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This paper discusses a series of challenges (both constraints and opportunities) for building stronger social protection systems in West and Central, a region where formal social protection systems have historically been extremely weak but where the need for mechanisms to protect and empower the vulnerable is perhaps greater than anywhere. Poverty rates remain very high across most of the 24 countries in the region, and progress towards achieving the Millennium Development Goals (MDGs) has lagged behind all other regions of the world. 
After a brief review of the main factors of vulnerability and the rationale for social protection in West and Central Africa, including for children in particular, the paper briefly describes the existing social protection systems in the countries of the region, highlighting their current limitations but also drawing attention to emerging new opportunities. It then discusses five sets of structural factors that need to be taken into account in efforts to strengthen social protection in West and Central Africa (WCA). These factors concern the extent of poverty, the nature of inequity, supply-side weaknesses in basic social services, fiscal space and governance/administrative constraints. The paper ends with a discussion of the concept of ‘child sensitive social protection’, highlighting in particular the challenge of developing integrated approaches to social protection, combining social transfers, social insurance, social welfare services and an adequate policy and legal framework. 

1. Vulnerability, risk and poverty

In many of the countries of the WCA region, more than half the population lives below the officially defined absolute poverty line while 20-25% live in extreme (food) poverty, a standard of living inadequate even for meeting basic nutritional needs. The poor are caught up in a web of deprivations and limited opportunities that mutually reinforce one another and make it difficult to climb out of poverty.
They are also highly vulnerable to a wide range of risks. These include natural disasters (droughts, floods, locusts and failed harvests), economic shocks (such as the global food price crisis), civil wars and political instability, and health shocks (including HIV/AIDS). The poor are deprived of the resources and opportunities (assets, savings, insurance, access to credit or new forms of livelihoods) needed to cope with such risks and shocks. In short, poverty and vulnerability are inextricably inter-linked. Not only do external shocks tends to worsen the situation of the poor in the short term, but they often force the poor to resort to coping strategies that undermine still further their capacity to improve their situation in the long term: they may sell their livestock or withdraw their children from school.
Children are especially vulnerable in this context, because of their age and the risks to their survival and their physiological and emotional development. In income poverty terms, children are over-represented among the poor and extreme poor, due to the higher fertility rates among the poor.
  Children brought up in income-poor households are more likely to suffer serious nutritional deficiencies, as well as poor housing conditions, poor sanitation and lack of access to potable water – all of which put their health at risk and compromise their well-being and development. They are less likely to receive medical care when they are sick and more likely to drop out of school early or in some cases never to be enrolled at all. Furthermore, they are more exposed to the risks of exploitation, including child labour and trafficking. Furthermore, all these deprivations and lost opportunities in childhood have life-time consequences, increasing the likelihood of poverty in adulthood and the transmission of poverty to the next generation.  This throws into relief the centrality of children in strategies for reduction of vulnerability – and thus social protection programming. 
It is important to note that vulnerability is not exclusively economic in nature. Social and cultural factors also play a role, and at the micro (household) level vulnerability is often a complex interplay of different factors, including gender relations, discrimination and power imbalances. Children, again because of their age and their dependence on adults, can be vulnerable to adverse intra-household dynamics, including abuse, as well as one of the greatest risks of all – the disintegration or loss of the family environment, the basic social unit for the care and upbringing of children. This is a particularly important in the context of the HIV/AIDS crisis and in certain war-affected countries.
2. Social protection in West and Central Africa

Notions of solidarity and mutual help were strong in traditional African societies and, despite urbanization and changes in the nature of the family, still remain important across WCA. Evidence of the resilience of these informal mechanisms of social protection comes from some of the household income and expenditure surveys, and studies based on them – see for example a study on private transfers between households in Mali (Ministère du Développement Social et al, 2008) and the World Bank poverty diagnostic in Congo (World Bank, 2008). In Mali, 18% of the revenue of poor households comes from private inter-household transfers. Urbanization may be eroding extended family obligations, but migration has resulted in rising remittances, particularly in some West African countries, from family members living and working abroad. Remittances in West and Central Africa were estimated at $10.4 billion and $2.7 billion respectively in 2006 (IFAD, 2008, cited in Holmes, 2008). In addition, savings and credit associations, often known as tontines, or susu in the case of Ghana, act as informal micro-finance institutions, although there is some debate as to whether such mechanisms are accessible to the poorest. Susu groups in Ghana are estimated to involve about one third of the population (Bortei-Doku Aryeetey and Doh, 2007).

