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The Importance for the MDG4 and MDGS of
Addressing Reproductive Health Issues During the
Second Decade of Life: Review and Analysis from

Times Series Data of 51 African Countries
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1. Introduction

Most child deaths are preventable or due to treatable
conditions,” and maternal deaths are largely
avoidable™ The Millennium Declaration in 2000
involved eight Millennium Development Goals
(MDGs), two of which are the focus of this study:
between 1990 and 2015, reducing by two thirds the
under-five mortality rate (MDG4) and reducing by
three quarters the maternal mortality ratio (MDG?3).

The highest rates of under-five mortality are found in
Africa, and their reduction by 22 per cent since 1990
appears insufficient to meet the target.” Most of the
under-five deaths could have been avoided through
prevention and treatment measures against the four
diseases (pneumonia, diarrhea, malaria and AIDS)
which accounted for 43 per cent of all deaths in
children under five worldwide in 2008, including
antibiotics for acute respiratory infections, oral
rehydration for diarrhea, immunization, the use of
insecticide-treated mosquito nets and appropriate
drugs for malaria,l,3 and possibly the virtual
elimination of mother-to-child transmission of HIV.5
In fact, the reduction in mortality in Africa from 1950
to 1980 is by most accounts on¢ of the most far-
reaching changes achieved in the world since the
onset of the industrial revolution.”

In developed countries, rates of maternal mortality
from infection, pre-eclampsia, cardiovascular
disease, intracranial hemorrhage and embolism have
fallen to low and stables rates. In contrast, the leading
causes of maternal mortality in developing regions
and Africa are hemorrhage and hypertension, which
together account for half of all deaths in expectant or
new mothers; indirect causes such as malaria,
HIV/AIDS and heart disease result in 18 per cent of
maternal deaths while other direct causes such as
obstructed labor, complications of anesthesia or
caesarean section and ectopic pregnancy lead to 11
per cent of all deaths during pregnancy or childbirth,’
A recent study estimates about 342 900 maternal
deaths worldwide in 2008 with over 50% of them
clustered in six developing countries (India, Nigeria,
Pakistan, Afghanistan, Ethiopia and the Democratic
Republic of Congo).” In words, maternal mortality
represents the greatest divide between the developed
and developing world, with an average lifetime risk of
maternal death of 1/300.

—

One of the great challenges of global health is the
unacceptably high levels of maternal mortality in
Africa.”* By 2006, it was shown that the timing of
maternal deaths is clustered around labour, delivery,
and the immediate post-partum period’ and it was}
argued in some quarters that a health-centre intra-

care and maternal care strategy would be most
likely to bring down rates of maternal mortality.8 That
argument around a purely health-systems
strengthening approach to reducing maternal
mortality was challenged as too rigid or beyond the
abilities and environments of many developing
countries;” A study in Senegal substantiates this
view.10 By 2007, a re-conceptualization of maternal
mortality took place with the notion of a continuum o
care, integrating strategies, resources, interventions,
and outcomes for maternal, newborn, child, and
reproductive health.11 The addition of a new target
(5.B) to have universal access to reproductive health --
as defined at the ICPD in 1994 -- has given renewed
priority to addressing care related io the health
outcomes of MDGS and to redressing the large
disparities in coverage of health services between and
within countries through necessary interventions in
maternal health. The Countdown to 2015 process”
promised higher attention to adolescent reproductiv
health only in later reports; we argue that the urgenc
is past due.

This research is concerned with the interconnection
between sexual and reproductive health issues i
adolescence and maternal health, and the health o
newborns and children and of the mothers that the girl
children may become. It highlights the importance o
addressing these issues in any preventive, promotion
like, educative, curative, or rehabilitative action tha
improves maternal and child health. We asse
regional and between-country variations in pattern
and levels of sexual and reproductive healt
outcomes, disentangling issues for MDG#4 and MDG
that are sometimes hidden in studies using a singl
cross-sectional survey and may become apparent |
time series data utilized for 51 African countries.

I1. Epidemiology of sexual and reproductive heal
with relevance to maternal and child survival

Sexual and reproductive health is a prerequisite
MDGs related to gender and health. The most dir
link is with MDGS, but progress towards MDG4
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is inextricably bmked: improving maternal
will lead directly 1o reductions in deaths amang
s and young children. Sexusl and
wctivie ill heulth sccowns [or an estimated one-
ol the global burden of disease und carly desth in
of reproductive age. Bvery venr. these iy an
e 180210 million pregnancies, 50 million
ed preymancics, S0 million induced abortions,
munsale abortions, 536 (00 maternasl deaths
g GE 000 deaths from unsafie aharlion, 20
postparturm infections and disabilities and 340
people infected by scxually  transmited
ons: {ST1). " Estimated anmeal AlDS-related
worldwide remain wo high, despate their
s from 2.| millicn in 204 to 1.8 million in

