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I. Background 
 
Achieving the Millennium Development Goals (MDGs), especially those directly related to 
health is a major challenge for most African countries.  There is evidence that inequities and 
unfair policies and programmes in health are serious fetters on efforts to achieve the targets of 
the health-related MDGs.  Mainstreaming of health equity in the development agenda of African 
countries has been proposed by some as the solution to health inequities and to poor health 
outcomes in Africa.  To explore the policy implications of this argument, United Nations 
Economic Commission for Africa (ECA) undertook a study on Mainstreaming health equity in 
the development agenda of African countries. The study identified major sources of inequities in 
health in a subset of Africa countries and proposed a set of policy actions that countries could 
take to mainstream health equity in their development agenda. 
 
One major finding of the study was the existence of a dearth of capacity in African countries to 
analytically assess inequities in health and to mainstream health equity in the development 
agenda.  This finding lent credence to one of the lesson that emerged from a poverty reduction 
strategies/MDGs knowledge audit (see ECA 2007: “Enhancing Knowledge Sharing to Support 
the Poverty Reduction Process in Africa: The Knowledge Audit Report” available at 
http://www.uneca.org/africanprsp/docupld/KA%20report-Executive%20Summary%20final.doc) 
that ECA undertook in 15 African countries. The dearth of capacity has also been a major topic 
of discussion in the Electronic Roundtable Discussions of the African Learning Group on 
Poverty Reduction Strategy Papers (PRSP-LB) 
(http://www.uneca.org/africanprsp/Electronic.html). The findings underscored the urgent need 
for policy level capacity building to address the inequities that are evident in health in Africa. 
 
This training workshop and ad hoc expert group meeting was conducted under the auspices of 
the African Learning Group on Poverty Reduction Strategy Papers (the PRSP-Learning Group or 
PRSP-LG).  Established in 2001 by ECA at the urging of member States and the Bretton Woods 
institutions, the Learning Group (LG) served as a regional forum for peer learning and 
knowledge sharing on the design and implementation of Poverty Reduction Strategy Papers 
(PRSPs) which many African countries had to prepare as a requisite foe debt relief under the 
enhanced Heavily Indebted Poor Countries Initiative (eHIPC).  In 2006, the Cairo African 
Plenary on Poverty Reduction Strategies and the Millennium Development Goals expanded the 
remit of the LG to include learning and knowledge sharing on the MDGs.  The LG now operates 
as the African Learning Group on Poverty Reduction Strategies and the Millennium 
Development Goals (PRS/MDGs-LG). 
 
The PRSP-LG undertook studies to understand the PRSP process and its experience in 24 
African countries and organized three annual meetings from 2001 to 2003 to review the findings 
and discuss relevant issues. One of the key consistent messages that came out of the three annual 
meetings was that the convening of the Learning Group (LG) on an annual basis was not 
sufficient to ensure that African policy makers kept abreast of the rapidly evolving poverty 
reduction policy environment. Participants urged ECA to establish a forum for the continuous 
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exchange of information and knowledge on the PRSP process.  In response to this 
recommendation, ECA, with support from the United Nations Development Account, established 
the “Enhancing Knowledge Sharing Project to support the Poverty Reduction Process in Africa” 
in line with the achievement of the MDGs in 2005. The project, which runs out in December 
2008, aims to support African countries to exchange their PRS/MDGs experiences and expertise, 
thereby enhancing their capacity to prepare, implement, and monitor poverty reduction strategies 
in a manner consistent with the objectives of the African Union’s New Economic Partnership for 
African Development (NEPAD) and pursuant to the achievement of the MDGs. 
 
Health is a critical priority in the MDGs and of NEPAD.  Under the eHIPC initiative, countries benefiting 
from debt relief were required to dedicate debt relief resources principally to the social sector, notably 
education and health.  However, recent assessments of Africa’s progress towards the targets of the 
MDGs underscore the point that unless urgent actions are taken to scale up interventions, the 
continent will be unable to meet all the targets by the target date.  Scaling up is most urgent in 
health as three of the eight MDGs are directly related to health1. Available evidence shows that 
progress towards the targets of the health MDGs in Africa has been anemic2. Vaccine-
preventable deaths are still very common. The continent still has the highest HIV/AIDS 
prevalence rates and therefore highest AIDS-related death rates; it still has the highest TB 
incidence and death rates in the world; and the highest maternal mortality ratio. Applying well-
known, currently available interventions/solutions could prevent a great proportion of these 
deaths. But any interventions to scale up progress must not only be based on policies that are 
premised on the pursuit of equity but must themselves be fair and equitable.   
 
Planning, monitoring, and advocacy are critical for scaling up efforts to reach the targets of the 
MDGs.  To this end, ECA has developed an important analytical tool - the MDG Mapper, for 
tracking the region’s progress towards the targets of the MDGs.  The Mapper also serves as a 
planning and advocacy tool, especially at the national and sub-national levels. The Mapper is 
complementary to another tool, a knowledge sharing tool - the PRS/MDG knowledge sharing 
platform comprising of a website, and e-discussion groups – that ECA has developed to promote 
knowledge sharing for capacity building in MDGs-critical areas in Africa.  E-discussions have 
focused on a wide range of issues including: creating fiscal space for the MDGs; HIV/AIDS; and 
monitoring and evaluation. About 200 experts are currently subscribed to the e-discussion 
groups; actively participating in the PRS/MDG Community of Practice (CoP), sharing their 
knowledge, experiences, and lessons learned on PRSs and MDGs. This has not only enabled 
them to learn from one another but is also contributing to the articulation of an African 
perspective on these processes.  
 
Building on the above, ECA conducted a training workshop on knowledge sharing for senior 
PRS/MDGs practitioners in government and non-governmental organizations, including civil 
society organizations, research institutions, regional economic communities and private sectors 
                                                 
1MDGs 4, 5, and 6 - on infant mortality; maternal mortality; and HIV/AIDS, malaria and other diseases   MDG 1 is 
also related to health through the nutrition target. 
2 See ECA, 2007 “Assessing Progress towards the Millennium Development Goals in Africa, 2007” and ECA/AUC, 
2008, “Assessing Progress towards the Millennium Development Goals in Africa, 2008”  
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closely working with the National PRS/MDG Country Team from September 17 to 18, 2007 in 
Addis Ababa. Upon the recommendation of the first group of trainees, this second training was 
given in Arusha, Tanzania from 8 to 9 April, 2008, in combination with an ad-hoc expert group 
meeting.  Its purpose is to train participants on knowledge sharing tools with the aim of 
reinforcing and building capacity and to discuss the main findings of an ECA technical report on 
Mainstreaming Health Equity in the Development Agenda of African Countries.  
 
 
II. Objectives and Expected Results of the Training Workshop 
 
This ad hoc group expert meeting and training workshop had a two-fold objective. First, to 
provide a forum for discussing the draft report of an ECA study on Mainstreaming Health Equity 
in the Development Agenda of African Countries, share knowledge on heath equity and build 
capacity in the analytical tools for assessing health equity. Second, to train participants on 
Confluence®, a web-based corporate wiki developed by Atlassian Software Systems used for 
knowledge sharing in order to promote knowledge sharing among them on best practices, 
experiences, challenges and lessons learned on PRSs and MDG planning and implementation. 
Participants were also trained on the MDG-Mapper, an analytical (and planning) tool developed 
by ECA for dynamic mapping of comparative progress by African countries towards achieving 
the Millennium Development Goals. Using data provided by the United Nations Statistics 
Division (UNSD), the Mapper enables speedy acquisition of up-to-date information on which 
countries have made the most progress and which are making the least progress at current rates 
of progress. For countries making the least progress, the Mapper enables the calculation of the 
extent to which they are off target (http://geoinfo.uneca.org;8777/cf/mdg/# or 
http://www.uneca.org/prsp).  
 
