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Background 
 
With over 207,000 people dead and over 3 million people testing positive for the novel Coronavirus1 and 

the International Monetary Fund predicting the most severe global recession since the Great Depression 

of the 1930s and the World Food Programme the most severe famine since World War II, the global 

COVID-19 pandemic has become a pivotal moment in human history where equal access to health-care 

has become internationally recognised as an urgent priority.  

 

The African continent, with its already challenged health-care systems, is over a month into experiencing 

its first cases of local transmission and the statistics of both new infections and death rates are alarming.  

 

At 10am on the 21st of March, the African Union’s Africa Centres for Disease Control and Prevention 

(Africa CDC) reported 39/54 African countries with 1,021 positive tests and 23 deaths2. Exactly 72 hours 

later at 10am on the 24th March, the same source reports 43 countries with 1,788 positive tests and 58 

deaths.3 By April 27th the figures for 53/54 countries were 31,933 positive tests and 1,423 deaths. The 

Accountability International maps below demonstrate recorded deaths as a percentage of total positive 

tests for 24th March and one month later, 24th April. 

 

 
Graded Map of Coronavirus (COVID-19) pandemic in Africa as of 24 March (Left) and 24 April 2020 (Right) 

 

The World Health Organisation’s Executive Director, Tedros Adhanom Ghebreyesus has criticised the 

African response as being too slow.4 Dr. Ahmed Ogwell, deputy director of the Africa CDC, has said “our 

health systems will not be able to cope” if African countries are not prepared for the numbers being 

seen in other parts of the world.5 Ogwell has also stated that the Africa CDC is only able to provide 

limited support in such outbreaks due to the fact that there is a lack of financial, human and other 

resources provided to the institution.6  

 

In March 2020, in a candid interview Ogwell spoke about how, “with assistance from the international 

community and the World Health Organization (WHO), these 13 countries7 have had simulations of how 

http://www.sswm.info/glossary/2/letterb#term1395


to control a disease, but this is hardly enough.” He said: “They passed, but not with flying colours and 

that is going to need emergency money put aside.”8 

 

 
 

 

 



Prior to this outbreak, we have seen the exclusion of marginalized people from health care systems in 

Africa. For example, people work as sex workers, people who are gay, lesbian, bisexual, and trans-

diverse, people with physical and mental disabilities, and differently abled persons, people with 

albinism, people who use drugs, and people living with HIV, as well as many other people on the 

margins of society.  

 

Most of these facets of a human being usually “intersect”: for example, an HIV-positive person not 

having an income due to their health status and then perhaps turning to using drugs as a coping 

mechanism, and then being imprisoned as a result of drug use being criminalized. In the current global 

COVID-19 pandemic this exclusion of marginalized people becomes even more marked. For example, 

food security is more difficult for sex workers who are unable to work due to social distancing rules, 

supply chain issues affect trans-diverse people’s access to hormones, and discrimination affects drug 

users getting access to potable water. Never more so has it been important for us to see and work on 

the interconnectedness of these issues and how they affect people on the margins of society than 

during this pandemic. 

 

The African response requires all stakeholders to play a role in ensuring that we minimise the numbers 

of deaths and permanent disabilities in Africa as this COVID-19 outbreak and the response to it evolve. It 

is also vital to examine what health, human rights, and socio-economic policies need to be put in place 

and implemented. As such AI proposes to do what we do best and have done for over 12 years: use our 

scorecard methodology, developed by over 100 experts globally over two years, to monitor the 

outbreak, and work to increase transparency and accountability by sharing this analysis with country-

level policy-makers, activists, and other stakeholders for their own use for advocacy at country level. 

 

It is vital to have an independent, civil society-driven analysis of the COVID-19 data for Africa, and one 

which connects the various issues of health, human rights, socioeconomics, and accountability to African 

community leaders and human rights activists. Scorecards are our widely-respected speciality, and we 

wish to support the response to COVID-19 by doing what we do best. 

 

We have existing partnerships, all of which we plan to leverage for this work.  

1. The African Union Commission  

2. The Society for AIDS in Africa  

3. A wide network of civil society activists in Africa 

 
To see the indicators we have already covered, please see our online coverage:  
 

Website 
 

Facebook coverage 
 

Twitter campaign 

 
 
 
 

https://accountability.international/projects/african-union-commission/
https://accountability.international/scorecards/african-hiv-financing-scorecard-2019/
http://www.aidsaccountability.org/del/international-convention-on-population-development/8685-2/
https://bit.ly/coronascorecard
https://www.facebook.com/holdingleadersaccountable/
https://twitter.com/Account4All


Project Goals and Objectives  
 

Long term goal 

Improve accountability from African governments to respond to Coronavirus pandemic. 

