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• The SGDI score of 63% places the country at number six in the region. Swaziland is performing
relatively well in this area.

• The CSC score of 58% places the country at number 12 in the region.

• 420 women die for every 100 000 live births.

• About 19.6% of women still give birth at home with assistance of only relatives or traditional
birth attendants.

• Only 42.9% of sexually active women aged 20-24 years old use contraception.

• Modern contraceptive prevalence among women stands at 55%.

• Abortion is illegal except for certain medical reasons.

KEY POINTS

CHAPTER 6

Health

Article 26

Mothers to Mothers exercise as part of a wellness session in Mbabane, Swaziland, in 2012. Photo: Swazi Observer
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Table 6.1 shows with an SGDI score of 63% that
Swaziland is making encouraging progress toward
meeting the SADC Gender Protocol health targets in
some areas. Citizens, however, scored the country lower
based on their perceptions of government's performance
in this area.

The SGDI is an empirical score which is a composite
index of:
• Women's use of contraception: the percentage of

women aged 15 to 49 years reporting that they use
a modern form of contraception;

• Maternal mortality ratio: the number of women who
die while pregnant or within 42 days of termination
of pregnancy for every 100 000 live births of babies;
and

• Births attended by skilled personnel: the percentage
of births in a given year in which trained staff such
as midwives or nurses assist women.

Background

The country's health care system is comprised of modern
health centres and traditional healers, with much of
the general populace relying on both for care.10 The
national system is decentralised into the four
governmental regions but overseen at the central level.11

Private and public clinics operate throughout the country
and rural health motivators educate local communities

about condom use, sanitation, breastfeeding and general
disease prevention.12 Eighty percent of the population
lives within eight kilometres of a facility that provides
at least pre-natal care.13 Swaziland has approximately
0.2 physicians available for every 1000 people14 and one
nurse for every 356 people.15 Swazi nurses rallied in
2002 and 2004 for pay raises, winning a 7.5% increase
in 2002.16 Despite this, it is estimated that between 100
and 150 nurses leave the profession each year as a result
of low pay, lack of HIV and AIDS training and personal
assaults.17 The Mbabane and Manzini Universities
graduate approximately 100 new nurses each year.18

Traditional healers continue to play a significant role
in providing health services, for HIV and other ailments,
particularly in rural areas with little access to modern
medicine.19 Many Swazis consult both traditional healers
and modern health centres when they fall ill.20 World
Health Organisation (WHO) statistics showed that there
is one traditional healer per every 100 people.21

Medicines derived from plants continue to play a large
role in traditional Swazi healing.22

After Swaziland gained independence, life expectancy
rose to 65 years for women and 58 years for men.23 In
2003, life expectancy for women had dropped to 32.9
years, compared to 32.1 for men.24 The infant mortality
rate stood at 105 deaths/1000 live births in 2003.25 That
same year, the probability of a child dying at less than
five years old rose to 159/1000 live births among boys
and 147/1000 among girls.26

Moreover, poverty has increased women's vulnerability
to opportunistic infections because they do not have
financial resources that would enable them to access

CSC

63%

6

Table 6.1: CSC scores on health

Scores

Ranks

SGDI

58%

11

10 Swaziland National AIDS/STDS Programme.  Ninth HIV Sentinel Serosurveillance Report. Mbabane, Swaziland: Ministry of Health and Social Welfare;
2004:14.

11 Swaziland National AIDS/STDS Programme.  Ninth HIV Sentinel Serosurveillance Report. Mbabane, Swaziland: Ministry of Health and Social Welfare;
2004:15.

12 Swaziland National AIDS/STDS Programme.  Ninth HIV Sentinel Serosurveillance Report. Mbabane, Swaziland: Ministry of Health and Social Welfare;
2004:14.

13 Swaziland National AIDS/STDS Programme.  Ninth HIV Sentinel Serosurveillance Report. Mbabane, Swaziland: Ministry of Health and Social Welfare;
2004:14.

