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Briefly

Africa’s health and WaSH systems are shaped by gradual trends and systemic risks that cut across sectors and borders.
These challenges often interact in complex ways, amplifying vulnerabilities and constraining resilience. From pandemic
threats to climate-health feedback loops, the continent faces growing exposure to global health risks. At the same time,
deeply rooted structural issues, such as persistent disparities in service access between urban and rural areas, and the
acute fragility of health systems in conflict-affected states, continue to undermine stability and long-term development.
Strengthening preparedness and resilience requires integrated strategies beyond the health sector, addressing
governance, infrastructure and equity gaps.

The following sub-sections explore several of these interlinked challenges in more detail. They also provide forecasts
based on a business-as-usual scenario, the Current Path. The Current Path presents the development path up to 2043,
assuming no major shocks would occur, such as a global pandemic. It provides for the steady expansion and
improvements of health and WaSH systems as economic growth and incomes improve over time.

Deep roots of a continent’s burden

Africa’s high disease burden has deep ecological and historical roots. Chart 1 depicts the journey of Homo sapiens from
Africa across the world. Unlike temperate regions, where annual climate variation disrupted the life cycles of disease
vectors, sub-Saharan Africa’s tropical and subtropical zones allowed parasites, viruses, bacteria and insects such as
mosquitoes and ticks to thrive year-round. This contributed to a long-standing burden of vector-borne diseases such as
malaria, yellow fever and sleeping sickness.

Malaria is particularly prevalent in Africa, with around 90% of cases and deaths still occurring here. The continent also
accounts for 34 of the 47 countries prone to yellow fever outbreaks and about 40% of the global burden of lymphatic
filariasis (elephantiasis), both being diseases spread by mosquitoes in tropical areas. Today, 16 of the 30 countries listed
by the World Health Organization (WHO) as having a high burden of tuberculosis are in Africa, although none are in the
top five.

Thus, early humans gained an initial health reprieve when, many thousands of years ago, their ancestors moved out of
Africa into cooler regions with fewer insect-borne diseases and ‘the many parasites and disease organisms that had
evolved in parallel with the human species.’m As a result, humanity multiplied rapidly in these new areas, and eventually,
the large number of people required a more organised way of food production, giving rise to the first agricultural (or
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Neolithic) revolution that allowed humans, approximately 12 000 years ago, to slowly change from hunter-gatherer
lifestyles into permanent settlements.

Diseases affected humans and livestock, limiting the domestication of animals like oxen and horses in much of the
continent, which constrained agricultural productivity and technological diffusion for centuries.

Chart 1: Journey of Homo sapiens from Africa

By 1 000 BCE, dense populations had emerged in only a few parts of Africa, such as the Nile Valley—one of the few regions
with reliable irrigation and fertile soils. The interior remained sparsely populated, partially due to the high health risks,
reflected in hunter-gatherer rather than agrarian lifestyles since relatively low population densities did not require more
productive agricultural systems.

Over millennia, the continent's sparse densities and relative isolation from global pandemics like the Black Death spared it
some devastation. It also limited the push for the agricultural, industrial and technological revolutions that transformed
Europe and Asia. Chart 2 depicts global death tolls from pandemics.
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Chart 2: Global death toll from pandemics
% of population and death toll
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These deep historical and ecological patterns continued to shape Africa’s demographic and infrastructure trajectory into
the modern era. When independence arrived in the 1960s, health and WaSH systems still reflected centuries of
geographic dispersion, high disease exposure, and colonial neglect. Infrastructure remained fragmented and unevenly
distributed—a legacy that continues to influence health outcomes today. Understanding these systemic roots is essential
when envisioning futures for health and sanitation across the continent.

Colonial legacies and infrastructure gaps

In industrialising regions such as Western Europe and later North America, the rise of dense cities before the discovery of
antibiotics and modern medical practices necessitated investment in health infrastructure, from sewage systems to clean
water supply, to combat infectious disease outbreaks. In contrast, when urbanisation began accelerating in Africa in the
late 19th Century, colonial administrations primarily relied on imported biomedical solutions (like vaccines and antibiotics)
to control disease rather than investing in permanent urban infrastructure. Unlike in other regions, this allowed denser
settlements to grow without the sanitation and planning necessary to contain outbreaks.

