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Group photograph taken shortly after the opening ceremony
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Introductory remarks and oPenInG address

1. The First African Ministers of Health meeting jointly convened by the African Union 
Commission (AUC) and World Health Organization (WHO) was held in Luanda, Angola, 
from 16 to 17 April 2014. The meeting was preceded by an Experts’ Meeting held from 14 
WR����$SULO�������7KH�([SHUWV·�0HHWLQJ�ZDV�RIÀFLDOO\�RSHQHG�E\� WKH�0LQLVWHU�RI�+HDOWK�RI�
the Republic of Angola, Honourable Dr José Vieira Dias Van-Dúnem. It was attended by 
delegates from 51 Member States and partner organizations.

2. In his introductory remarks on behalf of the Director-General of WHO, Dr Luis Gomes Sambo, 
WHO Regional Director for Africa thanked the Government and people of the Republic of 
Angola for hosting and sponsoring the meeting. He recalled that this landmark meeting 
was being organized within the framework of the Memorandum of Understanding signed 
between the African Union Commission and the World Health Organization in July 2012. He 
stated that the biennial meeting of African ministers of health was established to provide a 
forum for Member States to deliberate and agree on African health priorities and propose 
solutions and harmonized mechanisms for their implementation. He indicated that it was 
the responsibility of the experts to come up with workable solutions for addressing public 
health challenges to enable countries to make a difference in the health of the people and 
to attain the regional and global health goals and targets.

3. Dr Sambo reminded the meeting that Africa accounted for an estimated 12% of the population 
of the world but has the highest burden of communicable diseases and noncommunicable 
diseases, including outbreaks as is the case with viral haemorrhagic fever in West Africa. 
$IULFD�DOVR�KDV�WKH�KLJKHVW�UDWHV�RI�XQGHU�ÀYH�PRUWDOLW\�DQG�PDWHUQDO�PRUWDOLW\��ZLWK�PDQ\�
countries not on track to achieve MDGs 4, 5 and 6. WHO and AUC are working to improve 
ways of supporting countries to reduce this burden. He added that although progress had 
been made, much more needed to be done while taking advantage of the new opportunities 
to contribute to the overall social and economic development of the continent.

1. SUMMARY 
  REPORT 
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4. In his remarks, the Director of Social Affairs of the African Union Commission, Ambassador 
Olawale Maiyegun, speaking on behalf of the Commissioner for Social Affairs of the African 
Union, Dr Mustapha Kaloko, acknowledged that the presence of the delegates was a 
demonstration of their interest in and commitment to health matters in the Region. He 
indicated that the meeting was historic. It was a follow-up to the high-level meeting of the 
WHO Director-General and the President of the AUC, held in March 2013, in Boston, on 
the sidelines of the International Conference on Tobacco. The Ambassador reiterated that 
the AUC considered disease as not only a health matter but also a human development 
issue. He called on Member States to address the key health challenges related to maternal 
and child health, sexual and reproductive health, communicable and noncommunicable 
diseases, epidemics and public health emergencies, and health systems strengthening on 
the continent.

5. In opening the meeting, the Minister of Health of the Republic of Angola, Honourable Dr José 
Vieira Dias Van-Dúnem, noted that the health challenges that the African continent faced, 
including the high burden of disease, high maternal and child mortality rates, circulation of 
IDOVLÀHG�DQG�FRXQWHUIHLW�PHGLFLQHV�DQG�SXEOLF�KHDOWK�HPHUJHQFLHV��UHTXLUH�FRQFHUWHG�DFWLRQ�
by all stakeholders. He called upon the experts to provide workable solutions to ensure that 
DGHTXDWH�TXDQWLWLHV�RI�TXDOLW\�PHGLFLQHV�DUH�DYDLODEOH��LQFOXGLQJ�ORFDOO\�SURGXFHG�PHGLFLQHV��
and that effective response to the numerous public health emergencies are mounted, and 
Universal Health Coverage becomes attainable by Member States. He wished the experts 
fruitful discussions in order to facilitate the deliberations of the Ministers of Health. He then 
RIÀFLDOO\�GHFODUHG�WKH�PHHWLQJ�RSHQ�

�������������	����������������ǡ�����ǧ���������������������������

6. The Regional Director introduced the session by informing the participants that there 
ZDV�QHHG� IRU�HOHFWLQJ�2IÀFH�%HDUHUV� �&KDLUSHUVRQ��9LFH�&KDLUSHUVRQ�DQG�5DSSRUWHXUV�� WR�
facilitate the conduct of the meeting. The Regional Director stated that since the Terms 
of Reference for the conduct of the meeting had not been adopted formally, the election 
SURFHVV�IRU�WKLV�ÀUVW�PHHWLQJ�ZRXOG�RQO\�VHUYH�IRU�WKLV�ÀUVW�PHHWLQJ��DQG�WKDW�VXEVHTXHQW�
meetings would follow the process outlined in the Terms of Reference document.

���� 7KH�UHSUHVHQWDWLYH�IURP�WKH�.LQJGRP�RI�0RURFFR�DVNHG�IRU�WKH�ÁRRU�RQ�D�SRLQW�RI�RUGHU��
The Regional Director explained that he was not the Chairperson of the meeting but was 
temporarily coordinating the meeting on behalf of the Secretariat to facilitate the election 
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RI�WKH�%XUHDX��+H�WKHQ�JDYH�WKH�ÁRRU�WR�WKH�UHSUHVHQWDWLYH�RI�0RURFFR�WR�UDLVH�KLV�SRLQW�RI�
RUGHU��7KH�0RURFFR�UHSUHVHQWDWLYH�TXHVWLRQHG�WKH�SDUWLFLSDWLRQ�RI�WKH�6DKUDZL�5HSXEOLF�DW�
the meeting organized by WHO as a specialized United Nations Agency.

���� 7KH�:+2�5HJLRQDO�'LUHFWRU�WRRN�WKH�ÁRRU�WR�FODULI\�:+2·V�SRVLWLRQ��HPSKDVL]LQJ�WKDW�FR�
organizing the meeting with the African Union is not and cannot be taken to be a recognition 
by WHO of Sahrawi Arab Democratic Republic’s statehood. The Regional Director took note 
of the statement by the Representative of Morocco. He highlighted the challenges inherent 
in organizing a joint conference between organizations that have different governance 
systems and membership. In this connection, he stressed that co-organizing the meeting 
with the African Union is not a recognition by WHO of the statehood of entities that are not 
members of WHO or the United Nations and that the General Assembly and Security Council 
RI�WKH�8QLWHG�1DWLRQV�GR�QRW�FRQVLGHU�DV�VWDWHV��+H�IXUWKHU�VWDWHG�WKDW�WKLV�EHLQJ�WKH�ÀUVW�RI�
the AUC-WHO biennial meeting of African ministers of health, the outcomes of discussions 
on agenda item 3 on the Terms of Reference for the conduct of the meetings would guide 
the procedures for convening future meetings.

 
���� 7KH�5HSUHVHQWDWLYH�RI�WKH�$IULFDQ�8QLRQ�&RPPLVVLRQ�WRRN�WKH�ÁRRU�DQG�H[SUHVVHG�DJUHHPHQW�

with the WHO Regional Director’s statement.

10. The Experts’ Meeting appointed the following bureau:

 Chairperson:  Dr Adelaide Carvalho,
     Director-General of Public Health, 
     Angola

 Vice-Chairperson: Dr Edith Clarisse Kouassy,
     Deputy Director-General, Ministry of Health,
     Cote d’Ivoire
 
 Rapporteurs:   Dr Jane Ruth Aceng,
     Director-General, Health Services, Ministry of Health
     Uganda (English) 

     Dr Medard Toung Mve,
     Adviser of the Minister of Health
     Gabon (French)
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    Dr Eduardo Samo Gudo Jr,
� � � � 6FLHQWLÀF�'LUHFWRU�RI�WKH�1DWLRQDO�+HDOWK�,QVWLWXWH�
� � � � 0R]DPELTXH��3RUWXJXHVH��

    Dr Mohamed Abugalia,
    Director of Health Protection Department, 
    National Centre for Disease Control,
    Libya (Arabic)     

�������	���	�������	����������������	��������ǧ�������������������
�
�	��	�����������������	���������ȍ���Ȁ���ȀʹͲͳͶȀ���ǤͺȎ 

11. In reviewing the terms of reference of the AUC-WHO biennial meeting of African ministers of 
health, the experts proposed that the meeting would be open to all States that are members 
of both the African Union and the World Health Organization, while observers such as 
representatives of international organizations may be invited. The provisional agenda of 
each session would be drawn up in consultation with the African Union Commissioner for 
Social Affairs and the WHO Director-General and be guided by deliberations of the Heads 
of State and Government and proposals by Member States. The meetings should be held 
at least once every biennium and be preceded by a preparatory meeting — “Meeting of 
([SHUWVµ�³�ZKLFK�ZRXOG�UHYLHZ�WKH�DJHQGD�DQG�ZRUNLQJ�GRFXPHQWV�DQG�SUHSDUH�WKH�ÀQDO�
GHOLEHUDWLRQV�E\�WKH�0LQLVWHUV�RI�+HDOWK��ZLWK�ÀQDO�GHFLVLRQV�³�UHIHUUHG�WR�DV�́ &RPPLWPHQWVµ�
— reached generally by consensus.

���� 7KH� ([SHUWV·� 0HHWLQJ� DOVR� UHFRPPHQGHG� WKDW� 2IÀFH� %HDUHUV� ³� &KDLUSHUVRQ�� WZR� 9LFH�
Chairpersons and four Rapporteurs — would be elected from among representatives of 
0HPEHUV�6WDWHV�DQG�ZRXOG�VWD\�LQ�RIÀFH�XQWLO�WKHLU�VXFFHVVRUV�DUH�HOHFWHG�DW�WKH�VXEVHTXHQW�
meeting. The AU Commissioner for Social Affairs and the WHO Director-General would 
lead the Secretariat to the meeting; and the working languages of the meeting would be 
Arabic, English, French and Portuguese with statements being simultaneously interpreted. 
With regard to the host agreement, the experts recommended that the AU Commissioner 
for Social Affairs and the WHO Director-General should enter into an agreement with the 
host Member State which would work out the detailed budgetary and other implications for 
each party, including the application of the necessary privileges and immunities for the two 
Organizations as well as other participants. It was also recommended that any proposals for 
amendment to the terms of reference should be made within 24 hours after the meeting´s 
decision to adopt them.
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�����������������������
������	����ǣ�	����������������������
ȍ���Ȁ���ȀʹͲͳͶȀ���ǤͳȎ

13. In discussing the document on Universal Health Coverage (UHC), the experts observed 
that while Africa bears a heavy burden of communicable diseases and noncommunicable 
diseases, most countries were not on track to attain the health MDGs as the majority of 
the populations were not covered by the existing effective interventions. It was reiterated 
WKDW�8+&���GHÀQHG�DV�´HQVXULQJ�WKDW�DOO�SHRSOH�FDQ�XVH�WKH�QHHGHG�SURPRWLYH��SUHYHQWLYH��
FXUDWLYH�� UHKDELOLWDWLYH� DQG� SDOOLDWLYH� KHDOWK� VHUYLFHV� RI� DGHTXDWH� TXDOLW\� WR� EH� HIIHFWLYH��
ZKLOH� DOVR� HQVXULQJ� WKDW� WKH� XVH� RI� WKHVH� VHUYLFHV� GRHV� QRW� H[SRVH� WKH� XVHU� WR� ÀQDQFLDO�
hardship” - was a means to improve the situation.

14. The experts discussed the challenges countries faced in moving towards UHC, including 
ODFN�RI�VXVWDLQHG�SROLWLFDO�FRPPLWPHQW��LQDGHTXDWH�FRKHUHQFH�RI�KHDOWK�ÀQDQFLQJ�SROLFLHV��
and weak and fragmented health systems. They then underscored the need for countries to 
learn from the several experiences on the continent and elsewhere that could inform and 
accelerate the move towards UHC. They also underscored the need to pay special attention 
WR�LVVXHV�UHODWHG�WR�SUHYHQWLRQ��HTXLW\�LQ�DFFHVV��TXDOLW\�RI�VHUYLFH��GHYHORSPHQW�RI�KXPDQ�
UHVRXUFHV�IRU�KHDOWK��ÀQDQFLDO�ULVN�SURWHFWLRQ��KHDOWK�V\VWHP�VWUHQJWKHQLQJ�DQG�VXVWDLQDELOLW\�

15. The experts recommended that the Member States take the following concrete actions to 
accelerate progress towards UHC:

�D�� $IÀUP� VXVWDLQHG� KLJK�OHYHO� SROLWLFDO� FRPPLWPHQW� WR� 8+&� E\� GHYHORSLQJ� D�
FRPSUHKHQVLYH� ´HTXLW\� WKURXJK� 8+&µ� YLVLRQ� DQG� VWUDWHJ\� DQG� SXWWLQJ� LQ� SODFH�
mechanisms for coordination and implementation of UHC;

�E�� ,PSURYH� ÀQDQFLDO� ULVN� SURWHFWLRQ� DQG� H[SDQG� SRSXODWLRQ� FRYHUDJH� E\� GHYHORSLQJ�
LPSURYLQJ� FRPSUHKHQVLYH� SROLFLHV� DQG� VWUDWHJLHV� IRU� KHDOWK� ÀQDQFLQJ�� SURPRWLQJ�
SUHSD\PHQW�PHFKDQLVPV� WR� FRYHU� DOO� SRSXODWLRQV�� DQG� LPSOHPHQWLQJ� SXEOLF� HTXLW\�
funds;

(c) Expand the provision of integrated people-centred service delivery for UHC by 
undertaking comprehensive and coordinated health systems strengthening and 
developing decentralized health services; and

(d) Implement a monitoring and evaluation framework to measure progress towards UHC.
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16. It was recommended that the AUC and WHO, in collaboration with relevant stakeholders, 
VXSSRUW�$IULFDQ�FRXQWULHV�WR�GHYHORS�WKHLU�KHDOWK�ÀQDQFLQJ�PHFKDQLVPV�LQ�RUGHU�WR�PRYH�
towards and sustain UHC.

���� 7KH� PHHWLQJ� HQGRUVHG� 'RFXPHQW� $8&�:+2������'RF��� DQG� UHFRPPHQGHG� D� GUDIW�
Commitment on Universal Health Coverage to the Ministerial Meeting for consideration and 
adoption.

�	�����������������
����ǣ�������
�������������������������
���������������ȍ���Ȁ���ȀʹͲͳͶȀ���Ǥ Ȏʹ

���� 7KH� PHHWLQJ� UHFDOOHG� WKDW� WR� SUHYHQW� WKH� FLUFXODWLRQ� DQG� XVH� RI� VXEVWDQGDUG�VSXULRXV�
IDOVHO\�ODEHOOHG�IDOVLÀHG�FRXQWHUIHLW� �66))&�� PHGLFDO� SURGXFWV�� WKH� 6L[WLHWK� 6HVVLRQ� RI�
the WHO Regional Committee for Africa, in 2010, recommended the establishment of an 
African Medicines Agency (AMA) in order to strengthen the capacity of National Medicines 
Regulatory Authorities (NMRAs). In addition, the 19th Summit of African Heads of State and 
Government, in 2012, adopted the African Union Roadmap on shared responsibility and 
global solidarity for AIDS, tuberculosis and malaria response in Africa which, among other 
things, calls for laying the foundation for a single African medicines regulatory agency as 
stated in the Pharmaceutical Manufacturing Plan for Africa (PMPA).

19. The experts acknowledged that several initiatives for harmonizing the regulation and 
legislation of pharmaceutical products were ongoing at country and subregional levels and 
that would contribute to an enabling environment for improving local production of medical 
products and for timely establishment of the AMA. They agreed that the rationale for 
establishment of the AMA was to provide, as an organ of the AU, a platform for coordination 
and strengthening of ongoing initiatives to harmonize medicines regulation. AMA would 
also serve the purpose of pooling expertise and strengthening capacities and networking 
for optimal use of the limited resources available. AMA would therefore provide guidance 
and complement and enhance the efforts of the Regional Economic Communities (RECs) and 
national regulatory bodies towards harmonization of the regulation of medical products. 
By enhancing the regulatory environment, AMA would contribute to improving access to 
TXDOLW\�PHGLFDO�SURGXFWV�

20. The experts proposed that the vision of the AMA would be to ensure that all Africans had access 
WR�DIIRUGDEOH�PHGLFDO�SURGXFWV� IRU�SULRULW\�GLVHDVHV�FRQGLWLRQV� WKDW�PHHW� LQWHUQDWLRQDOO\�
UHFRJQL]HG�VWDQGDUGV�RI�TXDOLW\��VDIHW\�DQG�HIÀFDF\��7KH�$0$·V�PLVVLRQ�DW�WKH�FRQWLQHQWDO�
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level would be to coordinate national and subregional medicines regulatory systems, 
carry out regulatory oversight of selected medical products including traditional medicine 
products and promote cooperation, harmonization and mutual recognition of regulatory 
decisions. AMA would serve as a reference centre to facilitate the work of national regulatory 
agencies and its core functions would include marketing authorization; inspection; market 
VXUYHLOODQFH�� VDIHW\� PRQLWRULQJ�� RYHUVLJKW� RI� FOLQLFDO� WULDOV�� DQG� TXDOLW\� FRQWURO�� ZLWKRXW�
duplicating the activities covered by national regulatory authorities. It would have a small 
critical mass of competent staff to facilitate the work of experts and expert committees.

21. With regard to governance the Experts’ Meeting proposed that the AMA be established by 
the African Union Summit of Heads of State and Government and be governed in accordance 
with the rules and procedures of the African Union. The resources of the AMA would be 
provided by the AU in accordance with its relevant practices and procedures and the primary 
source of funding would be the Member States of the AU. The Experts Meeting proposed 
a roadmap for the establishment of the AMA comprising the following: (a) adoption of a 
proposal for the establishment of the AMA by the AU Conference of ministers of health; (b) 
GHFLVLRQ�HQGRUVHPHQW�E\�WKH�$8�6XPPLW�RI�+HDGV�RI�6WDWH�DQG�*RYHUQPHQW���F��GHVLJQDWLRQ�
of the host institution; (d) approval of the governing body of the AMA; and (e) appointment 
of staff and allocation of resources. It was expected that the AMA would be launched by 
2018 and that efforts would be made to ensure that the agency capitalized on existing 
mechanisms, experiences and technology to work effectively towards the attainment of its 
objectives.

22. It was recommended that AUC and WHO establish a task force that would facilitate the 
implementation of the agreed milestones with due regard to regional representation and 
WKH�VNLOOV�UHTXLUHG�

���� 7KH�PHHWLQJ�HQGRUVHG�'RFXPHQW�$8&�:+2������'RF���DQG�UHFRPPHQGHG�D�GUDIW�&RPPLW�
ment on the African Medicines Agency to the Ministerial Meeting for consideration and 
adoption.

�����������������������������	����ǣ��������������������
�������
address rIsk Factors ȍ���Ȁ���ȀʹͲͳͶȀ���Ǥ Ȏ͵

24. The meeting observed that globalization of marketing and trade particularly in tobacco, 
alcohol and food, with attendant increase in tobacco consumption, harmful use of alcohol, 
unhealthy dietary habits in addition to physical inactivity have contributed to a rapid rise 
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in NCDs. Indeed, NCDs are responsible for 2.9 million deaths annually in Africa. Member 
States, recognizing the growing burden of NCDs and their risk factors, had made important 
FRPPLWPHQWV�UHTXLULQJ�PXOWLVHFWRUDO�DFWLRQV��7KHVH�LQFOXGH�SULRULW\�DFWLRQV�DGGUHVVLQJ�FRVW�
effective and affordable intervention “best buys” aimed at reducing exposure to risk factors 
such as tobacco use, harmful use of alcohol, unhealthy diet and lack of physical activity. 
However, many governments in Africa have been unable to meet the ever-expanding needs 
for legislation, policies, and regulatory frameworks that protect populations and individuals 
from exposure to risk factors for NCDs.