14 The world rate is 1.5:1000.  The rate for Southern Africa is 0.1:1000.  The rate for upper middle income countries is 1.8:1000.  World Bank.  World
Development Indicators 2005.  Table 2.14.  While geography, training levels and other contextual factors should be taken into account, the general
standard recommended by WHO is 1:1000.  Oji DE, Utsumi T, Uwaje C. International Centres of Excellence for e-Health in Africa with Global University
System in Nigeria. EHealth International Journal. Available at: http://www.ehealthinternational.org/vol2num1/Vol2Num1p23.pdf  Accessed on April
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20 Makhubu L.  “Traditional Medicine: Swaziland.”  Sharing Innovative Experiences: Conservation and Wise Use of Indigenous and Medicinal Plants.
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2001:7:1.

23 “Focus on the Social Impact of AIDS.” IRIN. February 22, 2003.
24 By contrast, women in Niger (like Swaziland, a “Low Human Development” Country) had a life expectancy of 44.4 years and men had a life expectancy

of 44.3 years in 2003.  Women in Ghana, a “Medium Human Development” Country had a 2003 life expectancy of 57.3 years and Ghanaian men 56.3
years.  UNDP.  Human Development Report.  2005:301.

25 The average infant mortality rate for “Low Human Development Countries” is 108/100,000.
26 UNDP.  Human Development Report.  2005:252. The average infant mortality rate for “Low Human Development Countries” is 108/100,000.
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proper and appropriate treatment from health centres
or hospitals. Rural women remain unable to access
health services because they do not have money to pay
for transport, let alone for services rendered at the
hospitals or health centres. Health centres do not always
exist close to where people stay, forcing women living
with HIV and AIDS to walk long distances to access
health services, thus aggravating their health condition.

Government health centres and hospitals charge a
minimum of E10.00 (US$1) for consultation, which is
often unaffordable for poor women who live in rural,
peri-urban and border towns. This situation is aggravated
when men, who typically provide for a household, are
ill. From a policy viewpoint, while mobile clinics are
expensive they remain relevant because health resources
can be brought closer to women and men who cannot
afford the cost of transport.

Male involvement ensures better health outcomes for the family. Bheki
Maseko with his son in Mbabane, August 2007. Photo: Trevor Davies

Maternal mortality ratio

The SADC Gender Protocol calls on member states to reduce the maternal mortality ratio
by 75% by 2015, in line with MDG five.

The maternal mortality ratio is the number of women
of child bearing age who die during pregnancy or within
42 days of termination of pregnancy, irrespective of
the duration and site of the pregnancy, from any cause
related to, or aggravated by, the pregnancy or its
management, but not from accidental or incidental

causes, per 100 000 live births.27 While global and
continent wide attention has been focused on reducing
the maternal mortality ratio (which is also a Millen-
nium Development Goal - number five), this ratio has
increased in Swaziland,28 mainly as a result of HIV and
instability.

Source: Gender Links 2013 SADC Gender Protocol Barometer.
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Figure 6.1: Maternal mortality rate per 100 000 in Southern Africa
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Figure 6.1 reveals high levels of maternal mortality
throughout the SADC region. However, Swaziland's
maternal mortality rate which was one of the region's

highest, at 736 deaths per 100 000 has since gone down
to 320 deaths per 100 000.

27 ADD a comparative rate.  World Health Organization. Swaziland Country Report. 2005. Available at: http://www.who.int/countries/swz/en/. Accessed
September 30, 2005.

28 MMR definition.
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Nutrition and food security as a health issue

Good and appropriate food is medicine that is affordable
and easy to acquire as far as HIV treatment is con-
cerned.29 Although it takes time to notice the benefits
of eating a healthy diet, it is better treatment than
solely relying on drugs. People who eat foods that

enrich, heal and rejuvenate their bodies live longer,
stronger and healthier lives. It is therefore, logical to
conclude that the role of nutrition in managing HIV-
related infections should never be underestimated.  In
fact, medical care and nutrition play complementary
roles in an interdisciplinary approach to continuity of
care.

