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Bridging the gap  
Fiscal justice in sexual and reproductive health and 
rights in Africa  
 
Introduction 
Christian Aid has previously highlighted the 
importance of gender-sensitive reproductive 
health to achieving wider development goals.1 
The African Union’s Sexual and Reproductive 
Health and Rights Continental Policy Framework2 
is a progressive regional instrument which sets 
out challenges and commitments for progressing 
sexual and reproductive health and rights (SRHR). 
However, much remains to be done at national 
level to implement current policies and ensure 
best practices. This briefing shares the main 
findings of Christian Aid’s research in Kenya, 
Malawi, Nigeria and Sierra Leone to explore the 
barriers to women and girls’ access to SRHR. It 
builds on Christian Aid’s past work to make the 
case for fiscal justice in achieving women and 
girls’ rights and access to services. 

What needs to change 
• Public financial management and 

monitoring should be improved for 
better prioritisation, planning and 
accountability in SRHR, including 
through improved data to inform 
provision, access and uptake of services 
and more transparent and gender-
responsive budgeting. 
 

• Domestic resource mobilisation for 
SRHR should be enhanced through 
progressive tax policies, action to end 
illicit financial flows and abusive tax 
practices, reallocation of resources 
where appropriate to create fiscal 
space for SRHR, and promoting civic 
responsibility towards taxation.  

 

• Citizens’ participation in decision 
making should be improved through 
increased access to information about, 
and improved means for engaging in, 
the prioritisation, planning, budgeting 
and implementation of SRHR. 

 

• Levels of education and awareness 
around SRHR and related issues 
should be enhanced among 
traditional, religious and community 
leaders, women and men and girls and 
boys, especially in relation to harmful 
practices, gender rights, relevant 
policies and laws, and SRHR 
information, services and commodities,  
 

• Law enforcement should be better 
informed and strengthened to 
support better responses, especially in 
relation to gender-based violence; and 
laws that restrict access to SRHR 
services should be reviewed. 

 
 

 

Main findings  
• Public financing is the most reliable, 

sustainable and equitable way to increase 
access to SRHR for marginalised women 
and girls.  

• Public financing of SRHR is increasingly 
important as donor priorities shift, but 
weak financing policies mean universal 
health coverage and especially SRHR 
remain under-resourced, resulting in high 
out-of-pocket spending. 

• A limited role for citizens and health and 
technical personnel in decision making 
contributes to lack of allocation to, and 
transparency of, SRHR budgets. 

• Retrogressive gender norms suppress 
demand for and uptake of SRH services 
and mean funding and accountability for 
delivering SRHR are deprioritised. 

• There is potential to progressively improve 
domestic resource mobilisation (DRM) to 
address gaps in health and SRHR financing.  
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Rationale 
In the communities where we work, we see the 
link between poverty and power imbalances 
create barriers to accessing essential sexual and 
reproductive health (SRH) products, services and 
information, and to participation in policy and 
resource allocation. These barriers contribute to 
high levels of disease and death and limit the 
choices available to women and girls. Our work in 
Africa focuses on improving health outcomes – 
particularly SRHR3 – for marginalised 
communities. As levels of healthcare spending by 
governments are a critical factor in improving 
health indices4 (alongside better use of funds), we 
continue to advocate for improved DRM 
and public health financing.5 
 
Huge deficits remain in policy implementation, 
demand creation and service provision to enable 
access to SRHR for women and girls in Africa. 
Since Covid-19, these can be expected to 
have worsened.6 This is due to the refocusing of 
healthcare resources to the pandemic response, 
movement restrictions and other measures put in 
place to address the pandemic. The need for 
more and better financing of SRHR to improve 
health outcomes is therefore urgent but not new 
– it was recognised in the Programme of Action 
adopted at the International Conference on 
Population and Development in 1994.7 Alongside 
the Beijing Platform for Action (which also 
stressed the role of macroeconomic policy for 
gender equality8) this now guides delivery of 
Sustainable Development Goal (SDG) target 5.6 
on universal access to SRHR, which recognises 
how central SRHR is to gender equality.  
 