25. The experts underscored the need to address the full scope of NCDs as highlighted in the 
Brazzaville Declaration on NCDs and the 2013–2020 WHO Global Action Plan for NCDs 
Prevention and Control. These documents address NCDs and their risk factors including 
noncommunicable conditions such as violence and injuries, mental health and sickle-
cell disease. They also reiterated the importance of adopting a multisectoral ”whole-of-
government approach” advocating for and educating policy-makers, stakeholders and the 
general public on the need to enforce existing legislation, and for increased resources, both 
domestic and external, to address NCDs. The experts also called for the establishment of 
effective surveillance and monitoring systems for NCDs.

26. In order to accelerate implementation of actions to address NCDs and their risk factors, the 
experts recommended that Member States should:

(a) set national NCD targets for 2025 based on national situations, taking into account the 
nine global targets for NCDs;

(b) develop a national multisectoral plan to achieve national targets, taking into account 
the WHO Global NCD Action Plan 2013–2020 and regional action plans;

(c) prioritize the implementation of very cost-effective and affordable interventions 
(“best buys”) to reduce exposure to risk factors for NCDs and enable health systems to 
respond;

�G�� VWUHQJWKHQ�SULPDU\�KHDOWK�FDUH�WR�VLJQLÀFDQWO\�UHGXFH�FDVHV�RI�VWURNHV��KHDUW�DWWDFNV�
and other complications of hypertension and diabetes;

(e) strengthen national surveillance of NCDs and integrate surveillance into national 
health information systems to ensure the collection of data on the 25 globally agreed 
indicators;



1st  meeting of African Ministers of Health jointly convened by the AUC and WHO   9

(f) protect public health policies from interference by vested interests of industry through 
comprehensive legislation and enforcement of national laws and policies;

(g) ratify the WHO Framework Convention on Tobacco Control (FCTC) and the Protocol to 
Eliminate Illicit Trade in Tobacco Products;

(h) mobilize resources — both domestic and external — including the use of innovative 
ÀQDQFLQJ�PHFKDQLVPV� WR� VXSSRUW� VXVWDLQHG� LPSOHPHQWDWLRQ� RI�PXOWLVHFWRUDO� SODQV��
and

(i) set milestones for a roadmap aimed at preventing and controlling NCDs in Africa.

27. The experts recommended that AUC and WHO, in collaboration with relevant stakeholders, 
support resource mobilization efforts and strengthen the capacity of countries to prevent 
and control NCDs and their risk factors. The experts also recommended the participation 
of ministers of health in the UN General Assembly comprehensive review meeting on NCDs 
and their risk factors to be held in New York in July 2014.

���� 7KH� PHHWLQJ� HQGRUVHG� 'RFXPHQW� $8&�:+2������'RF��� DQG� UHFRPPHQGHG� D� GUDIW�
Commitment on controlling NCDs to the Ministerial Meeting for consideration and adoption.

�����
�������������������������������������������	�����
ȍ���Ȁ���ȀʹͲͳͶȀ���ǤͶȎ

29. The Experts’ Meeting expressed concern that despite the strong political will on the continent 
to improve health outcomes for women and children and the substantial resources generated 
by recent global and regional initiatives, the situation of women and children has not been 
improving rapidly enough in Africa. Many African countries are facing a daunting challenge 
LQ�DFKLHYLQJ�0LOOHQQLXP�'HYHORSPHQW�*RDO����0'*���RQ�5HGXFLQJ�XQGHU�ÀYH�PRUWDOLW\�UDWH�
by two thirds between 1990 and 2015 and Millennium Development Goal 5 (MDG5) on 
Reducing maternal mortality by 75% and achieving universal access to reproductive health 
care. To date, only three countries in Africa are projected to achieve MDG5 while 19 countries 
are on track to achieve MDG4 by 2015.
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30. The meeting agreed that the main challenges facing Member States included delays in 
DFFHVVLQJ�TXDOLW\�FDUH��ZHDN�KHDOWK�V\VWHPV��LQFOXGLQJ�DFXWH�VKRUWDJH�RI�KXPDQ�UHVRXUFHV��
LQVXIÀFLHQW�ÀQDQFLDO�UHVRXUFHV��LQVXIÀFLHQW�DFFHVV�WR�IDPLO\�SODQQLQJ�VHUYLFHV�HVSHFLDOO\�IRU�
adolescents, gaps in availability and timeliness of reliable data to guide decision-making and 
weak coordination of donors. The meeting recognized the need to emphasize community 
empowerment and improvement of socioeconomic conditions given that a large proportion 
of maternal, newborn and child deaths occur at home.

31. The experts expressed concern about the Human Resources for Health (HRH) challenges 
$IULFDQ� FRXQWULHV� DUH� IDFLQJ�� LQFOXGLQJ� WKH� LQDGHTXDWH� SURGXFWLRQ� DQG� GHSOR\PHQW� RI�
skilled staff to rural and remote areas where most maternal and child deaths occur. They 
encouraged Member States to invest in HRH through effective training, deployment and 
retention strategies including better remuneration and motivation within the framework of 
the Roadmap for HRH development already adopted by ministers of health.

32. The meeting recommended that in order to end preventable maternal, newborn and child 
deaths, Member States should facilitate implementation of the following actions:

(a) ensure access to an integrated package of essential interventions and services along 
WKH�FRQWLQXXP�RI�FDUH��LQFOXGLQJ�LPSURYLQJ�WKH�TXDOLW\�RI�PDWHUQDO��QHZERUQ�DQG�FKLOG�
health (MNCH) services;

�E�� HQVXUH� ORQJ�WHUP� VXVWDLQDEOH� KHDOWK� ÀQDQFLQJ� RSWLRQV� WR� KDYH� 8+&� DQG� UHPRYH�
ÀQDQFLDO�EDUULHUV�WR�DFFHVVLQJ�01&+�VHUYLFHV�

(c) invest in the critical social, economic and environmental determinants of health;

(d) establish and strengthen tracking and monitoring mechanisms including 
institutionalization of maternal and perinatal death reviews and surveillance as well as 
strengthening of civil registration of births and deaths; and

(e) ensure better coordination, alignment and harmonization of existing Reproductive, 
Maternal, Newborn and Child Health (RMNCH) initiatives.

33. It was recommended that the AUC and WHO, in collaboration with the relevant stakeholders, 
should (a) support Member States in implementing interventions and monitoring progress 
towards the attainment of MDG4 and MDG5 by 2015 and beyond  in order to end preventable 
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maternal, newborn and child deaths by 2035; (b) compile and disseminate best practices in 
ending preventable maternal, newborn and child deaths; (c) report regularly on progress 
every two years starting from 2014.

���� 7KH� PHHWLQJ� HQGRUVHG� 'RFXPHQW� $8&�:+2������'RF��� DQG� UHFRPPHQGHG� D� GUDIW�
Commitment on ending preventable maternal and child deaths to the Ministerial Meeting 
for consideration and adoption.

���������������	�����	�������������	�����������������������
PreventIon ȍ���Ȁ���ȀʹͲͳͶȀ���ǤͷȎ

35. The Experts’ Meeting recalled that at the African Union Special Summit on HIV, Tuberculosis 
and Malaria (ATM) in Abuja in July 2013, the Heads of State and Government took cognizance 
of the need to establish an African Centre for Disease Control and Prevention (ACDCP) to 
conduct life-saving research on priority health problems in Africa and to serve as a platform 
to share knowledge and build capacity in responding to public health emergencies and 
WKUHDWV��7KH�6SHFLDO�6XPPLW�WKHQ�UHTXHVWHG�WKH�$8�&RPPLVVLRQ�WR�ZRUN�RXW�WKH�PRGDOLWLHV�
IRU� HVWDEOLVKLQJ� DQ�$&'&3�� 7KH� UHTXHVW�ZDV� UHDIÀUPHG� LQ�GHFLVLRQ�$VVHPEO\�$8�'HF�����
(XXII) of the 22nd Ordinary Session of the African Union (AU) Assembly in January 2014 
WKDW�VWUHVVHG�WKH�XUJHQF\�RI�HVWDEOLVKLQJ�WKH�&HQWUH��7KH�GHFLVLRQ�IXUWKHU�UHTXHVWHG�WKH�$8�
Commission, working in collaboration with the Government of Ethiopia and other Member 
States, to submit a report to the Assembly by January 2015 including the legal, structural 
DQG�ÀQDQFLDO�LPSOLFDWLRQV�RI�WKH�HVWDEOLVKPHQW�RI�WKH�&HQWUH��%\�WKDW�VDPH�GHFLVLRQ��WKH�$8�
Assembly recommended the establishment of the Centre.

36. The meeting discussed extensively the objectives for establishing the Centre, its modus 
RSHUDQGL�� LQFOXGLQJ� LWV� KHDGTXDUWHUV� DQG� VDWHOOLWH� DJHQFLHV� LQ� WKH� IRUP� RI� FHQWUHV� RI�
excellence and specialized laboratories, among others. The experts observed that there 
ZDV� D� QHHG� WR� UH�GHÀQH� WKH� REMHFWLYHV� RI� WKH� $&'&3�� WDNLQJ� LQWR� FRQVLGHUDWLRQ� H[LVWLQJ�
capacities; relationship with other organizations such as AUC and WHO and the priority 
areas that needed to be addressed in the continent. They also stated that the ACDCP should 
be a reference centre to complement the work of national institutions. The ACDCP would 
build partnership with other centres for disease control and prevention (US, EU, China, etc.) 
in agreed areas.
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37. The Experts’ Meeting recommended that a Task Force comprising the AUC, WHO and 
LQWHUHVWHG� 0HPEHU� 6WDWHV� EH� HVWDEOLVKHG� WR� GHÀQH� WKH� YLVLRQ�� PLVVLRQ�� REMHFWLYHV� DQG�
PRGDOLWLHV�IRU�HVWDEOLVKLQJ�WKH�&HQWUH��LQFOXGLQJ�LWV�OHJDO��VWUXFWXUDO�DQG�ÀQDQFLDO�LPSOLFDWLRQV�
and its relationship with the African Public Health Emergency Fund.

38. It was recommended that the AUC and WHO, in collaboration with relevant stakeholders, 
support efforts towards the establishment of the ACDCP.

���� 7KH� PHHWLQJ� HQGRUVHG� 'RFXPHQW� $8&�:+2������'RF��� DQG� UHFRPPHQGHG� D� GUDIW�
Commitment on the establishment of an African Centre for Disease Control and Prevention 
to the Ministerial meeting for consideration and adoption.

�������������������������������������������������������	�������������
���������	�����������������	�������� ȍ���Ȁ���ȀʹͲͳͶȀ���ǤȎ

40. The Experts’ Meeting recalled that the AUC had now partnered with WHO in convening joint 
meetings of African ministers of health to address a number of health-related challenges in 
Africa. There is also an increasing number of ministerial meetings across the continent of 
Africa and beyond as most Regional Economic Communities, Regional Health Organizations, 
UN agencies and international civil society organizations convene ministerial meetings that 
culminate in commitments, decisions and declarations. The AUC-WHO partnership aims to 
HQVXUH�WKDW�DOO�WKH�GHFLVLRQV�DW�VXFK�PHHWLQJV�DUH�WDNHQ�LQ�DQ�HIÀFLHQW�PDQQHU��´EX\�LQµ�IRU�
implementation is obtained from all stakeholders, and the decisions are implemented in 
order to produce the desired outcomes.

41. The Experts’ Meeting recommended that the goal of the accountability mechanism would be 
to increase the possibility of implementing decisions taken by ministers of health, identify 
FKDOOHQJHV�WR�LPSOHPHQWDWLRQ�DQG�SURYLGH�VROXWLRQV�WR�WKH�LGHQWLÀHG�FKDOOHQJHV��7KH�VSHFLÀF�
objectives are:

(a) to review the steps Member States and other stakeholders are taking to implement 
decisions;

(b) to identify the causes underlying the non-implementation of commitments made by 
African ministers of health;

(c) to improve the speed and effectiveness at which decisions are implemented;
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(d) to support Member States and other stakeholders to implement commitments made 
by African ministers of health; and

(e) to ensure that the commitments made by African ministers of health are implemented.

42. In discussing the pillars of the accountability mechanism, the experts agreed that the 
focus of the mechanism will not only be on assessing the implementation of commitments 
but also on making the commitments implementable. The experts proposed that the 
ÀYH�SLOODUV�RI� WKH�PHFKDQLVP�ZRXOG�EH�DV� IROORZV�� �D�� VHWWLQJ�XS�DQ� LPSOHPHQWDWLRQ�DQG�
monitoring framework, including timelines for implementation of commitments; (b) creating 
awareness on the commitment and its corresponding implementation plan; (c) providing 
post-conference support for implementation; (d) conducting a formal assessment of 
LPSOHPHQWDWLRQ�E\�DQ�DVVHVVPHQW�FRPPLWWHH�FRPSULVLQJ�WKH�$8&��:+2�DQG�H[SHUWV�DQG�
or institutions from Member States; and (e) establishing a memory bank or a mechanism for 
recalling the rationale behind each commitment to facilitate institutional memory.

���� 7KH�DFFRXQWDELOLW\�PHFKDQLVP�ZRXOG�VHHN�WR�DVVHVV�WKH�HIIHFWLYHQHVV��HIÀFLHQF\��LPSDFW�DQG�
sustainability of commitments made by African ministers of health. The experts reiterated 
that the accountability mechanism was not aimed at only identifying what was implemented 
or not implemented and whether the desired goal was achieved or not but also to consider 
what was learnt from the experience and how this could help to resolve challenges and share 
good practices. 

44. It was also recommended that the AUC and WHO work with Member States to monitor the 
LPSOHPHQWDWLRQ�RI�WKH�FRPPLWPHQWV�DQG�UHSRUW�WR�VXEVHTXHQW�MRLQW�PHHWLQJV�RI�PLQLVWHUV�
of health.

���� 7KH� PHHWLQJ� HQGRUVHG� 'RFXPHQW� $8&�:+2������'RF��� DQG� UHFRPPHQGHG� D� GUDIW�
Commitment on an Accountability Mechanism to the Ministerial Meeting for consideration 
and adoption.

����ǧ�����������������	�������������	������������ǯ�������


46. The report of the Experts’ Meeting was adopted with amendments.
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2. WORKING 
  DOCUMENTS

���Ȁ���ȀʹͲͳͶȀ���Ǥͺ
ͳ�������ʹͲͳͶ

�
����������͵� � � � � ������������������������������
����ǣ���
����

�������	���	�������	����������������	��������ǧ������������
������
��	��	�����������������	�������

1. General objectives

The biennial meeting of African ministers of health (hereinafter referred to as the “Meeting”), 
jointly convened by the African Union Commission (hereinafter referred to as the AUC) and the 
World Health Organization (hereinafter referred to as WHO), shall provide a forum for Member 
States to deliberate and agree on African health priorities and devise strategies and harmonized 
mechanisms for their implementation and for ensuring accountability. The AUC and WHO shall be 
Conveners.  

ʹǤ� ����������������������������

(a) The Meeting shall be open to all States that are members of both the African Union 
and the World Health Organization as represented by their Ministers of Health 
(hereinafter referred to as “Ministers”). Whenever necessary, a minister may delegate 
D�UHSUHVHQWDWLYH�WR�SDUWLFLSDWH�LQ�WKH�PHHWLQJ�RQ�KLV�KHU�EHKDOI��7KH�PLQLVWHUV�DQG�RU�
representatives shall be accompanied by advisers who shall also be known as “experts” 
for purposes of the Meeting.

(b) The African Union Commissioner for Social Affairs (hereinafter referred to as the 
“Commissioner”) together with the WHO Director-General (hereinafter referred to 
as the “Director-General”) may invite representatives of international organizations, 
particularly those with an interest in the items on the agenda, African regional 
economic communities, and health partners to participate in the meeting,  as 
observers, without vote.
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͵Ǥ� ������

(a) The provisional agenda of each session shall be drawn up in consultation with the 
Commissioner and the Director-General. It shall be dispatched together with the notice 
of convocation at least eight weeks before the commencement of the session. 

(b) The provisional agenda of each session shall include:

(i) items proposed by a Member State three months before the next session;

(ii) items jointly agreed by the Conveners.

ͶǤ� �����������������������������������

(a) The Meeting shall be held in April every biennium. At each session the Meeting shall 
determine the date and place of its next session. 

(b) Notices convening the Meeting shall be co-signed and sent out to Member States 
by the Commissioner and the Director-General at least eight weeks before its 
commencement. The AUC shall also communicate the notices to Member States via a 
Note Verbale. 

(c) The Meeting shall be preceded by a preparatory session (hereinafter referred to as a 
“Meeting of Experts”) which shall review the agenda and the working documents, and 
SUHSDUH�WKH�ÀQDO�GHOLEHUDWLRQV�E\�WKH�PLQLVWHUV�RI�KHDOWK��7KH�0HHWLQJ�RI�([SHUWV�VKDOO�
SURYLGH�D�WHFKQLFDO�UHSRUW�ZKRVH�ÀQGLQJV�DQG�UHFRPPHQGDWLRQV�VKDOO�EH�FRQVLGHUHG�
by the Meeting of Ministers. 

(d) Final decisions (referred to as Commitments) of the Meeting shall be reached by 
consensus. In instances where consensus is not reached decisions shall, as a last resort, 
be made by a majority vote of the Member States present and voting.

ͷǤ� ��ϐ�����������

�D�� 7KH�0HHWLQJ��DV�ZHOO�DV�WKH�0HHWLQJ�RI�([SHUWV��VKDOO�HOHFW�2IÀFH�%HDUHUV��&KDLUSHUVRQ��WZR�
Vice-Chairpersons and four Rapporteurs) from among the representatives of Member States. 
7KHLU�WHUP�RI�WKH�RIÀFH�VKDOO�ODVW�XQWLO�WKHLU�VXFFHVVRUV�DUH�HOHFWHG�DW�WKH�VXEVHTXHQW�0HHWLQJ��
,Q�HOHFWLQJ�WKH�2IÀFH�%HDUHUV��WKH�0HHWLQJ�VKDOO�FRQVLGHU�VXEUHJLRQDO�UHSUHVHQWDWLRQ�
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�E�� ,I�WKH�&KDLUSHUVRQ�LV�DEVHQW�IURP�D�VHVVLRQ�RU�D�PHHWLQJ�RU�DQ\�SDUW�WKHUHRI��KH�VKH�VKDOO�
designate one of the Vice-Chairpersons to preside over the session or meeting. If the 
Chairperson is unable to make this designation, the Meeting shall appoint one of the Vice-
Chairpersons to preside over a session or Meeting.

Ǥ� �����������

(a) The Commissioner and the Director-General shall act as the Secretariat of the Meeting 
and of any subdivision thereof. They may delegate these functions.

(b) The Secretariat shall jointly prepare the working documents of the Meeting and may 
PDNH�RUDO�RU�ZULWWHQ�VWDWHPHQWV�FRQFHUQLQJ�DQ\�TXHVWLRQ�XQGHU�FRQVLGHUDWLRQ��

(c) The Secretariat shall, in close collaboration with the rapporteurs, prepare and 
GLVVHPLQDWH�WKH�ÀQDO�UHSRUW�DQG�&RPPLWPHQWV�RI�WKH�0HHWLQJ�LQ�WKH�ZRUNLQJ�ODQJXDJHV�
for adoption before the end of every session.

Ǥ� ���������

(a) Arabic, English, French and Portuguese shall be the working languages of the Meeting.

(b) Statements made in any of the four working languages shall be interpreted into the 
other three working languages.

(c) All Commitments of the Meeting shall be written in the working languages.

ͺǤ��� ����������������������getary implications

(a) Any Member State may volunteer to host the Meeting. In the event that no Member 
State volunteers to host the meeting, the Conveners shall jointly decide on a venue.