At the end of this training workshop, participants were expected to have learned how to: 

• Use Confluence® - a software tool for knowledge sharing and on-line collaboration (see 
www.atlassian.com/software/confluence); 

• Effectively use the web-based ECA Knowledge Sharing platform 
(http://www.uneca.org/africanprsp/Default.html) to increase the knowledge sharing 
performance of PRS/MDG National Country Teams in addressing policy related 
constraints to achieving the health MDGs; 

• Securely embed health equity in national development plans and PRSs to foster 
achievement of equitable health outcomes; 

• Apply analytical tools such as the MDG Mapper; 
• Engage in a virtual CoP and facilitate CoPs to contribute quality content to enrich the 

PRS/MDG Knowledge Base;  
• Document and share non-documented knowledge and expertise via e-discussion sessions, 

electronic roundtables and e-facilitation techniques using Confluence®; 
• Capture, store, search and share documented PRS/MDG knowledge and expertise 

(explicit knowledge) via the online database; and 
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• Through the practical training on the MDG Mapper participants learned how the MDG 
Mapper worked and how to enter the data and create MDG based targets and indicators in 
drawing maps. 

 
III. Organization of Work  
 
The two-day workshop was organized as follows: the first day was devoted to preliminaries, 
introduction to knowledge management; Confluence® software, and the MDG Mapper. These 
were followed by the presentation and discussion of the draft report of the study on 
Mainstreaming Health equity in the Development Agenda of African Countries. The second day 
was reserved for practical training on Confluence® software, online discussions on Health Equity 
and country experiences. There was also a practical session on the MDG Mapper. Evaluation, 
wrap-up and closing including award of certificates to participants were the last events of the 
second day of the two-day training workshop and meeting. The programme of the training 
workshop and ad hoc expert group meeting is at Appendix 1. 
 
IV.   Participation 
 
The training workshop and ad-hoc expert group meeting was attended by nineteen experts from 
nine African countries. It was held at Kibo Palace Hotel, Arusha, Tanzania from 8 to 9 April 
2008. Delegations in attendance were from the Ministries of Economy/Planning/Finance, Health, 
MDGs Office. Also in attendance were representatives from Common Market for Eastern and 
Southern Africa (COMESA) and Southern Africa Development Community (SADC), (two of 
Africa’s leading Regional Economic Communities (REC), and ECA Sub-regional Offices in 
Central, Western and Southern Africa.  The complete list of the participants along with their 
countries and affiliations is attached as Appendix 2. 
 
 
V. Opening Ceremony, Presentations and Discussion 
 

1. Opening Ceremony  
 
Mr. Kasirim Nwuke, Chief of the MDGs Poverty Analysis Monitoring Section (MPAMS) of the 
African Centre for Gender and Social Development (ACGSD), opened the training-cum-
workshop on behalf of the Executive Secretary of ECA. He welcomed participants to the 
meeting and gave a background on what ECA is doing to better support member States in their 
development efforts. He also gave a brief overview of the broad objectives of the ad-hoc expert 
group meeting and the training on knowledge sharing. Following his brief remarks, participants 
were invited to introduce themselves. 
 

2. Practical Examples of Knowledge and Experience Sharing of the PRSs/MDGs in 
UNECA: from the Annual PRSP-LG Meetings to the Electronic Roundtables 
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After the opening remarks, Mr. Nwuke gave a presentation on the history of the knowledge 
sharing project entitled “About the project: peer learning and knowledge on poverty reduction 
strategies and MDGs”. The presentation discussed the background and origin of the Learning 
Group, the evolution from annual meetings to electronic platform and e-discussions; lessons 
learned and recommendations that came out of LG meetings – notably the recommendation that 
ECA should promote continuous sharing of experiences on PRSPs using Information 
Communication Technology (ICT). The presentation emphasized the expansion of the remit of 
the LG by Cairo African Plenary on Poverty Reduction Strategies and the Millennium 
Development Goals and concluded with a discussion of the challenges and opportunities of 
knowledge sharing.  
 
Since Cairo, Mr. Nwuke explained, the LG has focused on promoting knowledge sharing by 
means of ICT, principally through e-discussions and online interactive sessions using Lotus 
QuickPlace.  The discussions have ranged from growth, to capacity needs, African ownership of 
its development agenda to aid effectiveness, depending on the expressed interest of subscribers.  
Promoting in-country knowledge sharing through this means is challenging because of the small 
number of subscribers in each country. To attenuate the impact of this, it is planned to create a 
group of experts who would be at the disposal of policy makers for consultation. There were also 
weaknesses of technology. In closing, Mr. Nwuke emphasized that electronic knowledge sharing 
is a complement to, not substitute for face-to-face meetings and that annual meetings of the LG 
will remain.  Discussions are important because they help us to identify our priorities. Finally, he 
expressed the hope that after this training we can create CoPs on health equity or the MDG 
Mapper . 
 

3. Gap Assessment: Key Findings and Recommendations of the Key Knowledge Audit  
 
One of the major constraints to the promotion of knowledge sharing on PRS and MDGs is that 
very little is known about knowledge gaps in these areas.  Hence to bridge the gap in our 
knowledge of PRS/MDGs knowledge gaps, ECA undertook under this project a PRS/MDGs 
knowledge audit in 15 African countries.  Mrs. Elizabeth Woldemariam of MPAMS/ACGSD 
presented the key findings of this audit.  She also gave a brief background of the study. (The 
Knowledge Audit Report is available at http://www.uneca.org/prsp). The PRS/MDGs knowledge 
audit was conducted in 2006 as a pre-requisite for establishing the PRS/MDGs knowledge-
sharing network. The Audit aimed to identify gaps in PRS/MDGs knowledge among national 
PRS experts in selected African countries; gaps in PRS/MDGs knowledge sharing practices 
among national PRS experts in country in different African countries, and outside Africa and to 
also assess technical readiness of national PRS experts to participate in the ECA-initiated 
PRS/MDGs knowledge-sharing network. 
 
Methodology: The knowledge audit was based on both open- and close- ended questionnaire, 
distributed in person and via e-mail and supplemented by interviews during country missions. 
Both quantitative and qualitative data were collected from between four to seven members of the 
PRS country teams of the 15 selected African countries. 
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The main findings of the Knowledge Audit: Significant gaps exist in knowledge of 
PRS/MDGs, as well as in knowledge sharing practices.  There were also significant capacity 
gaps.  
 
Constraints in knowledge sharing as identified by practitioners  

• Poor quality of ICT tools and Internet connection; 
• Time constraints due to work overload; 
• Lack of knowledge sharing guidance, tools and culture; and 
• Shortage of quality and up-to-date PRS related information.  

 
Summary: key challenges to knowledge sharing in the audited countries 

• Lack of mechanisms to interact particularly with PRS practitioners outside of one’s 
country; 

• Low level of knowledge sharing culture among the practitioners; 
• Insufficient awareness of and access to PRS documents and resource persons particularly 

outside of one’s country; 
• Shortage of relevant and readily available PRS knowledge on the continent; and  
• Lack of motivation and incentives for knowledge sharing. 

 
The way forward 

• Conduct awareness programs and training to help PRS practitioners in the continent 
improve knowledge sharing; 

• Develop capacities of African countries to generate, collect, organize, and package 
appropriate and quality knowledge on relevant PRS/MDGs issues identified; 

• Create technologically enhanced knowledge sharing hubs capable of facilitating 
interaction and exchange of PRS/MDGs knowledge resources across the continent; 

• Conduct a regular needs and capacity assessment of African countries in connection with 
PRS implementation in order to help identify required knowledge management 
interventions; and 

• Conduct periodic evaluation of the performance of knowledge sharing network. 
 
Based on the findings of the Knowledge Audit, ECA, through the MDGs/Poverty Analysis & 
Monitoring Section, has striven to assist countries bridge identified gaps through the provision of 
training and direct support to country teams and RECs whenever requested. 
 