¥ underpinned by the progress el con be
8 om sexual and reproductive health '™ ™ i,
B from ill-health consequences, poar sexual and
Peductive health contributes sigmificantly 10
inhibiting affected individuals' full
ion in socko-economic development,
i, ill-health from causes related to sexuality and
clion rermains a major ciwse of preven|able
B, disability and suffering among worken in
Bes * Third, contriceptive use remains bower and
nsk remains higher for adolescent women
women.”"" " Fourth, healthy pregnancy,
mutherhood and life transitions for
Womnen are strongly influenced by core
mity structures (c.g., education, Reslih,
alion, "Mhlll.l]l_'lg}'ﬁ.i % Fifth, mrls and
% ar¢ lhe most vulnerabie end disadvantaged in
mvironments in sub-Sabimn Africa " Sixth,
and reproductive prenatal and  postnutal
are during the pre-reproductive and
ctive years of womnen can reduce matermal and
childhood morbidity, desability, and moreality,
successtul programs and interveniions have
peted] koy eniry points dusing i women's entire life
= and her offspring. For the mother, thess eniry
are; pre-adolescence,  adolesvence, hefure,
and after pregnancy: " fir the child,
Tk wotivitics are W be carriegd out from
hon to birth und during childhood vesrs,'**"
ing Mock of most of these interventions
their sustunability for these proven

success ful. Usually, they aneundertaken with mussive
funding From external gowrces for short durations of
temonstration projects.

Reduction of nuarernal und childhood morbidity and
mortality from pregoent adolescents will contribate
sighificantly toward achicving MIDNG and MDGS,
Between 14 and 15 million women aged |3-19 give
birth each vear, which accownts for more than 100 of
births worldwide with childbirth from adolescent
mithers accounting for 15% of the global burden of
disease for maternal conditions and 13% of all
marernal denths, while wnder-15 vears old yirls and
their affapring tace highest rsks of matesnal and
neonutal deaths (e, tor every young woman who
dies in childbirth, 30-50 others are le with an injury,
infection or disease) "

Worldwide, adolescent reproductive healih is o key
development and public Tealih. Addressing it eften
TE|uIres OVeIComming sensitivitics ond resistance. The
HTY pandemic, disproportionately affecting young,
wmmen, makes this task even more ynpgent, In sub-
Saharan A fmca, more women than mon ane livimg with
HIY and youmg women aged 1524 vears are as much
as eight times more likely tan men o be HIV
pasitive.5 The highest prevalence and incidence of
(and averlup betwesn) many bealih problems aceur
during adulescence in Afrcn " Althowgh the lobal
burden of disease does nol estimate the burden of
disease for 10-24 venrs old & 4 separate group, 1l s
during the second decade of life ( [0-19 yearg) that
sl ofa person’s long-term health-related behaviors
2.8, smoking, diet, exercise, wsetahuse of drgs o
ulecio] or ather substances, sexual praciices, attinsdes
and proferences relared (o reproductive behavios
including fertility and contraception, and heulih and
disense) are furmed, as well as coping stratewies for
dealing with such situations as stress, puin, aggression
or disappoiniment, Disenses and wnhealthy behavios
which are impartant problems in young people have
been classified into five broad categories:™ thosc
which a2 sperific to young people (e.g.. disorders of
sevomdary sexualzocial development, subopiimal
adofescent growth spurt, and sexual ussaultiabuse);
thase which affeer young peaple disproportionately
(e, matermal disorders, aleohol and elher substanees
nbuse, whereulonsis, STEHTY AIDS, schistosomiasis,
fatzrmal morality and morhidity, pecideits, intestingl
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belminthes); those which manifest themsehves
primarily in young people but orginate in childhood
(e, rheumatic beart disense, polio, wnd chogns
disease); thuse whose mjor health implications are
om the youmng pcnl.n'l future health {l:.g.. mmﬂcing,
diet, cxersise, ST1 incloding HNVVAIDS, dental
hecalth, and leprosy i; and those problems which affect
young people less than children but mors than older
adults (e.g.. shmtmg, anemin, md cercbral malina),
Suceesslul imterveninoms should aum wol only @l
making the hehavior of young women healthies bt at
improving health svstems so that more voung women,
capecially those living in tural areas or in
impovenshed houscholds, can have sccess to well-
travined and well-supplied primary health care services
and referral netwiorks.