(b) The Commissioner and the Director-General shall enter into an agreement with the host 
Member State which shall provide detailed budgetary and other hosting implications 
for each Party, including granting  of the necessary privileges and immunities to the 
two Organizations as well as all participants.
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ͻǤ��� �����������������������������������

Amendments of, or additions to, these terms of reference may be adopted by the Meeting after 
due consideration of the amendment proposals, provided that at least twenty-four hours have 
elapsed between the receipt of the amendment proposals and a decision by the Meeting.
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����
�����

1. Africa bears a heavy burden of communicable diseases and noncommunicable diseases. 
It harbours 69% of the world’s HIV cases, 26% of TB cases and 80% of malaria cases. It 
DOVR�DFFRXQWV�IRU�����RI�JOREDO�XQGHU�ÀYH�PRUWDOLW\�DQG�����RI�PDWHUQDO�PRUWDOLW\��0RVW�
countries in Africa are not on track to attain the health MDGs. While this situation prevails, 
effective interventions to improve health outcomes exist. A major reason for this situation is 
that most of the populations are not covered by these effective interventions.

2. Accessibility and coverage of essential health services is currently low: only 43% of pregnant 
women have four antenatal care visits compared with the global average of 55%; only 49% 
of births are attended by skilled attendants compared with the global average of 70%. In 
RUGHU�WR�LPSURYH�WKH�VLWXDWLRQ�WKHUH�LV�QHHG�IRU�D�VLJQLÀFDQW�LPSURYHPHQW�LQ�WKH�FRYHUDJH�
of essential services to the population. Universal health coverage has been proposed as the 
means to achieve this goal.

��� 8QLYHUVDO� +HDOWK� &RYHUDJH� LV� GHÀQHG� DV� HQVXULQJ� WKDW� DOO� SHRSOH� FDQ� XVH� WKH� QHHGHG�
SURPRWLYH�� SUHYHQWLYH�� FXUDWLYH�� UHKDELOLWDWLYH� DQG� SDOOLDWLYH� KHDOWK� VHUYLFHV� RI� DGHTXDWH�
TXDOLW\�WR�EH�HIIHFWLYH��ZKLOH�DOVR�HQVXULQJ�WKDW�WKH�XVH�RI�WKHVH�VHUYLFHV�GRHV�QRW�H[SRVH�
WKH�XVHU�WR�ÀQDQFLDO�KDUGVKLS�

4. Moving towards Universal Health Coverage is a gradual process. It involves making progress 
on several fronts for all people: the range of services available (consisting of the medicines, 
medical products, health workers, infrastructure and information); the proportion of the 
costs of those services covered; and the proportion of the population covered.

��� 7KLV� UHTXLUHV� DQ� HIÀFLHQW� KHDOWK� V\VWHP� WKDW� SURYLGHV� WKH� HQWLUH� SRSXODWLRQ� ZLWK� DFFHVV�
WR� JRRG� TXDOLW\� VHUYLFHV�� KHDOWK� ZRUNHUV�� PHGLFLQHV� DQG� WHFKQRORJLHV�� ,W� DOVR� UHTXLUHV� D�
ÀQDQFLQJ�V\VWHP�WKDW�SURWHFWV�SHRSOH�IURP�ÀQDQFLDO�KDUGVKLS�DQG�LPSRYHULVKPHQW�GXH�WR�
health care costs.

6. The World Health Report 2010, entitled: ������� �������� ϔ��������Ȅ���� ����� ��� ����������
��������, urges WHO Member States to move towards Universal Health Coverage whereby 
DOO� SHRSOH� KDYH� DFFHVV� WR� WKH� QHHGHG� KHDOWK� VHUYLFHV� RI� JRRG� TXDOLW\� ZLWKRXW� VXIIHULQJ�
ÀQDQFLDO�KDUGVKLS�  
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7. Universal Health Coverage has been advocated for and endorsed at the global and 
regional levels1  and it has been acknowledged as essential to achieving and sustaining the 
health MDGs. It is increasingly considered as an integral part of the post-2015 sustainable 
development agenda.

8. Several low-and middle-income countries have made tremendous progress towards reaching 
8QLYHUVDO�+HDOWK�&RYHUDJH�ZLWK�OHVVRQV�OHDUQW��FKDOOHQJHV�LGHQWLÀHG�DQG�UHFRPPHQGDWLRQV�
made. They have shown that Universal Health Coverage is an attainable goal and a legitimate 
aspiration of all countries.

9. Many opportunities for moving towards Universal Health Coverage exist in the African 
continent, such as the global drive in support of Universal Health Coverage. The international 
FRPPXQLW\�DQG�GHYHORSPHQW�SDUWQHUV�KDYH�DJUHHG�WKDW�HQVXULQJ�XQLYHUVDO�DFFHVV�WR�TXDOLW\�
and affordable health services is a key to ending extreme poverty. Africa’s economy grew 
by 4.8% in 2013 and is projected to grow by 5.3% in 2014. That provides an opportunity 
for increased government spending on health and for increased commitment of national 
governments, spurred by the results achieved by African countries already engaged in 
the pursuit of Universal Health Coverage. Other encouraging developments include the 
availability of several tools and proven strategies to move towards UHC, the increasing 
involvement of civil society and the demand of people for better health services.

���� $FFHVV� WR�KHDOWK�VHUYLFHV�HQVXUHV� WKDW�SHRSOH�DUH�KHDOWKLHU�ZKLOH�ÀQDQFLDO� ULVN�SURWHFWLRQ�
prevents people from being pushed into poverty. Therefore, Universal Health Coverage is a 
critical component of sustainable development and poverty reduction, and a key element of 
VRFLDO�LQHTXLW\�UHGXFWLRQ�

ͳ   ����ͳͷth����������������������������������������������ȋ��Ȍ����ʹͶ�����ʹͲͳͲ�����������ǡ�������Ǣ�������������������������������������������
����	����������ʹͺ�������ʹͲͳͳ���������������ǡ���������Ǣ������������������������������������ͶǦͷ�����ʹͲͳʹ���������ǡ��������Ǣ�����������������������
���������������������������������������������������������ǡ�ͳͺǦͳͻ�	��������ʹͲͳ͵ǡ�����������������ǡ�
�����ǡ������������Ǣ�������������������
	�����ʹͲͳ͵ǣ�	�������������������������������ǡ����������������������������������������������������������������������������������ǡ�������ͳͺǦͳͻǡ�
ʹͲͳ͵ǡ�����������ǡ���Ǣ����������������������Ȃ��������������������������������������������������Ǧ��������������������������������������������
����������ǡ�ʹȂ�����������ʹͲͳ͵ǡ������������ǡ������Ǣ�������
���������������������
�������������������ʹͶ�����ʹͷ����������ǡ�ʹͲͳ͵Ǥ��������ΪʹͲ�
�����������Ǥ
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��������������������������������������	�������������������

11. There is no single stepwise blueprint or linear process for implementing Universal Health 
Coverage. Although the key ingredients for ensuring Universal Health Coverage are in place 
in most countries, the countries are performing at different levels and the approaches to 
SURJUHVVLQJ�WRZDUGV�8QLYHUVDO�+HDOWK�&RYHUDJH�DUH�FRXQWU\�VSHFLÀF��)RUWXQDWHO\��QR�FRXQWU\�
is starting from scratch and the efforts towards Universal Health Coverage can build on 
existing health systems and social protection mechanisms. Several lessons have been 
learned globally and regionally. The lessons can inform and accelerate the move towards 
8QLYHUVDO�+HDOWK�&RYHUDJH��7KHVH� OHVVRQV� LQFOXGH�HQVXULQJ�HTXLWDEOH�DFFHVV�E\� UHPRYLQJ�
ÀQDQFLDO�EDUULHUV� HVSHFLDOO\�GLUHFW�SD\PHQWV� �XVHU� IHHV���PDNLQJ�SUHSD\PHQW� FRPSXOVRU\��
HVWDEOLVKLQJ�ODUJH�ULVN�SRROV��DQG�JRYHUQPHQW�ÀQDQFLDO�FRYHUDJH�RI�KHDOWK�FRVWV�IRU�SHRSOH�
who cannot afford to contribute.

12. In line with the objectives of Universal Health Coverage some countries of the continent2 are 
implementing strategies to improve access to and coverage of health services while many 
other countries have made commitments to take measures towards achieving Universal 
Health Coverage. By adhering to the principles of Universal Health Coverage, countries 
will be able to address their priority health problems especially by scaling up priority 
interventions aimed at reducing the huge double burden of disease through robust national 
health systems based on the Primary Health Care approach.

���� *KDQD� KDV� EHHQ� LPSOHPHQWLQJ� KHDOWK� ÀQDQFLQJ� UHIRUPV� VLQFH� ����� LQ� RUGHU� WR� LQFUHDVH�
population coverage with prepayment pooled mechanisms, reduce direct out-of-pocket 
SD\PHQWV� �223��DQG� LQFUHDVH� WKH� UDQJH�RI�VHUYLFHV�SURYLGHG� LQ� WKH�EHQHÀW�SDFNDJH��7KH�
Ghana National Health Insurance Scheme (NHS) is one of the most comprehensive schemes 
to be established in sub-Saharan Africa. Under the scheme, exemptions for the poor were 
included initially. Indeed, relatively poor districts and disadvantaged population groups have 
KLJKHU�1+,6�FRYHUDJH��7KH�NH\�GHVLJQ�SULQFLSOHV�DUH�¶HTXLW\·�LQ�DFFHVV�WR�D�GHÀQHG�EHQHÀW�
SDFNDJH�LUUHVSHFWLYH�RI�WKH�FDSDFLW\�WR�SD\�DQG�¶ULVN�HTXDOL]DWLRQ·�PHDQLQJ�WKH�ÀQDQFLDO�ULVN�
RI�LOOQHVV�LV�HTXDOO\�VKDUHG�DPRQJ�DOO�

ʹǤ   ��������ǡ�
����ǡ�
���������������Ǥ
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14. Making prepayment compulsory is very crucial to achieving Universal Health Coverage. For 
example, Rwanda has enacted a law regarding the creation, organization, operation and 
management of a national health insurance scheme. The law stipulates that: “Any person 
residing in Rwanda shall be bound to health insurance, any foreigner entering the country 
VKDOO� DOVR� EH� ERXQG� WR� KHDOWK� LQVXUDQFH� ZLWKLQ� D� WLPH� OLPLW� QRW� H[FHHGLQJ� ÀIWHHQ� GD\Vµ��
7KH�VFKHPH�QRZ�FRYHUV�DERXW�����RI�WKH�SRSXODWLRQ�DQG�ÀQDQFHV�PHGLFDO�FRQVXPDEOHV��
VHUYLFHV�� FDSLWDO� SURMHFWV�� ORJLVWLFV� DQG� HTXLSPHQW� IRU� VHUYLFH� SURYLGHUV�� ,Q� DGGLWLRQ�� D�
strategy to identify destitute people in order to determine national health insurance 
scheme contribution subsidies and exemptions has been devised, and the Government and 
GHYHORSPHQW�SDUWQHUV�SD\�IRU�JURXSV�WKDW�KDYH�EHHQ�LGHQWLÀHG�DV�SDUW�RI�SRYHUW\�DOOHYLDWLRQ�
activities.

���� 7KH�FXUUHQW�KHDOWK�ÀQDQFLQJ�V\VWHP� LQ�%RWVZDQD� LV�D� WD[�EDVHG�V\VWHP�SURYLGLQJ�D� ODUJH�
risk pool to ensure coverage of the population for a wide range of services. Out-of-pocket 
spending in Botswana, which is only 4% of total health expenditure, is the lowest in Africa. 
Government expenditure on health, estimated at around US$ 446 per capita, is also above the 
average of US$ 228 per capita in Africa and other upper middle-income countries elsewhere 
in the world.

���� ,Q� ����� *DERQ� LQLWLDWHG� KHDOWK� ÀQDQFLQJ� UHIRUPV� LQ� RUGHU� WR� DFKLHYH� 8QLYHUVDO� +HDOWK�
Coverage. A Fund was established with resources derived from special taxes paid by 
PRELOH�WHOHSKRQH�DQG�PRQH\�WUDQVIHU�FRPSDQLHV��7KH�)XQG�LV�DOVR�ÀQDQFHG�WKURXJK�VRFLDO�
contributions by wage earners, independent workers, employers and the Government. The 
Government has adopted a gradual approach to membership starting with the poorest. The 
introduction of compulsory health insurance in Gabon starting with a mechanism to cover 
the poorest, based on special taxes, is an innovative and promising experience.

17. Morocco and Tunisia have expanded the population covered by pre-payment arrangements 
that provide access to needed health services by establishing medical assistance schemes 
funded by government revenues. Morocco’s medical assistance scheme ȋ��������ǯ�����������
�±������� ��� �����Ȍ and Tunisia’s free medical assistance ȋ����������� �±������� 
�������Ȍ�
provides coverage for the poor and vulnerable populations that are not usually covered by 
social health insurance schemes. In Morocco, the RAMED and the social health insurance 
scheme ȋ�������������������������������������Ȍ have jointly expanded coverage to 62% of 
the Moroccan population. In Tunisia, the ������������±�������
��������and the social health 
insurance schemes (������� ���������� �ǯ���������� �������Ȍ have a combined population 
coverage of 92%.
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18. Instead of establishing separate pre-payment arrangements for poor and vulnerable 
populations, Egypt and Sudan have expanded population coverage by utilizing government 
revenues to subsidize the poor and vulnerable population under their respective social health 
insurance schemes. In Sudan, the Ministry of Finance and Zakat charities have subsidized the 
National Health Insurance Fund coverage of around 400 000 poor families. In Egypt, the 
Health Insurance Organization’s coverage of school children is funded from government 
revenues.

19. Several countries are grappling with the uneven distribution of existing health facilities, with 
XUEDQ� DUHDV� EHLQJ� EHWWHU� HQGRZHG� WKDQ� UXUDO� DUHDV�� ,PSURYLQJ� HTXLW\� LQ� DFFHVV� UHTXLUHV�
HTXLWDEOH� GLVWULEXWLRQ� RI� DGHTXDWHO\� HTXLSSHG� KHDOWK� IDFLOLWLHV� EHWZHHQ� UXUDO� DQG� XUEDQ�
areas and availability of a competent health workforce. This calls for renewed emphasis on 
the Primary Health Care approach of bringing services closer to communities, with well-
articulated and reliable referral systems, and possible creation of new cadres of human 
resources. Increasing the population covered has been achieved by improving geographical 
access through expansion of the health infrastructure and use of community-based workers 
(Ghana, Ethiopia, Tanzania…). Other strategies include waiving user fees for vulnerable 
groups such as women, children, the elderly and the poor, and providing free services for a 
GHÀQHG�SDFNDJH�RI�HVVHQWLDO�VHUYLFHV�

20. A review3  has shown that interventions towards Universal Health Coverage improve access 
to health care. It has also shown that Universal Health Coverage often has a positive impact 
RQ�ÀQDQFLDO�SURWHFWLRQ�DQG��LQ�VRPH�FDVHV��RQ�KHDOWK�VWDWXV��7KH�UHYLHZ�IXUWKHU�VKRZV�WKDW�
WKH�HIIHFW�RI�8QLYHUVDO�+HDOWK�&RYHUDJH�VFKHPHV�RQ�DFFHVV��ÀQDQFLDO�SURWHFWLRQ��DQG�KHDOWK�
status varies according to contexts, Universal Health Coverage scheme design, and Universal 
Health Coverage scheme implementation processes.

͵Ǥ   �������
������ǡ�������������±���������ǡ������������ǣ�����������������������������������������������������������������Ǥ����������������������
��������Ǥ���������������ǡ��������������ǡ��������ʹͲͳ͵Ǥ
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21. Worth noting is that the removal of user fees can create unexpected negative effects. 
For example, in Uganda, 10 years4 after introducing free care in public facilities, 29% of 
households still experience catastrophic health expenditures and out-of-pocket expenditure 
has increased from 38% in 2001 to 50% by 2010 while the percentage of patients choosing 
SULYDWH�VHFWRU�SURYLGHUV�KDV�LQFUHDVHG�VLJQLÀFDQWO\��H[FHSW�DPRQJ�WKH�DEVROXWHO\�SRRU�

�������
��

���� 0DQ\� FKDOOHQJHV� H[LVW� LQ� WKH� TXHVW� IRU� 8QLYHUVDO� +HDOWK� &RYHUDJH��1RWDEOH� DPRQJ� WKHP�
are: (a) lack of sustained political commitment, clear vision and a well-charted roadmap for 
XQLYHUVDO�KHDOWK�FRYHUDJH���E��ODFN�RI�FRKHUHQW�KHDOWK�ÀQDQFLQJ�SROLFLHV��UHVXOWLQJ�LQ�OLPLWHG�
ÀQDQFLDO�UHVRXUFHV�DQG�DEVHQFH�RI�ÀQDQFLDO�ULVN�SURWHFWLRQ�DUUDQJHPHQWV�IRU�ODUJH�VHJPHQWV�
RI�SRSXODWLRQ�JURXSV���F��LQHTXLWDEOH�DQG�LQHIÀFLHQW�DOORFDWLRQ�RI�IXQGV�WR�WKH�DSSURSULDWH�
service delivery level for effective interventions to address priority health problems; (d) 
ZHDN� DQG� IUDJPHQWHG� KHDOWK� V\VWHPV�� UHVXOWLQJ� LQ� LQHTXLWDEOH� SURYLVLRQ� DQG� ORZ� TXDOLW\�
of health services including use of traditional medicine; (e) weak partnership between the 
private sector and the public sector; (f) weak information systems to assess performance and 
PRQLWRU�SURJUHVV�WRZDUGV�8+&���J��LQDGHTXDWH�KHDOWK�FRYHUDJH�GXULQJ�PDMRU�HPHUJHQFLHV�
and humanitarian crises.

����������������������������������
�����������������������
�������������
�

��������������������ǣ

23.  ��ϐ�����������������������������������������������������������������������������ǣ

(D�� 'HYHORSLQJ�D�FRPSUHKHQVLYH�´HTXLW\�WKURXJK�8QLYHUVDO�+HDOWK�&RYHUDJHµ�YLVLRQ�DQG�
strategy with evidence-based policies and actions that emphasize intersectoral action, 
ÀQDQFLQJ� VWUDWHJLHV� HQVXULQJ� ÀQDQFLDO� ULVN� SURWHFWLRQ�� DQG� UHRULHQWDWLRQ� RI� VHUYLFH�
delivery.

ͳ   ���ǡ�����������������ϐ������������������������������Ǥ����ǡ������������ϐ��������������ǡ������������ǡ������ǡ��������ʹͲͳ͵Ǥ
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(b) Putting in place mechanisms for coordination and implementation of Universal Health 
Coverage e.g. establishing a national multisectoral Steering Committee to pilot the 
project and undertaking advocacy for a sustained national commitment.

24. ��������ϐ����������������������������������������������������������ǣ

�D�� 'HYHORSLQJ�LPSURYLQJ�FRPSUHKHQVLYH�SROLFLHV�DQG�VWUDWHJLHV�IRU�KHDOWK�ÀQDQFLQJ�WR�
UHDOL]H�DJJUHJDWH�LQFUHDVH�LQ�IXQGV�IRU�KHDOWK�DQG�WR�HQKDQFH�WKH�TXDOLW\�RI�VHUYLFHV�DQG�
HIÀFLHQW�XWLOL]DWLRQ�RI�IXQGV�WR�UHGXFH�RXW�RI�SRFNHW�SD\PHQWV��DW�OHDVW�IRU�YXOQHUDEOH�
populations and priority services.

(b) Promoting prepayment mechanisms to cover all the population and introducing 
SUHSD\PHQW� DQG� SRROLQJ� DUUDQJHPHQWV� WKDW� VKDUH� ÀQDQFLDO� ULVNV� DFURVV� WKH� ZKROH�
population. This includes mobilization of increased resources for health through 
JRYHUQPHQW� UHYHQXH�� WD[� IXQGLQJ� DQG�RU� PDQGDWRU\� �L�H�� VRFLDO� RU� QDWLRQDO�� KHDOWK�
LQVXUDQFH�SUHPLXPV�DQG�RU�VXEVLGLHV�

�F�� ,PSOHPHQWLQJ�SXEOLF�HTXLW\�IXQGV�WR�FRYHU�WKH�KHDOWK�FRVWV�RI�SHRSOH�ZKR�DUH�QRW�DEOH�
to contribute.