A more recent development has been the rise of mutual or community health organizations, which in many countries in WCA provide a mechanism for community-based (or in some cases profession-based) risk-pooling to avert the consequences of catastrophic health costs. However, there are again doubts about the accesssibility of the poor to these schemes, because of the premiums that have to be paid to obtain membership and coverage, and overall memberships in such schemes is unlikely to exceed 5% of the population in any country in the region.
What then of more formal social protection systems? In the vast majority of WCA countries, the ‘modern’ state run systems consist almost entirely of contributory social security regimes for formal sector workers (and to some extent their families). These usually provide retirement pensions, maternity benfits, sick pay, disability allowances and in a few cases health insurance to their members. In some countries, the benefits are very low, irregularly paid or difficult to access. Morover, since the vast majority of the population depends for livelihoods on farming or the urban informal sector, these systems usually exclude 80% or more of the population, including almost all of the poorest and most vulnerable households. The extent of exclusion is evident from the following country examples:
· In Guinea, the Caisse Nationale de Sécurité Sociale enrols only 2% of the population (Guinea, 2008)
· In Cameroon, the Caisse Nationale de Prévoyance Sociale and the ‘régime des fonctionnaires’ (civil service scheme) cover approximately 10% of the population, and benefits do not include health insurance (Cameroon, 2008).
· Coverage of the two similar schemes in Côte d’Ivoire is also about 10%.

· In the Congo (Brazzaville), the Caisse Nationale de Sécurité Sociale and the Caisse de Retraite des Fonctionnaires reach 15% of the population and, due to the financial problems of these schemes, benefits are low and irregularly paid (Congo, 2008).
· In Togo, less than 20% of the population is covered by the social security system run by the Caisse Nationale de Sécurité Sociale (Togo, 2008).

· The social security systems in Senegal (IPRES, CSS and FNR) cover about 20% of the population (Senegal, 2008).
Broader social insurance is almost non-existent in West and Central Africa, the most notable exception being Ghana, where the government enacted legislation in 2003 to set up the Ghana National Health Insurance Scheme (NHIS). This is intended to provide universal access to health insurance, and by 2008 had enrolled 42% of the population (Sultan & Schrofer, 2008). There are continuing concerns however that this scheme will not reach the poor, due to the requirement to pay a premium of approximately USD8 a year.
Social transfer schemes are in their infancy in West and Central Africa. These are limited to small pilot programmes, of which the most significant are:

· Ghana’s Livelihood Empowerment against Poverty (LEAP) Programme. Launched in March 2008, roll-out was accelerated in response to the food price crisis and is due to reach 53,000 households by the end of 2008 (Ghana, 2008). Even at its planned enrolment of 164,000 within five years, LEAP will still only reach one fifth of those below the extreme (food) poverty line (Sultan & Schrofer, 2008).
· Sierra Leone’s Social Safety Net Programme. Launched in 2007, this aims to reach 16,000 extremely vulnerable households.

Social welfare services, including child protection programmes, are another important dimension of social protection frameworks. However, in WCA countries these are invariably small, fragmented and poorly coordinated with other social protection programmes, an issue to which we return in the final section of this paper. 

There are other programmes and policies with a social protection character. These include fee exemptions and abolition of user charges for certain basic social services in some countries (see below), as well as food aid, supplementary nutrition and other forms of humanitarian assistance, provided mainly by external donors and NGOs, and school feeding programmes.
Overall, it is fair to conclude that formal social protection systems are extremely weak, leaving poor populations dependent on informal traditional solidarity mechanisms and, in times of acute crisis (natural disasters and war), on humanitarian relief. Nonetheless, new opportunities are arising. Many countries include vulnerability assessments and social protection components in their Poverty Reduction Strategy Papers (PRSPs) and a few have developed national social protection strategies, plans or policies:
· Burkina Faso adopted a Plan National d’Action Sociale (PNAS) in April 2007 and is now drafting a three year implementation plan.

· Cape Verde adopted a National Social Protection Strategy in 2006 and has instituted a social pensions scheme.

· Although it has not yet been formally adopted, Ghana’s National Social Protection Strategy was finalized in 2007 and became the basis for launching the LEAP cash transfer programme in April 2008. As noted above, Ghana has also launched the NHIS.

· In Mali, social protection is part of a broader social development policy, which includes a strong focus on extending health insurance coverage through the new Assurance Maladie Obligatoire (AMO) and the Fonds d’Assistance Médicale, which helps the poor to access health insurance.