Deepening poverty has contributed to the suffering of
the rural poor, many of whom live with HIV and AIDS
and cannot afford to regularly access nutritious food.
In border towns, rural areas and company towns, being
unable to access food has given rise to the phenomenon
of exchanging sex for food. Women in Lavumisa, Big

Bend and Sithobela risk their lives just to make sure
they get something to eat. There is a saying in SiSwati
- “indlala idlisana ludzaka” - which can be loosely
translated to mean “when you are hungry, you can do
anything just to get food.”

Poverty, food insecurity and malnutrition have been
recognised as critical development problems in Swaziland
and thus given the highest priority in the international
development agenda as contained in the Food and
Agriculture Organisation Plan (1997). These problems
have a disproportionate negative impact on poor rural
women due to their inferior socio-economic, legal and
political status as well as their critical roles as producers
and household managers. The causes and effects of
these impacts remain systemic, with far-reaching impli-
cations on the infection and spread of HIV and AIDS.

According to the Swazi culture, women do not eat
protein-rich foods like eggs and men receive the largest
portion when it comes to serving meals, followed by
children; women receive food last which means they
often get left with nothing if there is not enough to
go around. Thus, due to lack of nutrition, women's
bodies degenerate quickly if they contract HIV.

HIV and AIDS and malnutrition are interrelated in such
a way that in Southern Africa, AIDS initially became
known as a “slim disease” because of the wasting
syndrome associated with it. Malnutrition increases the
risk of progression of HIV infection. Health, nutritional
care and food security focuses mainly on adequate
quantities and qualities of food. Improved nutrition
alone is not enough to keep people healthy as those
living with HIV can suffer from the development of
opportunistic infections that can progress to fully blown
AIDS and death. But good nutrition may help prolong
the period between HIV infection and the onset of
opportunistic infections.

A key ministry of health worker in an urban area
mentions in a 2007 WLSA study (2007) that some women
who test positive quickly progress to full blown AIDS
because they do not have enough food, and even if
food is available it lacks in nutritional value. In depth
interviews with people living with HIV and AIDS

belonging to support groups in urban and rural areas
revealed that these groups emphasise the importance
of a balanced diet. It is clear that food is critical in the
treatment of HIV and AIDS and ARVs alone cannot
improve the health condition of a person living with
HIV.

In the same study, women living with HIV and AIDS in
rural areas and border towns also mentioned the
importance of nutritious food to their overall health.
It has to be accessible in adequate quantities and quality
is important. The challenge for these women is they
live in lowveld areas where there is often a shortage of
food due to recurring drought. Some people have
stopped producing food in these areas due to persistent
drought; food security remains an ongoing challenge
in this region. Sometimes it rains and crops can be
planted, but many people do not have money to
purchase farming inputs such as seeds and fertilisers.

Deepening poverty has contributed to the suffering of
the rural poor living with HIV and AIDS because they
cannot afford to access enough nutritious food. In
border towns, rural areas and company towns, food
scarcity and poverty has exacerbated the phenomenon
of trading sex for food.

Sexual health

The World Health Organisation (WHO) has defined
sexual health as: “A state of physical, emotional, mental
and social well-being related to sexuality. It is not merely
the absence of disease, dysfunction or infirmity. Sexual
health requires a positive and respectful approach to
sexuality and sexual relationships, as well as the
possibility of having pleasurable and safe sexual
experiences, free of coercion, discrimination and
violence. For sexual health to be attained and maintained
the sexual rights of all persons must be respected,
protected and fulfilled30.”

29 AUC, UNECA, AfDB & UNDP.  2013.  MDG Report 2102.  Pg 68.
30 Nutrition, your best cure to everyday Ailments, A nutritional guide by Women Fighting AIDS in Kenya; WOFAK, by C.O. Kaduwa, Programmes Officer,

WOFAK.