Even today, many African countries have poor sanitation, making people more susceptible to infectious diseases, although
access to safe water is steadily improving. The simple but essential act of washing one’s hands is difficult without
consistent and reliable access to clean water. The situation is dire in rural areas, where more than half of Africa’s
population lives.

In 2023, only 36% of Africans had access to a safely managed water supply, compared to 79% of the people in the rest of
the world. Cholera, an acute diarrhoeal infection primarily caused by contaminated water, has, for example, become
endemic in Africa. Over the past four decades, Africa has recorded more than 70% of global outbreaks, which have
significantly strained healthcare facilities across the continent.

This situation will, however, slowly improve. By 2030, access to safely managed water services in Africa will increase to
approximately 39% and 49% by 2043.
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The 2030 SDG target is universal and equitable access to safe and affordable drinking water, adequate and equitable
sanitation and hygiene for all, and an end to open defecation. By 2030, 12% of Africa’s total population is still likely to
practice open defecation (down from 14% in 2023), while only about one in three Africans has reliable, safe, on-premises
water.

Low levels of urbanisation drag the provision of bulk infrastructure and limit the potential for rapid improvement. On the
other hand, it likely constrains the spread of infectious diseases such as HIV/AIDS and COVID-19.

The enduring impact of HIV/AIDS in Africa

The human immunodeficiency virus (HIV) originated from the simian immunodeficiency virus (SIV), a virus found in African
monkeys that spread to chimpanzees and eventually to humans. Although interspecies transmission is not uncommon,
early SIV outbreaks did not result in widespread epidemics due to low human population densities. As populations grew,
however, the virus was able to mutate and survive, eventually evolving into HIV in what is now Cameroon and the
Democratic Republic of Congo (DR Congo). From there, it spread across Africa along transport routes.

HIV's long asymptomatic incubation period and association with diverse opportunistic infections complicated early
detection. While the virus reached epidemic proportions by the mid-1970s, AIDS was only recognised as a new disease in
1981, and HIV-1 was identified later, in 1983. In Africa, weak health systems, limited diagnostics and poor infrastructure
allowed the virus to spread silently for years. Even after its recognition, government responses were often inadequate,
hindered by fear, stigma, limited capacity, and in some cases, denialism. In South Africa, for example, President Thabo
Mbeki's rejection of the scientific consensus on HIV/AIDS significantly delayed life-saving interventions, contributing to
thousands of avoidable deaths.

AIDS is not the first modern pandemic[z], yet it has left a devastating legacy. Chart 3 shows the history and forecast of
AIDS-related deaths. Between 1998 and 2009, more than a million Africans died annually from AIDS-related illnesses,
peaking at over 1.3 million in 2003/4. By 2023, nearly 28 million people on the continent had died. Life expectancy
plummeted, particularly in Southern and Eastern Africa, disrupting families, economies and public services. Countries
including South Africa, Nigeria, Uganda, Kenya, Zimbabwe, and Mozambique were among the most severely affected.

Chart 3: AlDS-related deaths, history and forecast, 1990-2043 B
| AFI

14am
1.2Zm
1.0M

0.8M

Mumber of people

0.6M

0.4M

1950 2043

‘World except Africa B Uganda I Kenya W nigeria
| | Maozambique Zimbabwe 0 south Africa M Rest of Africa

Source: IFs 8.55 initialising from IHME GBE data

D AFRICA HEALTH AND WASH FUTURES: THEMATIC FUTURES © 2026 AFRICAN FUTURES & INNOVATION
PROGRAMME


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2935100/
https://www.researchgate.net/publication/248674500_The_African_AIDS_Epidemic_a_history_by_John_Iliffe_Oxford_James_Currey_2006_Pp_214_1495_pbk
https://www.tac.org.za/news/tac-statement-on-president-mbekis-aids-denialist-remarks-in-city-press

The region's life expectancy dropped below that of other African sub-regions during the crisis and, despite treatment
rollouts, has yet to recover fully. Chart 4 depicts life expectancy for selected regions. In 2023, sub-Saharan Africa’s life
expectancy stood at 66.6 years—nearly eight years below the global average. The delay in access to antiretrovirals,
sometimes referred to as “vaccine apartheid,” prolonged the crisis, exposing stark inequities in global health governance.