 

Short term objectives 

1. Provide stakeholders, especially civil society, with data analysis in the form of Scorecards on 

responses to the COVID-19 outbreak in Africa for their own use and advocacy at country level. 

2. Highlight the linkages between the various areas of research and how they more acutely affect a 

wide array of marginalized people in Africa. 

3. Identify best practices and assist on sharing to increase replication of successful tactics. 

4. For civil society to document the epidemic as it occurs for future understanding and advocacy, and 

to increase accountability. 

 

Proposed areas for research 

 

The project has three main pillars: Health, Human Rights and Economics 

 

We are proposing Scorecard research on the following topics (this list is demonstrative but not fully 

inclusive; select data-sources in brackets): 

 

1. Health 

1.1. Beds & ICU beds per capita (World Bank) 

1.2. Nurses & midwives per capita (World Bank) 

1.3. Medical doctors per capita (WHO) 

1.4. HIV and access to ARVs 

1.5. Diagnosis, quarantine & treatment capacity (Intl. Health Regulations Monitoring & Evaluation 

Framework) 

1.6. Adequacy of medical equipment 

1.7. Health-care worker training capacity 

1.8. Pharmaceutical production capacity 

1.9. Mortuary & cremations/burials capacity 

1.10. Outpatient, aftercare, self-care & virtual medicine capacity 

1.11. Anti-viral research capacity (Global Virus Network Africa, Africa CDCs, WHO) 

1.12. The Infections Disease Vulnerability Index (IDVI) 

1.13. Importation & transmission risk 

1.14. Impact (positive or negative) on health issues such as malaria, polio (vaccination campaigns 

especially), tuberculosis, HIV, diabetes, high blood pressure, heart disease, liver and kidney 

disease and other chronic diseases. 

1.15. Government guidelines on accessing geographically isolated/(very)remote/indigenous 

communities 

1.16. Universal Health Care (UHC) data 



1.17. Relevant policy ratification at national level 

1.18. Health services corruption & theft 

1.19. Pharmaceuticals imports & exports 

1.20. Medical equipment & pharmaceutics stockout prevention 

1.21. Black market substitution of services 

1.22. Fake, expired, stolen & pirated medicines 

2. Human Rights 

2.1. Restrictions on civic freedoms (Intl. Centre for Not-for-profit Law) 

2.2. Militarization and abuse of restriction policies and protocols  

2.3. Key population inclusion 

2.4. Women & girls: burdens of care & gender-based violence  

2.5. Men & boys: burdens of illness & mortality  

2.6. Migration & internally displaced groups  

2.7. Prisons, incarceration & mass releases 

2.8. LGBTIQ communities 

2.9. Additional vulnerable & marginalized populations 

2.10. Criminalization of Coronavirus transmission 

2.11. Sexual & reproductive health & rights, SRHR 

2.12. Discrimination against frontline health care workers  

2.13. Other issues related to COVID-19 stigma 

2.14. Environmental rights & poverty 

2.15. Mental health rights & isolation 

2.16. Freedoms of expression & information (ICNL, FreeMuse) 

2.17. Transparency of state responses 

2.18. Scapegoating of migrants & vulnerable groups 

2.19. Impact on freedom of speech, arts and culture, and cultural heritage 

2.20. Impact on the natural environment 

2.21. Unfree/slave labour & the lack of testing 

2.22. Duty of care to unadministered regions 

3. Economics 

3.1. TRIPs flexibilities & financing 

3.2. Oil export economies 

3.3. Import- versus export-reliant economies 

3.4. Reliance on remittances & tourism 

3.5. Food Security (IMF) 

3.6. Other supply-chain issues 

3.7. Fiscal stimulus packages (IMF) 

3.8. Percentage of GDP earmarked to fight COVID-19 (IMF) 

3.9. Water, sanitation & hygiene (WASH) 

3.10. Slums, poverty, homelessness & population density 

3.11. Job security versus layoffs 

3.12. Budget-diversion from rights-critical areas 

3.13. Virtual / remote economy issues 



Outputs 

 

Accountability International will develop Scorecards on the variety of issues above, and more as they 

emerge. The full suite of outputs for the project are proposed to include: 

 

1. Scorecards 

Relevant Scorecard tables and Scorecard map visuals with comparative data on each of the proposed 

areas of research. The Scorecard contains an explanation of each of the proposed areas of research, the 

definition and importance of the data for the response: advocacy opportunities and community 

response recommendations, with a focus on marginalized communities. 