25. �����������������������������������������Ǧ�����������������������������������������������
�����������ǣ

(a) Undertaking comprehensive and coordinated health system strengthening through 
LQYHVWLQJ�LQ�KXPDQ�UHVRXUFHV�DQG�XSJUDGLQJ�LQIUDVWUXFWXUH�DQG�HTXLSPHQW���SURGXFWLRQ��
SURFXUHPHQW�DQG�VXSSO\�RI�TXDOLW\�DQG�VDIH�PHGLFDO�SURGXFWV�DQG�KHDOWK�WHFKQRORJLHV�

(b) Developing decentralized health services in order to expand and update service delivery 
platforms to reach poor, vulnerable and marginalized populations especially in rural 
DUHDV�ZLWK�TXDOLW\��LQWHJUDWHG��SHRSOH�FHQWHUHG�KHDOWK�VHUYLFHV��EDVHG�RQ�QDWLRQDO�DQG�
local priorities responsive to local needs and contexts and based on Primary Health 
Care including regulated traditional medical practice.
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26. ���������������������������������������������������������������������������������������������
coverage by monitoring and evaluating progress towards Universal Health Coverage as a 
whole and across the three coverage dimensions, through, among others, the production 
RI�GDWD� WR�PRQLWRU�HYLGHQFH�RI� LQHTXDOLWLHV��DQG�HYDOXDWLRQ�RI� WKH� LPSDFW�RI�SROLFLHV�DQG�
SURJUDPPHV�RQ�KHDOWK�HTXLW\�DQG�SURJUHVVLYH�DWWDLQPHQW�RI�8+&�

�����������������������ǣ

���� 3URYLGH� WHFKQLFDO� DVVLVWDQFH� WR� FRXQWULHV� IRU� GHYHORSLQJ�UHYLVLQJ� QRUPDWLYH� GRFXPHQWV�
towards Universal Health Coverage such as policies and strategies; laws and other legislative 
instruments on Universal Health Coverage; and a framework to monitor Universal Health 
Coverage.

28. Crucially: (a) build the capacity of countries to undertake necessary diagnostic and analytical 
work; (b) develop a framework that allows monitoring of UHC along its three dimensions; 
�F�� IDFLOLWDWH� QDWLRQDO� SROLF\� GLDORJXH� EHWZHHQ�PLQLVWULHV� RI� KHDOWK��PLQLVWULHV� RI� ÀQDQFH��
PLQLVWULHV� RI� SODQQLQJ� DQG� RWKHU� UHODWHG�PLQLVWULHV� WR� GHYHORS� HYLGHQFH�EDVHG� ÀQDQFLQJ�
options; (d) facilitate sharing of experience among countries; (e) assist countries to generate 
and mobilize the resources needed to progress towards Universal Health Coverage.

 

����������

29. Universal Health Coverage represents a transformational shift from separate management 
of multiple pieces (hospitals, private clinics, and community health centres) to a single 
ZHOO�FRRUGLQDWHG�V\VWHP�DEOH�WR�JXDUDQWHH�HTXLWDEOH�DFFHVV�WR�D�GLYHUVLW\�RI�EHQHÀFLDULHV��
LQFOXGLQJ� WKH� SRRUHVW� DQG� WKH� YXOQHUDEOH�� ZKLOH� SURWHFWLQJ� WKHP� IURP� IDFLQJ� ÀQDQFLDO�
hardship.

30. Universal Health Coverage is feasible in the context of countries in Africa and is urgently 
QHHGHG�WR�H[SHGLWH�WKH�LPSURYHPHQW�RI�WKH�KHDOWK�VWDWXV�RI�SHRSOH�LQ�DQ�HTXLWDEOH�PDQQHU��
There are challenges being faced and countries have already started to address them. As 
8QLYHUVDO�+HDOWK�&RYHUDJH� UHTXLUHV� WKH� IXOO� LQYROYHPHQW�RI�PXOWLSOH�SOD\HUV�� VHQVLWL]DWLRQ�
and consensus building will always be necessary to achieve that end. There is a strong 
momentum for Universal Health Coverage and countries should seize the opportunity to 
take concrete steps to move towards the achievement of Universal Health Coverage.
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1. Effective medicines regulation promotes and protects public health. Regulation aims to 
HQVXUH� WKH� TXDOLW\�� VDIHW\� DQG� HIÀFDF\� RI�PHGLFDO� SURGXFWV1 through the enforcement of 
legislation, norms and standards. National Medicines Regulatory Authorities (NMRAs) with 
DGHTXDWH� FDSDFLW\� LQFOXGLQJ�D� FOHDU� OHJDO�PDQGDWH��TXDOLW\�PDQDJHPHQW� V\VWHPV��KXPDQ�
DQG� ÀQDQFLDO� UHVRXUFHV�� LQIUDVWUXFWXUH� DQG� HQIRUFHPHQW� V\VWHPV� FDQ� HIÀFLHQWO\� SOD\� WKLV�
role of medicines regulation. However, the regulatory systems in many countries are weak, 
GHOD\LQJ�DFFHVV�WR�TXDOLW\�PHGLFDO�SURGXFWV�DQG�UHVXOWLQJ�LQ�WKH�SUROLIHUDWLRQ�RI�VXEVWDQGDUG�
VSXULRXV�IDOVHO\�ODEHOOHG�IDOVLÀHG�FRXQWHUIHLW��66))&��PHGLFDO�SURGXFWV�

2. To prevent the circulation and use of SSFFC medical products, the Sixtieth Session of the 
WHO Regional Committee for Africa, held in Malabo, in 2010, stressed the need to strengthen 
the capacities of NMRAs and, to that end, recommended the establishment of an African 
Medicines Agency (AMA).

��� 7KH�SURPRWLRQ�RI�VXVWDLQDEOH�DFFHVV�WR�TXDOLW\�DQG�DIIRUGDEOH�PHGLFLQHV�DQG�LQWHJUDWLRQ�RI�
local production into the overall health systems strengthening package have been among 
the key priorities of African leaders. Under the theme “Strengthening of Health Systems 
IRU� (TXLW\� DQG�'HYHORSPHQW� LQ�$IULFDµ�� WKH�$8�&RQIHUHQFH�RI�$IULFDQ�0LQLVWHUV� RI�+HDOWK�
(CAMH3) in April 2007 responded to the AU Assembly decision 55 taken during the Abuja 
Summit in January 2005 which mandated the AU Commission to develop a Pharmaceutical 
Manufacturing Plan for Africa (PMPA) within the framework of the New Partnership for 
Africa’s Development (NEPAD) Planning and Coordinating Agency (AU 2007).

4. The PMPA aims at strengthening the ability of local pharmaceutical manufacturers to 
SURGXFH�KLJK�TXDOLW\��DIIRUGDEOH�HVVHQWLDO�PHGLFLQHV�WKDW�ZLOO�FRQWULEXWH�WR�LPSURYHG�KHDOWK�
outcomes and the realization of direct and indirect economic growth. Furthermore, the AU 
Heads of State and Government at their 19th Ordinary Assembly in July 2012 committed to 
consolidating efforts for local production and strengthening regulatory oversight in Pillar II 
of the AU Roadmap on shared responsibility and global solidarity on AIDS, TB and Malaria 
�$70�� ZKLFK� DOVR� XQGHUVFRUHV� WKH� QHHG� WR� DFFHOHUDWH� DFFHVV� WR� DIIRUGDEOH� DQG� TXDOLW\�
assured medicines and health-related commodities.

ͳǤ   ����������������������������������ǡ���������ǡ������������ǡ��������������������Ǥ
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5. The roadmap calls for laying the foundation for a single African medicines regulatory agency 
as stated in the PMPA while strengthening regional medicines regulatory harmonization 
initiatives. The roadmap also recognizes the coordination mechanism established by the 
African Union Commission (AUC), the NEPAD together with the various Regional Economic 
Communities (RECs) as platforms that should work together towards achieving convergence 
of medicines regulation and legislation.

6. Furthermore, the Sixty-third session of the WHO Regional Committee for Africa, held in 
September 2013, adopted a technical document2 that emphasizes the need for sustainable 
IXQGLQJ� PHFKDQLVPV� WR� UHLQIRUFH� 105$V� ZLWKRXW� FRQÁLFW� RI� LQWHUHVW� DQG� IRU� HIIHFWLYH�
implementation of regulatory functions. Member States recommended a stepwise approach 
in establishing the AMA, involving the RECs and the AUC.

��� 6XEVHTXHQWO\��WKH��th African Vaccine Regulatory Forum (AVAREF), held in Uganda, in October 
2013, and the 3rd African Medicines Regulators Conference (AMRC), held in South Africa, in 
December 2013, discussed and supported the idea of establishing a single AMA. To that 
end, the meeting participants called on existing networks and regional platforms to share 
information and experiences on joint inspections and reviews, harmonization of efforts to 
develop a model law, guidelines, technical documents and procedures to serve as a basis for 
establishment of the AMA.

8. Globally, there is only one example of a regional centralized regulatory system, i.e. the 
European Medicines Agency (EMA).3  The European Union (EU) harmonization, which began in 
������VWDUWHG�ZLWK�WKH�HVWDEOLVKPHQW�RI�&RPPXQLW\�ZLGH�PHFKDQLVPV�DQG�D�FOHDU�GHÀQLWLRQ�
of the mandate of the Community and the mandate of Member States. The whole idea 
originated from the need to have a common market and was based on the very advanced 
national systems and supportive legal instruments already in place in Member States. 
$IWHU� ��� \HDUV� RI� HIIRUWV� WKH� FHQWUDOL]HG�PHGLFLQHV� DJHQF\�� FDOOHG� (0$�� ÀQDOO\� EHFDPH�
RSHUDWLRQDO�LQ������������$OO�0HPEHU�6WDWHV�KDG�WR�DFFHSW�WKH�ERG\�RI�(XURSHDQ�8QLRQ�
rights and obligations binding the Member States together within the European Union, 
commonly known as the�����������������, and to implement the regulatory framework 
for accession to EMA.

ʹǤ  ǲ�����������������������������������������������������������������������������������ǳǤ
͵Ǥ� �����Ǥ���Ǥ������Ǥ��Ǥ
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��� 7KH� (0$� LV� QRZ� UHVSRQVLEOH� IRU� VFLHQWLÀF� HYDOXDWLRQ� RI� KXQGUHGV� RI� DSSOLFDWLRQV� IRU�
marketing authorization for human and veterinary medicines that fall within the scope of the 
FHQWUDOL]HG�PHFKDQLVP��7KH�(0$�SURYLGHV�VFLHQWLÀF�DGYLFH�IRU�WKH�FHQWUDOL]HG�PHFKDQLVP��
while the European Commission (EC) makes decisions regarding marketing authorization. A 
UHSUHVHQWDWLYH�RI�HDFK�(8�0HPEHU�6WDWH�SDUWLFLSDWHV�LQ�WKH�ZRUN�RI�WKH�VFLHQWLÀF�FRPPLWWHH�
WKDW�SURYLGHV�VFLHQWLÀF�DGYLFH�WR�WKH�(0$�

10. However, thousands of other medicines that do not fall within this scope are marketed in 
the European Union either in individual Member States, in accordance with their national 
authorization procedures, or in multiple Member States through decentralised or mutual-
recognition procedures. EMA depends entirely on the services of experts who are full-time 
employees of the NMRAs in their respective countries and are fully paid by Member States. 
)XQFWLRQV�VXFK�DV�LQVSHFWLRQ��TXDOLW\�PRQLWRULQJ�DQG�VDIHW\�PRQLWRULQJ�DUH�FDUULHG�RXW�E\�
the NMRAs in the Member States. For their part, NMRAs in Africa assess and register medical 
products and some Member States have bilateral mutual agreements in this regard.

������������
��������������������	����ǣ���������������������

11. Between 2002 and 2010, WHO provided support to 26 countries in the African Region to 
assess their regulatory systems and to draw up and implement institutional development 
plans.4  In 2010 and 2011, NEPAD undertook a situation analysis of the status of harmonization 
of medicines registration in the East African Community (EAC),5 Economic Community of 
West African States (ECOWAS)6 and Southern African Development Community (SADC) 
respectively. Other assessments and reviews have also been undertaken in the recent past at 
subregional7 and regional8  levels.

ͶǤ   ���Ȁ���Ȁ���ȀʹͲͳͲǤͶǡ� ����������� ��� ���������� ����������� �������� ��� ���Ǧ�������� �������� ���������ǣ� ��� ��������� ��� ϐ�������� ����� ʹ�
������������������ǡ�
�����ǡ��������������������������ǡ�ʹͲͳͲǤ

ͷǤ�� ��Ȁ�����ǡ�����������������������������������������������������������������������������Ǥ�	�������������������������������������������ȋ���Ȍǡ�
ʹͲͳͲǤ

�Ǥ�� ��Ȁ�����ǡ�������������������������������������������������������������������� ���������Ǥ�	������������ ���� �������������������������������
���������������ȋ������Ȍǡ�ʹͲͳͳǤ

�Ǥ  �����ǡ��������������������±����������������������������������������±������±��������������������������������������������������ǯ�����ǡ������ǡ�
ʹͲͳͳǤ

��ͺǤ ����ǣȀȀ���Ǥ���Ǥ���Ȁ���������Ȁ�����Ȁ������������Ȁ������������̴����������Ȁ��ȀǢ���������Ǣ�ʹͳ�	��������ʹͲͳͶǤ
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����� 9DULRXV�VWXG\�ÀQGLQJV�E\��DPRQJ�RWKHUV��:+2�������DQG��������1(3$'�������DQG��������
US Food and Drug Administration (2010) and Management Sciences for Health (2010) 
show that most African countries are not yet in a position to meet internationally accepted 
UHTXLUHPHQWV�IRU�UHJXODWLRQ�RI�PHGLFDO�SURGXFWV��7KH�PDLQ�ÀQGLQJV�DUH�WKDW�FXUUHQWO\�RQO\�
4% of Member States have moderately developed national regulatory capacity compared 
with countries of the developed world, while 33% of AU countries have regulatory capacity 
to carry out most functions to varying degrees and 24% have basic regulatory capacity (i.e. 
carry out minimum functions).

13. An estimated 39% of AU Member States have limited regulatory capacity to implement all 
the regulatory functions. The analysis further reveals that most NMRAs have inappropriate 
organizational structures to implement medical products regulatory functions. In some 
countries, the entities responsible for coordinating and overseeing the implementation 
of medical products regulation are units under departments of the ministry of health. 
$OWKRXJK� WKHVH� HQWLWLHV� DUH� H[SHFWHG� WR� EH� DXWRQRPRXV�� IXOO�ÁHGJHG� GHSDUWPHQWV� ZLWK�
statutory authority (boards or commissions) to ensure their independence, transparency 
and accountability in decision-making, the reality is different in most cases.

14. The analysis of studies shows that RECs, namely EAC, SADC, ECOWAS, West African Economic 
and Monetary Union (UEMOA) and Central African Economic and Monetary Union (CEMAC) 
are at various stages of economic integration and have policies, laws, regulatory tools and 
standards for harmonization of medical products regulation. Some of the RECs are also 
working towards joint dossier reviews and inspection of pharmaceutical manufacturing 
plants, which is a key factor for building regulatory capacity among participating countries 
in regional harmonization schemes.

15. For instance, through the African Medicines Regulatory Harmonization (AMRH) initiative, the 
EAC has developed regionally-agreed technical guidelines for regulation of medicines and 
is in the process of developing a pharmaceutical policy and bill for the EAC Food and Drug 
Safety Commission. Other RECs such as SADC and ECOWAS have also made major milestones 
in the establishment of their medicines regulation harmonization projects. African countries 
in the WHO Eastern Mediterranean Region do not cooperate in medicines regulation in the 
RECs. However, there is convergence of efforts in the Gulf Cooperation Council (GCC) on 
medicine registration as GCC acts as a pooled procurement entity for its members. Taken 
together, such efforts form an important foundation for the establishment of the AMA.
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������������������
��

16. Despite the capacity building efforts of WHO and partners to strengthen national and sub-
regional regulatory systems and promote harmonization, evidence shows that the capacity 
RI�FRXQWULHV�WR�UHJXODWH�PHGLFDO�SURGXFWV�LV�VWLOO�LQDGHTXDWH�LQ�$IULFD��+RZHYHU��VRPH�RI�WKH�
countries have better regulatory systems than others. This disparity in regulatory capacity 
SURYLGHV� IXUWKHU� MXVWLÀFDWLRQ� IRU� HVWDEOLVKLQJ� D� FRQWLQHQWDO� UHJXODWRU\� V\VWHP��0RUHRYHU��
implementation of agreed procedures and processes, coordination of regulatory practices 
across subregions, priority-setting for products against target diseases, promotion of 
manufacturing and optimal use of the limited resources available to the NMRAs remain 
VLJQLÀFDQW� FKDOOHQJHV�� 7KHVH� FDQ� EH� HIIHFWLYHO\� DGGUHVVHG� WKURXJK� D� UHJLRQDO� UHJXODWRU\�
system, i.e. the AMA.

�����������	������������������	��������

17. The AMA is intended to be an organ of the AU, legally mandated by Member States. It will 
provide a platform for coordination and strengthening of ongoing initiatives to harmonize 
medicines regulation. It will also serve the purpose of pooling expertise and capacities 
and strengthening networking for optimal use of the limited resources available. AMA will 
therefore provide guidance and complement and enhance the efforts of the RECs towards 
harmonization of medical products regulation. By enhancing the regulatory environment, 
AMA will contribute to enhancing access to medical products.

oPPortunItIes 

���� 7KH� *OREDO� )XQG� WR� ÀJKW� $,'6�� 7%� DQG� 0DODULD� �*)$70��� *OREDO� $OOLDQFH� IRU� 9DFFLQHV�
and Immunization (GAVI), UN Commission for Life-saving Commodities for maternal, 
reproductive and child health and the Neglected Tropical Diseases partnership as well as 
networks of regulators (e.g. AVAREF and AMRC) all represent opportunities to enhance 
regulatory convergence at the continental level. These initiatives, which aim at enhancing 
WKH�DYDLODELOLW\�RI�PHGLFDO�SURGXFWV��UHTXLUH�DGHTXDWH�UHJXODWRU\�RYHUVLJKW�
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19. African countries recognize the need for a coordination mechanism for the regulation of 
PHGLFDO�SURGXFWV��DQG�$0$�ZLOO�IXOÀO�WKDW�QHHG��7KH�WLPH�IUDPH�IRU�HVWDEOLVKPHQW�RI�$0$�
should take account of the current opportunities and partnerships to support global health 
LQLWLDWLYHV�DQG�ZLOO�UHTXLUH�OHVV�LQYHVWPHQW�LI�HVWDEOLVKHG�VRRQHU�UDWKHU�WKDQ�ODWHU�

���������	������������������	��������

�������������������

20. ������ǣ�The vision for establishment of the AMA is to contribute to improving access to 
DIIRUGDEOH� PHGLFDO� SURGXFWV� IRU� SULRULW\� GLVHDVHV�FRQGLWLRQV� WKDW� PHHW� LQWHUQDWLRQDOO\�
UHFRJQL]HG�VWDQGDUGV�RI�TXDOLW\��VDIHW\�DQG�HIÀFDF\��

21. �������ǣ�The mission of the AMA at the continental level is to coordinate national and 
subregional medicines regulatory systems, carry out regulatory oversight of selected medical 
products and promote cooperation, harmonization and mutual recognition of regulatory 
decisions.


�����������������

22. The guiding principles of the AMA will be as follows:

(a) 
������������������������������ǣ AMA will observe practices of good governance in 
creating an enabling environment for sustained regulatory systems, partnership and 
coordination of activities in an integrated manner.

(b) ����������ǣ� $0$� ZLOO� IXOÀO� LWV� IXQFWLRQV� E\� GHSOR\LQJ� DQG� PDLQWDLQLQJ� WKH� EHVW�
competencies available.