4. Introducing Knowledge Management and Knowledge Sharing  
 
Knowledge management, including knowledge sharing, is a relatively new concept that is under-
appreciated. Mr. Kasirim Nwuke’s presentation “Introducing Knowledge Management and 
Knowledge Sharing” aimed to explain and acquaint participants with the concept and context of 
knowledge management and knowledge sharing thereby underscoring the importance of 
knowledge in the 21st century economy. Knowledge is a vital ingredient and a crucial driver of 
economic growth and development and there is considerable evidence in the economics literature 
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suggesting that the driving force of growth is the accumulation and application of knowledge. 
The management of knowledge is thus critical for competitiveness and improvements in the 
human condition of societies and the recognition of the importance of knowledge has given rise 
to the concept “Intellectual Capital” as a “new” factor of production. Intellectual capital consists 
of two main elements: human capital and structural capital. Human capital refers to the 
knowledge, skills and experiences possessed by employees, while structural capital consists of 
institutional knowledge in the organization’s systems and structures. Structural capital can be 
further decomposed into client/customer capital – the value of customer relationships and 
organizational capital. He continued by saying that knowledge is important for transfer of 
technology and increased productivity. 
 
Knowledge management was explained as being any structured activity that improves an 
organization’s/government’s capacity to acquire, share, and utilize knowledge that enhances its 
productivity. Knowledge can be of two forms: explicit knowledge or organized knowledge that 
can easily be communicated from one person to another (e.g. documents, database) and tacit 
knowledge or knowledge that is embedded in the actions and ways of thinking of workers and is 
transmitted only through observation and experience. 
 
Knowledge management has two main dimensions: social and technological. The social 
dimension consists of people and processes (individual learning etc) while the technological 
dimension consist of information technology (the portals, the collaboration tools, email and 
listserv discussion groups). Critical to knowledge management is the knowledge management 
cycle an important component of which is the knowledge audit. A knowledge audit requires that 
we take stock of existing knowledge in order to identify knowledge gaps and the kind of 
knowledge that is required by whom and for what. A result of the knowledge audit is the creation 
or generation of new knowledge in the explicit form knowledge (policy documents, research 
studies), the transformation of tacit knowledge into storable explicit knowledge e.g. reports of 
meetings, profiles of best practices or experiences learnt). This knowledge can subsequently be 
stored in knowledge pools/hubs (mostly electronic media) and later disseminated and shared 
through knowledge sharing mechanisms. The main task is, however, to ensure that knowledge 
reaches all users – policymakers. We also need to monitor and review knowledge use asking the 
question all the time: has knowledge led to better policy making for improvements in the human 
condition? 
 
Mechanisms of sharing knowledge: Knowledge should be easily available, accessible and 
useable. To achieve this, knowledge should be shared. This is done using a variety of 
mechanisms but chiefly electronic media including bulletin boards, newsletters, web-based 
databases, etc. The combination of these mechanisms and people results in knowledge 
integration. An important medium for knowledge sharing is the CoP, which bring together 
workers/individuals interested in a particular topic, say health insurance schemes who form a 
group to share knowledge on the topic. 
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The knowledge sharing process: Knowledge sharing works best when there is an enabling 
environment and when there are supportive leaders in authority. For knowledge sharing to 
succeed, the following must be present:  

• A local focal point – person explicitly charged with the job of being a conduit for shared 
best practices; 

• The itinerant knowledge peddler/meddler – a person who has no little if any interest in 
hoarding knowledge;  

• The standard setters – managers, teams that help communities set themselves up; and 
• Communicators – editors, writers, journalists who work to prepare knowledge assets. 

 
Knowledge sharing is important in organizations because it:  

• Preserves organizational memory; 
• Allows sharing of rich experiences both in the tacit and explicit forms, enhances the 

scope for more effective development of policy through learning from other countries’ 
experiences;  

• Enhances productivity through building and reinforcement of capacity; and 
• Expands the opportunities for solutions. 

 
However, knowledge sharing is also presented with some challenges among which are:  

• Need for an audience that is willing to listen – information has to be relevant to 
beneficiaries; 

• Knowledge is sometimes neither available nor easily accessible; 
• People in general hoard knowledge because knowledge confers advantages; 
• Silo culture is predominant in public institutions/organizations; 
• Capacity gaps for knowledge generation and sharing; 
• Partnerships are often difficult; and 
• Financial resource constraints. 
 

The presentation concluded that knowledge management, because it enables the capture of 
knowledge, innovation, ideas, experiences and their sharing can be an additional important tool 
for improving the development and implementation of policies, including health sector policies 
and the eradication of the diseases of poverty. It is thus important for governments and 
organizations to create enabling and conducive environments for knowledge sharing. They can 
do so by emplacing a culture of knowledge sharing, instituting incentives for knowledge sharing 
and generation and assigning high priority to knowledge sharing in their plans. 
 
In the discussion that followed participants applauded the efforts of ECA in this regard. They 
recognized the potential value of knowledge sharing in their work but acknowledged that the 
concept was relatively new and required some more time to be fully assimilated. They identified 
lack of access to Internet and laptops work load as possible factors that could limit their 
participation in knowledge sharing, especially sharing through electronic discussions or 
collaboration tools. They asked ECA to support them in this area by giving them laptops and 
computers. In response, ECA expressed regret that it is unable to provide laptops to each 
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participant and at the same time reminded participants that its purpose at this meeting was to 
introduce African policymakers to a new technology and new ways of doing things. Knowledge 
sharing using electronic media could be a very important tool because face-to-face meetings are 
not always possible. Neither are they always regular. Yet countries have so much to learn from 
each other and so much to share among themselves.  
 

5. Session on Tools for Effective Knowledge Sharing and Knowledge Management 
 

5.1 Knowledge sharing network website: Confluence®3 
 
Effective knowledge management and sharing tools are a prerequisite for successful knowledge 
sharing and management.  Ms. Tigist Awoke of the ECA’s Information Technology Systems 
Section (ITSS) Training Team made a presentation on Confluence® and web/online 
collaboration tools. She explained that collaboration is the art of working together and 
emphasized that the key to strong collaboration is utilizing the different set of technologies 
including instant messaging, whiteboards, online meetings, email, etc. These technologies allow 
work to take place wherever and whenever needed. The main components of an electronic 
collaboration platform are:  (a) messaging such as email, voice, calendaring and contacts; (b) 
real-time collaboration - instant messaging, web conferencing, application sharing, audio and 
video conferencing; (c) team collaboration: team workspace, document repository, basic 
document library services, ad hoc workflow, project management, discussion threads and alerts 
and (d) social computing including blogs, wikis, shared bookmarks, tagging, profiles, etc. 
 
Ms. Awoke further emphasized that the aim of collaboration is to share information and 
knowledge, gain access to experts and their expertise, facilitate relationship building between 
individuals and communities, and improve productivity. She pointed out that Confluence® is a 
wiki, which is simple, and quick web publishing platform developed using HTML standards. It 
has been tested with all major browsers and runs on all operating systems or hardware platforms. 
Confluence® manages textual and graphic content, provides tools for editing and authoring 
content, and allows users to view content on their web browsers. Other main features of 
Confluence®, include security – it has “space” and page level permissions; spaces allow for 
creation of blogs with news and comments; blogs and attachments are all searchable; email is 
integrated on the platform; and PDF exporting capability. Furthermore, it is easy to create, edit 
and organize pages. The software also allows for: creation of discrete areas for different groups 
or projects; timely sharing of news; archiving and indexing of team email conversations; and 
attaching and easy tracking of files.  Finally, the comments features of the software allows for 
converting each page of entries/comments/content into a team discussion. 
 

5.2 MDG Mapper 
In addition to inadequate data, one of the major challenges of reporting on progress in social 
development in Africa is the inadequacy of appropriate analytical tools to track, assess, monitor 

                                                 
3 Confluence software is a product of Atlassian Software Systems. See 
http://www.atlassian.com/software/confluence 
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and evaluate progress.  ECA has addressed this challenge as it relates to the MDGs by 
developing the MDG-Mapper, a visualization tool to track progress on the MDGs in Africa. 
 