SADC Gender Protocol 2013 Barometer • Swaziland   73

Sexual and reproductive health

The Protocol provides for state parties to by 2015, adopt and implement legislative
frameworks, policies, programmes and services to enhance gender sensitive, appropriate
and affordable quality health care; reduce the maternal mortality ratio by 75% and ensure
the provision of hygiene and sanitary facilities.

Country statistic/policy

The number of women dying due to childbirth is high;

more births need to be attended by trained personnel.

Whilst this is a marked improvement from the DHS 74%

in 2007, more births need to take place in hospital.

About 19.6% of women still give birth at home, with

assistance of relatives and traditional birth attendants

(TBAs), which is risky if there are complications.  Continuous

training, particularly on timely referrals and equipping

TBAs with basic supplies is key.

The figure is low and increases the risk of unwanted

pregnancies and HIV infection.

Procedures for access are not clear.

There is a need for abortion  in other circumstances.

320 per 100 00031 live births

82

51

Illegal except on certain medical

grounds in the Constitution

Section 15(a).

64%

55%

Indicators Comment

Table 6.2: Key sexual, reproductive and health indicators

Source: DHS of 2007 and WHO 2012, SADC Protocol regional barometer 2013.

Current maternal mortality rate

% Births attended by skilled personnel

% Contraceptive use among married

women

Country policy on abortion

Total Coverage of sanitation facilities

Urban coverage

Rural Coverage

Table 6.2 shows that the country's maternal mortality
rate is 320 per 100 000 live births according to a 2012
WHO report.  This is still high, although it has dropped
tremendously. There seems to be a trend towards
women choosing home delivery with traditional birth
attendants. Conditions in maternity wards and waiting
areas still require improvement.

The issue of safe abortion needs to be addressed in
Swaziland as women and girls commonly engage in
unsafe abortion using sharp instruments and concoctions
such as blue soap and water.

Water and sanitation

Most people in Swaziland have access to improved
water sources such as piped water into the
dwelling/yard/plot and boreholes. Because of the

perennial drought in some communities, many face
ongoing water challenges. Some boreholes do not have
water all year - this is a problem particularly in winter.
Some communities continue to use unprotected water
sources such as rivers and man-made dams. Access to
unprotected water sources has health implications as
these communities could be more prone to waterborne
diseases. Sanitation coverage is 64% in urban areas and
55% in rural areas.

The Ministry of Health and other institutions that provide
water to communities make toilets a precondition to
access service. Communities in the peri-urban and rural
areas construct a pit latrine in order to access water
from a protected source. This practice has ensured better
sanitation for most communities and less reliance on
open veld or bush. Improved sanitation facilities include
pit latrines and flush toilets.

31 World Health Organisation (2002). The world health report 2002 Reducing risks, promoting healthy life.
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Source: SADC Gender Protocol Barometer, 2012.
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Figure 6.2: Total coverage of sanitation facilities
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Figure 6.2 Indicates that Swaziland is progressing in
terms of sanitation facilities, coming in sixth place in
the region.

Family planning /contraceptive usage

Although the government remains the primary provider
of free contraception at public and private health
facilities, uptake is low. Health practitioners say women
have not been empowered to make decisions about
their sexual health care. Many women fear their hus-

Source: Swaziland Vulnerability Assessment and Analysis Report July2010.
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Figure 6.3: Contraception use in Swaziland

Traditional
IUD/Loop
Condom
Injection
Pill
None

53%

13%

23%

10%

Manzini

56%
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10%

27%
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Figure 6.3 shows that the most popular contraceptive
method is the male condom, followed by injectables
and pills, according to the 2010 Swaziland Vulnerability
Assessment Report and Analysis.

Use of contraceptive by educational level
• Women with least education remain least likely to

use a contraceptive (29%).
• Women with higher education levels are most likely

to use contraceptives (74%).