(c) ���������ǣ Member States will have primary ownership of AMA to ensure that its 
ÀQDQFLDO��KXPDQ��LQIUDVWUXFWXUDO�DQG�RWKHU�UHVRXUFHV�DUH�DGHTXDWH�IRU�SHUIRUPLQJ�LWV�
functions.
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(d) �������������������������������������������Ǧ������ǣ The AMA will make its decisions 
LQGHSHQGHQWO\��EDVHG�RQ�FXUUHQW�VFLHQWLÀF�HYLGHQFH��SURIHVVLRQDO�HWKLFV�DQG�LQWHJULW\��
7KH� GHWDLOHG� HYLGHQFH� RI� LWV� GHFLVLRQ�PDNLQJ� SURFHVV� DQG� WKH� MXVWLÀFDWLRQ� IRU� LWV�
decisions will be fully respected. The AMA will be accountable to Member States of the 
African Union.

(e) ���ϐ�����������ǣ� 7KH� $0$� ZLOO� DGKHUH� WR� WKH� SULQFLSOHV� RI� FRQÀGHQWLDOLW\� LQ� DOO� LWV�
operations.

(f) ��������������������������������������ǣ In all its functions the AMA will adhere 
WR� LQWHUQDWLRQDO� VWDQGDUGV� RI� TXDOLW\� PDQDJHPHQW� DQG� FUHDWH� WKH� FRQGLWLRQV� IRU�
continuous improvement of its regulatory practices and those of NMRAs of Member 
States of the African Union.

(g) Pa����������������������������ǣ The AMA will build and strengthen partnerships and 
promote collaboration and information sharing with all relevant stakeholders.

(h) support for innovationǣ The AMA will support innovations that will enhance access to 
new medical products in order to address the public health priorities of Africa.

Functions of the ama

23. The AMA will have a coordination and stewardship function for the regulatory activities of the 
Member States. Among the core regulatory functions, the AMA will perform the following:

(a) �����������������������ǣ�The AMA will be responsible for evaluation and decision-
PDNLQJ�ZLWK�UHJDUG�WR�VHOHFWHG�PHGLFDO�SURGXFWV�IRU�WUHDWPHQW�RI�SULRULW\�GLVHDVHV�
conditions as determined by the African Union.

(b) ����������ǣ The AMA will undertake coordination and share information on a regular 
basis in regard to all products that it has authorized for marketing.

(c) �������������������ǣ�The AMA will coordinate the collection and sharing of information 
on all medical products including SSFFC medical products.
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(d) ������� ����������ǣ The AMA will be responsible for making regulatory decisions 
FRQFHUQLQJ� SURGXFWV� VHOHFWHG� IRU� WUHDWPHQW� RI� SULRULW\� GLVHDVHV�FRQGLWLRQV� DV�
determined by Member States, based on available safety information. In addition, the 
$0$�ZLOO�FROOHFW�DQG�VWRUH�LQIRUPDWLRQ�RQ�WKH�TXDOLW\�DQG�VDIHW\�RI�PHGLFDO�SURGXFWV�
and share them with all its Member States and even globally. It will also establish 
collaboration with global and regional centres in the area of safety monitoring.

(e) ����������������������������ǣ The AMA will coordinate joint reviews of applications for 
clinical trials conducted in several countries (multicentre trials).

(f) ���������������ǣ 7KH�$0$�ZLOO�FRRUGLQDWH�DQG�QHWZRUN�TXDOLW\�FRQWURO�ODERUDWRU\��
services for national and subregional regulatory authorities. 

(g)  ����������������������ǣ�The AMA will support strengthening of the capacity of national 
and subregional regulatory systems.

�����������������

24. The AMA will have a small critical mass of competent staff to facilitate the work of experts 
and expert committees. To ensure that NMRAs retain their human resources, the AMA will 
rely on the contributions of NMRA experts for the evaluation of applications for marketing 
authorization. Through their participation in the work of these expert committees and 
regulatory evaluation, the NMRAs will enrich their capacities to perform their mandated 
functions more effectively.

Governance of the ama

25. The AMA will be established by the African Union Summit of Heads of State and Government. 
It will be governed in accordance with the rules and procedures of the African Union. The 
resources of the AMA will be provided by the AU in accordance with its relevant practices 
and procedures.
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����������������ǣ����������������������������
����������

26. The milestones with corresponding timelines in the establishment of the AMA are summarily 
presented in the table below.

 milestone                       timeline 

 �������������������������������������������������������������
� ��������������������������������������������� � � � � � ʹͲͳͶ
� ����������������������������Ȁ���������������������������������������
� ������������������������������������������������� � � � � � ʹͲͳͶ
� ��������Ȁ���������������������������������������������
� �������������������
���������� � � � � � � � ʹͲͳͷ
� �������������������������������Ȁ��������� � � � � � � ʹͲͳ
� ������������������������������������������ � � � � � � ʹͲͳ
� ������������������������������������������������� � � � � � ʹͲͳ
� ������������������ � � � � � � � � ʹͲͳͺ

	����������������������

27. The primary source of funding of the AMA will be the Member States of the AU. In addition, 
Member States of the AU will provide contribution in kind by dedicating part of the time 
RI�WKHLU�105$V�VWDII�WR�WKH�ZRUN�RI�WKH�$0$��)XQGLQJ�PD\�DOVR�EH�VRXJKW�IURP�ÀQDQFLDO�
institutions and development partners. As an independent regulatory authority, its funding 
should not put it in any situation likely to undermine its decision-making processes. A 
business plan and corresponding budget will be developed by the Task Team to cover staff 
FRVW��HTXLSPHQW�LQIUDVWUXFWXUH��DQG�RSHUDWLRQDO�FRVWV��7KH�SURSRVHG�IXQGLQJ�PHFKDQLVP�
should ensure long-term sustainability and independence of decisions made by AMA.



3 8       1st  meeting of African Minisiters of Health jointly convened by the AUC and WHO   

r�������������������������

member states

28. Member States of the African Union will have the following roles and responsibilities:

(a) Delegate to the AMA some of the regulatory functions for selected medical products 
in accordance with the agreement establishing the AMA.

�E�� $OORFDWH�DGHTXDWH�UHVRXUFHV�IRU�WKH�RSHUDWLRQDOL]DWLRQ�RI�WKH�$0$�

(c)  Mobilize additional resources for the AMA.

�G��� 'HVLJQDWH�D�KRVW�FRXQWU\�LQVWLWXWLRQ�DQG�DSSRLQW�WKH�VWDII�RI�WKH�$0$�

(e)  Commit themselves (through a Memorandum of Understanding) to the decisions of 
the AMA.

regional economic communities (recs)

29.  The roles and responsibilities of the RECs will be as follows:

(a) Ensure the incorporation of regional regulatory policies, standards and practice as part 
of health protocol in existing trade treaties.

(b) Ensure the coordination of Member States and their participation in the regional 
regulatory harmonization schemes.

african union commission

30. The roles and responsibilities of the AUC will be as follows:

(a) Ensure the operationalization and domestication of the AU Model Law on medicines 
regulation and harmonization.

(b) Ensure the availability of technical, legal, managerial and administrative procedures 
for the establishment of the AMA.
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�������������������������

31. WHO in collaboration with relevant stakeholders will provide technical support to the AMA 
and to subregional and national medicines regulatory authorities.

�������������������������ȋ���Ȍ�������������������������������ȋ���Ȍ�

32.  The AUC and WHO in collaboration with relevant stakeholders will establish the Task Team 
to operationalize the agreed milestones for the establishment of the AMA with due regard 
WR�UHJLRQDO�UHSUHVHQWDWLRQ�DQG�VNLOOV�UHTXLUHG�WR�PHHW�WKH�VWLSXODWHG�PDQGDWH�DQG�FULWHULD�
for the selection of a host country of the AMA.

����	������

���� 7KH�ÀUVW�$IULFDQ�0LQLVWHUV�RI�+HDOWK�PHHWLQJ� MRLQWO\� FRQYHQHG�E\� WKH�$8&�DQG�:+2�KDV�
reviewed and adopted this proposal and provided policy guidance for the establishment of 
the AMA.
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1. The global burden and threat of noncommunicable diseases (NCDs), mainly cardiovascular 
diseases, cancer, diabetes and chronic respiratory diseases, pose one of the major challenges 
WR� GHYHORSPHQW� LQ� WKH� WZHQW\�ÀUVW� FHQWXU\�� 7KHVH� GLVHDVHV� XQGHUPLQH� VRFLDO� DQG� HFRQRPLF�
development and hinder the achievement of the Millennium Development Goals in Africa. It is 
estimated that up to two thirds of premature deaths from NCDs are linked to exposure to four 
common risk factors, namely tobacco use, harmful use of alcohol, unhealthy diet and physical 
inactivity. Exposure to the risk factors are prevalent in Africa but are preventable through a 
PXOWLVHFWRUDO�DSSURDFK�UHTXLULQJ�JRYHUQPHQWV�WR�DVVXPH�D�SULPDU\�UROH�DQG�UHVSRQVLELOLW\�WKDW�
goes beyond the health sector alone.  Furthermore, up to half of all NCD-related deaths are linked 
to weak health systems.

2. Member States of the African Union (AU) have recognized the growing burden of NCDs and 
their risk factors and have made important commitments to take multisectoral action at national, 
regional and global levels. These include commitments that Heads of State and Government made 
in the Political Declaration of the High-Level Meeting of the UN General Assembly on Prevention 
DQG�&RQWURO�RI�1RQFRPPXQLFDEOH�'LVHDVHV��6HSWHPEHU���������DQG�VXEVHTXHQW�UHVROXWLRQV�DGRSWHG�
by the World Health Assembly and WHO Regional Committees, as well as the commitments made 
at the 6th session of the AU Conference of African Ministers of Health in April 2013.

3. However, despite these commitments and actions, more needs to be done to scale up 
action to address NCDs and their risk factors in Africa. Implementation of a set of cost-effective 
interventions and affordable multisectoral interventions by all Member States can reduce exposure 
to risk factors and lead to a reduction of premature deaths from NCDs.
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�������

Burden of noncommunicable diseases

1. Noncommunicable diseases (NCDs) are responsible for 2.9 million deaths annually in 
countries in the WHO African Region.1  Of these deaths, 1.3 million (45%) are premature, 
occurring between the ages of 30 and 70 years.2  For the African countries of the WHO 
Eastern Mediterranean Region, premature deaths account for 24% to 51% of all deaths due 
to NCDs.3  The probability of dying from any of the major NCDs between the ages of 30 and 
70 years ranges from 14% in Tunisia to 36% in Malawi.4  

2.  According to the Brazzaville Declaration on NCDs prevention and control in the WHO 
African Region, NCDs include cardiovascular diseases, diabetes, cancers, chronic respiratory 
diseases, haemoglobinopathies (in particular sickle cell disease), mental disorders, violence 
and injuries. The persistent burden of communicable diseases associated with the ever 
increasing burden of NCDs and the associated disabilities and premature deaths has put 
Africa under a double burden of diseases. Health systems are weak in addressing NCDs and 
VKRXOG�EH�VWUHQJWKHQHG�E\�JLYLQJ�DGHTXDWH�DWWHQWLRQ�WR�LQWHU�DOLD��KHDOWK�ÀQDQFLQJ��WUDLQLQJ��
retention of the health workforce; procurement and distribution of medicines, vaccines, 
PHGLFDO�VXSSOLHV�DQG�HTXLSPHQW��LPSURYLQJ�LQIUDVWUXFWXUH��DQG�GHOLYHULQJ�HYLGHQFH�EDVHG�
and cost-effective services for NCDs. 

3.  Premature deaths from NCDs reduce productivity, curtail economic growth and trap 
SRSXODWLRQV� LQ� WKH� ORZHVW� LQFRPH� TXLQWLOHV� LQ� FKURQLF� SRYHUW\�� 7KH� H[RUELWDQW� FRVWV� RI�
treating NCDs and their complications are driving approximately 100 million people in 
Africa into poverty annually and undermine socioeconomic development.5  Up to two thirds 
RI�SUHPDWXUH�GHDWKV�DUH�OLQNHG�WR�H[SRVXUH�WR�IRXU�VKDUHG�FRPPRQ�PRGLÀDEOH�ULVN�IDFWRUV�
namely tobacco use, harmful use of alcohol, unhealthy diet, and physical inactivity. These 
ULVN�IDFWRUV�DUH�SUHYHQWDEOH�WKURXJK�DFWLRQ�WKDW�UHTXLUHV�JRYHUQPHQWV�WR�DVVXPH�WKH�SULPDU\�
role and responsibility of reducing exposure.

ͳǤ� ����
������������������������ȋʹͲͳͳȌǤ
ʹǤ��� ����
������������������������ȋʹͲͳͳȌǤ
͵Ǥ� ����
����������������������������ȋʹͲͳͲȌǤ
ͶǤ��� ����
������������������������ȋʹͲͲͺȌǤ
ͷǤ��� ���������������������������������������ʹͲͳ͵Ǥ
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Determinants and risk factors for NCDs

4. Globalization of marketing and trade particularly in tobacco, alcohol and food, rapid 
urbanization and population ageing have led to a rapid rise in NCDs and an interplay between 
FRPPXQLFDEOH�GLVHDVHV��PDWHUQDO�DQG�SHULQDWDO�FRQGLWLRQV��QXWULWLRQDO�GHÀFLHQFLHV�DQG�1&'V�
in Africa. Many governments in Africa have been unable to meet the ever-expanding needs 
for legislation, policies, and regulatory frameworks that protect populations and individuals 
from exposure to risk factors for NCDs.

5. The prevalence of exposure to risk factors for NCDs is high in Africa. The average prevalence 
of current smoking among persons aged 15 years and above in Africa is 15%.6 There is 
increasing consumption of unhealthy foods rich in calories, sugars, fats and salt but poor 
in nutrients. The prevalence of overweight is also increasing among Africans, estimated at 
25% for persons aged 20 years and above. Harmful use of alcohol is also common. Although 
7 out of 10 people in Africa abstain from alcohol use, the average volume of pure alcohol 
consumed per drinker per unit of time is high. For instance, in some countries of the WHO 
African Region, consumption is estimated at about 35 liters of pure alcohol per drinker per 
year.

6. In contrast, in countries of the WHO Eastern Mediterranean Region, per capita consumption 
is generally far lower than the global average. However, the pattern of consumption is 
generally 2 on a scale of 1–5 implying that there is heavy episodic drinking. In Africa physical 
inactivity is prevalent with higher rates among women and children compared with men. 
7KH�SUHYDOHQFH�RI� LQVXIÀFLHQW�SK\VLFDO�DFWLYLW\� LQ�$IULFDQ�SRSXODWLRQV� LV�HVWLPDWHG�DW�����
in people aged 15 years and above. The major contributory factors for physical inactivity 
include lack of leisure and recreation facilities, increased use of motorized transportation, 
and less physically-demanding employment.

��� 6LQJO\�RU� LQ�FRPELQDWLRQ��WKHVH�EHKDYLRXUDO�ULVN�IDFWRUV�FRQWULEXWH�WR�IRXU�NH\�PHWDEROLF�
physiological changes: raised blood pressure, hyperglycemia, hyperlipidemia, and 
RYHUZHLJKW�REHVLW\�� 7KHVH�� LQ� WXUQ�� LQFUHDVH� WKH� ULVNV� RI� GLDEHWHV�� K\SHUWHQVLRQ� DQG� D�
number of common cancers. National health systems should be oriented towards promoting 

Ǥ��� 	�����������������������������������������ǡ��������������������������ǡ������������ϐ��������������ǡ������������ǡ�ʹͲͳʹǤ�
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and supporting healthy lifestyles among individuals, families and communities within the 
primary health care context in order to effectively respond to the complex social, cultural 
and behavioural issues associated with NCDs; as well as secondary and tertiary prevention 
of NCDs.

8. The 6th Session of the AU Conference of African Ministers of Health (Addis Ababa, 25-26 
April 2013) that convened under the theme “������������������������������������������
���������������������������������ǳ, expressed concern that Africa has been experiencing 
DGYHUVH�VRFLR�HFRQRPLF�FRQVHTXHQFHV�RI�1&'V��WKDW�VLWXDWLRQ�LV�VORZLQJ�SURJUHVV�WRZDUGV�
the attainment of the Millennium Development Goals. The ministers called upon the African 
Union Commission, together with regional health organizations, WHO, and other partners, 
to develop a roadmap for tackling NCDs in Africa.

9. Member States in Africa have also made global commitments to address NCDs. In September 
2011, Heads of State and Government adopted a Political Declaration at the High-level 
Meeting of the UN General Assembly on the Prevention and Control of NCDs.7  The Declaration 
urges governments to adopt innovative approaches to NCD policy development to ensure 
that NCDs receive an appropriate multisectoral response. Accordingly, the Declaration set 
forth recommendations to promote, establish or strengthen, by 2013, multisectoral national 
policies and plans for the prevention and control of NCDs.

10. In order to implement the commitments of the Political Declaration, the 66th World Health 
Assembly in May 2013 adopted nine voluntary targets to reduce NCDs and endorsed the 
WHO Global NCD Action Plan 2013–2020 that provides a roadmap and a menu of policy 
options for Member States. United Nations agencies and non-state actors have committed 
themselves to take coordinated and coherent action, at all levels, to support these global 
commitments. Member States also committed to consider setting national targets based on 
the global targets. The WHO Regional Committees for Africa and the Eastern Mediterranean 
have further supported these commitments, for example, through developing regional 
frameworks for action to implement the UN Political Declaration.8 The WHO Executive Board 
at its 134th session in January 2014 recommended four priority actions for consideration by 
the Sixty-seventh World Health Assembly. These are: (i) strengthening governance for NCDs; 
(ii) reducing exposure to risk factors for NCDs; (iii) enabling health systems to respond; and 
(iv) measuring results.

Ǥ   ������������Ȁ���ȀȀʹ������������������ǣȀȀ���Ǥ��Ǥ���Ȁ��Ȁ��Ȁ������Ȁ����̴���Ǥ���ǫ������αΨʹͲ�Ȁ���ȀȀʹ
ͺǤ� ��Ȁ��ͷͻȀ�ǤʹǤ
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11. These priority actions address cost-effective and affordable intervention “best buys” that aim 
to reduce exposure to risk factors in Member States. Examples of such interventions include 
addressing: tobacco use (increasing taxes, running mass media campaigns, legislating for 
completely smoke-free environments, issuing effective health warnings, and banning all 
forms of tobacco advertising, promotion and sponsorship), harmful use of alcohol (reducing 
availability, using pricing policies, restricting or banning advertising and promotion) and 
�������������� (reducing salt intake, increasing the intake of fruits and vegetables in diets, 
replacing trans-fats with unsaturated fat, and implementing public awareness programmes 
on diet and physical activity).

12. To fully implement these ‘’best buys’’ there is need for a multisectoral, whole-of-government 
approach aimed at reducing the exposure of populations and individuals to common risk 
IDFWRUV�IRU�1&'V��7KH�:+2������&RXQWU\�3URÀOH�RI�&DSDFLW\�DQG�5HVSRQVH�WR�1&'V�IRXQG�
that, while more countries have policies to tackle NCDs (compared with 2010), only a few of 
the policies are multisectoral and engage sectors outside health. In addition, existing plans 
are often not funded or implemented. Similarly, the African countries of the WHO Eastern 
0HGLWHUUDQHDQ�5HJLRQ�KDYH�1&'�XQLWV� LQ�PLQLVWULHV�RI�KHDOWK� �RU�HTXLYDOHQW���EXW� ODFN�WKH�
capacity needed to implement national prevention programmes.

����������������	�������������ǡ�������
������������������������
��������������������������������

13.  WHO has produced policies, strategies and tools to address NCDs and their risk factors. 
Examples of these include: The 
������ ������� ����� ���� ���� ����������� ���� �������� ��� ����
������������� ��������� ȋͶͷǦͶͶȌǢ� ���� ������� ������������ ��� ����� ȋͶͷͷȌǢ� ���� ����
	��������� ����������� ��� �������� �������� ȋͶͶȌǢ� ���� ���� 
������ ��������� ��� ����ǡ� ���������
�������������������� ȋͶͶͺȌǤ������������ ������������������������������ �������������������������
��������ȋͶͷͶȌǡ�������������������������������������ȋͶͷͷȌǡ�����������������ǣ������������������
���������������ȋͶͷȌ�������������������������������������	���������������������������������
����������������������������Ǥ9  In addition, there have been other corresponding initiatives 
to reduce exposure to risk factors for NCDs. They include taxation, capacity building and 
enactment of laws on product marketing and labelling.