Mr. Girum Asrat, of the ECA’s Geographical Information System Section (GISS) team, made a 
presentation on the MDG Mapper.  He demonstrated its uniqueness as an online visualization 
tool to track progress towards the MDGs in Africa. He argued the important role of maps as story 
tellers and submitted that visual representations can in many instances be much more effective 
than words. Maps, seen in this role, are important for better decision making/planning. 
 
Regarding the source of data for the Mapper, Mr. Asrat explained that the data undergirding the 
MDG Mapper come from UNSD, which maintains the official, one-stop MDGs indicator 
database.  UNSD does not collect data itself; but sources data from governments and relevant 
UN agencies. He admitted that data limitations present one of the major challenges to the 
Mapper. Very few African countries have complete historical data series for the MDGs 
indicators from 1990 to the reference year (current year – 2008). This makes it difficult to 
determine quantitative targets for all the goals and to estimate the rate of progress. To partially 
address the data problems, the Mapper uses a smoothing (interpolation) algorithm to 
estimate/impute values for important years where data are missing and linear extrapolation to 
estimate whether or not a country is on or off track to achieve the MDGs. 
 
Mr. Asrat recognized that the algorithm needs to be constantly improved as data become 
available and discussed other possible solutions to the data challenge. He followed this with a 
practical demonstration of how to generate the maps from the web site: 
http://geoinfo.uneca.org/mdg. Finally, he identified the major next steps for the development of 
the MDG Mapper to include; (i) completing remaining functionality and optimizations (ii) 
development of a new application to map indicators at sub-national level in countries, and (iii) 
adding functionality options for users to incorporate their own data. 
 
In addition to Mr. Asrat’s presentation, Mr. Kasirim Nwuke introduced the experience of 
Ethiopia in its use of the MDG Mapper at sub-national level in preparing its national report for 
the Annual Ministerial Review Meeting of the ECOSOC in 2007. Sub-national MDG maps that 
were developed revealed important information that was used to advise on policy that the 
Ethiopian Government greatly appreciated. He added that the MDG Mapper could be easily 
uploaded onto a Confluence® platform. He also indicated that the MDG Mapper could be used as 
a powerful advocacy tool. 
 
In the discussion that followed the presentations on Confluence® and the MDG Mapper, 
participants appreciated that Confluence® is an important knowledge sharing tool and expressed 
their eagerness to learn how to use it in the practical simulation session. They applauded ECA 
for developing the MDG Mapper and acknowledged that it could be an important tool for use by 
both political leaders and policy makers because it gives a powerful visual picture of disparities 
on the ground. They however noted that the tool depended a lot on availability and credibility of 
data. They questioned whether the smoothing and forecasting algorithm could be successfully 
used to address data shortages at sub national level.  
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Some participants indicated that they would require technical assistance in generating MDG 
maps at sub-national levels in their countries and in preparing the MDG report. In response, Mr. 
Nwuke informed them that ECA can provide such technical support but only upon receipt of an 
official request from a member State. 
 
The workshop agreed that for comparability purposes at the continental level, there is need to use 
UNSD data. In that regard participants agreed that it is important that countries submit, in timely 
fashion, their data to UNSD. The workshop also agreed that a country could track and report on 
its progress towards the MDGs, using its most recent data even if the data have not been reported 
to or entered into the UNSD database. Participants also emphasized and agreed that countries 
could also create indicators more suited to their circumstances to monitor progress in addition to 
the currently existing MDG indicators agreed by the international community.  However, it must 
be borne in mind that creating additional indicators may also require additional financial outlays. 
 

6. Session on Assessing Progress towards the Achievement of the Health MDGs in 
Africa 

 
A representative of the secretariat, Mrs. Gladys Mutangadura made a presentation on the 
progress made by African countries in achieving the health MDGs. The report shows that overall 
Africa, in particular sub-Saharan Africa, is making very slow progress on health MDGs. 
Although some progress had been made in respect of reducing under-five mortality rate, the rate 
of progress was marginal and insufficient for the target to be met by the target date. On maternal 
mortality, the aggregate rate of progress was very small, averaging 1.8% since 1990. The HIV 
prevalence rate was reported to have fallen or stabilized in more than 18 countries; however 
HIV/AIDS remains the leading cause of adult morbidity and mortality on the continent, 
especially in eastern and southern Africa. Access to HIV/AIDS treatment was reported to have 
improved in all of Africa except North Africa from 100,000 patients in 2003 to 1.3 million 
patients in 2007. The incidences of malaria and tuberculosis were reported to be high and 
increasing in some countries.  
 
Mrs. Mutangadura identified some of the major reasons for Africa’s poor progress on health 
MDGs to include the HIV/AIDS epidemic; policy challenges such as lack of effective multi-
sectoral approaches linking all sectors that have an impact on health outcomes such as education, 
agriculture, water, sanitation etc through the National Development Plan and the Poverty 
Reduction Strategy Paper.  Other contributory factors include poor and inadequate statistics to 
inform policy development; institutional challenges such as understaffing of health systems and 
inadequate technical capacities; inadequate financing for health; conflict and emergency 
situations (in countries such as Zimbabwe, Democratic Republic of Congo, Uganda); and 
inequities in access to and utilization of health services. 
 
In the discussion following the presentation, the workshop underscored the importance of 
improved resources to the health sector. Participants acknowledged that there has been a trend on 
improved resources to the health sector in some African countries reflected by a shift in public 
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funding from the security or defense sector to the social sectors; however, the trends in health 
indicators do not yet reflect this. The workshop suggested that there is need to improve the 
efficiency and effectiveness of the use of the resources allocated to health. Participants also 
emphasized that primary health care needs to be an urgent priority and sustainable interventions 
for promoting the human resource base for health need to be implemented or strengthened. The 
workshop also recommended that health related sectors such as agriculture, water, sanitation, 
housing etc; need to promote strategies that can result in improvements in health outcome. 
 

7. Session on Expert Review of the Technical Report on Mainstreaming Health Equity 
in the Development Agenda of African Countries 

 
The draft ECA Technical report on Mainstreaming Health Equity in the Development Agenda of 
African countries was presented on behalf of the Secretariat by Mrs. Gladys Mutangadura.  She 
began by providing a brief background of the report.  She defined health equity as used in the 
report to mean “a situation in which a person’s health status is independent of his or her income 
or socio-economic status or ethnicity etc”.  Equity means equal need receives equal treatment.  
 
Underscoring the importance of reducing health inequities for achieving the health MDGs in 
Africa, Mrs. Mutangadura explained that the main aim of this technical report is to explore ways 
to mainstream health equity in the development agenda of African countries and to recommend 
actions for consideration and adoption by African governments.  The report fulfills its aims by 
drawing on a combination of existing evidence and fresh empirical analysis of the extent of 
health inequity and its sources across a subset of African countries to demonstrate the 
possibilities of mainstreaming health equity in the development agenda of African countries. The 
report also explored whether and how health policies are addressing health inequities and the 
extent to which the countries studied are mainstreaming (or have mainstreamed) health equity 
into their health policies and their overall development agenda.   
 
The methodological approach was standard. It used bivariate analysis, and computed 
concentration curves4 and concentration indices5 from Demographic and Health Surveys (DHS) 
data in order to identify the health inequities. The presenter highlighted that findings of the study 
reveal striking evidence of inequities in access to and utilization of health care resulting from 
income differences and rural/urban location. In all the study countries, women from the poorest 
quintiles are less likely than women in better-off quintiles to use basic health services such as 
pre-natal care; modern contraceptives; delivery assistance by a health professional; and 
immunization. Similarly, the rural population group is disadvantaged in accessing health care 
services than the urban population. Inequities are most extreme for delivery assistance, while 
immunization is the most equitable service across income groups and rural-urban location. Over 
                                                 
4 Concentration curve is similar to the Lorenz curve.  It displays the share of health by income group, ranking it 
cumulatively from the poorest to the richest.   
5 Concentration index which is directly related to the concentration curve, is used to quantify the extent of health 
inequality arising from differences in socio-economic status.  The index is bounded between -1 and 1.  For more on 
concentration curves and concentration indices, see O. O’Donnel, E. van Doorslaer, A. Wagstaff, and M. Lindelow 
2008, Analyzing Health Equity Using Household Survey Data, Washington DC: The World Bank  
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two DHS rounds, the results reveal that Morocco and Egypt have made some progress in closing 
the inequity gap, while progress in Ghana, Malawi, Senegal and Cameroon was marginal.  
 