2. Webinars 

We hope to be able to do webinars presenting the research and having discussants talk to the findings 

and recommendations. Webinars will be recorded so as to be available as a podcast as well after the 

actual meeting has taken place for those who cannot make the call at the exact time. 

3. Online Campaign 

Online social media information, education, and communications campaign to share the research as 

broadly as possible. AI plans to request the organizers of ICASA (the largest health conference in Africa 

with 15,000 activists on their database) and Collectivity Community of Practice for Health Care 

Practitioners amongst others to also disseminate the research findings for us. 

4. Case Studies 

Where they emerge, we will do a deeper dive and produce specific studies that will assist stakeholders 

in the response, for example policy guidelines for accessing remote communities. 

5. Academic Publications 

There is a need to document this information in academic journals for others to be able to use in their 

research. 

6. Primary Data Survey 

We wish to collect some of our own primary data to ensure that the voices of the most marginalized in 

Africa are heard. 

7. Long-term Analysis 

AI hopes to do longer term analyses of the issues that are arising for a number of reasons, some of 

which are: a) as a documentary record of the pandemic, b) so that human rights gains and challenges 

are tracked and understood, with their implications for future epidemiological application, c) to use for 

advocacy for long-term policy improvements and d) to ensure marginalization becomes part of the 

broader policy discussion in the post-peak/post-pandemic era.  



 

Budget 

 

• Consulting experts 50 topics: 2 days each to advise on excellent sources of data, collect and 

collate and analyze it.  

• AI will then provide Scorecard methodology and communications support as well as 

accountability lens analysis. 

• AI staff time to work designing and analyzing the data, collaborating with experts and finalizing 

the accountability lens and liaising with partners, as well as planning webinars and hosting 

them. 

 

Expert consultants’ honorarium: 100 USD per day x 2 days x 50 topics/experts = 10 000 USD 
 
AI research and coordination time: 
 
Research Director (30%), 12 months: 28 000 USD 
Project Manager (100%), 12 months: 40 000 USD 
Researcher (50%), 12 months: 20,000 USD 
Part-time financial management and auditing costs: 12,000 USD 
Comms manager (30%): for 10 months: 15 000 USD 
Design and layout/graphic design, comms promotions costs and boosts and purchase of images: 20 000 
USD 
Admin 8 % 11 600 USD 
 
Total: 156 600 USD 
 
The above is ideally how we would like to run the project long term, but we will adjust according to the 
investment we receive. 
 
PLEASE NOTE/ WE ARE ALSO EXAMINING THE MERIT OF CREATING AN ONLINE LIVE DASHBOARD AND AN ONLINE 

SURVEY ON COVID-19 AS PART OF THIS WORK. IF YOU ARE INTERESTED, PLEASE CONTACT US. 

 



About Accountability International 
 

Vision  

Accountability International’s vision is a world where there is accountability for the lives, human rights, 

and wellbeing of all persons, across all spheres of society. 

 

Mission 

As a watchdog ourselves, our mission is to amplify the diverse voices of marginalized communities, by 

ensuring that the voices of the community to lead all our work. We collaborate with marginalized 

communities to actively exercise their role as watchdog and hold various leaders accountable. We do 

this by enabling increasing transparency, promoting dialogue and supporting action as catalysts for 

increased accountability. 

 

Accountability International is an African-led human rights organisation that works to improve 

accountability to the most marginalized. From our head office in South Africa, we conduct research and 

advocacy that allows us to do our work as a watchdog and hold various leaders accountable. We are 

known for our innovative work and technical knowledge. 

 

We conceptualise and implement innovatively-designed projects that are led by our strategic alliances 

and collaborations with marginalized communities. We put huge emphasis on needs-based research and 

community-led advocacy. We have developed more than a dozen Scorecards since we began in 2005, all 

as a means to contribute to the demand for accountability from all leaders, whether at global, regional, 

national or community level. 

 

We provide technical advice in many spaces, and yet remain committed to ensuring that our spaces, 

communications, and products are all highly accessible to all people.  

 

We play a watchdog role and work to enhance the capacity-development of other civil society actors to 

also take up their role as watchdogs, for sustainable, resilient, and inclusive human rights for all. 