In 2001, African Union countries adopted the 
second Abuja Declaration,9 pledging to allocate at 
least 15% of their annual budgets to health, and 
calling on donor countries to fulfil their 0.7% of 
GNI as official development assistance (ODA) 
target to help address shortages in funds for 
improving health in low-income settings. While 
aid continues to play a part in health service 
delivery, a more sustainable and reliable way to 
increase health financing is through domestic 
taxation. As well as raising valuable revenue, this 

can help strengthen the compact between 
citizens and government, improving 
accountability.  
 
‘Fiscal justice’ encompasses actions governments 
can take to ensure fiscal policy is coherent with 
commitments to human rights and the 2030 
Agenda for Sustainable Development (Agenda 
2030), including universal health coverage, 
reduced inequality and the ‘leave no-one behind’ 
principles. It includes progressive taxation to raise 
public financing and redistribute wealth, avoiding 
regressive approaches such as indirect taxes 
which tend to place an unfair tax burden on 
women and people living in poverty. It also means 
public spending that helps to realise human rights 
and progress development goals, prioritising the 
needs of people who are most marginalised. SDG 
indicator 10.4.2 on the redistributive impact of 
fiscal policy10 now provides a tool for assessing 
the effectiveness of fiscal policy in addressing 
income inequality. However, transparency and 
social accountability in implementation, and 
approaches such as gender-responsive 
budgeting,11 are also key to ensuring 
responsiveness to diverse needs.  
 
At the global level, international cooperation to 
support fiscal and policy space for countries to 
address inequalities, such as support for 
improved DRM and action to tackle illicit financial 
flows, is provided for in SDG targets 16.4, 17.1 
and the Addis Tax Initiative.12 However, necessary 
normative and systemic reforms were not 
adequately addressed at the 2015 International 
Conference on Financing for Development.13 
While the Addis Ababa Action Agenda supports a 
renewed focus on public finance for services,14 
international financial institutions continue to set 
a policy agenda that prioritises reducing the tax 
burden on companies alongside cuts in public 
spending on health and related areas, which 
shifts the burden of health costs onto people 
living in poverty.15 There is ample evidence of the 
impacts of structural adjustment programmes on 
the fiscal parameters set for health policy making 
and thus on access to maternal and child health 
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services for vulnerable populations, issues which 
are particularly acute in African countries.16  
 
Research design and methods  
Our research was conducted in 2019/20 and 
brought together fiscal justice and SRHR 
advocates in Kenya, Malawi, Nigeria and Sierra 
Leone to examine financing for health, focusing 
on SRHR, as one of the best ways to advocate for 
the rights of vulnerable people. Detailed findings 
were documented in a global review17 and four 
national reviews.  
 
Aims and objectives  
We aimed to enhance our understanding of the 
political, socio-economic and contextual factors 
that influence and impede positive outcomes for 
women and girls in SRHR, to establish the root 
causes behind these challenges, and to inform 
action to increase public financing for 
comprehensive SRH services. The starting point 
was the hypothesis that: 
 
‘public financing represents the most reliable, 
sustainable and equitable way of increasing access 
to comprehensive SRHR services for the poorest, 
most vulnerable and marginalised populations. It is 
the only reliable means of ensuring that all 
communities have more control over the type, 
quality and accessibility of SRHR’.  
 
The initiative supported our wider programmes 
and advocacy objectives including to:  
 
• Build the capacities of civil society 

organisations (CSOs) to analyse and influence 
macroeconomic policies (especially from a 
gender perspective) to support the effective 
realisation of SRHR. 

• Use evidence to build the understanding of 
national-level decision makers about the links 
between progressive fiscal policy and realising 
SRHR – particularly as part of the SDG 
process. 

• Increase national-level commitments to public 
financing for comprehensive SRH services 
for women and girls. 

• Heighten public pressure on decision makers 
at the national, regional and global level to 
increase public funding for SRH services 
through DRM including progressive taxation. 

  
The research comprised 1) a desk-based 
review of literature, policies and guidelines on 
global SRHR and universal health coverage; 2) 
a political economy analysis using a variety of 
data-gathering tools to reach out to civil society, 
government agencies, donors, communities, and 
health sector agents and practitioners; 3) a desk-
based review, using a political economy analysis 
approach, of country-level policies, standards, 
spending and literature; 4) producing a final 
global report highlighting the points of 
convergence between the four national reviews.  
  