1. Drata sources and statistical analysis

We use comparable daty from 95 Demogrephic snd
Health Surveys (I3HSs) Helded from 1938 to 2008 in
4 Alncan countries, as well as MG and MIMGS
martality indicators for 51 African cowntrics from beo
independent sourecs ™ Analysis of morality requires
that deaths are messured on a representotive
population for which condiioning exogencus
chamuctensties are known, While recollections from
wormnen concerming the births and survival stas of
their children retreved from the DHSs provide
reasonably reliable basis for dircct cstimates of
mertality and fertiliy {and are used in this study). no
similor scheme has proved fully satisfsctory for
maternal mm'lal'ily. hence, we use the laresi T
reviewed estimates published.”

Soveral approaches have been developed for forecasts
of population health and mortality using stochastic
midels and texthooks wntlen on systematic aceounl
of linezr tirne series modiels and their application
the mexleling and prediction of data eoliected
sequentially in time™ Several existing unconditional
methods fir setting confidence intervals for the
difference between bmomal proportions hove shown
that intervnl estimation for proportions and their
dyiferences encounters two problems: intervals that do
nol make sense and 8 coverage probability (or
achicved confidence level) that can be quite different
to the intended momimal 1-2™7 Unfortunately,
standard statistical software has nothing (o offer the
user. Henee, by defsuli, the computationally simplesi

. I
asymprotic methods contmue (o be wsed. despile Usear

knoam poor covernpe charsctenisiics and propensity.
1o abermations 23 For thess rensons, we use u simple.
statistical approsch for assessiog changes over tme in
reproductive healih-related  progress indicators of
MDGA and MDGS. We consider a constant rate of
change for a given inter-survey interval and compute
un avernge vearly rate of change in propuortaons wned
ravtes, We have ned buill inte our [orecast any degree of
aceelerstion or deceleraton of change, and have
asaumed a wnifoenn distribution of change In progress
indicators of MDG4 and MDGS over time under two
scenarios: one for the tarpeted level of under-five
I'I'.I|:l'l'tlil|ll.'}' rate {USMRE) and matermal morality ratise
(MMR) expected by 2005; another for the expected
vear for reaching the fargered USMR and MMME by
2015 ar the cwrent average yearly rate of change
betwrzen [ 990 and 20006,

1V, Resulis
[p sve space, findings are graphed: tables from
which they are derived are available opon request.

L. Delayed marriage and sexoal debot during the
second decade of life and beyond

Initiatson of sexual activity 18 a normal componcnt of
human development and it often ocowrs during
adolescemce and beyond, with profound implications
for scomeal and reproductive health including uns=ate
abortion which 15 0 major cause of maternal mora iy
ameny beemaze wommen m A g

Wi cxamine ago-specific rates of cclibacy among
wromcn aged 15-44 years and illustrate the emerpmpe
patterns in Figure 1. At the exception of Egypt, Mali,
Nigreriu, Senegral, Kenve, Tameanis and Zimbabwe,
the rates of celibacy during adolescence  have
consistently risen in African countries. These rates
have also risen among the 20-24 years old for all
countrizcs but Mali, Wiger, Madapascar, Malawi,
Tanzania, Zimbabwe and Cameroon. Eorly marmoge
remuing important tn Miger s Mah, Average vearly
rates of incresse (AYRI) n 1.:E|'i|.'m<:}- riales arnong
adolescents raiged most in Western A frica (3.50% in
Wali, 2.23% in Guinea and 2.03% in Burkina Faso),
followsd by Eastern Adrica (1.51% in Upgandu, 1.45%
in Entren and 1.16% m Mozmbigue) and Ceninal
Almea (1.39% i Cameroond, Tremds  woowards
posslponement of marriage are reinforced in the 20-24
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amid 25-2% years age groups is well for imost countries:
AYHI in age-specific celibacy rates are hiphest i
West Africa. Countries in Esst Adrion  witness
substantial increnses in AYR] i cehbacy rates.
Madagnscar is the sole country with declining
proportions for the | 5-2% yeurs old wamen.

We also asacss the history of sexunl setivity among
never married women in all Affican countrics with
available data, nnd document uverspe yearly rates of
change in proportions of never married wormen by
history of sexnal activity and median ages ot first sex
swmaong, Women gged |5-29 vears. Early marriage put
girla at elevated risk of reproductive health problems
including HIV infection and ALDS-related deaths "'
Thres patiems surface (table not shown. v lihle
UpOn  requestl. Toles of scxual shstinence have
gomsistently incrensed or have remained unchanged
or have declined in African countmies. First, the rates
of postponement of adolescent sexual activity have
consistently risen in 15 sub-Saharan Afrcin
conntries: Benin, Burkina Faso, Cote d'Tvoire, Mali,
Senegal and Togo (Western Africa); Eritren, Bthiogpia,
Kenya, Molawi, Rwasnda, Ugands and Zambio
(Fastern Atrica); and Camerson and Chad (Middle
Africa). Rates of sexual abstinence heve wlse
increased among unmarmed womeh aged 20-24 yeurs
in Burkina Faso, Ghana, Mali, Miger, Senegal,
Eritrea, Kenva, Ugnnda and Cameroon. Second, the
rates of sexual shstinence are stable ymong women
goed 15-19 years in Guimes, Mozambique and
Zimbabwe, Third, the rates ol sexual abstinence have
been fucluating or declining in Niper, Migeria,
Chana, Madagascar, Tanzania and Mumibea