 

We use the Participatory Action Research (PAR) model, a best practice in which communities co-develop 

and lead the methodology, development of research tools, conduct the research and produce the final 

analysis, and context-specific and advocacy-focused reports. We believe this freedom in evidence-

generation catalyzes the greater freedoms required to realize equality and dignity for all. 

 

Partnerships are a fundamental element in our work. Over the years, we have developed excellent 

partnerships with hundreds of organizations, from major implementing partners to community-based 

organizations with national or local bases. 

 

We believe that innovating the way development is done is vital for social change, and that in order  to 

change the current status quo, brave and impactful approaches are vital. 



Examples of our impact 
 

1. Developed the first health rights Scorecard and a robust methodology developed by over one 

hundred experts from around the globe, which we popularized for broader use by activists and 

other stakeholders, a methodology which the UN later took on. 

2. Accountability International coordinated and collated the input of over 70 African activists (and 

securing over 350 African activists’ signatures to the document) on  various health foci, especially 

SRHR, to develop the African Common Position on Post 2015, for submission and use in the African 

Regional Review by the UNFPA and the AUC. 

3. First ever project on creating partnerships between LGBT Africans & cis-het allies, which changed 

the way LGBTIQ human rights work was done & funded in Africa. 

4. Successfully requested that a minimum 15% of Global Fund’s Country Coordinating Mechanisms’ 

budget for community consultations for NGOs only, which actively promoted & improved the quality 

of stakeholder participation in CCMs globally. 

5. Conceptualized & implemented the first ever African Union Commission-owned Accountability 

Framework against the five most pivotal health commitments in Africa, thereby creating a tangible 

& measurable accountability tool for actions on health rights in Africa. 

6. Conceptualized and ran a multi-disciplinary and intersectoral project amongst human rights 

movements to minimise the criminalization between marginalized groups and human rights 

movements and to create a critical mass of stakeholders Challenging Criminalization Globally. 

 

For further reading see here 

 

Contact us 
 

Regarding this project, please contact: phillipa@accountability.international  

 

 

Cape Town Head Office 

54 Shortmarket Street  

Cape Town 

8000 

South Africa 

 
Tshepo Ricki Kgositau-Kanza 

Executive Director 
+27766105653 
ricki@accountability.international 

 

 

Stockholm Administration Office 

Impact Hub  

Jakobsbergsgatan 22 

111 44 Stockholm 

Sweden 

 
Alexandra Ciobîcă 

Researcher 

 +46 (0) 700 184 161 

alexandra@accountability.international 

 

Brussels Innovation Hub 

Rue l’Arbre Benit 44 

Bruxelles 

1050 

Belgium 

 
Phillipa Tucker 

Research Director 

+32 (0)4 73 71 82 16 

phillipa@accountability.international 

 

Or contact us at info@accountability.international 

 

 

www.accountability.international 

https://accountability.international/about-us/our-achievements2/
mailto:phillipa@accountability.international
mailto:ricki@accountability.international
mailto:alexandra@accountability.international
mailto:phillipa@accountability.international
mailto:info@accountability.international


 
1 https://www.worldometers.info/coronavirus/coronavirus-cases/ 
2 https://twitter.com/laktarr001 
3 https://twitter.com/laktarr001 
4 https://www.bbc.com/news/world-africa-51960118 
5 https://www.voanews.com/science-health/coronavirus-outbreak/africa-cdc-continent-must-be-prepared-coronavirus-
causes-havoc 
6 https://www.nation.co.ke/news/Why-Africa-CDC-is-struggling-to-battle-disease-outbreaks/1056-5486420-84lu4u/index.html 
7 The 13 African countries considered most at risk due to their being transport hubs: “Egypt, Algeria, and South Africa) have 
moderate to high capacity to respond to outbreaks. Countries at moderate risk (ie, Nigeria, Ethiopia, Sudan, Angola, Tanzania , 
Ghana, and Kenya) have variable capacity and high vulnerability.” Gilbert et al, Preparedness and vulnerability of African 
countries against importations of COVID-19: a modelling study. Lancet 17 Feb 2020. 
https://www.thelancet.com/action/showPdf?pii=S0140-6736%2820%2930411-6 
8 https://www.nation.co.ke/news/Why-Africa-CDC-is-struggling-to-battle-disease-outbreaks/1056-5486420-84lu4u/index.html 
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