· Senegal’s National Social Protection Strategy aims to extend health insurance to 50% of the population by 2015 and also establish a system to insure rural populations from the risks of natural disasters. The Sesame programme, launched in 2006, provides access to free medical services for all elderly persons over the age of 60.
Several other governments in the region have declared their intention of developing national social protection strategies. The biggest challenge, however, is to translate strategic intentions into operational plans and then launch and implement programmes. With the partial exception of Ghana, most countries are still far from reaching this stage.
3. Structural factors affecting social protection options in WCA
This section of the paper discusses five characteristics of the situation in West and Central Africa that have far-reaching implications for the potential scale and nature of social protection programmes in the region. Although conditions across countries are not homogeneous, and in some respects differ widely, the overall situation is characterized by: (1) the extensive nature of poverty; (2) the phenomenon of ‘top inequity’; (3) large supply side deficits in basic social services; (4) constraints on fiscal space (with the striking exception of the oil producers); and (5) weak governance and administrative capacity, especially in the so-called ‘fragile states’.

3.1 The extensive nature of poverty

One of the most distinctive characteristics of most WCA countries is the scale of monetary poverty. National poverty data, based on consumption expenditure measures of absolute poverty (a basket of food and non-food items required for basic survival), show that poverty is not concentrated in a small marginalized or ‘left-behind’ part of the population, but is a broad phenomenon, often encompassing the majority of the population. Figure 1 shows that in many WCA countries the national poverty headcounts are above 50%. In some countries (Togo, The Gambia, Niger, Guinea-Bissau and the Central African Republic) poverty incidence is higher than 60% and in Sierra Leone it is as high as 70%
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This has big implications for the design of social protection programmes, and cash transfer programmes in particular. The poverty profile is completely different from that in Latin America, for example, where cash transfers have been targeted to reach excluded minorities of poor people. The extent of poverty in West and Central Africa suggests two options:

· A universal approach. It makes little sense trying to target 40 to 70% of the population, especially given administrative weaknesses, exclusion risks and the costs of targeting, so a universal approach would appear to be more appropriate. But is it affordable? This is a subject to which we return below.
· Targeting the ultra-poor/destitute. This is the approach that the small pilot cash transfer programmes have opted for, not only in Ghana and Sierra Leone, but elsewhere in low-income African countries, including Kenya, Malawi and Zambia. Given a tight resource constraint and limited political support for ‘hand-outs’, all these programmes focus on transferring resources to small numbers of ultra-poor households. In Ghana, LEAP specifically targets caregivers of orphans and vulnerable children (in particular AIDS-related orphans and children with disabilities), persons with severe disabilities (with no productive capacity) and elderly people with no other means of subsistence support. Sierra Leone’s Social Safety Net Programme has provided transfers to the aged in particularly difficult circumstances and will be extended to other specific groups, such as separated children (Scott, 2008). These programmes employ a mix of categorical targeting (to the elderly, disabled and/or OVCs) and community-based targeting to identify those meeting the categorical criteria who have no other means of support. Both schemes have also been launched in limited geographical areas. Very little is yet known about the effectiveness and efficiency of these new programmes, and in particular about the quality of their targeting methods, which will be an important priority for future research. 

3.2 ‘Top inequity’
‘Top inequity’, which is closely related to the extensive nature of poverty, refers to a situation where a small minority is much better off than the broad mass of the population. This contrasts with a situation of ‘bottom inequity’ where a small minority is much worse off than the rest of the population. Broadly speaking, WCA countries demonstrate ‘top inequity’ in many key deprivation indicators, since only individuals in the top quintile (based on a wealth or asset index) or at best the top two quintiles are appreciably better off, while the differences in deprivation are fairly similar for those in the bottom three or four quintiles. This contrasts with the situation in most other regions of the world, as can be seen from the following two examples.
The first, on child mortality, shows the ratio of under-five mortality rates (U5MR) in each wealth quintile with the U5MR for the lowest quintile, contrasting Sub-Saharan Africa with other regions of the world. As can be seen from Figure 2, U5MR in Sub-Saharan Africa is almost as high in the second and third quintiles as it is in the lowest quintile – a stark contrast with the situation elsewhere in the world.
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The second example (Figure 3) contrasts the access of under-5 children to key health interventions between Benin, a typical West African country, and Brazil. As can be seen, the curve is almost flat in Brazil above the first quintile, where health service deprivations are much worse, whereas in Benin deprivations diminish only gradually between the first and third quintiles and then rise more steeply, especially in the fifth quintile.
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The ‘shape of the curves’ matters. What they tell us is that, to have a significant impact on children’s access to health services and child mortality, and thus accelerate progress towards MDG4, it is necessary to focus across the first three to four quintiles. A narrower, more finely targeted approach does not make much sense.