Barly marriage can lead to greater risks of 8T
through unprotectod sex with parincrs who hove
higgher mates of STI and pregnancics that put young
women at risk for obstetric fistlac and cam be & risk
facioe for HIV infection, Changes in early marriage
and sexnnl debut have translated inle variations in
median age al first sex among women aged 15-24
years obd. Increases in the median age at first sex an:
found in Burkina Faso, Cite d'Tvoire, Ghone, Mali,
Senegal, Togo, Erntren, Ethiopia, Kenyn, Malawi,
hozambique, Ugsnds and Cameroon. Chadiges in
median apes al first sex have been fluctuating in
Benin and Madagsseas or small in Migeria, Rwanda,
Zambia, Fimbabwe, Tenrania and Namibia Dt

feon all Afficon countries (bul Masdagascar, Niger, |
Zimbubwe and Kenya) show 3 pogitive association
betwesn rales of marmige and sexual aciwarty and age.
Owerall, robust postpencoicots imo marriage
comeurrently with adjournment of sexual debut during
adelescence nnd heyvond are found Tnomeost countries.

2. Changes over tfime in fertility rotes and
contribution of adobescent fertility to fotal ferdlity

There is a vast Itersture showing that awdelescent
pregnancy and childbearing are closcly liked fo
maternal, newhorn and childhood health outcomes
Adolescent mothers are more likely to suffer severe
complications during delivery due tw physiolegical
rmmaturity which results in higher morkidity and
mortality for themsclves ond their offspring
Adolescent pregiancies may ulso encourage illegl
ghortion which is usually performed under unsaii
comditions leading to elevated risks of reproductive
hisalth problems ingluding, pelvie infection and death.
Figure 2 highliphts the main chenges in the ferility
rate for women aged 15-1% {or adolescent fortility mite
— AFE) und the total fertifity rale (TFR) within and
between countries, from 1988 w0 2008, We also
pxarmine the proportion of total fertility contributed by
adolescent fertility (PFAF). TFRs are highest m
Africa. Three trends emerpe. First, countries with
declining rales of fertility along with a reduction of
stagmation in the PFAF compise: Northern African
countries, Burkine Faso, Chtc D'lveire, Ghana.
(iuinca, Liberin, Mali, Senepal. Togn, Eritrea.
hiadagnscar, Malawi, Uganda, Zimbabwe, Chod amd
MWamibia, Second, countries with sagRation of
reversyls in their ferility decline are: Bemn, Miger,
Migeria, Kenya, Mogzambigue, Cameroon and
Pwanda Third, countries with divergent ur Muetaating
trends in fertility along with increwsing or stagnating
PFAF over time include: Ethiopia, Tanzanin und
Fambin, In Western Africe, estimates of the PEAL ane
under 10% only in Ghana, Mauritania and Teae. In
Easlem Africa, estimites of the PEAF ore less than
101 only in Rwanda, Burendi, Comoros and Britrea.
Middle and Southern African counires have ther
PFAF at 10% or higher, Countries with reversals in
fertility decline also hive the highest PEAF (= 10%),
niotably Miscamibigue {1 6%) and Cameroon | 1%

Twr eountries stand out with increasing avorage
vearly rates of TFR: 0.94% in Mozambigue {Eastern

Afiean Joernal of Repraductive [aaith - June 20080 5020 14



Country (period)
Northern Africa

Egypt (1988-2005)

Morocco (1987-2003) |

Western A ﬂ'it_:a

Benin (1996-2006) |

Burkina Faso (1993-2003)

Céte d'Ivoire (1994-1998) |

Ghana (1988-2008)
Guinea (1999-2005)

Mali (1987-2006)

Niger (1992-2006)
Nigeria (1990-2003)

Senegal (1986-2005)

=

Togo (1988-1998)
Easterﬁ Africa

Eritrea (1995-2002)
Ethiopia (2000-2005)

e

Kenya (1989-2003)
Madagascar (1992-2003)

Malawi (1992-2004)

Mozambique (1997-2003)
Rwanda (1992-2005)
Tanzania (1991-2005)
Uganda (1988-2006)

L

Zambia (1992-2007)
Zimbabwe (1988-2005)

Middle Africa

Cameroon (1991-2004)

——

Chad (1996-2004)

Southern Africa

Namibia (1992-2006)

-5

-
-
%—
-

5 10 15 20
Average yearly rate of change in percentage,
in proportions of never married women by age (in years)

Figure 1. Average yearly rate of change [decline (-) or increase (+)]
in percentage, in proportions of never married women aged 15-29 years in Africa
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Courtry [period)
Noarthern Africa

== Egypt h-w--_“ i [
H-:u-nmniumma} |

HhshmAHﬂ

" e | |||

Burkina Fasa (1983-2003) |

" Cie v (1504-1998)
Ghana (1588 2008)
Guinea [1985-2005)

Ml {1987-2006) .

bgeria (1380-2003]
Senegal (1985-2005) |
Togo (1888.196)

Miger {1992-2006} “

Eaatern Africa

Eritraa {1995-2002)

Ethingia 2000-2005)
Ferya {1985 2007

Madapascar (196022003 |

Ml {1902-2004) |

Mozambique (1987-2003)

Rwanda (1992-2005)
Taneania (1991-2008) |
Upanda [ 15882006 )

T Heoratal modality rote

77| . Under-five mortafthy rate

Ratia al necratal
-mwm-ﬁwnuunymu

Zamibia {1932-2007)
anﬁwm:"
 Middle Africa
 Camerccn (1884-2004) |
~ chad .:1mm1
Southern AI'H!
anhh{‘rﬂaﬂlh |

_a

S i o

=2
Awaraga mru rabe of mmm mrhllnrlndluab:m

Figure 3. Avarage yearly rete of change [decling {-) or increass [+]]
i perceniage, i neonatal and undar-five martality rates in Africa
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aband 0.60% in Guinen (Western Africa), Three
coumtrics all from Fastern Africa have
i yearly rales of chanpge in AFR {0,79% in
0.76% i Mozambigue and 0.05% in
#i). Eritrea is the sole A frican country with the
decline in sverage yoarly mles of chanpe
in both AFR and TFIR (6.6%% and 3.95% for
TFR, respectively). Asides from Northern
h average vearly mates of decline over 2%
fior AFR. and TFR, average vearly rates of
3 R are generally deeper in Western Africa

Easten Africa (but Eritrea) or Soathern

= over time in under-five mortality rates
ion of neonatal mortality

mortality remain uniformly high in Afdca.
the 40 countries analyzed have reversals in
WET0ss age calegones; Cote d'Tvoire, Nigeria
{Western Africa), Kenya (Eastern Africa),
and Chad (Middle Africa) and Namibia
Africa). The 19 countries with improved
sunvival are: Egypt and Moroceo (Morthern
. Benin, Burkina Faso, Ghana, Liberia, Mali,
Smia, MNiger (Western Africa), and Entrea,
Madagascar, Malawi, Mozambigque,
Tanzania (Eastern Africa), Rermaining
have inconsistent frends (Le., Guinea,
e no time series data,

i neonatal and under-five mortality are
& 18 countries: Egypt, Morocen, Renin,
B8 Faso, Ghana, Guinea. Liberia, Mali, Niger,
Togoe. Eritres. Ethiopra, Madagascar,
Mezambique, Rwanda and Zamhbia. Coie
Mageria, Kenya and Cameroon experienced
Sent increases in both nevnatal and under-five
. The case of Kenya is alarming because
Emeonatal mortality rose by 23% between 1989
S and USMRs increased by 24% over the

3 also shows that the contribution of neonatal
Mty toumder-five mortality has been substuntial,
between regions and countries. For the
eontinent as a whole, the lowest proportion of
ccontributed by NNMR is fonnd in Miger
m 2006) and the highest in Egypl (44.7% in
In Northem Africa, it varies from 31.7% in

Sudan to 44.7% in Egypt. Tn Wesiemn Africa, it varjes
from 19.6% in Niger o 41.3% in Mavritania, Tn
Eastern Africa, it is lowest in Burundi (21.0%) and
bighest in Comoros (40.0%). In Middle Africa, it
waried from 23.5% in Chad 10 34.8% in Gabon, In
Southemn Afnca, Swaziland has the lowest proporiion
i21.8%pand Botswana hus the highest {40.0%).

There are strong fertilite-mumality linkages in Africa.
Foi the 40} countries considered, all those with high
age-specitic adolescent fortilite (CAFR=100) and tolul
fertility rates (TFR=5) also have the highest rutes of
MNNMR and USMR. Furthermaore, necnatal and under-
five mortality rates are consistently higher among
adolescent methers that women of older age BrOupE.
The secular decline in both fertility and morality is
most neticeable in Ghans for almest a generation
(19£8-2008). The data across surveys and countries
quite olten show highest rates of NNMR and USMR
amonyg adalescent mothers or oldest mothers (aged
4349 weaus). These patterns are depicied in Figure 4
{for NNMR }and Figure 5 { for USMR).

4. Antenatal care and place of delivery

Antenatal care provides opportunities for gestating
Wwotnen o per information on waming signs of
complications during pregnancy, at defivery and
beyvond, Adolescent mothers are wnlikely w wilize
hiealth care scrvices before/during/after delivery, and
there iz a high level of unmer need for information on
pregnancy complications in sub-Saharan Afdea”
Skilled attendance at childbirth is also crocial for
reducing matemal and neonatal mortality; most
abstetric complications occurring sround the time of
delivery are unpredictable. We use wvailuble tipe
series data from African countries to asscss rates of
change using yearly rates of changes in use of
reproductive healih-related services by gestating
wornen and their neonates,

Yearly mutes of changes in proportions of lve hirths
withuut antenalal care establish two distinet groups of
COUNTTIES dcruss Tegions in Afrca: those which have
consistently experienced increases, and those which
have had declining rates of changes over time. The
three African countries with increasing veorly rates
comiprise: Madagascar (2.89%), Rwandu (0.77%) and
0.08% in Ethiopia in Lastern Afrive; Migeria (0.46%)
and Togo (0.06%) in Western Africa. These increases
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are located among women aged 20-34 years in
Nigeria (0.92%), 35 vears or older in Togo (0.47%),
adolescent mothers in Ethiopia (0.1 7%) and Tanzania
10.94%). They are generalized 1o all age groups in
Madagascar (0.47% for adolescents, 2.87% for the
20-24 years old mothers and 6.42% for older mothers)
and Rwanda (0.91% for teenagers, 0.87% for 20-24
¥ears old mothers and 0.36% for older mothers). The
yearly rates of changes have consistently declined in
all other African countries, varying for all mothers
from 0.22% (Ethiopia) to 9.96% (Mozambique), for
feenagers from 0.03% (Nigeria) to 13.42%
{Mozambique), for 20-34 years mothers from 0. | 3%
£Togo) 10 9.85% (Eritrea), and for older mothers from
0.95% (Nigeria) to 7.68% (Liberia). Countries which
Bave achieved prominent performances in terms of
meducing the prevalence of live births without
snicnatal care across all age groups consist of
Mozambique, Eritrea, Senegal, Namibia, Liberia,
Ghana, Burkina Faso and Mali,

1Of the 95 surveys and 40 countries examined, there
‘areonly three surveys/countries with consistently low
Proportions of adolescent women who both did not
mse antenatal care (under 5%) and delivered at home
fess than 20%): South Africa (1998), Gabon (2000)
d Namibia (2007). This suggests that accessibility
and utilization of antenatal care and health facility
delivery remain elusive for women (and adolescents)
| most African countries. A contrasting link also
sts between use of antenatal care and home
ivery. Several countries have very low proportions
live births without prenatal care contrasting
ply with very high proportions of live births with

me delivery. This is especially the case for Ghana.
R 1a, Togo, Senegal, Kenya, Rwanda, Tanzania,
‘Uganda, Zambia, Zimbabwe, Lesotho and
aziland. In Northern Africa, over a quarter of live
hs had no antenatal care and over 30% of them
place at home. In the remaining countries, the
portions of live births without antenatal care and
» were delivered at home are still uniformly high
0SS ages at maternity and over time within
ntries. In Ethiopia for instance, over 70% of live
1hs to women still have no antenatal care and over

of them still take place at home.

ge yearly rates of change in prevalence of home
liveries have substantially increased in

Madagascar, Tanzania and Zimbabwe. Declining
yearly rates have been highest in Northem Africa
(6.57% in Egypt and 5.77% in Morocco), and
substantial in Western Africa (5.61% in Benin, 2.94%
in Senegal and 2.11% in Ghana), Eastern Africa
(3.37% in Malawi, 2.07% in Eritrea) and in Southern
Africa (3.91% in Namibia). Mozambique has reduced
quite substantially the prevalence of home deliveries
among teenagers.

5. Medical maternity care

We assess the extent to which levels and trends in
neonatal mortality rates (NNMR) vary consistently
and in the expected direction to the extent that medical
maternity care (i.e., no antenatal care nor delivery
care, either antenatal care or delivery care, both
antenatal care and delivery care ) was received by the
mother at the time of delivery. If we assume that births
without antenatal or delivery care would have higher
mortality risks than births with either antenatal care or
delivery care, and that these births in turn would have
higher mortality risks than those having benefited
from both antenatal and delivery care, one would
expect a gradient in the association between levels of
neonatal survival and medical maternity care. Across
95 surveys for each of the 40 countries analyzed, such
as association is inconsistent when there is no positive
or negative association given the conjectured link. Our
model predicts eight countries with two or more
surveys behaving as expected with negative
association between maternal maternity care and
neonatal mortality rates: the vast majority is made of
countries from Eastern Africa (Malawi, Rwanda,
Uganda, Zambia and Zimbabwe), Guinea (Western
Africa), Chad (Middle Africa) and Namibia (Southern
Africa). Single-survey countries with expected
negative associations consist of Sudan and Tunisia
(Northern Africa), Congo, Congo DR and Gabon
(Middle Africa), and Botswana, Lesotho, South A frica
and Swaziland (Southern A frica).

Trends in NNMR indicate robust and generalized
declines in most regions and countries. The deepest
(over 3% per year) declines in average yearly rates of
change in NNMR among live births with full maternal
medical care (both antenatal care and delivery care)
are found in Eritrea (11.94%), Chad (8.74%), Malawi
(7.00%), Benin (6.20%), Morocco (5.59%), Uganda
(5.13%), Tanzania (4.18%), Mali (3.78%), Rwanda
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(3.72%), and Nigeria (3. 16%). In contrast, the highest
increases in yearly mates of change in NNMR among
live births with full ssssermal medical care occurred in

- =

(SR04%) asd Cote dIvoire (11.6%).
effects of lack of antenatal care are
e weed by increases in yearly rates of change in

NNMR in Céte d'Ivoire (18.16%), Eritrea (6.50%),
Nigeria (2.56%), Togo (1.22%), Kenya (0.96%),
Mozambique (0.83%), Tanzania (0.26%) and Senegal
(0.06%). These yearly rates of change in NNMR by
maternal medical care show that medical maternity
care does not necessary translate into better survival
prospects. While full coverage with skilled birth
attendants is a main objective of the MDGS, causal
link between use of medical maternity care and
decline in mortality is not straightforward. Provision
of skilled obstetric care at health centers may not
reduce maternal mortality due to structural
constraints of implementation.

6. Contraception use among sexually active and
unmarried men and women

Meeting the unmet need for reproductive health-
related MDG4 and MDGS5 is critical as increasing
numbers of adolescents and young people are
sexually active and entering their reproductive years.
A study of the age pattern of fertility in Africa found
that premarital fertility accounted for 21 percent of all
births and for 47 percent of births among women aged
12-26, and stressed that this pattern of high premarital
fertility was indicative of low incidence of
cuntraceptwc use before the first birth among
adolescents.” Such findings and others* """ calls for
a reorientation of the reproductive health policy and
programs, which tend to target married women and
women who have been pregnant once, while failing to
address the contraceptive needs of young women
before their first pregnancy. When we assessed trends
in modern contraceptive use and condom use among
unmarried sexually active men and women aged 15-
49 in 40 African countries (table not shown, available
upon request), we found that with the exception of
Comoros where the prevalence of modern
contraceptive use tends to be consistently higher at
each age group for unmarried sexually active women
than their male counterparts, the prevalence of
modern contraceptive use is generally higher among
men than women within and between countries. The
prevalence of contraceptive use among adolescent

men and women is also lower than among people aged
20-24 vyears and the latter tend to use more modern
contraceptive methods and condom than their older
counterparts; this pattern is found in Benin, Botswana,
Burkina Faso, Céte d'Tvoire, Guinea, Liberia, Mali,
Senegal, Gabon and Namibia. The condom is the
preferred method of contraception among
adolescents, across time and space.

7. Progress towards MDG4 and MDGS5 and
waiting times to achieving the targets set for 2015
In our analyses, the average yearly rates of changes
are calculated to classify countries according to their
progress indicators. We start with the estimated under-
five mortality rates (per 1,000 live births) and
maternal mortality ratios (the number of maternal
deaths per 100 000 live births) in 1990 and 2008,
which show that these rates and ratios are very high in
sub-Saharan Africa. We answer the following
questions: a) what are the yearly rates of change in
USMR (respectively MMR) from 1990 to 2008 versus
the yearly rates of decline needed to reach the targeted
USMR (respectively MMR) from 2008 to 20157 b)
What is the expected year to reach the targeted USMR
(respectively MMR) for 2015 based on the MDG4
(respectively MDG35), assuming the yearly rate of
change in USMR (respectively MMR) from 1990 to
20087

In Africa, solely Egypt had by 2008 an average yearly
rate of decline (7.27%) that allowed it to reach the
targeted 2015 level of USMR before the target date.
The average yearly rates of decline in USMR in
Tunisia (4.60%) and Morocco (4.44%) are also above
the yearly rate of decline needed to reach their MDG4
(3.53% and 3.93% for Tunisia and Morocco,
respectively). In sub-Saharan Affica, at their average
yearly rates of USMR decline from 1990 to 2008,
Madagascar (5.41%), Eritrea (5.11%) and Cape Verde
(4.28%) are likely to achieve the MDG4 by 2015.
Overall, only six African countries (Egypt, Tunisia,
Morocco, Madagascar, Eritrea and Cape Verde) have
reached by now or are on track to reach the MDG4 by
2015. Five sub-Saharan African countries (with three
in Middle Africa) have missed both the targets and the
trends: Congo, Zimbabwe, South Africa, Cameroon
and Chad. These patterns are depicted in Figure 9.

Average vearly rates of change in MMR in Africe
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portray regional and national features of rends in
MMHs. All countries of Northern Africa (but Sudan
with a yearly rate of decline of only 3.61%: against the
needed mate of decline of 9.83%) are likely to meet the
MIDGS by 2015, The average yearly rates of decline in
MMR needed to reach the MDGS is uniformly too
high for most African countrics, especially those in
Southern Africa, Middle Africa, Western Africa and
Eastern Africa. Countries which are notable
exceptions with respect to needed average yearly rates
of dechine to reach the MDGS in Sub-Saharan Alrica
mclude Cape Verde (3.78%) and Equatorial Guinea
(6.14%). These patterns are illustrated in Figure 10,

To determine the cxpected vear to attain the tanreted
USMR and MMR for 2015, we calculated waiting
times (in vears) from 2008 to rcach the targeted
USMR (respectively MMR) for 2015, assuming the
yearly rate of change in USMR (respectively MMR)
from 1990 1o 2008, and added these waiting times to
2008 tov obtain that cxpected year, The expected vear
for African countries which will reach the MDG4 by
2015 include: Egypt (reached by 2008), Madagascar
(20100, Ertrea (2001), Tunisia (2013), Morocco
{2014), Cape Verde (2015), At their current veurly
rates of change, several Affican countries are at risk of
not achieving even by 2100, the MIDG4 st for 2015,
incloding Burkina Faso and Mauritania (Western
Africa); Burunds and Kenva (Eastern Africa);
Cameroon, Central African Republic, Chad, Congo,
Congo DR (Middle Africa), and Botswana, Lesotho
and South Africa (Southern Africa), as shown in
Figure 11.

Continental and pational propress mdicalors of
MDG4 and MDGS are decetving orat hest mixed, Our
analyses substantiate & recent report of the World
Bank which notes that progress is too slow of health-
related outcomes (e.g.. maternal and child mortality )
fior the world to achieve these MDGs by 20137

VL Conclusion and implications
This study shows that poor sexual and reproductive
health contributes to poor survival of mothers and
children and to il health among survivors, and
impedes efforts for achieving the MDG4 and 31305
There is an immediate need to place preconceptional
and inferconceptional influential factors on matemnal
and child health, in the context of women's health in

her lifetime, to reverherate the Institute of Medicine,

The contribution of adolescent fertility to ttal fertilit
in most Alrican countries has changed little aver time
Adoleseent fortility 15 an indicator of reproductiv
health summatizing a wide range of issues includin
aceessibility of information and services, relovar
health nsks, and the living conditions of voung peop)
including early marriage, and the risk of malerns
mortality among very young adolescents is expecto
to be highest. Linintended pregnancy remains a majo
repraductive health problem among voung people 1
sub-Saharan Africa where adolescent  fertihic
accounis for 10 o 16 percent of total fertiliry.

Sadly, limle has changed in the last two decades sinc
the Save Mudherhood Initiative. ™" Our findings o
51 African countries further canfirm this trend an
substantiate that while there is wide variation in earl
initiation of reproductive behavior and  heald
oulcomes aernss countres and heoween subgroups i
the same country in Africa, the overall pamern is that o
high adolescent fertility, unacceplably high levels o
maorality of mothers and their offspring imder-five
and reproductive  health-related  problems  witl
immediate and long-term consequences on malerna
and child health and survival. This study shows tha
while the guantity and accessibility of matcma
maternity care services has generally increased i
meost Adrican countries, the quality may not ho
inrezased given the continuing high levels of noonata
martality. This might be onc reasan that progress ha
been slower for MDGs measured by outcomes (Le.
MDA and MIDGS ) than for those measured by acces
i maternal medical health care services, Program
aimed at improving incentives for service provider
and consurmens and making service providens direct)
pecuntuble to users are essential to improving MO
health related outcomes, as pinpointed by the Worl
Bagk in its Global Monitoring RBeport 20017 Sucl
programs should be implanted within a lifespas
framewaork covering preconceplional and
interconceptional periods as targels [ur interveniion i
improvitig health and well-bemng for women and
under-five children o Africa. Indecd, a womal
regardless of life options will spend the bulk of he
reprodictive life span in either precomceptional o
interconceptional periods,
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