Complementary to the analysis of the DHS data, the study also reviewed the national health 
plans of the studied countries to assess the extent to which equity is referred to as a policy 
objective or goal.  Further evidence on this was gathered through questionnaires that were 
administered to Ministries of Health.  The review and the analysis of the questionnaires show 
significant reference to equity in official documents in varying degrees. Some plans have clearly 
articulated health equity objectives and present the strategies to be adopted to achieve the equity 
objectives. However, there is generally a need to improve on the targets of the health goals so 
that they accommodate and tackle both geographical and financial access to health. It is also 
important that the equity objectives are indeed translated into implementation programs that do 
take place on the ground. Success in implementation would require that financial resources for 
health be scaled up, to at least reach the 15% share of budget allocations as endorsed by African 
leaders in the Abuja Declaration on HIV/AIDS, Tuberculosis and other related infectious 
diseases. Overall, given the multi-sectoral nature of health, it is important that sectors such as 
water and sanitation; education; agriculture; transport; and other social welfare sectors securely 
mainstream health equity into their sectoral policies to assist in improving geographical and 
financial access to health care. This can be successfully achieved through integration of health 
equity in the overarching framework for national development.  
 
The presentation was followed by responses from three discussants: Dr Emmanuel Taribo 
(Nigeria), Dr. Fabrizio Carmignani (ECA, SRO/Central Africa) and Mr. Joseph Enyimu 
(Uganda). The discussants acknowledged that the material presented in the report is very 
informative and useful and recommended its wide dissemination to policymakers, academics, 
NGOs and civil society, and development partners. They indicated that addressing health 
inequities could contribute greatly towards realizing the targets of the health MDGs by the target 
date. The summary of the issues raised by the discussants is presented below.  
 
(a) Structural comments 
Suggestion that sections 3 and 4 be combined in a unique section that could be labeled as 
“National experiences in responding to health inequities within the framework of national 
poverty reduction strategies and development plans”. 
 
(b) Methodological comments 
There were a number of comments on the methodological approach. Discussants agreed that the 
report could benefit from further analysis to understand cross-country, in addition to the intra-
country differences in health equity that is provided in the report. Possible explanations of cross-
country differences in health equity may include: differences in per-capita income levels; 
differences in geographical size (admitting the traditional economic argument of optimal size of 
jurisdictions for the efficient delivery of public goods); differences in quality of governance 
(expression of differences in government responsiveness and service delivery capacity); and 
others. A possible methodology to analyze the cross-country differences could be to cluster the 
10 countries into two or three sub-groups, depending on their respective level of inequity, and 
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the average of the variables representing key characteristics (such as per-capita income, average 
square area).  
 
It was also suggested to disentangle the endogeneity between wealth and rural/urban residence 
stratifiers. Poverty incidence is generally higher in rural areas but it cannot be said that ALL 
rural dwellers are poor just as it cannot be said that everyone who lives in an urban settlement is 
non-poor. It is thus important to know how much extra-inequity the rural/urban stratification 
adds to the inequity associated with the rich/poor stratification by further disaggregating the rural 
and urban data by wealth.  
 
(c) Other substantive comments 
 

• If possible, include in the discussion of results a comparison of concentration indices 
from other selected non-African developing economies to allow better understanding of 
relative performances at international level. 

 
• The report should discuss the importance of preventive versus curative health care in 

addressing health inequities. Preventive measures play a more significant role in reducing 
health equities. Preventive measures include interventions from non-health sectors such 
as education, nutrition, legislation and human settlement policies. 

 
• The report can include a discussion of the demand side factors of health – the ability of 

health care seekers to articulate their demand for health service as well as to take 
responsibility for their health status in addition to the supply side factors (public 
interventions) that are discussed extensively.  

 
• Consider including a discussion on the implementation of efficient wealth redistributive 

mechanisms - from the rich to the poor - in the conclusions and recommendations 
because reducing the gap between the rich and the poor could reduce health inequities.  

 
• Include a specific recommendation on the importance of efficiency and effectiveness in 

the use of resources allocated to health and optimization of intra-budget resource 
allocation. 

 
• Instead of recommending formulation of policy objectives in terms of equity rather than 

average health indicators, the report can recommend that countries define ‘equity 
inclusive’ objectives for average indicators. This is because formulating equity objectives 
faces some practical obstacles.  

 
• The report can include a discussion on harnessing technology to bridge geographic 

inequalities in health.  
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• The report needs to include a discussion of the role of civil society organizations in 
addressing health inequities. 

 
(d) Discussions: 
In the discussion that followed the presentation and responses from discussants, participants 
stressed the importance of implementing strategies that improve financial access to health by 
introducing or strengthening health insurance. They emphasized that countries need to promote 
primary health care since most of the poor utilize health services provided at primary level. The 
workshop acknowledged that 70% of health is determined by factors from non-health sectors 
such as education, water, sanitation sectors and suggested that a follow-up study should examine 
how best other sectors can contribute to health. 
 
The workshop discussed the possibility of an institution that can monitor the implementation of 
regional health agreements in member states. Participants noted that the African Peer Review 
Mechanism (APRM) could be an important instrument for such an institution since the Review 
includes social development. However, the workshop noted that there are no health specific 
indicators in the APRM and strongly suggested that this omission should be corrected.  
 
Participants shared country experiences in particular on the challenges that are experienced in the 
health sector. They indicated that most countries have well developed health sector plans and 
national development plans. The major challenge was translation of the plans into reality on the 
ground, in other words implementation. They thus noted the dearth of implementation capacity 
in several countries and pointed out this capacity gap is due to constrained by weak human 
resource and inadequate financial outlays. They thus underscored the importance of developing 
health financing policies that emphasize domestic resource mobilization since that is a more 
stable and sustainable source of financing for health; ensures efficiency in the use of health 
resources; and equitable allocation of resources. Participants noted that some of their countries 
had developed the required health infrastructure at district and local levels that can improve 
nominal access to health for a majority of people however these district hospitals and rural health 
institutions are not able to attract skilled health personnel because of lack of good road 
infrastructure, good housing and other social services. They suggested that there was need for 
governments to develop conducive conditions for training and retaining of health personnel. This 
also calls for the involvement of other sectors to foster their support to the health sector. 
 
The workshop discussed the importance of creating partnerships between the informal health 
sector (i.e. traditional health sector) and the formal health sector. Participants noted that many 
people may choose not to go to the hospital preferring to go to the traditional healer in the rural 
areas due to the higher cost of a formal medical consultation. Partnerships can be promoted by 
training traditional health workers to deliver important health interventions. For example, birth 
attendants can be trained on hygiene and on how to recognize complications that need to be 
referred to hospitals; traditional medicines can be tested for efficacy and following testing, 
officially approved for sale to the public. There are many examples of countries where 
partnership between the informal and formal health sectors has been explored and proved to 
work. 



 20

 
Participants further noted that mainstreaming health equity into second generation poverty 
reduction strategies or national development plans is important. However there is need to 
understand how the macroeconomic framework can support health equity. Once this 
understanding is clear then promotion of mainstreaming health equity in the second generation 
PRS can be adopted. 
 
