US$1 billion is feasible over the next five years.”
TB is an air-borne contagious disease which infects one-third of the world’s population (WHO Fact Sheet 104, March 2004).  Only 5-10% of those infected with TB will become sick or infectious at sometime during their lifetime unless they also become infected with HIV/AIDS.  HIV, by weakening the immune system, increases the likelihood that a TB-infected person will become sick.  Accounting for 13% of AIDS deaths globally, TB is a leading cause of death for HIV-infected individuals

Table MDG 6.3

Tuberculosis (TB) Incidence

	Region
	TB Cases 

Per 100,000

(2002)
	TB-Related Mortality Rate

Per 100,000

(2001)

	SSA
	495
	47

	Arab States
	131
	15

	East Asia & Pacific
	313
	28

	Latin America & Caribbean
	92
	9

	South Asia
	343
	42

	Central & Eastern Europe & CIS
	132
	16


Source:  HDR 2003, HDR 2004

In 2002, SSA had the largest number of TB cases at 495 per 100,000.  HIV is the major factor leading to an increased incidence of TB in Africa since the mid 1990’s.  The TB-related mortality figures in Table MDG 6.3 show SSA has the highest TB-related mortality rate – these figures do not include HIV-related TB mortality.  Of 22 high burden Countries (HBCs) for TB, 9 are in SSA.  Four of these (Kenya, Nigeria, Uganda and Zimbabwe) have the largest gaps in funding for TB control with gaps exceeding 50% of the total TB control budget (WHO Report 2005).

The story regarding measles in Africa is much happier than for many other issues.  As a result of the 2001 Measles Initiative, a long-term program to vaccinate 200 million children over five years, measles deaths in Africa decreased by 46% between 1999 and 2003.  An additional benefit of the measles vaccination program is that hospital beds are freed up for children suffering from other diseases (UN Foundation News Release).
MDG 7:  Ensure Environmental Sustainability

Target 9:  Integrate the principles of sustainable development into country policies and programs, and reverse the loss of environmental resources.  

Since Target 9 does not have specific numeric targets nor timeframes, this will not be discussed here.

MDG 7.  Target 10:  Halve, by 2015, the proportion of people without sustainable access to safe-drinking water and sanitation.

Improved water and sanitation are very important to reducing the incidence of infectious disease especially diarrhea which contributes to malnutrition by reducing the ability of affected individuals to fully utilize food consumed.  Those already suffering from protein-energy malnutrition are more at risk to infectious disease and also are less able to recover (WHO, undated).  According to the World Bank Group, the lack of access to improved sanitation globally declined from 55% to 45% between 1990 and 2000.

Table MDG 7.1

Proportion of population Without Sustainable Access to Improved Water/Sanitation 
	
	Proportion of Population Without Sustainable Access to Improve Water Sources
	Proportion of Population Without Sustainable Access to Improved Sanitation

	Region
	1990
	2002
	1990
	2002

	SSA
	52
	42
	68
	64

	Arab States
	17
	16
	39
	34

	East Asia & Pacific
	29
	22
	70
	51

	Latin America & Caribbean
	19
	11
	32
	25

	South Asia
	29
	14
	80
	63

	Central & Eastern Europe & CIS
	N/A
	N/A
	N/A
	18


Source HDR 2005.

SSA has the highest proportion of people without sustainable access to an improved water source.  The proportion decreased from 52% in 1990 to 42% in 2002; however, the proportion is still 20 percentage points  higher than that of the second highest deprived regions of South Asia and East Asia and the Pacific.  SSA has the second highest proportion of population without sustainable access to improved sanitation in 1990; however, between 1990 and 2002, the South Asia proportion declined 17 percentage points while that of SSA dropped by only four percent age points.

V.  Assessments: Weak Governance versus Poverty Traps
As the brief discussion of the MDGs reveals, Sub-Saharan Africa is unlikely to meet any of the MDG targets without substantial changes in support.  This is the conclusion of many reports dealing with projections of the various regional performances.

The special case of Africa was explicitly recognized in the original 2000 UN Millenium Declaration, Section VII “Meeting the special needs of Africa.”  Subsequently, Africa’s special needs along with those of “the least developed countries”, small island developing States, and land-locked developing countries” were explicitly recognized in the 2002 Monterrey Consensus.  The concern for “special and differential treatment” of developing countries also underscores the 2001 Doha Development Agenda.

In its assessment of progress towards meeting the MDGs, the Sachs Report (2005) devotes a separate chapter to “Africa’s special needs.”  The Sachs Report’s explanation for the poor performance of Africa is that Africa is stuck in a poverty trap.  The following structural reasons for vulnerability to the poverty trap are offered by the Report:

· Very high transport costs and small markets

· Low- productivity agriculture

· Very high disease burden

· A history of adverse geopolitics

· Very slow diffusion of technology from abroad.

In March 2005, the Commission for Africa (appointed by UK Prime Minister Blair) issued its report.  The Commission views improvement in governance in Africa to be the main need—“Without progress in governance, all other reforms will have limited impact.”  This view is shared by other assessments such as the Monterrey Consensus- “good governance is essential for sustainable development.”  HDR 2003 states that “Governance – the policies and institutions that regulate interactions among individuals and groups in society-- is seen as part of the foundation for sustained growth and human development.”

While stating that “The standard diagnosis of Africa is that the continent is suffering from a governance crisis,“ the Sachs Report is adamant that the problem is deeper— “Governance is an issue, but Africa’s development challenges are much deeper.”  The Sachs Report argues that “there is no evidence that Africa’s governance, on average is worse than elsewhere once we control for Africa’s low income.”   The root problem according to the Sachs Report is the African poverty trap.

The Global Monitoring Report (GMR 2005), issued in April 2005 agrees with other assessments that SSA will fall short of all MDGs at current trends, and that SSA requires “special focus.”  However, GMR does not concur with the conclusion that the cause of the situation is the poverty trap stating instead that there is “no systematic evidence supporting the empirical relevance of poverty traps.’

GMR (2005) supports the view that “improving governance is the biggest challenge facing developing countries,” and furthermore, that “the perception that economic governance in Sub-Saharan Africa than in other regions is broadly supported by available indicators.”  Counter to the Sachs Report conclusion, GMR states that “empirical evidence suggests that the stronger causality effect is from governance to income and, once that is accounted for, most African countries have governance scores lower than would be expected on the basis of their income levels.”
The importance of governance to economic growth is discussed by WEO (2003).  In its analysis, WEO considered three measures of institutions:

· The quality of governance, including the degree of corruption, political rights, public sector efficiency, and regulatory burdens

· The extent of legal protection of private property and how well such laws are enforced

· The level of institutional and other limits placed on political leaders

The WEO (2003) analysis found that all of the above measures “appear closely related to cross-country differences in GDP per capita, as well as to other measures of economic performance such as growth rates and the volatility of growth.”  The WEO stated that “sub-Saharan Africa- with the weakest institutions- also has the lowest average growth and close to the highest  volatility….”

According to the WEO 2003 analysis “the aggregate governance measure of institutions is alone capable of explaining three-fourths of the cross country variation in income per head.”  Raising SSA’s institutional development level to that of developing Asia would lead to an 80% increase in SSA per capita income, and if the quality of institutions was equal to that of the average country in the WEO sample, SSA growth volatility would fall by 16%.
In its “country prospects and policies” section, WEO (2003) stated that SSA would only have a chance of meeting MDGs “if there is a substantial improvement in what remains a generally inhospitable climate for private investment,” noting that the return on capital in Africa is one-third lower than in other regions.  Furthermore, the stock of capital per worker in Africa has fallen by 20% since the 1980s to about one-third that of South Asia.

In the WEO (2005) assessment, SSA volatility would be reduced with a more stable fiscal policy and further financial sector deepening.

In discussing the role of investment climate, the World Development Report 2005 noted that crime was viewed as “a major or severe constraint “ on firms’ operations by 37% of respondents in Nigeria, 50% in Zambia, and 70% in Kenya.  In Africa, 20% of firms report having to pay a bribe to get a mainline phone connection.  Bribes are often needed to get a new electrical connection which can also take up to two to three months to obtain.
A major factor affecting Africa has been the prevalence of civil war.   According to HDR (2005), Africa accounts for almost 40%of the world’s conflicts.   In an analysis of 47 civil wars between 1965 and 1999, Collier (2000) identified the following set of factors influencing the risk of civil conflict around the world:

· Primary commodity exports constituting 26% or more of GDP
· Wide geographic dispersion of the country’s population

· Prior incidence of civil conflict with a significant diaspora to the US

· Low levels of education

· Fast population growth

· Ethnic dominance where one ethnic group constitutes 45-90% of the population

· Slow economic growth, low income or economic decline

Elbadawi and Sambanis (2000) found similar results in their analysis of the prevalence of civil war in Africa.  They identified the following characteristics of African civil conflict:

· Prevalence of civil war is highest in Africa

· The prevalence of civil war in Africa has increased between 1980 and 2000 ( almost 50% higher than before) while it fell in other regions

· The African wars are relatively short but are amongst the bloodiest

· African civil wars are the most intense in terms of casualties per unit of time.

Elbadawi and Sambanis (2000) determine that the median African country faces a high risk of civil war, and that in any given year it is predicted that there be about eight countries engaged in civil conflict.  Their analysis suggests that the following factors drive the high prevalence of civil war in Africa:
· High dependence on natural resource exports

· Low levels of per capita income compared to other regions

· Young men who are poor and uneducated

· The failure to develop strong democratic institutions.

Their analysis also supports other research which indicates that Africa’s ethnic diversity is a deterrent to civil war rather than a cause.

An extreme form of governance failure is state failure.  Rotberg (2002) identified several characteristics of failed states, including (in no particular order):

· A rise in criminal and political violence

· A loss of control over their borders

· Rising ethnic, religious, linguistic, and cultural hostilities

· Civil war

· The use of terror against their own citizens

· Weak institutions

· A deteriorated or insufficient infrastructure

· High levels of corruption

· A collapsed health system

· Rising infant mortality and declining life expectancy

· The end of regular school opportunities

· Declining levels of GDP per capita

· Escalating inflation

· A widespread preference for non-national currencies

· Basic food shortages leading to starvation

Rotberg identified seven failed states in the world, of which six are African—Angola, Burundi, the Democratic Republic of the Congo, Liberia, Sierra Leone, and the Sudan (the seventh in his list is Afghanistan).  According to Rotberg, the “model” of a collapsed state ( an extreme form of failed state) is Somalia.
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