We conducted a robust gender and power 
analysis in each country to explore how women 
and girls are included and excluded, 
and how different forms of male privilege 
operate. A stakeholder analysis provided an 
opportunity to rethink agency and power in the 
contexts of SRHR and fiscal justice. This 
was firstly by examining what’s needed to 
enable women and girls to overcome barriers to 
claiming their rights and accessing services. And 
secondly by considering how to engage the ‘high 
influence but low interest’ actors such as 
community elders and leaders, traditional 
authorities and religious leaders who, because of 
their status, have the power to shape public 
opinions and practices.  
 
Summary of findings  
The research outputs situate fiscal justice and 
SRHR within an understanding of the prevailing 
local political and economic processes. Some of 
the main findings are summarised below. 
 
The importance of SRHR is recognised by 
governments but there are significant deficits 
in public provision and high levels of out-of-
pocket spending. 
Domestic policies in all four countries18 recognise 
the importance of financing universal health 
coverage, committing to uphold relevant 
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international human rights frameworks and thus, 
to optimising the available resources for 
progressing SRHR. They also reflect relevant 
global goals and targets, for which all have 
committed to principles of leave no-one behind 
and gender equality.  
 
However, efforts to improve the quality of 
services have been undermined by institutional 
weaknesses at all levels and there are serious 
gaps and inadequacies in provision. In all four 
countries these were found to be particularly 
acute in rural areas, where lack of health facilities 
and staff, transport fees and poor road networks 
mean women and girls have to endure difficult 
and lengthy journeys, even during labour, to 
access services. 
 
These weaknesses are reflected in health 
indicators. In Nigeria for example, maternal 
mortality stands at 810 deaths per 100,000 live 
births; 43% of women do not receive skilled 
prenatal care; 61% still deliver outside health 
facilities; 57% do not have access to skilled birth 
assistance; and only 34% have their family 
planning aligned with modern methods. Also, 36% 
of women and girls over the age of 15 years are 
subjected to physical, sexual or emotional 
violence by a current or former intimate partner. 
Only about 29% of these women and girls 
participate in making their own informed 
decisions on sexual relations, contraceptive use 
and reproductive healthcare.19  
 
Out-of-pocket spending on health services 
remains high across Africa with significant 
impacts on health and levels of poverty.20 Among 
the countries studied, Malawi has relatively low 
out-of-pocket spending both per person and as a 
percentage of health expenditure, although the 
latter has risen from 8% in 2014 to 11% in 2018.  
 
It is notable that all four countries display very 
low levels of public health expenditure per person 
(which as a percentage of GDP ranges from 1% 
for Nigeria to 2% for Sierra Leone and Kenya and 
3% for Malawi21). Although the quality of health 
expenditure is equally important, these figures 

fall well below the recommended average of $86 
per person public spending for delivering a set of 
essential health interventions.22  
 

 Out of 
pocket 
(OOP) 
spending 
per person  
($, 2018) 

OOP 
spending as 
a % of 
current 
health 
expenditure 
in 2018 

Domestic 
general 
government 
health 
spending 
per person 
($, 2018)  

Malawi 4 11 10 
Kenya 21 24 37 
Sierra 
Leone 

38 45 8 

Nigeria 64 77 12 
Source: World Health Organization Global Health Expenditure 
Database 

 
In Sierra Leone, we found that very high rates of 
poverty coupled with high inflation make it 
difficult for many people to access adequate and 
quality health services.23 In Nigeria, we found very 
low levels of public spending leave the burden of 
financing healthcare predominantly on 
households. Kenya has made efforts to reduce 
out-of-pocket spending through a National Health 
Insurance Fund. But uptake remains significantly 
low at only 16% of the population to date.24  
 
Public financing of SRHR is increasingly 
important as donor priorities shift, but weak 
financing policies mean health and SRHR 
remain under-resourced.  
The extent to which our focus countries rely on 
donor funding for health services varies. In Kenya, 
the government is the largest financier of health, 
whereas Sierra Leone continues to receive 
significant external funding, including for the Free 
Health Care Initiative which aims to reduce out-of-
pocket payments on health for pregnant and 
lactating mothers and children under 5 years.25 
However, across all four countries, increasing 
needs and shifting donor priorities are likely to 
mean governments must become the largest 
financer of health, yet none of the countries 
studied are achieving the Abuja Declaration target 
of an annual health spend of 15% of total budget. 
Malawi is the only country that has surpassed it 
(between 2007 and 2011) but recently its 
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allocation has been less than 10%. Kenya’s 
spending stands at about 8.5% of budget, despite 
increases in recent years. Nigeria’s highest budget 
allocation to health was in 2002 (6%), now down 
to 4% in 2020. Sierra Leone has fluctuated 
between 7% (2017) and 11% (2020).26 In the past 
two decades, a downward trend in government 
spending on health as a share of total 
government spending has been identified in 
about half of African countries, accompanied in 
many cases by growth in total health expenditure 
driven to a large extent by out-of-pocket spending 
by households.27  
 