The workshop also discussed the possible role of RECs in promoting and mainstreaming health 
equity. Participants agreed with the role assigned to RECs in the draft report. This role includes: 
helping countries mobilize resources that are essential for addressing health inequities; 
promoting policy dialogue among stakeholders; and providing member States with guidelines 
that they can use to mainstream health equity into development. Other roles include; building 
capacity to generate and use disaggregated data for monitoring health equity; providing support 
to strategies aimed at improving human resource capacity in health; and development of 
effective inter-country mechanisms of sharing widely best practices, on experiences on policy, 
strategies, data and other resources for mainstreaming health equity. 
 
The meeting further suggested that sub regional organizations can also help promote 
harmonization of specific policy issues in health and should find ways of enforcing actions that 
countries have agreed to implement; and promote and coordinate exchange of health services at 
the regional level. The workshop also agreed that there was need to mainstream health equity in 
the programs of the RECs.  

 
8. Practical Training Session 

 
8.1 Confluence 

Ms. Tigist Awoke provided participants hands on training on Confluence®, which follows up on 
the first theoretical presentation and general overview of the first day. At the end of the training 
all participants had been exposed to: 

• Creating a space/page, managing the pages, giving editorial access to others, attaching 
documents to a page or a space;  

• Giving and getting comments (discuss); 
• Adding news;  
• Tracking updates so that the users will be able to get recent updates from Confluence® 

directly via their mail address; 
• Searching the document or the title of interest on what is published on a Confluence® 

space, page or an attachment; 
• Mailing a page to another person;  
• Changing already created documents on Confluence® to PDF format; and 
• Retrieving their mails on Confluence® was demonstrated. 

 
A user guide on Confluence® was provided to participants. 
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The response gathered from participants was very affirmative, they were happy that the tool was 
introduced to them and they will be able to use it for this project as well as other projects on their 
areas of interest too. The practical session included an e-discussion on health iniquities, the topic 
was published on Confluence® and all the participants shared their experience about health 
iniquities based on their countries. Everyone, was able to comment and share on their pages. 
 

8.2 MDG Mapper 
A simulation on how to generate maps under the various MDG targets/indicators was 
demonstrated to the participants. Due to the slow/poor Internet connection live data could not be 
used for this demonstration.  
 
A user guide on the MDG Mapper developed by theECA was provided to participants. 
 
Participants agreed that what they have learnt is very useful in their line of work and commended 
the efforts of ECA in introducing them to these tools. 
 
 
VI. The Way Forward Session 
 
At this last session, issues covered over the two days were vigorously and rigorously reviewed.  
There was a general discussion on how participants envisaged applying what they had learnt 
from the training to their work situations. Participants made suggestions and provided ideas on 
how ECA could support them in ensuring that the skills that they have acquired will not atrophy 
and made some recommendations on the way forward. 
 
Participants acknowledged that they had acquired new knowledge and skills on knowledge 
sharing and knowledge management and on the importance of addressing health inequities in 
order to accelerate progress towards the achievement of the health MDGs. Most participants 
indicated that they were going to consider adopting Confluence® as a knowledge sharing tool in 
their institutions and their countries in general. In this regard they expressed the hope that ECA 
could help by undertaking training missions to countries and sub-regions. They requested ECA 
to let the CoP that was initiated on health inequities to continue so that the group can benefit 
from the momentum created in the simulation session. 
 
Participants applauded ECA for developing the MDG Mapper.  They appreciated its usefulness 
as an analytical too that they would like to use in their work. In this regard, they suggested that 
an adaptable, “light”, version of the Mapper should be developed that countries can apply to their 
local context to monitor progress towards the achievement of the MDGs at various levels: local, 
provincial, national and sub-regional. They called attention to the need for capacity building to 
enhance the ability of African countries to take effective advantage of the MDG Mapper. 
Participants further noted that there was need for them to better understand the way the data 
presented on the maps was calculated. In this regard, they suggested that a CoP on the MDG 
Mapper should be put together where all issues relating to further development and 
enhancements of the Mapper will be discussed and agreed.  
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Finally, participants suggested that all the documents should be translated into French and a 
similar training workshop be held for Francophone countries. 
 
Main recommendations from participants 

• Continue with an e-discussion on health equity for another two weeks; 
• Initiate an e-discussion on the MDG Mapper; 
• Develop sub-regional maps for monitoring progress towards the MDGs at the sub-

regional level; 
• Develop a version of the MDG Mapper that can be used by countries at the sub-national 

levels and advise on the data requirements for the MDG Mapper to be used at sub-
national level; 

• Argue to relevant authorities the importance of including health specific indicators in the 
APRM for monitoring progress made by countries in implementing regional agreements 
on health; and 

• Provide technical assistance to countries to undertake country level health equity analysis 
that can be used as a planning tool.  

 
Possible areas for future research on health equity 
1. Calculations of elasticity can help in estimating the dynamic relationship between the health 

indicators and inequity, which can help in the understanding of policy implications and thus 
in the formulation of policy;  

2. Prepare national health accounts for countries in order to determine the quantum of resources 
that are being raised and used in the health sector; 

3. Undertake studies to investigate the efficiency of resource utilization in the health sector;  
4. Undertake a study to better understand the determinants of health inequities; and 
5. Follow-up study to better understand how macroeconomics can contribute to reducing 

inequities and to examine how best other sectors (education, agriculture, water, sanitation 
etc) can contribute towards addressing health inequities. 

 
 
VII. Closing Session 
 
The ECA Secretariat thanked participants for their very active engagement in the training and 
assured them that the Commission will follow up on their suggestions and recommendations. 
Participants were informed that ECA provides on-demand technical advisory services on 
knowledge management and sharing and on other substantive areas related to PRSs and MDGs. 
They were further informed that the official procedure to request for ECA advisory services is 
through having their governments write an official request to the Executive Secretary of ECA. 
The Secretariat assured the meeting that a report of the workshop and the participant list will be 
sent to participants and that the revised report of the technical publication on Mainstreaming 
Health Equity in the Development Agenda of African countries will also be circulated to the 
participants. 
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Participants thanked ECA for providing the training.  They were awarded certificates of 
participation by the Secretariat.  
 
 
VII. Evaluation 
 
Evaluation of the workshop on Using knowledge sharing to build and reinforce capacity for 
health MDGs in Africa. April 8-9, Arusha, Tanzania. 
 
Summary of responses  
 
1. Logistics – 31% Excellent, 26% Very good, 37% Good, and 5% Fair  
2. Quality of the training – 16% Excellent, 42% Very good, 37% Good  
3. Relevance of the topics covered 

• KM/KS tools: KSN website: Confluence 58%  
• MDG Mapper: 53%  
• Health equity: 21%  
• KM/KS: 16%  
• Gap assessment: 5%  
• Practice session 11 %  
• All topics: 16%  

4. Usefulness of the workshop for your ongoing work: Yes 95% (18), No 5% (1) 
 Use of the training:  

• MDGs and health equity analysis and mainstreaming them into PRSs 
• Policy advocacy and to learn more on health policy issues 
• Discussion and Knowledge sharing with colleagues and among countries 
• Oversee performance and make projections of the goals 
• M & E the health policy and the MDGs 
• Assessment of data and capacity gaps 
• Enhancing functional responsibilities through KS 
• KM key priority area 
• Update MDG reports 
 

5. Additional comments 
• Similar workshops in French for Francophone countries 
• A detailed explanation on the model behind the MDG Mapper should be given for us 

to understand since it is only then that we can use this important tool  
• Create a page where discussions can continue 
• Need for better internet connection for such interesting mapping exercise during 

trainings 
• Send background documents in advance 
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• Increase DSA if senior officials are to participate in future workshops 
• Need to localize both Confluence and the MDG Mapper to help individual countries 

monitor and share knowledge on their respective national development plans 
• Put in place the more technical people to answer the questions 
• The time was too short to practice on the MDG Mapper. Hence such a training should 

be at least three days to have more time on hands-on session 
• Maintain the momentum, train more people and step down to country or regional 

levels 
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Appendix 1 
 
 