Use of contraceptives by rural urban divide
• Contraceptive use among urban women is the highest

at 53%.
• Popular methods amongst urban women include male

condom (20%), injectables (18%) and the pill (10%).
• Contraceptive use amongst rural women is 48%.

Popular methods amongst rural women include
injectables (18%), the pill at (10%) and male condom
(9%).

bands' reaction to their taking contraceptives which
means there is a need to involve men in family planning.

The country does not have a family planning policy but
it has family planning guidelines. In addition, as part
of the HIV response, a programme for men - known as
“sidla inhloko” - is facilitated by men and targets men
in traditional communities with the aim of educating
them about HIV and reproductive health, as well as
giving them support. Modern contraceptive prevalence
in Swaziland among women currently stands at 51%.
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Figure 6.4: Contraceptive usage in Southern Africa % Contraceptive usage in Southern Africa
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Source: Gender Links, Regional Barometer Report, 2013.

Figure 6.4 shows contraceptive use is still low in
Swaziland, but it is improving compared to past years.
Only five (Mauritius, South Africa, Zimbabwe, Lesotho
and Swaziland) out of the 15 countries in the region
have a usage level more than 50%.

Female adolescents still face challenges because society
expects them to maintain their virginity. As a result,
they often face unfriendly adults when they seek out
family planning services. A study about attitudes and
perceptions among Swazi youth revealed that contra-
ceptive information and services offered in Swaziland
often excludes young adults. Consequently adolescents'
sexual and contraceptive needs remain poorly addressed,
possibly contributing to the high prevalence of adoles-
cent pregnancies in Swazi society.

Adolescent males reported they have been denied access
to condoms because family planning providers perceive
them to be too young to engage in sexual intercourse.
One boy said a family planning provider who happened
to know his mother threatened to report that he had
attempted to obtain condoms. Such attitudes from
family planning providers prevent adolescents from
accessing contraceptives, enforcing continued
unprotected sexual intercourse in a society with high
HIV prevalence rates among adolescents as well as high
adolescent pregnancy rates.

Adolescent girls have also reported they had to change
out of their school uniforms and into ordinary clothes
prior to accessing contraceptives, which can be denied
to school girls. Adolescents from a rural area reported
that family planning providers ridiculed them when
they tried to access contraceptives. Meanwhile, financial
constraints prevent adolescents from purchasing
contraceptives at pharmacies. Failing to access
contraceptives at the clinics, some adolescents end up
getting pregnant despite their knowledge about
contraceptives and their willingness to use them.

Termination of pregnancy

The SADC Protocol does not mention women's right to
abortion. In Swaziland, as in other countries in SADC,

abortion remains a controversial and divisive issue.
Debate about abortion ensued in Swaziland following
media reports in 2008 of the arrest of a group of
girls after the discovery of 100 foetuses in the peri-
urban area of Matsapha, the largest industrial area in
Swaziland.

Unsafe abortion contributes to about 19% of the
maternal mortality rate (MOH-SRH Needs /Audit 2002).
Findings from the assessments show that across all
regions, respondents are aware of abortion-related
deaths: Hhohho (4%), Manzini (5%), Shiselweni (3%)
and Lubombo (9%) hence a need for a policy on safe
abortions.

Pro-choice advocates argue that access to abortion is
currently dependant on wealth, which is one reason
why it should be legalised. Women who can afford
abortions can travel to neighbouring South Africa,
where it is legal to terminate a pregnancy.

• Increase advocacy in order to reduce the high maternal
mortality rate.

• Establish campaigns to encourage women to give
birth in hospitals.

• Involve men in family planning and reproductive
health classes to ensure good health outcomes for
the entire family.

• Review the country's position on abortion.
• Increase advocacy about adolescent sexual and

reproductive rights and ensure that young people do
not face discrimination when they attempt to access
contraceptives.

• Mount a campaign to raise awareness about the
danger of unsafe abortions.

Even with sensitisation and awareness campaigns about the female condom, usage remains very low at only 5.5%.

Next steps
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