The global HIV/AIDS crisis also transformed international health engagement in Africa. Two initiatives were particularly
influential. The first is the PEPFAR (President’s Emergency Plan for AIDS Relief)

Launched by the United States in 2003, PEPFAR became the largest bilateral health program in history. It dramatically
expanded access to treatment and strengthened laboratory infrastructure across many African countries. The second was
the establishment of the Global Fund to Fight AIDS, Tuberculosis and Malaria in 2002. The Fund introduced a new
multilateral financing model that combined donor funding with national implementation. These programs significantly
improved health outcomes but also entrenched external dependence on donor financing.

Chart 4: Life expectancy for selected regions, 1980-2043
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HIV/AIDS hit just as many African economies were beginning to emerge from the impact of the 2007/8 financial crisis. The
resulting increase in dependency ratios weakened labour productivity and compounded demographic challenges. While
AIDS death rates have declined by more than 66% since their peak in 2004, Africa still accounted for an estimated 72% of
global AIDS-related deaths in 2023. The disease strains health systems, exacerbates vulnerabilities, and undermines
progress in related sectors such as maternal health and WaSH.

COVID-19 and emerging pandemic risk in Africa

COVID-19, caused by the SARS-CoV-2 virus, was first detected in the Wuhan Seafood Wholesale Market in China’'s Hubei
province in December 2019. It spread rapidly across the globe, becoming what the United Nations called ‘the greatest test
that we have faced since the formation of the United Nations. The International Monetary Fund labelled it ‘the worst
economic fallout since the Great Depression.’ Globally, trillions of US dollars have been committed to fighting both the
direct and indirect effects of the pandemic. By September 2021, the US alone had spent and allocated more than US$8
trillion and, by some estimates, much more.
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Unlike HIV/AIDS, which drastically affected mortality in Africa, the direct health toll of COVID-19 was comparatively lower.
Chart 5 shows the cumulative deaths by global region due to COVID-19. Recorded infections and deaths in Africa were five
times lower than in the Americas and Europe, partly attributed to the continent’s younger age profile, lower rates of
comorbidities such as obesity and diabetes and potential cross-immunity from other coronaviruses or past BCG
(tuberculosis) vaccination campaigns. However, the data were incomplete: later research found that COVID-19 cases and
deaths in Africa were likely under-reported by a factor of 8.5 due to weak health systems and limited surveillance capacity.

Chart 5: Cumulative deaths by region due to COVID-19 B
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Source: COVID-19 Data Repository by the Center for Systems Science and Engineering (CSSE) at Johns Hopkins University

COVID-19 spread fastest in middle-income and urbanised parts of Africa—mainly South Africa, Tunisia, Egypt and
Morocco—where comorbidities and urban density intensified health outcomes. The broader continent faced delayed
vaccine access, reviving accusations of “vaccine apartheid,” as African nations were left waiting while wealthier countries
prioritised their national needs.

Leaders across Africa, informed by the delayed access to antiretrovirals during the HIV/AIDS crisis, called for the waiver of
intellectual property restrictions to expand vaccine production in developing countries. While the US eventually supported
such a move, it was blocked by opposition from several European nations where large pharmaceutical companies are
based, reflecting the ongoing geopolitical inequalities in global health governance and the general poor state of the health
industry in Africa.

Economically, the pandemic hit Africa hard. Lockdowns, disrupted trade and supply chains, and plummeting commodity
demand pushed an additional 24 to 25 million people into extreme poverty in 2020-2021. Chart 6 depicts the impact of
COVID-19 on extreme poverty, still using US$1.90, as it is from an earlier study we conducted on its impact.

GDP per capita only recovered to 2019 levels in 2023. Reduced government revenues—estimated at US$73 billion in 2020
alone—limited public spending on infrastructure, health and security, contributing to increased instability, food insecurity
and protest activity across the continent.
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Chart 6: Impact of COVID-19 on extreme poverty (<US$1.90 per day) and GDP per capita (PPP) in Africa
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Perhaps more Africans will ultimately suffer from the indirect effects of COVID-19—including reduced access to treatment
for other diseases, malnutrition and disrupted education—than from the virus itself. These shocks also diverted resources
away from WaSH investments. They exposed the fragility of health systems, especially in informal urban and rural areas
where people’s access to clean water and sanitation was already limited.

COVID-19 raised alarm about future pandemics. Increased human activity, deforestation, livestock expansion and wildlife
trade make zoonotic spillover events more likely, particularly in West Africa, where human-animal interfaces are dense.
Estimates now place the likelihood of another pandemic on the scale of COVID-19 at 22-28% within the next 10 years, and
47-57% over the next 25 years.