In education, universalist approaches enjoy a wide consensus, although many WCA countries have not yet implemented free primary education in practice. In health, where user fees were introduced in the 1980s and are still widely practiced, there is growing recognition of the barriers they constitute for access to health services. This is attested to by data from many of the Demographic and Health Surveys on the reasons people do not use health services.
There are two main options for health financing: first, national health insurance, on the model of Ghana’s NHIS, or tax-based public provision of free or heavily subsidized services. The main concern about the health insurance approach is the equity risk, namely that those in the lower deciles of the population will have difficulty affording the premiums required to participate. This has already led to modifications in Ghana, with an announcement in May 2008 that all children under 18 and all expectant mothers will have access to free medical services, irrespective of whether or not their families are enrolled in the NHIS. Other WCA countries have introduced more limited free services, for children under five, or for specific interventions (malaria treatment, caesarian operations, insecticide-treated bednets, etc). 
3.3 Supply side deficits in basic social services
One of the main motives for cash transfer programmes in many parts of the world, including Latin America, has been the importance of overcoming demand-side barriers of access to basic social services (fees, transport costs and opportunity costs). These programmes, often accompanied by conditionality in terms of school attendance, vaccinations, child growth monitoring or take-up of other basic services, have been widely hailed for raising school attendance, curbing school drop-out and improving health and nutrition outcomes (Rawlings and Rubio, 2004).
Unlike most of Latin America, however, Sub-Saharan Africa (and much of West and Central Africa in particular) still suffers from huge deficits in the supply of basic social services in terms of both availability and quality. Human resources in the education and health systems provide a good proxy measure for this. Figure 4 shows that the pupil-teacher ratio in primary education in Sub-Saharan Africa is more than twice as high as in Latin America. There is a similar huge difference in the numbers of doctors, nurses and other health workers.
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What are the implications of this? First, conditionality in cash transfers would seem to be completely misplaced in Sub-Saharan Africa, but it is surprisingly common in the design of cash transfers (e.g. in Ghana’s LEAP programme). Second, the deficits in supply of basic social services highlight the real world trade-offs with which governments have to contend in allocating resources among or between competing priorities within a hard budget constraint.

3.4
Fiscal space for social protection

Government expenditure on social protection is extremely low in Sub-Saharan Africa: an estimated 0.3% of GDP in the case of social assistance programmes, which is far lower than in any other region of the world (World Bank, 2006). Although data are not readily available, the percentage is probably even lower in West and Central Africa. Some analysts have argued that targeted cash transfer programmes rarely need cost more than 0.5% of GDP (see for example Stewart & Handa, 2008). Others have argued that a range of basic programmes could be provided for 1.5% to 2.0% of GDP and suggested that this is by and large affordable. But how much budgetary room is there to expand spending on social protection in these countries?
There is something rather arbritary about specifying a benchmark percentage of GDP. Levels of GDP (and GDP per capita) vary considerably within a region like WCA, which has a mix of oil-rich and resource-poor countries. Many countries run persistent overall fiscal deficits and remain heavily aid-dependent, whereas a handful of oil-rich countries are enjoying unparalleled surpluses because of soaring world oil prices. Many countries have competing priorities, not just between social protection and basic social services, but with infrastructure and other pressing needs for economic growth, creating difficult choices about trade-offs. 

Overall, as Figure 5 shows, there is a world of difference between the handful of large oil producers, countries like Equatorial Guinea (SSA’s first high-income country) and Congo and Gabon (both middle income countries) and the rest. Oil-rich countries like Nigeria and Cameroon, with large populations fall in-between. 
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At the risk of simplifying, it would seem plausible that countries like Equatorial Guinea, Congo and Gabon, which had overall fiscal surpluses of 23%, 10% and 10% respectively in 2007, could easily afford to introduce quite generous social protection programmes, costing well above 0.5% of GDP, even bearing in mind the risks of future oil revenue downturns and the need to build up reserves for the future and avoid boom-bust cycles. Indeed, social transfer programmes in particular could be particularly attractive as a means of income redistribution (and improved social cohesion) in countries that, because of the capture of oil rents by elites, are especially inegalitarian. At the opposite end of the spectrum, it is obviously quite difficult for low-income countries running permanent fiscal deficits to embark on major new spending programmes, especially as these are countries which often have major competing priorities for basic social service delivery, infrastructure and support to agriculture and other productive sectors.
3.4 Governance and administrative capacity