Insufficient public budget allocations to health 
are leading to health budget deficits where donor 
funding fails to fill the gaps. Sierra Leone’s 
National Health Sector Strategic Plan (2017-2021) 
cites lack of attention to fiscal space and available 
resources as an issue in implementing the 
previous strategic plan.28 For the current period, it 
needed $1.4 billion to finance all the components, 
but up to 2020 the total budget allocation to the 
health sector had been $291 million, leaving a gap 
of $1.1 billion.29  
  
Although it was often difficult to identify SRHR 
budget allocations, there is evidence that SRHR is 
deprioritised, possibly in expectation of donor 
funding. Again, in Sierra Leone, just 6% of the 
total health budget was found to be allocated 
to SRHR.30 The Reproductive, Maternal, Newborn, 
Child and Adolescent Health Framework (2017-
2021) required a budget of $545 million, of 
which $487 million (89%) was to come from 
donors with the government of Sierra Leone 
planning to contribute US$44 million in the five-
year period. Of the $545 million, just $98 million 
was for SRH, and only $23 million of this had been 
allocated up to 2020 (less than $7 million 
contributed by donors) leaving a gap of $75 
million.  
 
A limited role for citizens and health and 
technical personnel in decision making 
contributes to lack of allocation to, and 
transparency of, SRHR budgets.  

Decision making on budget allocations was found 
to be largely influenced by political and private 
interests and religious social norms at both 
subnational and national levels.31 Even where 
there is increased revenue therefore, there are 
barriers to this being effectively and efficiently 
allocated in a gender-transformative way.  
 
Malawi offers an example of what can be 
achieved when CSOs are able to participate in 
national budget cycles and particularly when they 
work together. A consortium of CSOs succeeded 
in advocating for increasing spending on 
contraception in 2014/15 and 2015/16, amounting 
to a total 17% increase of government funding for 
contraceptives32 and in 2018/19 the Malawi 
Health Equity Network asked the government to 
increase funding to the health sector including 
SRHR.33 However, the health lobby must compete 
with other interests which may be prioritised. It 
also faces a lack of transparency, with district-
level health authorities often not kept fully 
informed on the allocation of resources 
to hospitals and primary health facilities; and 
reports that these in turn are frequently 
noncommittal in releasing information to CSOs 
during budget tracking exercises.34  
  
Overall, our research found data gaps often  
made it difficult to identify and break down SRHR 
budget allocations and public spending. The most 
reliable data on SRH tended to relate to HIV and 
AIDS. Malawi does have a stand-alone SRHR 
budget line under health for family planning 
commodities. However, this excludes other items 
such as awareness campaigns and outreach 
clinics, resources channelled through integrated 
financing and personnel costs. Also, most of the 
funds for this budget line come from 
development partners, with the government 
allocation in 2018/19 at just 2%.35  
  
Retrogressive gender norms suppress demand 
for and uptake of SRH services and mean 
funding and accountability for delivery of 
SRHR are deprioritised. 
Visible and invisible power relations including 
patriarchy and norms about women’s roles and 
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control over their bodies and fertility were found 
to influence decision making around gender and 
SRHR. One example of this was the delay in the 
enactment of the Gender and Equal Opportunity 
Bill in Nigeria because of deep-rooted religious 
and cultural resistance. Despite sustained 
advocacy efforts by CSOs and the Federal Ministry 
of Women Affairs and Social Development, it was 
vehemently rejected in 2016 by members of the 
Nigerian Senate on the grounds that it was not in 
line with the religious and cultural beliefs of most 
of the Nigerian population. This bill was 
reintroduced in 2019 by a female senator in the 
National Assembly and passed through first 
reading without any opposition, but it is yet to 
become law.  
  