COVID-19 has also accelerated transitions toward remote work, digitalisation, food security concerns and new awareness
of global health interdependence. The pandemic demonstrated that weak health systems anywhere can pose risks
globally. Infectious diseases can rapidly spread through interconnected economies and travel networks. Consequently,
major powers now frame global health engagement in Africa as part of global health security. Investments in surveillance
systems, laboratories, and early-warning mechanisms aim to detect outbreaks before they become international crises.
Health infrastructure in Africa is therefore viewed not only as a development issue but also as a strategic security concern.

The pandemic also highlighted the strategic importance of medical technologies, including vaccines, diagnostics, and
genomic sequencing. Countries that control these technologies hold significant geopolitical leverage. As a result, global
powers are increasingly investing in: vaccine manufacturing partnerships, biotechnology research collaborations and
pharmaceutical supply chains. Africa has become a focal point for these investments as countries seek to shape the
continent's emerging biomedical ecosystem.

Amongst its external partners, the United States remains the largest bilateral health donor in Africa. American programs
have historically emphasised: HIV/AIDS treatment and prevention, malaria control, maternal and child health, and |
aboratory and surveillance systems.
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More recently, U.S. engagement has begun shifting toward bilateral partnerships that emphasise co-financing and shared
responsibility, as reflected in the America First Global Health Strategy, which aligns with broader foreign policy trends
favouring partnership models rather than traditional aid.

American health engagement also supports strategic objectives such as maintaining influence in Africa and promoting
global health security. That has happened as China has significantly expanded its health engagement in Africa over the
past two decades.

Key elements of China's approach include: construction of hospitals and health facilities, the deployment of medical
teams, investment in pharmaceutical manufacturing and integration of health cooperation into the Forum on China-Africa
Cooperation (FOCAC) framework. China's strategy, therefore, emphasises infrastructure and technology transfer, often
linked to broader economic partnerships under the Belt and Road Initiative. In the process, health diplomacy has become
an important component of China’s efforts to strengthen political relationships across the continent.

European engagement in African health systems has focused on: strengthening regulatory frameworks, supporting
vaccine manufacturing capacity, and financing health infrastructure and research partnerships. The EU has also played a
central role in supporting African institutions, such as the Africa CDC, particularly in developing regional disease
surveillance networks. European initiatives increasingly emphasise resilient health systems and pandemic preparedness.

Private philanthropic organisations remain influential actors in African health systems, particularly the Gates Foundation,
which has played a major role in funding vaccine programs, disease surveillance initiatives, and research partnerships.

These organisations often operate alongside governments and multilateral institutions, shaping policy priorities and
research agendas.

Sub-Saharan Africa’s double burden of disease and malnutrition on the continent

Africa is undergoing a profound shift in its disease profile. The typical evolution of disease burden in countries begins with
the gradual decline of infectious (communicable) diseases, followed by the rise of non-communicable diseases (NCDs)
such as diabetes, cardiovascular disease and cancer. This epidemiological transition is closely associated with a younger
age profile in developing countries versus an older one in higher-income countries. In the latter, it follows improvements
in public health, vaccination, food security and living standards in wealthier countries, and it comes with higher health
care costs and service complexity.

Chart 7 presents death rates in Africa as a percentage of total deaths for the three major categories used in the Global
Burden of Disease database, namely communicable diseasesB], non-communicable diseases* and injuries[S], compared
to the rates for the rest of the world for the period 2019 to 2043. In 2025, Africa accounted for 41% of all infectious
disease deaths worldwide, despite making up just 19% of the global population. While progress in combating
communicable diseases will narrow the gap in life expectancy between Africa and the rest of the world, from 7 years in
2023 to 4.9 years in 2043, the continent is now also facing a surge in chronic ilinesses. This double burden of disease
requires strategic health planning to manage overlapping challenges.
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Chart 7: Deaths by major ICD categories, per cent of total, 2023-2043
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In sub-Saharan Africa, this transition occurs at a lower income level, urbanisation and institutional capacity than in most
other global regions. The increasing prevalence of chronic non-communicable diseases such as obesity, hypertension,
diabetes and heart diseases comes on top of the battle to deal with infectious diseases such as flu, termed a “double
burden of disease”. The transition will present health systems with higher costs as they navigate increasingly complex
public health landscapes. Sub-Saharan Africa’s low average incomes translate into limited state budgets and capacity to
provide the necessary healthcare to treat non-communicable diseases.