The fifth factor that needs to be taken into account is the poor governance environment and low administrative capacity that characterizes most of West and Central Africa. Out of the 24 countries in the region, 14 are classified as ‘fragile states’ by the World Bank. Corruption is pervasive in many countries, and most score poorly on Transparency International’s Transparency Perceptions Index: Out of 180 countries overall, all but four WCA countries are in the bottom 80 and 13 WCA countries are in the bottom 40.
In terms of administrative capacity, the ministries responsible for social protection are among the weakest, with low levels of funding and relatively little clout vis-à-vis Ministries of Finance. Social protection programmes are often dispersed across different ministries, such as social affairs or social development ministries, social security ministries, and ministries responsible for the family, women and children, and coordination is usually weak or non-existent. Throughout the region there is a dearth of qualified and experienced social workers for delivering programmes. In short, there are serious capacity constraints for the implementation and scaling-up of social protection programmes in WCA countries, as well as institutional risks that could lead to the diversion of resources or the manipulation of eligibility criteria in targeted programmes. 
There are two major implications. First, it is important to minimize the administrative burden of social protection programmes by avoiding complex programme designs and eligibility processes. Where affordable, universal approaches are clearly more practical and less risky than programmes requiring heavy investments in systems and skilled staff for complex targeting procedures or for monitoring of conditionality. Second, it is not enough to design and roll out individual programmes without giving due attention to systemic capacity building, including, where necessary, the clarification or rationalization of organizational mandates, the strengthening of coordination mechanisms to achieve effective complementarity and synergies, investments in management information and M&E systems, and the training, recruitment and motivation of social workers and other necessary staff.
4. Child sensitive social protection
Finally we return to the point of departure: the centrality of children in strategies for the reduction of vulnerability. Not only do children constitute about half of the total population of West and Central Africa, but, due to their age and dependency, they are more vulnerable than adults, and subject to a range of economic and social risk factors, which often reinforce each other in complex ways. In addition to constituting violations of child rights, deprivations in childhood can have life-course consequences, trapping individuals in poverty and contributing to the inter-generational transmission of poverty – one of the main arguments for investment in children from a human capital development perspective.

For all these reasons and others, including a recognition of the potential role of social protection in accelerating progress towards the child-focused MDGs, there is growing awareness of the importance of placing children at the heart of social protection programming. A number of international agencies has come together to draft a joint statement on ‘child sensitive social protection’ (UNICEF et al, 2008), which is currently in the process of review.  
This statement, along with work by a number of researchers for the Better Care Network and the International Task Team on Children and HIV and AIDS (Giese, 2007; Temin, 2008; IATT, 2008), emphasizes the social nature of the risks faced by vulnerable children, highlighting in particular the risks associated with the loss of family, notably in high HIV/AIDS prevalence countries. 


The main policy message is the need for an integrated approach to social protection in order to address the multiple dimensions of child vulnerability. Different types of intervention are needed: protective and responsive services and legislation as well as transfers and insurance. In particular, specialized social welfare services are needed to reach children who are particularly vulnerable due to problems of abuse, exploitation and discrimination, or the breakdown or loss of family.

From this perspective, there are dangers in pursuing an exclusive focus on cash transfers without giving adequate attention to the development of social welfare services. Cash cannot solve all problems of child vulnerability and risk. Cash transfer programmes, by virtue of their resource requirements (including the time of social welfare officers), can lead to the ‘crowding out’ of social welfare services – a problem that has been acknowledged in South Africa and has recently become a source of concern in Ghana’s Department of Social Welfare. Experience from across the world shows that, without complementary services, transfers often do not reach the poorest and most vulnerable children due to problems of documentation (birth certificates or identity cards), lack of information, migration or the absence of adults to access the transfers (in the case of street children and child headed households). There is also some evidence of unintended perverse incentives, in the case of children being taken into care for financial gain and then neglected, abused or exploited.
In short, an integrated approach is needed, in order to exploit the opportunities for complementarity and synergy between cash transfers and social welfare services. Social welfare services can be employed to ensure that cash transfers reach the poorest and most vulnerable children, enhance child protection outcomes and avoid negative impacts. An integrated approach means developing comprehensive national social protection strategies, rather than piece-meal approaches, preventing the ‘crowding out’ of social welfare services and applying an integrated, holistic approach to capacity building, especially in ministries that have responsibility for a range of benefit programmes and services.
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� In Congo (Brazzaville), for example, 54% of children live in income poor households compared with 47% of adults (Notten et al, 2008, based on ECOM 2006 household budget data).
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