ͻǤ� ���Ȁ��ͷͻȀ�ǤʹǤ



4 6       1st  meeting of African Minisiters of Health jointly convened by the AUC and WHO   

14. �����������ǣ The WHO Framework Convention on Tobacco Control (WHO FCTC) provides a 
clear way forward for tobacco control in Africa, but countries are at different stages of its 
implementation. In Africa, 45 countries are Parties to the WHO FCTC, 34 countries have set 
national objectives for tobacco control, while 41 countries have established national tobacco 
FRQWURO� DJHQFLHV�� 2QO\� ÀYH10 countries levy taxes at over 70% of retail price. Thirty-two 
countries have measures to protect people from exposure to second-hand tobacco smoke 
in public places, but only six of these have comprehensive smoke-free legislation. Thirty-
eight countries have legislation to ban tobacco advertising, promotion and sponsorship, 11 
of which have imposed a total ban. Twenty-nine countries have run national surveys in the 
SDVW�ÀYH�\HDUV�WR�PRQLWRU�WKH�WREDFFR�HSLGHPLF�DPRQJ�ERWK�DGXOWV�DQG�\RXWKV�

15. ����������������������ǣ In 2010, the WHO Regional Committee for Africa adopted the ���������
��������� �� �����������������������������Ǥͷͷ ����
����������������������������������� ȋ
���Ȍ 
conducted in 49 countries of the African Union shows that, to date, 10 countries have 
comprehensive alcohol policies at various stages of implementation. Only 10 countries 
have established a coordination mechanism aimed at bringing together other sectors or 
stakeholders to address harmful use of alcohol. Regarding drink-driving policies, only 18 
FRXQWULHV�DSSO\�WKH�PD[LPXP�OLPLW�RI�����J�O�IRU�EORRG�DOFRKRO�FRQFHQWUDWLRQ��%$&��ZKLOH�WKH�
UHPDLQLQJ�FRXQWULHV�HLWKHU�KDYH�QR�VHW�%$&�OLPLWV�RU�WKH�OHYHOV�DUH�DERYH����J�O��$OWKRXJK�
WD[DWLRQ�KDV�LQFUHDVHG�LQ����FRXQWULHV��VWURQJHU�PHDVXUHV�DUH�UHTXLUHG�WR�UHJXODWH�WUDGLWLRQDO�
outlets, underage drinking and advertising which often target young people, women and 
the poor.  

16. ���������������������������������������ǣ The ����
����������������������ǡ�����������������������
Healthͷ  (DPAS) focuses on the promotion of healthy diets and regular physical activity for the 
prevention of noncommunicable diseases.  Implementation should be multisectoral and use 
a range of regulatory instruments, focusing on population-wide prevention policies; health 
promotion in settings like schools, workplaces, recreational facilities and communities; and 
improving health literacy, diet and physical activity across population groups and settings 
including schools, workplaces and residential areas. Early nutrition interventions for Member 
States, as contained in the WHO Comprehensive Implementation Plan for Maternal, Infant 
and Young Child Nutrition 2012–2025,13�DUH�UHTXLUHG�WR�SUHYHQW�WKH�UDSLG�ULVH�LQ�WKH�EXUGHQ�
of NCDs.

ͳͲǤ� �����ǡ�����������ǡ����������ǡ������������������Ǥ�
ͳͳǤ   ���ǡ������������������������������������������������������������������ȋ�����	�Ȁ��ͲȀͶȌǣ������������ǡ��������������������������ǡ����������

��ϐ��������������ǡ�ʹͲͳͲǤ
ͳʹǤ��� �����������������ǣȀȀ���Ǥ���Ǥ���Ȁ��������������������Ȁ�����Ȁ��Ȁ
ͳ͵Ǥ��� �����������������ǣȀȀ���Ǥ���Ǥ���Ȁ���������Ȁ������Ȁ���̴���������Ȁ��Ȁ
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�������
��

17. Despite the progress made, challenges remain in realizing the commitments made to address 
NCDs and their risk factors in Africa. These include: 

�D�� OLPLWHG�GHYHORSPHQW�DQG�RU�V\VWHPDWLF�HQIRUFHPHQW�RI�QDWLRQDO�ODZV��HYLGHQFH�EDVHG�
OHJLVODWLRQ�DQG�UHJXODWLRQV��ÀVFDO�SROLFLHV��WR�UHGXFH�H[SRVXUH�WR�ULVN�IDFWRUV�IRU�1&'V�

(b) fragile health systems, including lack of reorientation of health systems and primary 
FDUH��LQDGHTXDWH�DFFHVV�WR�DIIRUGDEOH�HVVHQWLDO�PHGLFLQHV�IRU�1&'V��ZHDN�PHFKDQLVPV�
IRU�VXVWDLQDEOH�KHDOWK�ÀQDQFLQJ��LQDGHTXDWH�KXPDQ�UHVRXUFHV�FDSDFLW\�DW�QDWLRQDO�DQG�
local levels; weaknesses in screening, early detection, cure, care and rehabilitation 
programmes;

(c) limited surveillance and health information systems to monitor the trends of NCDs and 
their risk factors and assess progress in implementing agreed policies, strategies and 
interventions;

(d) interference by industry players, particularly those associated with tobacco, alcohol, 
QRQ�DOFRKROLF� EHYHUDJHV� DQG� XQKHDOWK\� IRRGV�� WKURXJK� LQWHQVLÀHG� PDUNHWLQJ� DQG�
involvement in national policy development, which weakens regulatory laws in favour 
of self-regulation;

�H�� SROLWLFDO�LQVWDELOLW\��FRQÁLFWV��QDWXUDO�GLVDVWHUV��DQG�FKURQLF�HPHUJHQFLHV�

 actIons reQuIred

���� ,Q�RUGHU�WR�DFFHOHUDWH�LPSOHPHQWDWLRQ�RI�DFWLRQV�LGHQWLÀHG�DW�ERWK�JOREDO�DQG�UHJLRQDO�OHYHOV�
to address NCDs and their risk factors, countries of Africa should: 

(a) increase the priority accorded to NCDs in development work at regional and national 
levels; integrate the prevention and control of such diseases into policies across all 
government departments and provide high-level leadership, through the participation 
of the public sector in partnership with civil society organizations, the private sector 
and communities, in NCDs prevention and control; and intensify advocacy. 
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(b) Set national NCD targets for 2025 based on national situations, taking into account the 
nine global targets for NCDs.

(c) Develop a national multisectoral plan to achieve national targets, taking into account 
the WHO Global NCD Action Plan 2013–2020 and regional action plans. 

(d) As part of the implementation of a national multisectoral action policy and plan, 
prioritize the implementation of very cost-effective and affordable interventions 
(“best buys”) to reduce exposure to risk factors for NCDs and enable health systems to 
respond.

(e) Strengthen primary health care to prevent NCDs morbidity and mortality due to related 
complications such as strokes, heart attacks, amputations and blindness through the 
multiple risk factor approach that is a very cost-effective “best buy”.

(f) Strengthen national surveillance of NCDs, covering monitoring of (i) risk factors and 
determinants; (ii) outcomes (mortality and morbidity); and (iii) health systems response; 
and integrate surveillance into national health information systems to ensure the 
collection of data on the 25 globally agreed indicators.

(g) Protect public health policies from interference by vested interests of industry through 
comprehensive legislation and enforcement of national laws and policies.

(h) Ratify the WHO FCTC and the Protocol to Eliminate Illicit Trade in Tobacco Products.

�L�� 0RELOL]H�UHVRXUFHV�DQG�DOORFDWH�WKHP�LQ�DGHTXDWH��SUHGLFWDEOH�DQG�VXVWDLQDEOH�PDQQHU�
for prevention and control of NCDs and for universal health coverage, through an 
LQFUHDVH�LQ�GRPHVWLF�EXGJHWDU\�DOORFDWLRQV��YROXQWDU\�LQQRYDWLYH�ÀQDQFLQJ�PHFKDQLVPV�
DQG�RWKHU�PHDQV��LQFOXGLQJ�PXOWLODWHUDO�ÀQDQFLQJ��ELODWHUDO�VRXUFHV��DQG�SULYDWH�DQG�RU�
nongovernmental sector(s).

( j) Use all the above-mentioned action points to set milestones for a roadmap aimed at 
preventing and controlling NCDs in Africa.

19. AUC, WHO and partners should also ensure that NCDs and their risk factors are integrated 
in emergency and disaster preparedness and response in countries of Africa.
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20.  Members States in Africa should take advantage of the United Nations General Assembly 
comprehensive review and assessment meeting scheduled to take place on 10 and 11 July 
2014 in New York to take stock of the progress made in implementing the commitments in 
WKH�3ROLWLFDO�'HFODUDWLRQ��LGHQWLI\�JDSV�DQG�UHDIÀUP�WKHLU�SROLWLFDO�FRPPLWPHQW�WR�UHVSRQG�
to the challenge of NCDs.
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1. Women and children’s health is given particular recognition as a development and human 
rights issue in Africa.1,2,3   Investing in the health of women and children lays a strong 
foundation for sustainable social, economic and environmental development, and for peace 
and security. It has been estimated that increasing health expenditure by just US$ 5 per 
person per year, between 2013 and 2035, in 74 high-burden countries (46 of which are in 
Africa) could yield up to nine-fold dividends in economic and social terms.4 

2. For over 10 years, there has been a strong political will on the continent to improve 
health outcomes for women and children. Evidence of this includes the Continental Policy 
Framework on Sexual and Reproductive Health Rights (SRHR) and the Maputo Plan of Action 
for SRHR implementation as well as the strong commitments expressed by African States in 
regard to the Campaign for Accelerated Reduction of Maternal Mortality (CARMMA) and the 
UN Global Strategy on Women’s and Children’s health and its related �����������ǡ�������
��������������Ǥ�

��� ,Q�������WKH�$IULFDQ�8QLRQ��IRU�WKH�ÀUVW�WLPH�HYHU��IRFXVHG�WKH�GHOLEHUDWLRQV�RI�LWV�$VVHPEO\�
of Heads of State and Government on the theme of ǲ��������ǡ�����������������������������
������������ ��� ������ǳǤ5  In 2013 the African Union and the Government of South Africa 
hosted an international conference on maternal, newborn child health. The conference came 
up with a plan of action for ending preventable maternal, newborn and child deaths.

4. The recent global and regional initiatives aiming to improve women and children’s health 
have generated substantial resources. Over US$ 40 billion have been committed to improving 
health outcomes for women and girls since the launch of the UN Global Strategy in 2010. Of 
that amount, over US$ 25 billion have been already disbursed.6  In addition, the increase in 
domestic resources in some countries has led to reinvestments in social policies7 including 
in the health sector.

ͳǤ   �������������Ǥ�������������������������������������������������������ǡ�ͳͻͻͲǤ
ʹǤ�� �������������Ǥ�����������������������������������������������������ǯ����������������������������������������ǡ�ʹͲͲ͵Ǥ
͵Ǥ��� ���������������������������������ǯ������������������Ǥ����������������������������������ǯ��������Ǥ����������������ϐ��������������ǡ�������������

ʹͲͳʹǤ
ͶǤ�� ����������������������������ǡ�������������������������ǡ�ʹͲͳͳǤ���
�������������������������������������������������������������ǡ���������ǡ�

�������������������������ȋ������ȌǤ�
�����ǡ������������ǣ������Ǥ
�ͷǤ�� ��������������������������������ǡ����������������������������������������ǡ�ͳͻǦʹ�����ʹͲͳͲ��������ǡ�������Ǥ
�Ǥ� ����������ʹͲͳ͵�������ǣ������������������������������������������
������������������������ǯ��������������ǯ��������Ǥ�
�����ǡ�ʹͲͳ͵Ǥ
�Ǥ� ���������������������Ǥ������������������������ʹͲͳ͵ǣ����������������������ǡ�
�����ǡ�ʹͲͳ͵Ǥ
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5. Despite these tremendous efforts, the situation of women and children has not been 
improving. Many African countries are facing a daunting challenge in achieving Millennium 
'HYHORSPHQW�*RDO����0'*���RQ�UHGXFLQJ�XQGHU�ÀYH�PRUWDOLW\�UDWH�E\�WZR�WKLUGV�EHWZHHQ�
1990 and 2015 and Millennium Development Goal 5 (MDG5) on reducing maternal mortality 
by 75% and achieving universal access to reproductive health care.

6. Maternal deaths have been reduced globally including on the African continent. It declined 
by 41% between 1990 and 2010 in sub-Saharan Africa and by 66% in North Africa8  over the 
same period. At the same time most countries in the Region are a long way from reaching 
the MDG target related to family planning. Despite the increased political attention to family 
planning in recent years, most countries are far from reaching the set goal of 0% unmet 
need for family planning.

��� 2Q� WKH� $IULFDQ� FRQWLQHQW� RQO\� WKUHH� FRXQWULHV� �(TXDWRULDO� *XLQHD�� (J\SW� DQG� (ULWUHD�� DUH�
projected to achieve MDG5 by 2015. In addition, sub-Saharan Africa has the largest proportion 
(10%) of maternal deaths attributed to HIV. In fact, in 2010, of the 19 000 maternal deaths 
GXH� WR� +,9�$,'6� ZRUOGZLGH�� ��� ���� ������ ZHUH� LQ� VXE�6DKDUDQ� $IULFD�� ,Q� DGGLWLRQ�� IRU� D�
woman who dies while giving birth, an estimated 20 women suffer from injuries including 
REVWHWULF�ÀVWXOD�

8. Overall mortality rates for adolescent girls aged 15–19 years in low-and middle-income 
countries are over four times higher than for girls in high-income countries and over ten 
times higher when the comparison is made between girls in Africa and girls in high-income 
countries.9  Nearly 50% of unsafe abortions among girls aged 15 to 19 years occur in Africa 
and over 40% of new HIV infections in Africa occur among young people.

��� $IULFD�DFFRXQWV�IRU�WKH�KLJKHVW�QXPEHU�RI�GHDWKV�DPRQJ�FKLOGUHQ�XQGHU�ÀYH�\HDUV�RI�DJH��
(VWLPDWHV�LQ������LQGLFDWH�WKDW�RI�WKH�����PLOOLRQ�JOREDO�XQGHU�ÀYH�GHDWKV����PLOOLRQ�RFFXUUHG�
in Africa.10��'HVSLWH�WKH�UDSLG�SDFH�RI�UHGXFWLRQ�RI�XQGHU�ÀYH�PRUWDOLW\��SURJUHVV�LQ�LPSURYLQJ�
child survival is still too slow. Most of the child deaths are due to preventable and treatable 
conditions such as pneumonia, diarrhoea, malaria and newborn conditions.

ͺǤ� �����������������������������ǣ�ͳͻͻͲȂʹͲͳͲǤ����ǡ������	ǡ���	�������������������������������Ǥ��������������������������ǡ�
�����ǡ�ʹͲͳʹǤ
ͻǤ�� �������
�ǡ������Ǥ�ʹͲͲͻǤ�ǲ
�������������������������������������������ǣ������������������������������������������������Ǥǳ��������͵Ͷǣ�ͺͺͳȂͺͻʹǤ
ͳͲǤ��� �����	ǡ��������������������������������������Ȅ��������ʹͲͳ͵ǣ�������������������������������������������
�����������������������������������Ǥ
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���� ,Q�������DERXW�D�WKLUG�RI�XQGHU�ÀYH�GHDWKV�LQ�$IULFD�RFFXUUHG�GXULQJ�WKH�QHRQDWDO�SHULRG�DW�
a rate of 30 deaths per 1000 live births, with sub-Saharan Africa alone accounting for 38% 
of global neonatal deaths. Most of these deaths are due to complications of prematurity 
DQG�ORZ�ELUWK�ZHLJKW��ELUWK�DVSK\[LD�DQG�LQIHFWLRQV��,PSURYLQJ�QHZERUQ�KHDOWK�ZLOO�UHTXLUH�
WDUJHWHG�LQYHVWPHQWV�WKDW�DUH�GLIIHUHQW�IURP�WKRVH�UHTXLUHG�WR�LPSURYH�WKH�KHDOWK�RI�FKLOGUHQ�
XQGHU�ÀYH�\HDUV�RI�DJH�DQG�WKRVH�WKDW�DUH�VWURQJO\�OLQNHG�WR�PDWHUQDO�KHDOWK�LQWHUYHQWLRQV�

11. While recognizing the progress made in improving the health of the populations, much 
remains to be done to improve the health of women, children and youths who are central 
to the sustainable development of African countries. Currently there are many opportunities 
that create an enabling environment for progress.

12. In line with the African Union Heads of State Summit Declaration on Maternal, Newborn and 
Child Health (MNCH) and the African Union MNCH Action Plan, this paper highlights three 
PDLQ�LVVXHV�DQG�VWUDWHJLF�FRQVLGHUDWLRQV�WKDW�FRXOG�EH�SLYRWDO�LQ�VLJQLÀFDQWO\�LPSURYLQJ�WKH�
trends towards achieving the set targets. This paper also proposes actions for consideration 
by ministers of health of African countries.

������������������
��

13. delay in accessing careǣ�In most African countries maternal, newborn and child deaths occur 
at home, while existing MNCH services are underutilized at moments critical for maternal 
and child health. Opportunities for strengthening care in households may be missed because 
families are not informed or empowered to take actions that promote health while at the 
same time the socioeconomic conditions in which they live hamper their ability to make 
appropriate choices. The delays caused by long distance before reaching health facilities, the 
FDUH�VHHNLQJ�EHKDYLRXU�DQG�FKRLFHV�RI�KRXVHKROGV��DQG�ÀQDQFLDO�FRQVWUDLQWV�DOO�FRQWULEXWH�
to poor MNCH outcomes.

14. �������������������ǣ�Establishing and sustaining a functional health system that can provide 
XQLYHUVDO�FRYHUDJH�RI�TXDOLW\�FDUH� LV�D�FKDOOHQJH�IRU�PDQ\�FRXQWULHV� LQ�$IULFD�� ,QDGHTXDWH�
physical health infrastructure including transport for referral, lack of medicines and medical 
HTXLSPHQW�FRQVWLWXWH�D�EDUULHU�WR�HTXLWDEOH�DFFHVV�WR�TXDOLW\�VHUYLFHV�
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15. ������ ��������� ��� �������ǡ� ���������� ���� �������������� ��������� ������ ���������ǣ�
Challenges linked to the training of human resources, their deployment to rural and remote 
areas where most of the maternal, newborn and child deaths occur, and their retention (linked 
to poor remuneration, management and career development among others) constitutes a 
PDMRU�EDUULHU�WR�WKH�SURYLVLRQ�RI�TXDOLW\�501&+�VHUYLFHV�

16. �����ϐ������� ϐ��������� ���������ǣ� &XUUHQW� LQYHVWPHQW� LQ� KHDOWK� LV� QRW� VXIÀFLHQW� WR� PHHW�
KHDOWK�UHODWHG�0'*V��,Q�DGGLWLRQ�D������:+2�UHSRUW�KLJKOLJKWV�LVVXHV�FRQFHUQLQJ�HIÀFLHQW�
use of available resources. The high-level Taskforce for Innovative International Financing 
for Health Systems estimated that by 2009 a low-income country would need to spend on 
average US$ 44 per capita to strengthen its health system and provide an essential package 
of health services. This US$ 44 estimate was projected to rise to US$ 60 by 2015. According 
to a WHO national health account report 2012, Government Health Expenditure (GHE) in 
most African countries ranges from US$ 7 to US$ 618 per capita with 18 countries11 spending 
less than US$ 20 per person per year, 14 countries12 spending between US$ 20 and US$ 60 
while only 14 countries13 have GHEs above US$ 100.