Agenda for the Training on  
“Using knowledge sharing to build and reinforce capacity for health MDGs in Africa” 

Arusha, Tanzania, April 8-9, 2008 
 

 

Day and 
time Activity 

Responsible 
(* Indicates 
Presenter) 

Annotation of 
objectives 

8:30 - 
8:45  
 

Registration Mrs. Azeb 
Moges 

 

8:45 - 
9:15 
 

Welcoming speech 
* participants maybe could be asked to 
introduce themselves 

  

9:15 - 
9:30  
 

Practical examples of Knowledge and 
Experience sharing of the PRSs/MDGs 
in UNECA: from the annual PRSP-LG 
meetings to the Electronic 
Roundtables: 
Good practice and challenges of sharing 
knowledge/expertise, experiences, best 
practices, lessons learned on PRSs and 
MDGs across Africa 

Mr. Kasirim 
Nwuke * 
 

Present the origins of 
the PRSP-LG to 
share experiences via 
meetings transformed 
into online KS via 
ERs and explain the 
successful outcomes 
and the challenges 
faced by UNECA and 
the CoP  

9:30- 
9:45: 
 

Gap Assessment: The Key Knowledge 
Audit Findings 
KA instrument, methodology, data 
analysis, key findings of gaps and 
recommendations to improve KS 
performance in-country and across 
country 

 
Mrs. Elizabeth 
Woldemariam*  
 

Present the key 
findings of the KA 
and explain how 
recommendations 
were incorporated in 
the demand-driven 
design and 
development of KS 
website  
 

9:45 – 
10:00  

Discussion   



 26

10:00 – 
10:15  
 

Introduction, Concept and Context:  
Knowledge Management, Knowledge 
Sharing, Communities of Practices and 
PRSs/MDGs KS project. 
 

  
Mr. Kasirim 
Nwuke  
 

Introduce participants 
to the concept of KM, 
KS, CoPs in the 
context of the PRSP-
LG and the KSP 
which resulted from 
the PRSP-LG 
demand 
Introduce the Work 
Programme and 
facilitators 

10:15 - 
10:30  

Coffee break   

10:30 - 
11: 00 
 

KS Tools 
KS Network Website: Confluence  
Establishing a demand-driven design and 
utilization of PRS/MDG Knowledge 
Sharing Network website, E-discussion 
tool, Documents’ sharing and archiving 
system, resources needed to setup the KS 
system 

Ms. Tigist 
Awoke 

Present the KS 
website, explain the 
key features and 
utilization of 
Confluence the 
creation/storage/retrie
val/dissemination of 
content and 
management 

11:00- 
12:15 
 

 
MDG Mapper 
Design and utilization of the MDG 
Mapper,  
Generating MDG maps for Africa,  

Mr. Girum 
Asrat  
  

Present the MDG 
Mapper website and 
its key features and 
explain the 
generation of MDG 
maps at continent and 
country level to 
enhance 
policy/decision-
making effective 
planning/allocation of 
resources for 
development 

12:15-
12:30 
 

Discussion Participants Collect feedback and 
recommendations on 
the four presentations 

12:30 - 
14:00  

Lunch break   

14:00 – 
14:15  

Health MDGs: Progress and challenges 
in  
Africa 
 

Mrs. Gladys 
Mutangadura* 

Present a review of 
the progress made by 
African countries 
towards achieving the 
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targets of the health 
MDGs and highlights 
of the major 
challenges.   

14:15 – 
14:30 

Discussion   

14:30 – 
15:00 

Main findings of the study 
“Mainstreaming Health Equity in the 
Development Agenda of African 
Countries”  

Mrs. Gladys 
Mutangadura* 

MPAMS section 
undertook a study on 
“Mainstreaming 
health equity in the 
development agenda 
of African countries” 
that identified the 
main sources of 
health inequities in 
African countries and 
proposed a set of 
interventions for 
consideration by 
policy makers.  
 

15:00-
15:30 
 

Discussants  Discussants  Some discussants 
will give their views 

15:30 – 
16:00 

 Discussion of the document  
Participants 

 

16:00- 
16:15 

Coffee break   

17:15– 
17:30 
 

Discussion and recap on activities of 
the day 

Participants 
 

Collect feedbacks and 
recommendations on 
the above 
presentations and 
give information 
about the second day 
training programme 



 28

 
9 April 2008 

 
Moderator: TBD 

 

Day and 
time Activity 

Responsible 
(* indicates 
Presenter) 

Annotation of 
objectives 

8:30 – 
8:45 

Introducing the activities of the day  Mr. Kasirim 
Nwuke 

 

8:45 – 
10:00 

Training on Confluence 
 

Ms. Tigist 
Awoke  
 

Participants 
practicing how to 
login/read/post/re
ply messages and 
upload 
documents; using 
the training 
manual 

10:00- 
10:15 

Coffee break    

10:15 – 
11:00  
 

Training on Confluence cont’d 
 
Utilizing the PRS/MDG Knowledge 
Sharing Network website: 
How to use the KS Network website, E-
discussion on Confluence, Documents 
sharing on KS website 

Ms. Tigist 
Awoke 
 
 
 

  

11:00 – 
12:00 
 

Sharing Content on Health Equity;  
e-facilitate KS simulation using 
Confluence 

Ms. Tigist 
Awoke  
 
 
 

Participants 
simulate KS on 
Health equity 
based on the 
presentation by 
Gladys. Practical 
issues will be 
identified during 
the discussion 
session. 
Elizabeth, Girum 
will assist 
participants  

12:00 – 
12:30 
 

Discussion  Participants  

12:30- Lunch break    
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14:00 
14:00 –
15:00  
 

 
Practical training on Confluence and 
MDG maps  

Mr. Girum 
Asrat / Ms. 
Tigist Awoke 
 

Participants 
practice 
generating MDG 
maps for specific 
indicators, using 
the MDG Mapper 
manual, and 
practice e-
discussion using 
Confluence 

15:00 –
16:00  

Training and discussion cont’d   

16:00- 
16:15 

Coffee break   

16:15- 
16: 30 

The Way Forward:  
What are the next steps in the project and 
the expected outcome of this training 
session and the role of UNECA  
 

Participants 
Mrs. Gladys 
Mutangadura  

Using the KS 
platform by 
policy-makers, 
how UNECA can 
provide 
assistance, next 
steps of KS 
Project 

16:30 – 
16:45 
 

Remarks by Participants on Way 
forward 

Participants  

16:45- 
17:00 

Evaluation of Training Mrs. Elizabeth 
Woldemariam, 
Mrs. Azeb 
Moges 

Evaluate the 
training 
workshop, collect 
feedbacks and 
recommendations 
on the overall 
training workshop

17:00 – 
17: 30 

Certificate Award and Closing 
Ceremony 

Mrs. Elizabeth 
Woldemariam, 
Mrs. Gladys 
Mutangadura 
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Appendix 2 
 

List of Participants 
 
 
Ethiopia 
Mr. Tamirat Yacob Chulta   
Development Planning and Research Expert 
Ministry of Finance and Economic Development 
P.O. Box 1037 
Addis Ababa, Ethiopia 
Cell: +251-911-654265 
Tel.: +251-11-1226637 
Fax: +251-11-1226638  
Email: tamiratyc@gmail.com / tamiratyc@yahoo.com 
 
Ms. Azeb Lemma Dulla 
Expert   
Development Planning and Research  
Ministry of Finance and Economic Development 
P.O. Box 1037 
Addis Ababa, Ethiopia 
Tel.: +251-11-1226637 
Fax: +251-11-122638 
Email: azeblmd@yahoo.com 
 
Gambia 
Mr. Baboucarr Jobe    
Economist 
Department of State for Finance and Economics Affairs 
P.O. Box 115 
Banjul, The Gambia 
Tel.: +220-4227651 
Cell: +220-9956636/+220-7736636 
Fax: (220) 4227 954 
Email: baboucarrjobe@hotmail.com 
 