Women have the potential to be important agents 
for change, but customs, social norms and 
conditioning, as well as barriers to education and 
information, mitigate against their voice and 
agency in influencing SRHR provision and 
spending. Some aspects of providing SRH are 
seen as controversial because they contradict 
cultural, religious and individual beliefs, norms 
and values. In Malawi, these often oppose 
providing SRH services to people outside wedlock 
and particularly to young people. Malawi has one 
of the highest adolescent fertility rates in 
Southern Africa, and rates of child marriage that 
are among the highest in the world. Early teen 
pregnancies (29% in the 2015/16 Malawi 
Demographic and Health Survey)36 contribute to 
girls dropping out of school at very high rates, 
with just 10% of these girls being readmitted to 
school after childbirth.  
 
High rates of poverty and illiteracy, combined 
with power relations, norms and customs, also 
affect health-seeking behaviours and outcomes 
for the most vulnerable women and girls. In 
Malawi, barriers in access to education (including 
teenage pregnancies) have important implications 
for girls’ futures and also for their health, as 
education is linked to use of contraception to 
avoid unwanted pregnancy, and to uptake of 
antenatal care, HIV counselling and testing, and 
antiretroviral treatment.37 In Sierra Leone, early 

marriage and female sexual control by male 
spouses, including through violence and other 
practices, were found to prevent women 
controlling their own fertility. They were also 
found to determine how and by whom health-
related decisions were made at household as well 
as community levels. The research concluded that 
increasing the availability of economic resources 
alone is inadequate unless accompanied by 
increased women’s agency and influence over 
decisions that can have positive health impacts.  
  
There is potential to progressively improve 
DRM to address gaps in health and SRHR 
financing. Tax revenues as a proportion of GDP 
remain quite low in all countries, although Malawi 
is just above the 16.5% average for Africa.38 Sierra 
Leone’s low tax effort was cited as a reason for 
low health budget allocations.39  
 

 Tax revenues as % 
of GDP 

SDG 10.4.2 
(progressivity of 
fiscal policy) 

Nigeria 6a 0.4 
Sierra Leone 11 0.5 
Kenya 15 0.8 
Malawi 17 0.6 

Sources: UNU-WIDER Government Revenue Dataset40 for tax-
to-GDP ratio and Oxfam’s Commitment to Reduce Inequality  
Index.41 Note a) for Nigeria the data refers to total revenue in 
2017 as data for 2018 are not available. All other data are for 
2018.  

 
Overall, there is scope for increasing tax revenues 
in a progressive manner, including by ending tax 
loss due to unnecessary tax incentives and illicit 
financial flows. International estimates suggest 
such flows amount to $416 billion for all 
developing countries,42 of which the share of 
cross-border tax abuses amount to $3.9 billion for 
Nigeria, $236 million for Sierra Leone and $189 
million for Malawi.43  
 
Malawi could reconsider its approach to 
incentivising investment through tax breaks to 
companies.44 Combined with revenues lost to 
illicit financial flows, this could go a long way 
towards bridging health funding gaps.45 Sierra 
Leone could also end tax incentives, especially 
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those granted to extractive industries where they 
are often unnecessary for attracting investment.46 
In 2012 tax incentives, mainly to extractives and 
agricultural sectors, were found to amount to SLL 
966.6 billion ($224 million), or 8.3% of GDP.47 
There is also scope for raising significant 
additional revenues by increasing corporate tax of 
extractive industries48 or introducing a resource 
rent tax as proposed by the government in its 
Resources Revenue Bill in 2018.49  
  
Tax revenues as a share of GDP in Nigeria were 
exceptionally low at 6.2% in 2017. Nigeria 
depends heavily on oil sector revenues50 but 
could increase tax revenues by addressing 
unnecessary tax exemptions and illicit financial 
flows. According to the Federal Inland 
Revenue Service, Nigeria could also increase tax 
revenues by $15 billion annually by addressing 
poor performance. A revenue collection 
drive in Lagos State was able to increase revenues 
from NGN 20 billion ($52 million) in 2004 to NGN 
170 billion ($446 million) in 2011 and NGN 244 
billion ($640 million) in 2016. It has also been 
suggested that there is capacity to raise more 
revenue from personal income taxes.51  
 

Conclusions and 
recomendations 
The research findings support the case for 
increased public financing for SRHR as the best 
way to increase access to comprehensive SRHR 
services for the poorest and most marginalised 
women and girls. Public finance can provide more 
predictable resources and can also create 
opportunities to improve accountability and 
political will to prioritise SRHR and improve health 
service delivery. These opportunities are created 
through approaches that enable citizens to 
engage with and monitor government spending 
and other policies and behaviours that have an 
impact on demand for, delivery and prioritisation 
of SRHR. Fiscal justice, including progressive 
public financing, is central to implementation of 
national and regional policies and frameworks for 
SRHR. 