At some point, as populations age and the nature of illnesses changes, deaths from infectious diseases are overtaken by
deaths from non-communicable diseases. The transition occurred more than a century ago in Europe and North America.
In Latin America and the Caribbean, and in South Asia it happened around the start of the current century. It is currently
happening in North Africa and will only occur in the next decade in sub-Saharan Africa with its very young population.
Chart 8 shows death rates for communicable and non-communicable diseases across regions.

Chart 8: Deaths rates for communicable and non-communicable diseases for selected countries and regions, 2023-2043

ISS|AFI

World without Africa
Non-communica

. Africa

3 h Non-communicable

Africa
Communicable

Deaths per thousand

1 World without Africa
Communicable

2023 2033 2043

Source: IFs 8.55 initialising from IHME GBE data

AFRICA HEALTH AND WASH FUTURES: THEMATIC FUTURES © 2026 AFRICAN FUTURES & INNOVATION
PROGRAMME



The result of sub-Saharan Africa’s approaching double burden of disease will be more sick adults, requiring more
resources to prevent and treat non-communicable conditions, as well as present a more complex problem. Pollution and
tobacco are also proving to be a challenge, as tobacco companies are now actively targeting the next generation of
smokers, all of whom are in the developing world.

Sub-Saharan Africa is particularly vulnerable. With a median age just above 19, the region still experiences a high burden
of child illnesses such as malaria and diarrhoeal disease, exacerbated by poor WaSH infrastructure, unsafe water and
overcrowding. At the same time, adult populations in urban centres rely on processed foods, often lead sedentary
lifestyles and are targeted by tobacco marketing, fuelling obesity, diabetes and hypertension—often before income levels
or healthcare access can support early diagnosis and treatment.

Health expenditure per person in North Africa is already nearly four times higher than in sub-Saharan Africa. As the
burden of chronic illness rises, budget shortfalls, staff shortages and uneven access to health facilities will become more
critical. The nutrition transition adds another layer of complexity: undernutrition in children coexists with obesity and
overnutrition in adults, creating a double burden of malnutrition.

These transitions represent a significant shift in future health spending needs, health workforce training, pharmaceutical
priorities and prevention strategies. Policymakers must respond with integrated strategies that bridge communicable
disease control, NCD management and food systems reform while maintaining momentum on universal access to safely
managed water and sanitation.

Access to WaSH infrastructure and human development impacts

Sub-Saharan Africa is entering its epidemiological transition with significant deficits in foundational infrastructure for
clean water and sanitation. This gap increases health risks from infectious disease and undernutrition and constrains long-
term human capital development and economic growth. Chart 9 depicts proportional access to WaSH facilities on the
Current Path from 2023 to 2043.

Chart 9: Proportional access to WaSH facilities on the Current Path, 2023-2043
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In 2023, 76 million people in the DR Congo, Ethiopia and Nigeria alone still had to practice open defecation. This number
will actually have increased in the DR Congo and Nigeria by the time the SDGs are meant to be achieved (2030). The
situation will only improve in Ethiopia. Nigeria's rapid population growth will continue to pressure basic infrastructure, as
it will have 40 million people without sanitation in 2043 compared to 42 million in 2030. Despite their massive economic
potential, these large populations seem likely to suffer from a lack of proper sanitation for the foreseeable future; even
Ethiopians will have to wait several decades for their material improvement.

The picture is similar to nearly any other measure of access to infrastructure or services. For example, in 2023, almost
99% of the population outside of Africa had access to electricity, whereas in Africa, the figure was approximately 60% (and
53% in sub-Saharan Africa). Using solid fuels instead of electricity for cooking and heating is also a significant source of
indoor air pollution, with associated health complications. This lack of access to physical infrastructure and basic services
constrains Africa’s ability to develop its human potential fully and thus capitalise on its future demographic dividend.

WaSH infrastructure supports the development of broader human potential through its strong forward linkages to other
vital aspects of the SDGs, such as poverty, education and gender equality. Improved WaSH infrastructure generally
translates into sizable gains in a country's overall development as it improves the human capital contribution to economic
growth.

For example, children who do not have adequate access to WaSH facilities are more vulnerable to undernutrition.
Malnourished children are not only highly susceptible to infectious diseases, with diarrhoeal diseases being among the
most frequent and severe examples. Still, they may also suffer lifelong effects, such as stunting (low height for age).