Mr. Lamin S.  Jallow    
Acting Principal Health Economist 
Department of State for Health and Social Welfare  
Banjul, The Gambia 
Tel.: +220-9750230 
Fax: (220) 4227 954 
Email: ljallow75@yahoo.com 
 
Ghana 
Mr. Mike Oliver Ahiati    
Principal Economics Office 
Ministry of Finance and Economic Planning 
P.O. Box M 40 
Accra, Ghana 
Tel: 233-21-686173/233-21-674388 
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Mobile: 233-20-2110-186/233-20-8211-959 
Email:  oahiati@yahoo.com 
 
Mr. Andrew Ameckson   
Economics officer 
Ministry of Finance and Economic Planning 
P.O. Box M 40 
Accra, Ghana 
Tel: 233-21-686173/233-21-674388 
Email: andy_ameckson@yahoo.co.uk 
 
Liberia    
Mr. Calvin Kollie   
Director of Regional Planning 
Ministry of Planning and Economic Affairs 
P.O. Box 9016 
Monrovia, Liberia 
Cell: 231-77310627 
Email: tinatuakollie@yahoo.com 
 
Mauritius 
Mrs. Neena Devi Ramloll   
Economist 
Ministry of Finance and Economic Development 
Ground Floor, Government Centre 
Port Louis, Mauritius 
Tel: (230) 201-3344    
Fax: (230) 208-7854 
Email: nnayeck-ramloll@mail.gov.mu 
 
Nigeria      
Mr. Bartholomew T. Feese   
Costing Expert  
Office of the Senior Special Assistant to the President  
on Millennium Development Goals (MDGs)  
State House 
Abuja, Nigeria 
Mobile: 08033155623 
Fax: +23495231570 
Email: barth_feese@yahoo.com 
 
Dr. Emmanuel I. Taribo   
Division of International Cooperation 
Department of Health Planning and Research 
MDG Secretariat 
Federal Ministry of Health 
Abuja, Nigeria 
Tel: +234-803-669-0401 
Fax: +23495231570 
Email: doctaribo@yahoo.com 
 
The Sudan 
Mrs. Elamin Nadia Ahmed    
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MDGs Officer 
Ministry of International Cooperation (MIC) 
Khartoum, Sudan 
Tel.: (249-91) 8042782 
Email: nadia_lmn@yahoo.com 
 
Mrs. Zahra Saad Alla Amir Salih  
PRSP Officer 
Ministry of Finance and National Economy 
Khartoum, Sudan 
Tel.: (249-91) 5039500 
Email: zihour2007@hotmail.com / gelswar@yahoo.com 
 
Uganda 
Mr. Joseph Enyimu   
Ministry of Finance, Planning and Economic Development 
Kampala, Uganda 
Email:  Joseph.Enyimu@finance.go.ug 
 
Zambia   
Mr. Kangacepe Zulu   
Data Analyst/Aid Management IS Specialist (IT/ZDAD Unit) 
Department of Economic and Technical Cooperation (ETC) 
Ministry of Finance and National Planning 
Lusaka, Zambia 
Tel.: +260 211 251105 
Cel: +260 977 306199 
Email: kangacepe@yahoo.com  / kanga@zdad.gov.zm 
 
RECs 
Mr. Ibrahim A. Zeidy   
Senior Monetary Economist 
Common Market for Eastern and Southern Africa (COMESA) 
COMESA Secretariat 
Lusaka, Zambia 
Tel.: 260-229726 ext. 531 
Fax: 260-1-225-107 
Email: izeidy@comesa.int 
 
Dr. Antonica Hembe    
Head of HIV and AIDS Unit 
Southern African Development Community (SADC) 
Gaborone, Botswana 
Cell: 267-71295474 
Fax: (267) 3972848/3181070 
Email ahembe@sadc.int 
 
UNECA Sub-Regional Offices 
Mr. Fabrizio Carmignani   
UN Economic Commission for Africa 
Central Africa Sub-Regional Office (UNECA-CA) 
P.O. Box 836 
Yaounde, Cameroon 
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Fax: (237-2) 223 31 85 
Email: fcarmignani@uneca.org 
 
Ms. Fatouma Sissoko   
UN Economic Commission for Africa 
Western Africa Sub-Regional Office (UNECA-WA) 
P.O. Box 744 
Niamey, Niger 
Fax: (227-20) 722894 
Email: fsissoko@uneca.org/ fatouma_sissoko@yahoo.fr 
 
Mr. Mzwanele G. Mfunwa  
UN Economic Commission for Africa 
Southern Africa Sub-Regional Office (UNECA-SA) 
P.O. Box 30647 
Lusaka, Zambia  
Tel.: +260-211-228502/3/4/5 
Mobile: +260-979259712 
Fax: +260-211-236949 
Email: mmfunwa@uneca.org 
 
UNECA Secretariat 
Mr. Kasirim Nwuke 
Chief, MDGs, Poverty Analysis & Monitoring Section (MPAMS) 
African Center for Gender & Social Development (ACGSD) 
Addis Ababa, Ethiopia 
Tel.: 251-11) 5443375 
Fax: (251-11) 5512785 
Email:  knwuke@uneca.org 
 
Mrs. Gladys Mutangadura 
Economic Affairs Officer 
MDGs, Poverty Analysis & Monitoring Section (MPAMS) 
African Center for Gender & Social Development (ACGSD) 
United Nations Economic Commission for Africa (UNECA) 
Addis Ababa, Ethiopia 
Tel.: (251-11) 5443445 
Fax: (251-11) 5512785 
Email: gmutangadura@uneca.org 
 
Mrs. Elizabeth Woldemariam 
Economic Affairs Officer 
MDGs, Poverty Analysis & Monitoring Section (MPAMS) 
African Center for Gender & Social Development (ACGSD) 
United Nations Economic Commission for Africa (UNECA) 
Addis Ababa, Ethiopia 
Tel.: (251-11) 5443384 
Fax: (251-11) 5512785 
Email:  elizabethw@uneca.org 
 
Mr. Girum Asrat  
ICT and Science & Technology Division (ISTD) 
United Nations Economic Commission for Africa (UNECA) 
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Addis Ababa, Ethiopia 
Tel.: 251-115443087 
Email: gasrat@uneca.org 
 
Ms. Tigist Awoke 
Information Technology Services Section 
Division of Administration 
United Nations Economic Commission for Africa (UNECA) 
Addis Ababa, Ethiopia 
Tel.: 251-115443490 
Email: tawoke@uneca.org 
 
Mrs. Azeb Moges 
Staff Assistant 
MDGs, Poverty Analysis & Monitoring Section  (MPAMS) 
African Center for Gender & Social Development (ACGSD) 
United Nations Economic Commission for Africa (UNECA) 
Addis Ababa, Ethiopia 
Tel.: (251-11) 5445271 
Fax: (251-11) 5512785 
Email: amoges@uneca.org 
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Appendix 3  
 

EVALUATION FORM FOR ECA/ACGS WORKSHOPS 
 
Training Title: “Using knowledge sharing to build and reinforce capacity for 

health MDGs in Africa” 
 
 
Date:  8 - 9 April 2008  
Venue: Kibo Palace Hotel, Arusha, Tanzania 
 
 
1. Please rate the logistical arrangements by ECA for this training session: 
 
Excellent    Very Good    Good   Fair   Poor 
 
 
 
2. Please rate the overall quality of training presentations and discussions: 
 
Excellent  Very Good    Good   Fair   Poor 
 
 
 
3. Which topics were most relevant for you?  
 
 
 
 
4. Are the presentations, discussions and policy recommendations provided at 
this workshop useful for your ongoing work?  Yes  No. 
 
If yes, for what purposes will you most likely use them? 
 
 
 
 
 
5. We are also grateful for any other comments or suggestions for future 
improvements: 
 
 
 

 