 
We make the following recommendations. 
  
For governments  
• Improve public financial management and 

monitoring for better prioritisation, planning 
and accountability in implementation of 
SRHR, including through improved data to 
inform provision, access and uptake of 
services and more transparent and gender-
responsive budgeting. 

• Allocate at least 15% of national budgets 
to building public health systems in line 
with Abuja commitments, and reallocate 
appropriate resources for this purpose. Set 
transparent and gender-sensitive indicators 
to break down and track health budget 
allocations and prioritise spending on SRHR. 
Implement gender-responsive budgeting, with 
a focus on SRHR, at all levels. 

• Enhance DRM for SRHR through progressive 
tax policies in line with Addis Tax Initiative 
commitments, action to end illicit financial 
flows and abusive tax practices, and action to 
promote civic responsibility towards taxation.  

• Improve citizens’ participation in decision 
making by providing increased access to 
information about – and improved means for 
engaging in – the prioritisation, planning and 
budgeting of SRHR and the implementation 
and monitoring of the effectiveness of service 
delivery. Address barriers to women’s and 
girls’ participation in decision making at all 
levels. 

• Enhance levels of education and 
awareness around SRHR and related issues 
among traditional, religious and community 
leaders, women and men and girls and boys, 
especially in relation to harmful practices, 
gender rights, relevant policies and laws and 
SRHR information, services and commodities.  

• Better inform and strengthen law 
enforcement to support better responses, 
especially in relation to gender-based 
violence; and review laws that restrict access 
to SRHR services. 
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For civil society organisations 
• Raise awareness and advocate for 

improved education about relevant rights, 
policies and laws – and about damaging 
social norms and practices, particularly 
among marginalised women and adolescent 
girls, and to change behaviours including 
those of traditional leaders and men. Faith-
based organisations have an important role in 
this.  

• Research and share information on health, 
demographic and ODA trends to support 
evidence-based advocacy in relation to the 
need for increased public financing of SRHR, 
including by building partnerships for 
strategic collaboration across sectors and 
supporting South–South exchange of 
learning. 

• Advocate for progressive and gender-
responsive tax and fiscal policies in health 
and related areas; build CSO capacities for 
this and for engagement in fiscal decision 
making and monitoring.  

• Advocate for action to tackle 
corruption and illicit financial flows, 
including by increasing public knowledge and 
discourse on these issues and their impacts 
on DRM.  

• Promote law enforcement and 
effectiveness in relation to SRHR and 
gender-based violence, for example, by 
building skills to communicate with 
survivors and improving knowledge of 
protective legislation.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

For all stakeholders 
Agenda 2030, with its focus on delivering human 
rights, citizens’ participation and improving the 
granularity of data for ‘leave no-one behind’ 
provides an important framework for action. 
Although indivisible, targets and indicators to help 
galvanise efforts in key areas include those for 
universal access to SRHR services (SDG targets 3.7 
and 5.6), universal health coverage (SDG 3.8), 
health financing and health service strengthening 
(SDG 3.c), other targets under SDG 5 for gender 
equality and empowerment of women and girls, 
and SDG indicator 10.4.2 on progressivity of fiscal 
policy. 
  
In progressing these goals and targets, action is 
essential to improve the availability and quality of 
appropriately disaggregated data, to make the 
inequalities visible. This applies particularly to the 
need for a more holistic approach to gender 
data.52 Citizens’ groups, civil society and human 
rights organisations have an important role to 
play here in contributing to more inclusive data 
for improved decision making.53  
 
We call on national and international champions 
of SRHR/universal health coverage to 
offer sustained and high-level political 
support for fiscal justice in fulfilment of SRHR.  
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