Stunting impairs both physical and cognitive development. According to the WHO, stunted individuals suffer from ‘poor
cognition and educational performance, low adult wages, lost productivity and, when accompanied by excessive weight
gain later in childhood, an increased risk of nutrition-related chronic diseases in adult life.” Put bluntly, stunting is an
irreversible condition that inhibits the potential of the affected individual or community for life and is particularly
prevalent in children below five years of age. However, the overall stunting rate in sub-Saharan Africa is “only” about one-
fifth (with a modest decline forecast to 2043).

A driving force behind the shift from undernutrition in childhood to overnutrition in adulthood in low- and middle-income
countries. These factors led to tremendous changes in lifestyle marked predominantly by changes in diet and physical
activity. As a result, under- and overnutrition co-occur among different population groups.

Insufficient WaSH access leaves all children vulnerable, but as they mature, the negative impacts disproportionately affect
girls and women. Poorly maintained or non-existent WaSH facilities are one of the leading causes of the high rate of
school dropout among teenage girls, who lack menstrual hygiene services, for example. The absence of these facilities, in
turn, could lead to a significant disparity in educational attainment between men and women and significantly diminish
the economic opportunities for women, translating to lower growth for society as a whole.

Given the extent of rural populations that make the provision of bulk infrastructure expensive in sub-Saharan Africa,
advancing access to WaSH infrastructure presents immense challenges. Even upper-middle-income countries in Africa are
struggling to expand access to WaSH infrastructure. Of Africa’s eight upper-middle-income countries, only Mauritius,
Botswana, and South Africa have more than half of their populations with safely managed sanitation services.

Infant mortality ratest® illustrate the exceptional situation in Africa. Chart 10 shows a comparison of infant mortality in
different regions from 2023 to 2043. At 42 infant deaths per 1 000 live births in 2023, infant mortality in Africa recorded
more than double the average for the rest of the world (i.e. the world without Africa), which was at 19, and is more than
three times higher than in South America, which was at 13.
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Chart 10: Comparison of infant mortality in different regions, 2023-2043
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Health financing

Health financing in Africa consistently faces underinvestment and remains insufficient, fragmented, and heavily reliant on
external aid, which poses a fundamental constraint on delivering universal, equitable, and resilient healthcare services.
While many African governments have formally committed to increasing domestic spending, few have implemented this
ambition.

According to the WHO's African Region Health Expenditure Atlas 2023, just 8 of 47 countries in sub-Saharan Africa met the
recommended threshold of US$249 per capita between 2012 and 2020 to support essential health services and progress
towards Universal Health Coverage (UHC). Only five countries (Botswana, Mauritius, Namibia, Seychelles and South Africa)
reached that level in 2020. Per capita spending in most low-income African countries is under US$100.

Compounding this is the high proportion of out-of-pocket spending, which exceeds 35% of total health expenditures in
many countries and undermines access for low-income populations, contributing to catastrophic health costs for millions
of households.

Moreover, many African health systems remain donor-dependent and have suffered significant damage from the 2025
decision to close USAID, even as the US has entered into several bilateral health agreements with individual African
countries. Examples include: Kenya: a US$1.6 billion health partnership; the DR Congo: a roughly US$1.2 billion agreement
targeting HIV/AIDS, tuberculosis, malaria, and maternal health; and Cote d'lvoire: a US$480 million partnership to support
HIV, malaria, and maternal health programs.

These agreements typically require significant co-financing from African governments, expanded disease surveillance
systems, data-sharing arrangements with US health agencies, and commitments to gradually replace traditional aid
programs.

Health system capacity and preparedness

» AFRICA HEALTH AND WASH FUTURES: THEMATIC FUTURES © 2026 AFRICAN FUTURES & INNOVATION
PROGRAMME


https://www.afro.who.int/publications/who-african-region-health-expenditure-atlas-2023-0
https://www.downtoearth.org.in/health/who-report-reveals-health-spending-gaps-in-africa-only-5-nations-met-per-capita-target-in-2020

Despite improvements in health outcomes across Africa since 2000, systemic weaknesses in health system capacity
continue to undermine resilience, responsiveness and equity in service delivery. These gaps are particularly evident in
health workforce density, investment priorities and supply chain logistics, and limit the continent’s ability to address
existing disease burdens and emerging threats such as pandemics or climate-related health shocks.

Health Workforce: Shortages and Distributional Imbalances Africa faces a critical shortfall in health workers, with the
continent home to 24% of the global disease burden but only 3% of the global health workforce. According to the WHO,

the average health worker density in sub-Saharan Africa is 1.55 per 1 000 people, well below the SDG minimum threshold
of 4.45 per 1 000 required to achieve universal health coverage. The shortage is particularly acute in rural areas and in
conflict-affected countries, where training institutions are under-resourced and retention rates are low. Even where
workforce numbers are growing, skill mix and quality vary considerably.

Primary versus Tertiary Care Imbalance Many African health systems are disproportionately skewed toward tertiary care,

likely reflecting the demands of their elderly governing elites. Public investment tends to concentrate in capital city
hospitals, often at the expense of primary and community health systems, which are more cost-effective and better
aligned with Africa’s disease profile. As a result, preventable and treatable conditions, from diarrhoeal diseases to
maternal complications, frequently go unaddressed at the local level. Strengthening frontline health systems is critical for
improving health outcomes and realising the broader demographic dividend.

Supply Chains and Logistics Health supply chains across the continent remain fragmented, underfunded and vulnerable

to shocks. Many countries rely heavily on international procurement and donations for essential medicines, vaccines and
equipment. Inconsistent cold chain infrastructure, customs delays and lack of last-mile delivery systems regularly lead to
stockouts, even for high-priority items. Regional harmonisation efforts, such as pooled procurement initiatives by the
Africa CDC and the African Union, are underway but remain in early stages.

Local Production and Pharmaceutical Sovereignty The COVID-19 pandemic exposed Africa’s overreliance on global
suppliers for critical health commodities. As of 2023, the continent imported roughly two-thirds or more of its medicines,
despite efforts to promote local manufacturing. Only a few countries, such as South Africa, Egypt and Morocco, have
significant production capacity. Following the pandemic, investment in local manufacturing of vaccines, diagnostics,
personal protective equipment and generic medicines is considered a strategic priority for both health sovereignty and
economic development. The African Medicines Agency (AMA), operationalised in 2021, offers a potential platform for
regulatory harmonisation and regional production scale-up.

Climate Intersections Climate change is increasingly testing the resilience of Africa’s health systems. Rising temperatures,
erratic rainfall and more frequent extreme weather events disrupt supply chains, damage health infrastructure and
exacerbate disease outbreaks such as cholera, malaria and dengue. Flooding and drought also affect water availability

and sanitation systems, undermining public health efforts. Health systems in many countries are not yet climate-adaptive,
lacking the infrastructure and planning mechanisms to anticipate or respond to climate-related shocks. Integrating
climate resilience into health system design, especially at the primary care and community level, is becoming an urgent
priority.

Improving health system capacity in Africa will require rebalancing investment toward primary care, expanding the health
workforce, and developing resilient, locally grounded supply systems. These efforts are critical for achieving health-related
SDGs and the African Union Agenda 2063.

Regional variation and country typologies
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Health and WaSH outcomes vary widely across Africa’s diverse regions and country contexts, reflecting differences in
resource levels, governance capacity, infrastructure development, urbanisation and conflict exposure. No single African
health profile exists; the continent exhibits a complex mosaic of progress and persistent gaps.

North Africa: Countries like Algeria, Egypt, Morocco and Tunisia typically perform above the continental average on most
health indicators. These countries have higher health expenditures, stronger public health infrastructure and better
access to clean water and sanitation, especially in urban areas. Non-communicable diseases are already the dominant
health challenge, and most countries have entered the later stages of the epidemiological transition.

Southern Africa: Despite relatively high GDP per capita and stronger health infrastructure in countries like South Africa
and Botswana, Southern Africa faces a disproportionately high burden of HIV/AIDS, along with growing non-
communicable disease prevalence. Health inequality, urban-rural divides and political mismanagement have also shaped
divergent national outcomes.

East Africa: East African countries such as Kenya, Ethiopia, Tanzania, and Rwanda have made considerable progress in
expanding basic health coverage, reducing child mortality, and scaling community health systems. However, health
financing remains low, and sanitation access in rural areas lags significantly. In countries like Ethiopia and Uganda, service
delivery continues to strain.

West Africa: This region faces persistent challenges from fragile governance, conflict and high fertility rates. Countries like
Nigeria, while economically influential, have large populations that still lack access to WaSH services and basic healthcare.
Guinea, Sierra Leone and Liberia, affected by the 2014-2016 Ebola epidemic, illustrate the region’s vulnerability to health
shocks.

Central Africa: Home to some of the lowest-performing health systems globally. Countries like the Central African
Republic, DR Congo and Chad struggle with protracted insecurity, underfunded health systems and minimal WaSH
coverage. Conflict and weak state capacity are major drivers of poor outcomes.

In comparative health systems research, such as Tashobya et al. (2014), African countries have been grouped into
typologies (or clusters) reflecting shared traits. The authors argue that while many global frameworks focus on service
delivery and health outcomes, the underlying governance structures, institutional accountability, and financing
mechanisms determine whether reforms translate into better health, especially in low-income countries.

Performance differences across African countries often stem from funding gaps and variations in institutional strength,
management efficiency, and policy coherence. Differences in health governance mean that two countries with similar
resources may achieve very different results. However, it can still help tailor policy responses to broadly group African
countries into functional typologies that reflect shared structural realities.

* Low-income fragile states (e.g. Central African Republic, South Sudan, Somalia): These countries often face overlapping
challenges of protracted conflict, state fragility and extremely weak health and WaSH infrastructure. External
humanitarian assistance usually dominates health service provision, with limited national coordination. Chronic
underinvestment and insecurity severely limit long-term health planning or infrastructure development prospects.

* Middle-income reformers (e.g. Kenya, Ghana, Rwanda): These are policy-active states that have made notable gains in
health outcomes despite limited fiscal space. They experiment with innovative financing, community-based health
insurance and digital health systems, and often serve as continental models for scalable primary care strategies.
Continued progress depends on sustained investment, equity-focused policies, and the management of demographic
pressures.
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* Resource-rich but underperforming states (e.g. Nigeria, Angola, DR Congo): These countries possess substantial
natural wealth but face persistent governance, equity and service delivery challenges. Health outcomes remain poor due
to underfunded systems, corruption, urban bias and weak public accountability. WaSH access in rural areas is
particularly low, and fragmented infrastructure hinders long-term planning. Unlocking their potential requires structural
reforms and better revenue management.

* Small, high-performing states (e.g. Mauritius, Seychelles, Cabo Verde): These are outliers on the continent with strong
public health systems, near-universal WaSH access and longer life expectancy. Their small populations allow for greater
system coherence, and many have invested strategically in tourism-aligned health infrastructure or regional medical
services. While their challenges differ, they offer valuable lessons for efficiency, prevention and long-term health
planning.

The four clusters below mirror long-established governance and health-system performance patterns observed across the
WHO, World Bank and AFI datasets. This fragile-reformer-resource-rich-small high-performer distinction aligns with
typologies used in comparative development analyses such as the African Development Bank’s African Economic Outlook (
AfDB, 2023), the World Bank’s Country Policy and Institutional Assessment (World Bank, 2024) and governance groupings
in the Ibrahim Index of African Governance (Mo Ibrahim Foundation, 2024).

Many countries exhibit features of more than one group. Also, there are often challenges of within-country inequality.
National typologies inevitably mask subnational divergence. Nigeria, for instance, has pockets of reformist innovation (e.g.
Lagos digital health) within a generally underperforming system.

Recognising such a typological approach can enable a pragmatic entry point for governments, donors, and analysts to
design more context-specific interventions and model differentiated scenario pathways. It also highlights that progress is
possible across income groups, provided policy alignment, leadership and investment frameworks are in place.
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Endnotes

1. J Reader, Africa: A Biography of the Continent, New York: Penguin, 1998, 234

2. Spanish influenza killed 40 million to 50 million people in 1918, Asian flu killed 2 million people in 1957, and Hong Kong influenza killed 1 million people
in 1968.

3. Includes HIV/AIDS, malaria and tuberculosis together with maternal deaths, neonatal deaths and deaths from malnutrition.

4. These are often chronic, long-term illnesses and include cardiovascular diseases (including stroke), cancers, diabetes and chronic respiratory diseases
(such as chronic pulmonary disease and asthma, but excluding infectious respiratory diseases such as tuberculosis and influenza).

5. Injuries are caused by road accidents, homicides, conflict deaths, drowning, fire-related accidents, natural disasters and suicides.

6. Infant mortality is the death of an infant before its first birthday. Rates are typically expressed as the number of infant deaths for every 1 000 live births.
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