17. 
�����������������������������������������������������������������������������������������ǣ�
,QVXIÀFLHQW�� XQWLPHO\� DYDLODELOLW\� DQG� LQDGHTXDWH� XVH� RI� JRRG� TXDOLW\� GDWD� IRU� PDQ\� RI�
the indicators coupled with limited funding to upgrade the civil registration and health 
information systems to generate these data constitute a major obstacle for monitoring and 
evaluation. In addition, the measurement of progress on MDGs is generally based on national 
DYHUDJHV�WKDW�PDVN�D�QXPEHU�RI�VXEQDWLRQDO�RU�UHJLRQDO�GLVSDULWLHV�DQG�LQHTXDOLWLHV��

18. In addition to the above, coordination of donors is weak, leading to fragmentation and 
FRPSHWLWLRQ�LQ�WKH�LPSOHPHQWDWLRQ�RI�LGHQWLÀHG�VWUDWHJLHV�

ͳͳǤ� �����ǡ��������ǡ�������������������������ǡ�����ǡ�����������������������������ǡ��������ǡ���������ǡ�
�����ǡ�
�����ǡ������ǡ��������ǡ�����ǡ�������ǡ�
����������ǡ������ǡ�������������ǡ��������������������Ǥ

ͳʹǤ�� ��������	���ǡ���������ǡ��������ǡ�������ǯ������ǡ�
�����ǡ�����������ǡ�����������ǡ��������ǡ�������ǡ����������������������ǡ��������ǡ������ǡ�
���������������Ǥ

ͳ͵Ǥ��� �������ǡ�������ǡ���������ǡ�����������ǡ������������
�����ǡ�
����ǡ��������ǡ������ǡ����������ǡ��������ǡ�����������ǡ�������������ǡ���������������
�������Ǥ
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actIons ProPosed

19. In order to end preventable maternal and child deaths i.e. reduce maternal mortality to less 
than 50 per 100 000 live births, less than 20 child deaths per 1000 live births, and less than 
10 newborn deaths per 1000 live births by 2035, known cost-effective interventions need 
to be scaled up and new strategies that are innovative and dynamic should be explored 
ZLWK� WKH� DLP� WR� LPSURYH� HTXLW\� EHWZHHQ� DQG�ZLWKLQ� FRXQWULHV�� &RXQWULHV� VKRXOG� H[SORUH�
the potential of new information and communication technologies to improve access to 
reproductive, maternal and child health care and to facilitate reporting and analysis of data 
to inform public health actions.

20. In this regard, countries should facilitate implementation of the following proposed actions:

(a) Ensure access to an integrated package of essential and high impact interventions and 
services along the continuum of care, including for vulnerable and mobile populations, 
nomads, women and children in emergencies. This package ranges from access to 
voluntary family planning, prevention and management of complications of pregnancy, 
promotion of safe childbirth, access to emergency obstetric and newborn care 
services, and provision of essential vaccines (including new vaccines such as Rotavirus, 
pneumococcal and HPV) and treatment for HIV and AIDS, malaria, tuberculosis, 
diarrhoea, pneumonia and other neglected diseases. Targeted interventions should be 
implemented on a reasonable scale addressing both demand and supply aspects. 

(b) Scale up and improve investments in human resources for health using as guiding 
documents the Roadmap for Scaling up Human Resources for Health for Improved 
Health Service Delivery in the African Region 2012–2025 and the commitments of the 
Third Global Conference on Human Resources for Health, held in Recife, Brazil, in 2013.

�F�� ,QVWLWXWLRQDOL]H�ORQJ�WHUP�VXVWDLQDEOH�KHDOWK�ÀQDQFLQJ�RSWLRQV�WR�KDYH�XQLYHUVDO�KHDOWK�
FRYHUDJH�DQG�UHPRYH�ÀQDQFLDO�EDUULHUV�WR�DFFHVVLQJ�01&+�VHUYLFHV��&RXQWULHV�VKRXOG�
assess the progress they have made in the implementation of the “Abuja Call” targets 
RQ�KHDOWK�ÀQDQFLQJ�DQG�WDNH�WKH�QHFHVVDU\�DFWLRQ�

(d) Support the development of a multisectoral coordination mechanism to oversee 
investments in the critical social, economic and environmental determinants of health. 
In recognition of the inherent impact of these distal determinants of maternal and 
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FKLOG�KHDOWK��FRXQWULHV�VKRXOG�LQYHVW�LQ�JLUOV·�HGXFDWLRQ��JHQGHU�HTXDOLW\��LQFOXGLQJ�WKH�
prevention of child marriage), food and nutrition security, water and sanitation, and 
urban and rural infrastructure.

(e) Establish and strengthen tracking and monitoring systems (such as institutionalization 
of RMNCH performance management scorecards), disease surveillance (including 
institutionalization of maternal and perinatal death surveillance, review and response) 
and strengthening of civil registration of births and deaths in order to provide better 
information for action and monitor improvements in RMNCH.

(f) Work with civil society organizations to strengthen the capacity of communities and, 
SDUWLFXODUO\�PDOH�LQYROYHPHQW��LQ�WKH�LGHQWLÀFDWLRQ�RI�501&+�SUREOHPV��WKH�SODQQLQJ��
ÀQDQFLQJ� DQG� LPSOHPHQWDWLRQ� RI� VROXWLRQV� DQG� WKH� FUHDWLRQ� RI� DFFRXQWDELOLW\�
mechanisms.

(g) Ensure better coordination, alignment and harmonization of existing RMNCH 
initiatives. Countries should build on existing mechanisms or establish a coordination 
mechanism to oversee implementation and alignment with the plans of the various 
RMNCH regional and global initiatives.
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1. Globally, around 54.5 million people die each year. One in eight of these deaths occurs in 
FKLOGUHQ�XQGHU�ÀYH�\HDUV�RI�DJH��0RVW�RI�WKHVH�SUHYHQWDEOH�GHDWKV�LQ�FKLOGUHQ�RFFXU�LQ�ORZ�
and middle-income countries. About 74% of child deaths occur in Africa and South-East Asia 
and 45% of Disability-Adjusted Life Years (DALYs) in low-and middle-income countries are 
caused by noncommunicable diseases.1  Africa bears a large proportion of the global burden 
of disease and current efforts to address this challenge need to be scaled up.

2. Africa also bears about half of the global burden of Neglected Tropical Diseases (NTDs). NTDs 
such as guinea-worm disease, buruli ulcer and human African trypanosomiasis affect only 
or mainly the African continent. Inaction on these diseases is having serious developmental 
DQG� HFRQRPLF� FRQVHTXHQFHV� EHFDXVH� RI� WKH� DWWHQGDQW� GHFOLQH� LQ� VFKRRO� SHUIRUPDQFH��
retardation of growth, absenteeism from school and work, and loss of productivity. It has 
further been noted that Neglected Tropical Diseases are affecting children, peasants and the 
poor, causing varying degrees of disability and perpetuating the cycle of poverty.2

3. Communicable diseases remain the commonest health condition and their prevalence and 
EXUGHQ�KDYH�D�KXJH�VRFLRHFRQRPLF�LPSDFW�LQFOXGLQJ�ORVV�RI�TXDOLW\�RI�OLIH�IRU�PDQ\�SHRSOH�
in Africa. Communicable diseases such as malaria, tuberculosis, AIDS and meningitis still kill 
millions of people each year while cholera has become endemic in most African. Some of 
the new developments in communicable diseases in Africa include the resurgence of wild 
poliovirus in countries where polio had disappeared, while mortality due to measles and 
tetanus3  is on the increase. 

4. Africa has not been spared from natural and man-made disasters and, every day, hundreds of 
millions of people face threats to health and livelihoods because local and national systems 
that support their health and lives are either overwhelmed or too weak to withstand crises and 
extreme events. This calls for Africa to focus more on disaster preparedness and response. 
Floods, droughts and wars usually result in extreme humanitarian challenges including spread 

ͳǤ   ��������������������������ȋʹͲͳ͵ȌǤ��������������������������������������Ǥ���������������ǣ�����ǣȀȀ���Ǥ���Ǥ���Ȁ���Ȁ���������̴������̴�������Ȁ
��Ȁ�ȏ��������ǣ�ͳͺ�	��������ʹͲͳͶȐǤ

ʹǤ��� ������ ������� ������������� ȋʹͲͳ͵ȌǤ� ���������� ��������� ��������Ǥ� ���������� ����ǣ� ����ǣȀȀ���Ǥ����Ǥ���Ǥ���Ȁ��Ȁ����������Ȁ�������Ǧ
����������Ȁ�������Ǧ����������Ǧ���Ǧ�������Ȁ���������Ǧ��������Ǧ��������Ǥ����ȏ��������ǣ�ͳͺ�	��������ʹͲͳͶȐǤ

͵Ǥ� ��������������������������ȋʹͲͳ͵ȌǤ���������������������������������ȋ���ȌǤ���������������ǣ�����ǣȀȀ���Ǥ����Ǥ���Ǥ���Ȁ�����Ǥ���ǫ������α���̴��
�����Ƭ����α�������Ƭ��αͻͺƬ������αͺͺ͵�ȏ��������ǣ�ͳͺ�	��������ʹͲͳͶȐǤ
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RI�GLVHDVHV�DQG�HVFDODWLRQ�RI�PDOQXWULWLRQ��5HSHDWHG�ÁRRGV��GURXJKWV��FRQÁLFWV�DQG�GLVHDVH�
outbreaks overstretch the already fragile health systems and other infrastructure and pose 
PDMRU�FKDOOHQJHV�WR�HPHUJHQF\�UHVSRQVH��)XUWKHUPRUH��DUPHG�FRQÁLFWV�LQ�$IULFD�DUH�UHFXUUHQW�
and, in most instances, complex in nature.4 One of the drawbacks in controlling diseases 
LQ�KXPDQLWDULDQ�HPHUJHQFLHV�LV�LQDGHTXDF\�RI�VLWXDWLRQ�DQDO\VHV��VWDQGDUG�JXLGHOLQHV�DQG�
WHFKQLFDO�VXSSRUW��7KDW�FDOOV�IRU�WKH�SURYLVLRQ�RI�H[SHUWLVH�WR�ÀOO�WKH�JDS��EDVHG�RQ�OHVVRQV�
learned from the work being done by WHO and other partners in countries where health is 
fragile. Africa should be able to achieve its primary objective in disaster preparedness and 
response and reduce avoidable loss of life and the burden of disease and disability.5 In most 
cases, even when disease outbreaks are diagnosed in emergency situations, countries do not 
know how to respond to them. Hence, the establishment of a standard set of international 
health regulations is crucial.

5. Apart from the high prevalence of diseases in Africa, the continent also has limited ability to 
detect these diseases. Medical laboratories in Africa are underdeveloped and unable to meet 
the demands of rapidly growing health delivery services in the 21st century.6  It has also been 
reported that Africa’s poor diagnostic capacity is likely to persist for decades if no deliberate 
efforts are made. In that event, the existing diseases that pose a pandemic threat may not 
EH�LGHQWLÀHG�LQ�D�WLPHO\�PDQQHU�WR�VXSSRUW�FRQWDLQPHQW�HIIRUWV�7  If this situation is to be 
averted, Africa needs to strengthen its health systems including its laboratory capacities. 
$IULFDQ� ODERUDWRU\� VHUYLFHV� DUH� XVXDOO\� FKDUDFWHUL]HG� E\� LQDGHTXDWH� VWDIÀQJ�� HTXLSPHQW�
and supplies and these hinder early detection of epidemics such as Ebola, Marburg and 
both multidrug-resistant and extensively drug-resistant tuberculosis.8 Africa needs to 
strengthen its public health laboratory systems by improving effective disease surveillance 
and preventing major emerging, re-emerging and endemic communicable diseases and 
noncommunicable diseases.

ͶǤ� ������ ������� ������������� ȋʹͲͳ͵ȌǤ� ��������� ������������� ���� ��������� ȋ���ȌǤ� ���������� ����ǣ� ����ǣȀȀ���Ǥ����Ǥ���Ǥ���Ȁ�����Ǥ
���ǫ������α���̴�������Ƭ����α�������Ƭ��αͻͺͳƬ������αͻͳ�ȏ��������ǣ�ͳͺ�	��������ʹͲͳͶȐǤ

ͷǤ�� ��������������������������ȋʹͲͳ͵ȌǤ���������������������������Ǥ���������������ǣ������ǣȀȀ���Ǥ���Ǥ���Ȁ���Ȁ�����Ȁ����Ȁ��Ȁ�����Ǥ�����ȏ��������ǣ�
ͳͺ�	��������ʹͲͳͶȐǤ��� ����������������������������������������������������������������������������������������������������������������������������������

Ǥ� ����������������������������������������ȋʹͲͳ͵ȌǤ�����ʹͲʹͲǣ��������������������������������������������������������������������������������Ǥ�
���������� ����ǣ� ����ǣȀȀ���Ǥ������Ǥ���Ǥ��Ȁ���ǫ��α�Ƭ���α�Ƭ�αƬ����α�Ƭ������α���Ƭ��αƬ���αͲ�	Ͳ�	��
Ƭ���α����Ψ͵�Ψʹ	Ψʹ	���Ǥ
����Ǥ���Ψʹ	Ψ͵	������Ψ͵�ͳƬ��αͺǦ���Ǧ��	������������Ƭ���α�	�����ͻ���������͵͵����ͷ���������Ƭ���α��Ǥͳͷ͵ͷʹͺͲǡ�Ǥ
�
Ͷȏ��������ǣ�ͳͺ�	��������ʹͲͳͶȐǤ

Ǥ��� ������Ǥ� ���� ȋʹͲͲͻȌǤ� ������� ���������� ����� ��� ������ 	��� ���������Ǥ� ���������� ����ǣ� ����ǣȀȀ���Ǥ������Ǥ���Ȁ������Ȁ������Ȁ����Ȁ�������Ǧ
���������Ǧ����Ǧ��Ǧ�����Ǧϐ��Ǧ�����������Ǥ�����ȏ��������ǣ�ͳͺ�	��������ʹͲͳͶȐǤ

ͺǤ� �������������������������� ȋʹͲͳ͵ȌǤ	����Ǧ������� �������� ��� ����������������� ���������Ǥ� ���������� ����ǣ� ����ǣȀȀ���Ǥ����Ǥ���Ǥ���Ȁ��Ȁϐ����Ǧ
������Ǧ�������Ǥ�����ȏ��������ǣ�ͳͺ�	��������ʹͲͳͶȐǤ
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6. Contrary to previous perceptions, mortality risks for noncommunicable disease are highest 
in middle-and low-income countries especially in sub-Saharan Africa. Noncommunicable 
diseases (NCDs) like heart attacks and strokes, cancers, diabetes and chronic respiratory 
diseases account for over 63% of deaths in the world today. Every year, according to WHO, 
NCDs kill 9 million people aged below 60 years.

7. Taking into account all these challenges faced by the continent of Africa, there is need to 
put in place a structure to support African countries to effectively respond to emergencies, 
obtain technical support to address complex health challenges and build the needed 
capacity. An African Centre for Disease Control and Prevention (ACDCP) would be an ideal 
body to support African countries in reducing their disease burden, especially by addressing 
communicable diseases, emergency situations and capacity building.

��� 7KH� 0LQLVWHUV� RI� +HDOWK� UHYLHZHG� WKH� HQWLUH� VHFWLRQV� RI� WKH� WHFKQLFDO� GRFXPHQW� $8&�
:+2������'RF��� RQ� WKH� ´HVWDEOLVKPHQW� RI� DQ� $IULFDQ� &HQWUH� IRU� 'LVHDVH� &RQWURO� DQG�
Prevention”.

 However, the meeting noted that some sections in the technical document were missing 
ZKLOH�RWKHUV�UHTXLUHG�IXUWKHU�HODERUDWLRQ�

 The ministers of health therefore suggested, during the plenary, the incorporation of the 
following elements in the document:

�D�� FOHDU�MXVWLÀFDWLRQ�IRU�WKH�HVWDEOLVKPHQW�RI�WKH�FHQWUH�ZKLOH�WDNLQJ�FRJQL]DQFH�RI�WKH�
existence of other regional centres of excellence;

�E�� GHÀQLWLRQ�RI�WKH�PLVVLRQ�DQG�GHWDLOHG�WHUPV�RI�UHIHUHQFH�RI�WKH�FHQWUH�

�F�� JXLGDQFH�RQ�WKH�FULWHULD�UHTXLUHG�IRU�KRVWLQJ�WKH�FHQWUH�

�G�� SURFHVVHV��IRU�GHWHUPLQLQJ�WKH�ÀQDQFLDO�FRQWULEXWLRQV�IURP�WKH�0HPEHU�6WDWHV�

(e) comprehensive roadmap for the implementation and sustainability of the centre.

� ,Q�RUGHU�WR�ÀQDOL]H�WKH�WHFKQLFDO�GRFXPHQW�EDVHG�RQ�WKH�UHFRPPHQGDWLRQ�RI�WKH�PLQLVWHULDO�
meeting, it was agreed that a multi-task force be established, comprising the AUC, WHO, 
Government of the Republic of Ethiopia and interested Member States.
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9. The main objectives for establishing the Centre are:

(a) to effectively prevent, detect and respond to diseases;

(b) to strengthen public health capability in disease detection, surveillance and response; 

(c) to establish information sharing network among relevant stakeholders and coordinate 
disease surveillance and detection as well as response to public health threats affecting 
Africa;

(d) to contribute to country public health capacity building;

(e) to act as Africa’s disease database with a rich source of research capacity and through 
storage of relevant reports and pathogen samples;

(f) to support the prevention and control of noncommunicable diseases;

(g) to promote and undertake research related to noncommunicable diseases, 
communicable diseases, neglected tropical diseases, circulating pathogens and health 
protection;

(h) to enhance cross-border and intersectoral collaboration in public health issues by 
raising awareness of the impact of public health threats on the health development of 
Member States and communities.

10. Furthermore, the Centre will align its work to existing guidelines such as the International 
Health Regulations framework.

mandate

11. At the African Union Special Summit on HIV, TB and malaria (ATM) in Abuja in July 2013, 
the Heads of States and Government took cognizance of the need for an African Centre for 
Disease Control and Prevention (African CDC) to conduct life-saving research on priority 
health problems in Africa and to serve as a platform to share knowledge and build capacity in 
UHVSRQGLQJ�WR�SXEOLF�KHDOWK�HPHUJHQFLHV�DQG�WKUHDWV��7KH�$VVHPEO\�WKHQ�UHTXHVWHG�WKH�$8�
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Commission to work out the modalities of establishing an African Centre for Disease Control 
DQG�3UHYHQWLRQ��7KH�UHTXHVW�ZDV�UHDIÀUPHG�LQ�GHFLVLRQ���������Ȁ��Ȁ���ǤͶͻͻ�ȋ����Ȍ�of the 
22nd Ordinary Session of the African Union (AU) Assembly held in Addis Ababa, Ethiopia, 
in January 2014 that stressed the urgency to establish the centre. The decision further 
UHTXHVWHG�WKH�$8�&RPPLVVLRQ��ZRUNLQJ�LQ�FROODERUDWLRQ�ZLWK�WKH�*RYHUQPHQW�RI�(WKLRSLD�
and other interested Member States, to submit a report to the Assembly by January 2015 
LQFOXGLQJ�WKH�OHJDO��VWUXFWXUDO�DQG�ÀQDQFLDO�LPSOLFDWLRQV�RI�WKH�HVWDEOLVKPHQW�RI�WKH�&HQWUH��
By that same decision, the AU Assembly recommended the establishment of the Centre.

terms oF reFerence For the acdcP 
crIterIa For hostInG the acdcP
ProPosed modus oPerandI

12. The African Centre for Disease Control and Prevention (ACDCP) is expected to leverage the 
FDSDFLWLHV�WKDW�DOUHDG\�H[LVW�RQ�WKH�FRQWLQHQW��&RQVHTXHQWO\��LW�LV�LPSRUWDQW�WR�XQGHUWDNH�DQ�
inventory and mapping of:

(a) All existing national CDC-type of institutions in Africa including those that are in the 
making.

(b) Regional institutions that can be a component part of the network of the ACDCP e.g. 
African Society for Laboratory Medicine, African Field Epidemiology Network, and 
African Medicine Harmonization and Regulatory Authority (when established).

(c) Research institutions that will be part of the ACDCP network e.g. UVRI, KEMRI, ANDI, 
etc.

(d) What can be done at national level and what can be done at regional and continental 
levels, i.e. the value addition of the ACDCP.

13. In line with above, the following modus operandi is proposed with regard to the establishment 
of the African Centre for Disease Control and Prevention.

structure

���� 7KH� $&'&3� LV� H[SHFWHG� WR� KDYH� LWV� KHDGTXDUWHUV� LQ� RQH� $IULFDQ� FRXQWU\� ZLWK� VDWHOOLWH�
agencies in the form of centres of excellence, specialized laboratories and resources spread 
LQ�VHOHFWHG�FRXQWULHV�RU� UHJLRQV��7KH�KHDGTXDUWHUV�ZLOO�EH� UHVSRQVLEOH� IRU�DGPLQLVWUDWLRQ��
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human resources management, resource mobilization and needs analysis and therefore 
its staff composition will be dominated by managers. Countries are expected to call upon 
WKH�$&'&3�IRU�VSHFLÀF�WHFKQLFDO�VXSSRUW�DQG�� LQ�WXUQ��WKH�KHDGTXDUWHUV�ZLOO�FDOO�XSRQ�WKH�
appropriate specialized centre and regional or international organizations to address the 
FRXQWULHV·�QHHGV��7KH� UHODWHG�ÀQDQFLDO�DQG�RWKHU� UHVRXUFH�QHHGV�ZLOO�EH�PHW� WKURXJK� WKH�
IDFLOLWDWLRQ�RI�WKH�KHDGTXDUWHUV�

���� ,Q�RUGHU�WR�UHDS�WKH�EHQHÀWV�RI�VSHFLDOL]DWLRQ��HDFK�VDWHOOLWH�DJHQF\�ZLOO�IRFXV�RQ�D�SDUWLFXODU�
area of service delivery (e.g. emergency response, emerging and re-emerging diseases, etc.) 
DQG�ZLOO� EH� FDOOHG� XSRQ� E\� WKH� KHDGTXDUWHUV� WR� UHVSRQG� WR� SDUWLFXODU� FRXQWU\� UHTXHVWV��
The staff in the satellite centres will be dominated by scientists (public health experts, 
epidemiologists, biologists, etc.) who will be experts in the Centre’s area of speciality. 
However, the satellite centres may have a lean administrative structure.

16. The ACDCP will provide support to Member States on surveillance and response to ensure 
timely detection of communicable and noncommunicable disease threats, their assessment 
as well as enabling MS to mitigate them. This will aim to coordinate and complement the 
response activities of WHO and the Global Alert and Response Network (GOARN).

���� 7KH�VSHFLÀF�W\SHV�RI�UHVSRQVH�LQFOXGH�DFFHVV�WR�GLDJQRVWLF�WHVWLQJ�E\�WUDQVSRUWLQJ�VDPSOHV�
to pre-designated specialized laboratories and centres of excellence in a network for Africa 
and abroad, stockpiles of materials as well as the deployment of experts and scientists.

18. High-level advocacy with Member States and donors for resource mobilization will be 
needed to ensure that the mechanisms put in place actually work. ACDCP will establish an 
information sharing network with WHO and international partners.

19. The ACDCP will also act as a resource centre for reports on good practices, African pathogen 
VSHFLHV�VWUDLQV��FDVH�UHSRUWV�DQG�VSHFLDOL]HG�ODERUDWRULHV�IRU�VWRUDJH�RI�VDPSOHV�IROORZLQJ�
internally set standards such as IHR while collaborating with already established internal 
organizations.

��������

20. The ACDCP will not commence with the establishment of a brick and mortar structure but 
ZLOO�OHYHUDJH�RQ�ZKDW�DOUHDG\�H[LVWV���([LVWLQJ�UHJLRQDO�FHQWUHV�WKDW�GHPRQVWUDWH�WKH�UHTXLUHG�
capacity can be adopted by the ACDCP through mutual agreements. Learning institutions 
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and professional institutions such as the African Society for Laboratory Medicine can play a 
UROH�LQ�FDSDFLW\�EXLOGLQJ��TXDOLW\�DVVXUDQFH�DQG�TXDOLW\�FRQWURO��7KH�$&'&3�ZLOO�FRRSHUDWH�
with organizations such as the African Union Commission and the World Health Organization 
for policy direction.

���� $&'&3�ZLOO�VHHN�SDUWQHUVKLS�ZLWK�RWKHU�&'&�FHQWUHV��86��(8��&KLQD�DQG�RWKHUV��WR�EHQHÀW�
from technical assistance in implementing event-based surveillance, reporting systems and 
other needed training for the staff.

22. Collaboration could also be built around the internet scanning system that WHO and the 
Global Health Security Action Group (GHSAG) are jointly developing.

������������������Ȁ��
���
�����	�����������

23. In order to be effective and less resource-consuming, the ACDCP needs to have a structure 
that is as lean as possible. A proposed structure of its organogram is presented as follows:

24. A detailed organogram will be developed after conducting a needs assessment after which 
WKH�RUJDQRJUDP�LV�H[SHFWHG�WR�HQXPHUDWH�WKH�VWDII�LQ�HDFK�RIÀFH�DW�WKH�KHDGTXDUWHUV�DQG�
in the satellite centres. While reporting to the Director-General, the other Directors and 
satellite centres can have their own support staff.

Specialist centres & centres 
of excellence (with lean 
administrative structures); 
taking into account centres 
that already exist

2IÀFH�RI�WKH�
Director-General

Department of 
Finance, Human 
Resources, and 
Administration

2IÀFH�RI�WKH�
Director of 

Communicable 
Diseases

2IÀFH�RI�WKH�
Director 
of NCDs

2IÀFH�RI�WKH�
Director for 
Emergency 
Response

2IÀFH�RI�WKH�
Director of 
Diagnostic 

Services

2IÀFH�RI�
the Business 
Development 

Manager 
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	���������������������

���� 7KH� IXOO�ÀQDQFLDO� LPSOLFDWLRQV�ZLOO�EH�GHWHUPLQHG�DIWHU�D� VLWXDWLRQ�DQDO\VLV�� ,W�ZLOO� LQFOXGH�
VWDUW�XS� FRVWV� �H�J�� LQIUDVWUXFWXUH� DQG� HTXLSPHQW��� VWDII� VDODULHV�� RSHUDWLRQDO� FRVWV� DQG�
mission costs. Resources are expected to be mobilized from regular contributions of African 
countries and counterpart funding from partners.

roadmaP

���� 7KH�$&'&3�FRXOG�EH�RSHUDWLRQDO�E\�WKH�HQG�RI�WKH�ÀUVW�TXDUWHU�RI������LI�HYHU\WKLQJ�JRHV�
according to plan. To that end, a roadmap is proposed below:
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ROADMAP TO ESTABLISHMENT OF THE ACDCP

  TASK DESCRIPTION TIME-LINE
� � �������������
������� ������������������������������������������������������������Ǥ ����ʹͲͳͶ

� � �������������
�������
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������ͳ
au assembly decision on acdcP

a�������Ȁ��Ȁ���ǤͶͻͻȋ����Ȍ

�������������������������������	�����	�������������	���
�������������������������������ȍ�����Ȏ

doc.a�������Ȁ��Ȁͳ�ȋ����Ȍ���ǤͶ

The Assembly,

1. ��������the Abuja Declaration of 16 July 2013;

2. takes note of the proposal of Ethiopia to host the Centre in Addis Ababa;

3. reQuests the Commission to work out the modalities, in collaboration with the Government 
of the Federal republic of Ethiopia and other interested Member States including the legal, 
VWUXFWXUDO�DQG�ÀQDQFLDO�LPSOLFDWLRQV�UHODWLQJ�WR�WKH�FHQWUH�DQG�WR�VXEPLW�D�UHSRUW�LQ�-DQXDU\�
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������ʹ

�����������������������ʹͲͳ͵���������������������������������������Ȁ����ǡ��������Ǧ
������������������ȋ�������������Ȍǣ�

“�������������������������������������	�������������ǡ��������������������������
����	������� 2030ǳ�

��ǡ the Heads of State and Government of the African Union, meeting at a Special Summit of 
the African Union in Abuja, Nigeria, on 15 and 16 July 2013 focusing on the Theme: “Ownership, 
$FFRXQWDELOLW\�DQG�6XVWDLQDELOLW\�RI�+,9�$,'6��7XEHUFXORVLV��7%��DQG�0DODULD�5HVSRQVH�LQ�$IULFD��
Past, Present and the Future” to review the progress made and the challenges faced in implementing 
the Abuja Declaration and Plan of Action on Roll Back Malaria (RBM) of 2000; the Abuja Declaration 
and Plan of Action on HIV and AIDS, Tuberculosis and Other Infectious Diseases (ORID) of 2001; 
and the Abuja Call for Accelerated Action Towards Universal Access to HIV and AIDS, Tuberculosis 
and Malaria Services in Africa by 2010;

………….........................................…

To this end, we ����������to: …………

11.  Further reQuest the Commission to work out the modalities of establishing an African 
Centre for Disease Control and Prevention; 
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IntroductIon

1. The African Union Commission (AUC) is the key organ that plays a central role in the 
day-to-day management of the African Union. Among others things, it coordinates and 
harmonizes the programmes and policies of the African Union with those of the Regional 
Economic Communities (RECs) and partners and ensures that the African Union’s decisions 
are implemented.

2. The World Health Organization (WHO), in line with its core functions, provides normative 
guidance and policy advice, shares information on the health situation, contributes to 
LQVWLWXWLRQDO�FDSDFLW\�EXLOGLQJ�DQG�SURYLGHV�WHFKQLFDO�VXSSRUW�LQFOXGLQJ�WKRVH�UHTXLUHG�E\�
countries to enable them to meet their commitments within the framework of the resolutions 
and decisions of the World Health Assembly and Regional Committee.

3. The AUC has now partnered with WHO in convening joint meetings of African ministers 
of health to address a number of health-related challenges in Africa. This partnership is 
governed by an agreement between both the AUC and WHO and is consistent with the 
visions, priorities and overarching strategies of both Organizations with particular emphasis 
on speeding up health development on the continent.

4. There is an increasing number of ministerial meetings across the continent of Africa and 
beyond as most Regional Economic Communities, Regional Health Organizations, UN 
agencies and international civil society organizations all convene ministerial meetings that 
culminate in commitments. Failure to implement such commitments could result in loss of 
FRQÀGHQFH�DQG�HYHQ�IDWLJXH�DPRQJ�WKH�LQWHQGHG�EHQHÀFLDULHV�

5. The AUC-WHO partnership aims to ensure that all the decisions made at such meetings 
are implemented in order to produce the desired outcomes. Apart from making the best 
SRVVLEOH�GHFLVLRQV� LQ�DQ�HIÀFLHQW�PDQQHU�� WKH�SDUWQHUVKLS�ZLOO� VHHN� WR�REWDLQ�´EX\�LQµ� IRU�
implementation from all stakeholders. Buy-in is essential because, without it, many decisions 
may never be implemented.
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���������

6. The goal of the accountability mechanism is to increase the possibility of implementing 
decisions taken by ministers of health, identify challenges to implementation and provide 
VROXWLRQV�WR�WKH�LGHQWLÀHG�FKDOOHQJHV��7KH�VSHFLÀF�REMHFWLYHV�DUH�DV�IROORZV�

(a) to review the steps Member States and other stakeholders are taking to implement 
decisions;

(b) to identify the causes underlying the non-implementation of commitments made by 
African ministers of health;

(c) to ensure that the commitments made by African ministers of health are implemented;

(d) to support Member States and other stakeholders to implement commitments made 
by African ministers of health;

(e) to popularize and promote the speed and effectiveness at which decisions are 
implemented.

7. If the above-mentioned objectives are attained, the commitments of the ministers of health 
are likely to be fully implemented and shortcomings will be minimized.

���������	�����������������������������

8. The focus of the mechanism will not only be on assessing the implementation of commitments 
but also on making commitments implementable. The accountability mechanism is composed 
RI�WKH�ÀYH�SLOODUV�OLVWHG�EHORZ�

(a) Setting timelines for implementation of commitments: every commitment made by 
ministers of health should be accompanied by a timeline for implementation. The 
ministers should stratify or segment the rate of implementation among Member 
States, depending on their capacities and their resources. Some Member States often 
argue that they are not in a race so there should be no timeline for implementation 
of commitments. However, this argument could adversely affect the assessment of 
implementation. Therefore, setting timelines is an imperative.
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(b) Creating awareness: the implementers of a commitment may often not be the people 
who made it or participated in making it. Deliberate efforts should therefore be made 
to create formal links between the commitment made by ministers during a conference 
and its corresponding implementation plan. This could be achieved by developing a 
viable communication strategy and through increasing interaction between the two 
groups in the implementation plan. There is need for the participation of those who 
DUH�OLNHO\�WR�EH�DIIHFWHG�E\�DQG�RU�LQYROYHG�LQ�WKH�LPSOHPHQWDWLRQ�RI�WKH�FRPPLWPHQW�

(c) Post-conference support: some Member States may face the challenge of low capacity 
to implement commitments. Therefore, the AUC-WHO partnership should develop a 
country support mechanism that Member States may draw upon to provide on-the-
spot or hands-on support for implementation of commitments and constantly remind 
countries of the need to implement commitments made.

(d) Formal assessment of implementation: formal assessment of implementation should 
be done by an assessment committee composed of AUC and WHO. The outcome of 
assessments should be used to improve future implementation through addressing 
bottlenecks and recognizing good practices.

�H�� ,QVWLWXWLRQDO�PHPRU\��XVXDOO\�WKH�ÀQDO�FRPPLWPHQW�GRFXPHQW�LV�ZULWWHQ�LQ�WKH�IRUP�RI�
a list of decisions made at a meeting without indicating the rationale for that decision. 
The joint AUC-WHO conferences should therefore have a memory bank or a mechanism 
for recalling the rationale behind each commitment. Recalling the rationale behind a 
commitment is crucial to guide those implementers who did not participate in making 
the commitment but need to make amendment(s) if implementation poses a challenge.

����������

9. The accountability mechanism is not aimed at merely identifying what was implemented and 
what was not implemented. Whether the desired goal was achieved or not, it is important 
to consider what was learnt from the experience and this can help to resolve challenges and 
share good practices.
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�����

	������	�����������������������������

The accountability mechanism should set forth the relevance, appropriateness, effectiveness, 
HIÀFLHQF\�� LPSDFW� DQG� VXVWDLQDELOLW\�RI� FRPPLWPHQWV�PDGH�E\�$IULFDQ�PLQLVWHUV�RI� KHDOWK�� 7KH�
VSHFLÀF�DUHDV�RI�IRFXV�XQGHU�HDFK�VHFWLRQ�VKDOO�EH�DV�IROORZV�

(a) Effectiveness

(i) How effective was the implementation in addressing the targeted challenge?

(ii) To what extent were the expected outcomes of the commitment attained?

�LLL�� 'LG�WKH�LPSOHPHQWDWLRQ�RI�WKH�FRPPLWPHQW�EHQHÀW�WKH�WDUJHW�SRSXODWLRQ"

(iv) What were the major factors affecting the successes or failures of implementation?

(b) Impact

(i) To what extent did the implementation of the commitment impact on the target 
population?

(ii) What has been the impact of implementing the commitment?

(iii) What real difference has the commitment made in the target population?

(c) Sustainability

(i) To what extent can the commitment’s impact continue without the AUC-WHO joint 
conference of ministers of health?

(ii) To what extent were the stakeholders involved in the implementation?

�G�� (IÀFLHQF\

�L�� :DV� WKH� FRPPLWPHQW� LPSOHPHQWHG� LQ� WKH�PRVW� HIÀFLHQW�ZD\� FRPSDUHG�ZLWK� RWKHU�
alternative ways?

(ii) Was the commitment implemented as planned, in a timely manner, using the most 
appropriate resources?
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ͺǤ� ���������������������������������������������������������������������
 ȋ���Ȁ���ȀʹͲͳͶȀ���ǤͷȌ

ͻǤ� �������������������������������������������������������������������������������������
��������������������ȋ���Ȁ���ȀʹͲͳͶȀ���ǤȌ

ͳͲǤ� ������������������������������������������������������������������
 ȋ���Ȁ���ȀʹͲͳͶȀ���ǤȌ

ͳͳǤ� ����������������������
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4. PROGRAMME 
  OF WORK

���Ȁ���ȀʹͲͳͶȀ���Ȁ���
ͳͶ�������ʹͲͳͶ

�������ǯ�������


������ǡ�������������������ǡ�ͳͶǦͳͷ�������ʹͲͳͶ
���
����ǣ���
����

����ͳǣ�������ǡ�ͳͶ�������ʹͲͳͶ

Ͳͺǣ͵ͲȂͲͻǣͲͲ�������������ͳ� � ����������������������

Ǧ� I���������������������Ȃ���������������ȋ��Ȁ���Ȍ
Ǧ� ���������������������Ȃ������������������������������� �

� ȋ���������������������������Ȁ���Ȍ
Ǧ� ����������������Ȃ����Ǥ����������������Ǧ�î����
� ȋ������������������ǡ�������������������Ȍ

ͲͻǣͲͲȂͲͻǣ͵Ͳ� ������������ʹ ������������������������������ǡ�����Ǧ����������������� �
�� � � � � �����������

Ͳͻǣ͵ͲȂͳͲǣ͵Ͳ� ������������͵� ���������������������������������������������Ǧ����� � �
�� � � � � ������������������������������������������������

       ȋ���Ȁ���ȀʹͲͳͶȀ���ǤͺȌ

ͳͲǣ͵ͲȂͳͳǣͲͲ� Tea break

ͳͳǣͲͲȂͳʹǣ͵Ͳ� ������������Ͷ� �����������������������������������ǣ������������������������
       ȋ���Ȁ���ȀʹͲͳͶȀ���ǤͳȌ

ͳʹǣ͵ͲȂͳͶǣͲͲ� Lunch break

ͳͶǣͲͲȂͳͷǣ͵Ͳ� ������������ͷ� ������������������������ǣ��������������������������������� �
�� � � � � ��������������ȋ���Ȁ���ȀʹͲͳͶȀ���ǤʹȌ

ͳͷǣ͵ͲȂͳǣͲͲ� Tea break 

ͳǣͲͲȂͳǣ͵Ͳ� ������������� ����������������������������������ǣ�����������������������������
�� � � � � ���������������������
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����ʹǣ��������ǡ�ͳͷ�������ʹͲͳͶ

ͲͻǣͲͲȂͳͲǣ͵Ͳ� ������������� �������������������������������������������������������
       ȋ���Ȁ���ȀʹͲͳͶȀ���ǤͶȌ

ͳͲǣ͵ͲȂͳͳǣͲͲ� Tea break

ͳͳǣͲͲȂͳʹǣ͵Ͳ� ������������ͺ� �������������������������������������������������������
� �� � � � � ���������������ȋ���Ȁ���ȀʹͲͳͶȀ���ǤͷȌ

ͳʹǣ͵ͲȂͳͶǣͲͲ� Lunch break 

ͳͶǣͲͲ�Ȃ�ͳͷǣ͵Ͳ�� ������������ͻ� ���������������������������������������������������������� �
�� � � � � ��������������������������������������� � � �
�� � � � � ����������ȋ���Ȁ���ȀʹͲͳͶȀ���ǤȌ

ͳͷǣ͵Ͳ�Ȃ�ͳǣͲͲ� Tea break

ͳǣͲͲȂͳǣ͵Ͳ� ������������ͳͲ� �������������������������������������������������ǯ���������� �
      ȋ���Ȁ���ȀʹͲͳͶȀ���ǤȌ

ͳǣ͵Ͳ� � ������������������ǯ��������


