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• Despite the provisions for sexual and reproductive health and the fact that most
countries have some policy framework to cater for this, contraceptive usage varies
from 6% in Angola to 65% in South Africa.

• The most commonly used contraceptives throughout the region are the contraceptive
injection and the contraceptive pill. Men are generally not actively engaged in family
planning campaigns.

• Choice of termination of pregnancy is only fully legal in one SADC country: South
Africa.

• Mauritius has the regions lowest maternal mortality with only 13 deaths per
100 000 compared to 1400 per 100 000 in Angola (one of the highest rates in the
world).

•  In seven of the fifteen countries, less than 60% of births are attended by skilled
personnel.

• Sanitation coverage ranges from 100% in urban and rural areas in Mauritius
and Seychelles, and only 14% in Madagascar (10% in rural areas).

KEY POINTS

A doctor in Marondera, Zimbabwe, diagnoses a woman patient Photo: Trevor Davies

CHAPTER 6

Health

Article 26



A woman in sub-Saharan Africa has a 1 in 16
chance of dying in pregnancy or childbirth,
compared to a 1 in 4,000 risk in a developing
country - the largest difference between poor
and rich countries of any health indicator. This
glaring disparity is reflected in a number of global
declarations and resolutions.  In September 2001,
147 heads of states collectively endorsed
Millennium Development Goals 4 and 5: To
reduce child mortality rate by two thirds and
maternal mortality ratio by 75% between 1990
and 2015. Strongly linked to these is Goal 6: To
halt or begin to reverse the spread of HIV
and AIDS, malaria and other diseases.

As emphasised at the International Conference
on Population and Development (ICPD) that
followed the Beijing conference, sexual and
reproductive health is at the centre of human
life and of improving women’s 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 fulfilled.” (WHO 2002)

The specific targets of the Protocol for 2015
regarding women’s health build on the
Millenium Development Goals (MDG) as well
as the ICPD. They call on SADC countries to:
• 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%.

• Develop and implement policies and
programmes to address the mental, sexual
and reproductive health needs of men and
women.
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• Ensure the provision of hygiene and sanitary
facilities and nutritional needs of women,
including women in prison.

In the later part of the 20th century, Southern
Africa made impressive gains in child health,
access to primary health care and maternal health.
However, all of this progress across the SADC
region is currently being threatened. For example,
the last two decades have seen an increase in
the prevalence of communicable diseases such
as malaria and tuberculosis throughout the
region. Southern Africa is also the region in the
world with the highest incidence of HIV and
AIDS.

While life expectancy is higher for women than
men across eleven of fifteen SADC countries, a
number of health and social factors combine to
create a lower quality of life for women.
Discrimination on the basis of sex leads to many
health hazards for women; including physical
and sexual violence, sexually-transmitted
infections, HIV and AIDS, female genital
mutilation, malaria and vulnerability to other
communicable diseases, unsafe pregnancy and
lack of control over their physical integrity. The
table presents some of the key statistics on these
issues and is referred to throughout the chapter.

Women’s health and social factors combine to create a lower quality of life
Photo: Gender Links
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Table 6.1: Sexual and reproductive health
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% Contraceptive use
among sexually active
women

Country policy on
termination of pregnancy

Current maternal mortality
rate (out of 100, 000)

% Births attended by skilled
personnel

% Total coverage of
sanitation facilities

6

Illegal

1400

46

50

79

16

44

Permitted in
first 16

weeks in
case of
rape,

defilement,
incest

193

99

47

60

30

31

Illegal

1100

61

31

42

25

37

Illegal

762

55

49

82

39

15

Illegal

469

51

14

18

10

42

Illegal

807

54

60

51

62

76

Illegal

13

100

100

100

100

17

Illegal

520

48

31

53

19

55

Illegal

210

81

35

66

18

41

Illegal

64
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100

100

100

65

Illegal
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59

86

44

43

Illegal

589

74

50

64

46

41

Illegal
except
when

necessary
to preserve
a woman’s

life

950

46

33

31

34

30

Legal only
in limited
circum-
stances

591

47

52

55

51

60

Legal only
 in limited
circum-
stances
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69

46

63

37

Current maternal mortality
rate (out of 100, 000)

% Births attended by skilled
personnel

% Total coverage of
sanitation facilities

% Urban coverage

% Rural coverage

1400
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79

16

193
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30
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61

31

42

25
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55

49

82

39
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14
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10
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100

100

100

520

48

31

53

19

210

81

35

66

18
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100

100

100

100

400

92

59

86
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589

74

50

64

46

950

46

33

31

34

591

47

52

55

51

725

69

46

63
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Source: Botswana Central Statistics Office, 2007. Madagascar Health Statistical Yearbook 2007. Malawi - UNICEF Report 2006. Mauritius - Ministry of Health 2007. Seychelles - Department of Health Survey 2009.
Swaziland - Demographic Health Survey 2007. Tanzania - Strategic Plan to reduce Maternal Mortality 2008. WHO Database. MDG Database

Where sexual and reproductive health had previously been treated as an issue within the domain of health
care and service access, the definition of sexual and reproductive health adopted at the International
Conference on Population and Development (ICPD) reads as follows:

Sexual and reproductive health

By 2015 countries should develop and implement policies and programmes
mental, sexual and reproductive health needs of women and men.

“Reproductive health is a state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity, in all matters relating to the reproductive system and to its function and
processes.

Reproductive health therefore implies that people are able to have a satisfying and safe sex life and that
they have the capability to reproduce and the freedom to decide if, when and how often to do so. Implicit
in this last condition are the rights of men and women to be informed and to have access to safe, effective,
affordable and acceptable methods of family planning of their choice, as well as other methods of their
choice for regulation of fertility which are not against the law, and the right to access appropriate health
care services that will enable women to go safely through pregnancy and child-birth and provide couples
with the best chance of having a healthy infant.



The adoption of this definition marked the
beginning of a new era. In 1995 at the Fourth
World Conference on Women (FWCW) in Beijing,
the international community agreed that human
rights include the right of women to have control
over their sexuality. Increasingly, the term sexual
and reproductive rights have been used in policies
and programmes throughout the world.
However, in Southern Africa, some reservation
has remained and the
extent to which sexual and
reproductive rights for
women are discussed,
understood and provided
for in regional and national
policies is limited.
(Klugman 1998)

Key challenges to attaining
sexual and reproductive
health are HIV and STIs,
unintended pregnancy and
abortion, infertility and
cancer resulting from STIs
and sexual dysfunction.
Gender inequality and gender-based violence
also impact significantly on the attainment of
sexual and reproductive rights for women and
girls.

Family planning

Family Planning services have been established
in many of the southern African countries. Access
to a range of contraceptives is available.
Information and counselling is often provided.
However, it is important to note that often family
planning is seen as a “woman’s issue” and men
are rarely involved. Equally, there are reports
from some countries, such as Zimbabwe, which
suggest that sexually active youth and adolescents
are restricted from accessing family planning
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services and contraceptives, although there is no
legislation that states such restrictions. The
following are key findings from the research:

A shift in thinking on family planning and
reproductive health policies:  Of the eleven
SADC countries where data could be obtained,
five countries have a family planning policy
(Angola, Botswana, Madagascar, Swaziland,

Zimbabwe) and six had a
reproductive health policy
(DRC, Lesotho, Malawi,
Mauritius, South Africa and
Zambia).  Historically, until
the late twentieth century
policy focus was very much
on fertility control aimed
at controlling population
numbers but within the
last ten years there has
been a move in policy
discourse towards broader
reproduct ive  hea l th
policies which are based
upon human rights and

choices (Anderson 2005) and consider both men
and women’s reproductive needs.

According to the ICPD, the reproductive health
approach recognises women as subjects rather
than objects; upholds their dignity; respects their
free and informed choices; and responds in a
comprehensive manner to the totality of their
health needs.  It also aims to promote men’s
understanding of their roles and responsibilities
regarding reproductive health and aims to
address the reproductive health issues of
adolescents which were largely neglected under
traditional family planning policies.  Furthermore,
it addresses the issues of HIV and AIDS and
sexually transmitted infections as part of its
discourse. (ICPD 1999)

In line with the above definition of reproductive health, reproductive health care is defined as the
constellation of methods, techniques and services that contribute to reproductive health
and well-being by preventing and solving reproductive health problems.

It also includes sexual health, the purpose of which is the enhancement of life and personal relations, and
not merely counselling and care-related to reproductive and sexually transmitted disease” (ICPD, para 7.2)

Keeping children’s health in check Photo: Gender Links
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Gender aware policy in Lesotho

Lesotho’s National Reproductive Health Policy created
in 2009 shows gender awareness by addressing issues
of fertility, sexual health, family planning, safe
motherhood and HIV and AIDS.  It advocates for equal
access to safe, effective, affordable and acceptable
methods of family planning for both women and men
and calls for their involvement in the promotion of
sexual and reproductive health.

The Lesotho government has also been working with
civil society partner, the Lesotho Planned Parenthood
Association (LLPA) to involve men in family planning
campaigns.  So far the LPPA have set up a Male
Reproductive Health Clinic, the first and only of its
kind in the country and possibly the SADC region.  It
targets male concentrated areas such as building and
construction sites, military camps, security and police
services and their services include: distribution of condoms, circumcision services, sexually transmitted
infection management, voluntary HIV and AIDS counseling and testing and any other male reproductive
and sexual health issues.
(Ministry of Health and Social Welfare Lesotho 2009)

Contraceptive use is still low: Only three of the fifteen SADC countries having a contraceptive use rate
of more than 50% and Angola with one of the highest birth rates in the world stands at a regional low
of 6%.
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Figure 6.1: Contraceptive usage in Southern Africa Series 1
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It is clear the SADC countries are gradually adopting this approach; Lesotho and Malawi adopted reproductive
health policies in 2009 and the Seychelles is currently formulating a policy on reproductive health. It can
therefore be argued that updating the existing family planning policies that are still in place in the SADC
region to the rights-based reproductive health approach could assist the SADC countries in meeting the
health provisions of the SADC Gender Protocol, being more gender aware and taking into account the
wider reproductive issues the SADC region is facing.
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Women’s lack of access to reproductive health
services and appropriate legislation throughout
the SADC region results in unwanted pregnancy
and unsafe abortion, which accounts for approxi-
mately 13% of maternal deaths worldwide (WHO
2005). Conservatism, religion, education, wealth,
women’s access to health care and women’s lack
of power over their reproductive health are the
principal reasons for the low usage of contra-
ceptives throughout the region.

Married women lack decision-making power:
For married women, the issue of contraception
is more problematic in that married women in
the SADC region are rarely the “decision-makers”
in their homes and are often not empowered
enough to make decisions themselves about their

reproductive health, resulting in increased
vulnerability to unwanted pregnancy, HIV and
AIDS and sexually transmitted infection.  Increased
contraceptive access and use throughout the
SADC region has an impact not only on the health
of women but society as a whole; couples who
have adequate knowledge about the benefits of
family planning are more likely to have a small
family size and hence have better health
outcomes compared with those who have less
knowledge and access.

The pill is the main form of contraception
used: Throughout the SADC region, the most
common forms of contraception used are the
contraceptive pill, the contraceptive injection
and male condoms.

Slow uptake of contraceptives in Swaziland
In the case of Swaziland, the government provides advice and
contraceptives for free but the uptake of these services remains
at only 43%.

Contraceptive use in Swaziland is strongly related to women’s
education, wealth quintile and whether she lives in an urban
or rural area.  For example, women with the least education are
less likely to use contraceptives (29%) and women with higher
levels of education are much more likely to use contraceptives
(74%).

Moreover, the patriarchal structure of Swazi society  has a
significant impact on women’s use of contraception in that many
women in Swaziland are still not empowered enough to make
decisions about their reproductive health.

A Demographic Health Survey, performed by the Swazi
government in 2006 revealed much about people’s attitudes to
contraception and family planning.  It revealed that 8.3% of
women did not use contraception because their partner opposed
it, that 8.8% of men were unaware of their partners contraceptive
usage and most worryingly that 63% of men think that
contraceptive use encourages promiscuity in women.

These statistics indicate not only men’s lack of education regarding contraception and family planning
but an urgent need to create a more open dialogue about contraceptive issues in Swaziland and a need
for men’s greater  participation.

With the highest HIV and AIDS prevalence in the world, access and information about contraception and
family planning is not an issue that Swaziland can be complacent about. (Swaziland Demographic and
Health Survey, Central Statistics Office, 2006-7)

Contraceptive uptake in Swaziland is low Photo: UNDP
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In Angola, the country with
the lowest contraceptive
prevalence in the region,
the most commonly used contraceptive is the
contraceptive pill.

Angola also currently has one of the lower HIV
and AIDS rates in the region and in order to
maintain this the government is stepping up its
efforts to provide condoms to Angolans, the
number of condoms distributed by the Angolan
Ministry of Health in the last 6 years has increased
by almost 6 times to 20.742.000 in 2007. (National
Family Planning Strategy Angola 2009)

In Lesotho, evidence shows that
the injection method is commonly
used by women of child bearing
age, in urban areas and in
particular by married women
especially in cases where partners
resist the idea of family planning.

 Rural women and men use mostly non-
prescriptive methods and condoms because of
lack of access to other methods. (Ministry of
Health and Social Welfare Lesotho 2009)

It is interesting to note that
while Mauritius enjoys the
highest contraceptive preva-
lence in the region, it also has
the highest number of
women using the symto-thermal method of
contraception which neither protects against HIV
and AIDS nor is as effective as modern, hormone
based methods. (Demographic Yearbook
Mauritius 2008)

In South Africa, the health system
freely distributes the male condom
and civil society and the private sector
are also using their own platforms and
spaces to distribute and provide
alternative access points to the male condoms
distributed by the Department of Health. As a
result, one seldom goes anywhere without seeing
a full or empty male condom box or dispenser
in many public spaces. (South African Demo-
graphic Health Survey 2003)

In terms of the profiles of contraceptive usage,
there was little statistical data available but
condoms were mainly used by sexually active
people who were not in union and married
women used more hormone based methods such
as the pill and the injection.  Women from rural
areas with lack of access to medical facilities were
more likely to rely upon traditional methods and
non-prescriptive methods whereas woman from
urban areas with access to clinics used more
modern methods.

The female condom: Throughout the region,
the use of female condoms is negligible and
there are negative connotations attached to
female condoms; that they are difficult to use.

In South Africa, there have been campaigns
to distribute female condoms but the issue
that often gets raised about the female
condom is that it is not as easy to use as the
male condom, which suggests that the only

way there will be more uptake of the female
condom is if it coupled with education on how
to make use of it. (South African Demographic
Health Survey 2003)

In Botswana, the Ministry of Health
has been undertaking campaigns to
promote the use of female condoms

Female condoms Photo: Gender Links



150   SADC Gender Protocol Baseline Barometer

and has re-branded the female condom, now
known as ‘bliss’ through road shows, distributing
flyers and posters, and is planning television
advertisement. (Ministry of Health Botswana
2008)

In Mauritius, the Mauritius
Family Planning and Welfare
Associat ion has  been
distributing the female
condom to those who have
c a s u a l  s e x

partners or are commercial sex
workers. UNFPA donated female
condoms to the Government of
Mauritius in 2007 and to date the
Ministry of Health and the MFPWA
have distributed 40,000 female
condoms around the island.  The
MFPWA has worked hard to raise
awareness and on sensitisation
campaigns about female condoms
through the community and
through radio programmes.
However the acceptance rate of the female
condom is still low and strategies need to be
developed to better market the product as a
method of contraception.
(MFPWA Mauritius 2007)

In Zambia, the usage of the
female condom is reported
to be slowly gaining
momentum with women
being the main targets of
the campaigns; female

condoms being promoted as an empowering
means of protecting themselves, instead of relying
on men. (Zambia Demographic Health Survey
2007)

Men’s involvement in sexual and
reproductive health issues remains
insufficient: Only four of the fifteen countries
mentioned any campaigns in the SADC region
that involve men in family planning (Lesotho,
Mauritius, Malawi and Zambia).  In Malawi, civil
society works with men as strategic partners in
the implementation of family planning initiatives
and in Mauritius there is a ‘Men As Partners
Initiative’ which promotes men’s responsibility

and participation within the family and
community so as to enable the effective
empowerment of women and the enhancement
of the quality of life of the family as a whole.

There is evidence to suggest that much of the
campaigning in the SADC region which promotes
men’s involvement in sexual and reproductive
health is less to do with family planning and
more to do with HIV and AIDS and the spread
of sexually transmitted infections. For example,

Zimbabwe’s “One Love”
Campaign has launched a
brochure, posters and
adverts directed at men
which challenges traditional
perceptions of men’s
involvement in sexual issues
and promotes condom use,
monogamy, trust, respect
and communication in
relationships (Tunbo, D et
al, 2009).

Although these messages are obviously very
important, there is a need for men to be educated
about their roles and responsibilities and the
ways they can work as partners to help improve
all aspects of women’s health, not just HIV and
AIDS prevention as all aspects of women’s health
have an impact not only on women but on society
as a whole.(MFPWA 2003)

The right to choose

Termination of pregnancy
The decision to terminate a pregnancy is restricted
by legislation in many countries. Only abortions
for medical purposes are allowed. South Africa
is the only country which has made reforms to
allow abortion through the 1996 Choice of
Termination of Pregnancy Act.

While this is not provided for in the Protocol, the
issue is being debated increasingly throughout
the SADC region.  With only South Africa having
fully legalised abortion, there is obviously still
great resistance to the issue across the region.
However, given that illegal abortion is a
contributory to the high maternal mortality rates
throughout the region and the fact that there
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are many unplanned pregnancies, it is clear that
there needs to be more dialogue about abortion
in the SADC region.

Mozambique: The debate on
the termination of
pregnancy is on,
although it has
not reached the
Parliament yet.
There is a draft bill

on the termination of pregnancy
by the Ministry of Health, and
various workshops with several
s t a k e h o l d e r  i n c l u d i n g
parliamentarians have been held.
This process is informed by the
worrying statistics on maternal
mortality in Mozambique and also
by a woman’s right to choice.  The
debate reveals that women are
aware of their rights and that the
conservative position of the
religious groups is changing. Some
religious groups do accept
termination of pregnancy under
certain conditions, which shows a
shift from no acceptance at all. It

shows also that women and men are now open
to talk about the issue of termination of preg-
nancy in a more positive way.

Botswana: Abortion is illegal and
termination of pregnancy is only
permitted on certain medi-cal grounds,
which include saving the life of the
mother, to preserve the physical or
mental health of the mother or after a case of
rape or incest.  The abortion may only be carried
out in a government or private hospital or clinic
registered for that purpose.  An abortion after
rape or incest must be approved in writing by
two doctors. Research shows that bureaucratic
delays and limited access to health clinics are still
encouraging illegal backstreet abortions. (UN
Country Assessment for Botswana 2007) Although
official data is lacking, UN research reports that
illegal abortions are common and physicians
often refuse to authorise terminations of
pregnancy on medical grounds.  There seems to
be many obstacles in obtaining permission for
an abortion.  The absence of a clear definition
of ‘acceptable evidence’ when a pregnancy is the
result of rape or incest is a particular challenge,
as is the scarcity of approved places where
abortion can be performed, the shortage of

medical staff and the difficulty
of access experienced by rural
women.  There is not currently
a lot of debate around the
issue of abortion in Botswana
as the current policy falls in
line with the Christian values
of the society.

Lesotho: A civil society
organisation, the Lesotho
P l a n n e d  P a r e n t - h o o d
Association has
taken up the
debate in local
newspapers and
the organisation
intends to initiate
a national debate
on the issue of abortion with
the objective of promoting a
woman’s right to choose and
to get the opinions of theFather of the year Photo: Lori Waselchuk

Table 6.2: Termination of pregnancy policy

Country
Angola
Botswana

DRC
Lesotho
Madagascar
Malawi
Mauritius
Mozambique

Namibia

Seychelles

South Africa
Swaziland
Tanzania

Zambia

Zimbabwe

Illegal
Illegal (Legal only in cases of rape, incest, foetal impairment or to
preserve the mental or physical health of the mother and to save the
mother's life within the first 16 weeks.  Must be approved by two doctors)
Illegal (Legal to save the life of the mother)
Illegal (Legal to save the life of the mother)
Illegal (Legal to save the life of the mother)
Illegal (Legal to save the life of the mother)
Illegal (Legal to save the life of the mother)
Illegal (can be permissible to save the life or to protect the mental or
physical health of the mother)
Illegal (Legal in cases of rape, incest, foetal impairment or to preserve
the mental or physical health of the mother and to save the mother's
life.  Must be approved by three doctors)
Illegal (Legal in cases of rape, incest, foetal impairment or to preserve
the mental or physical health of the mother and to save the mother's
life)
Legal
Illegal (Legal to save the life of the mother)
Illegal (Legal to save the life or to protect the mental or physical health
of the mother)
Illegal (Legal in cases of foetal impairment or to preserve the mental
or physical health of the mother and to save the mother's life or for
economic/social reasons.
Illegal (Legal in cases of rape, incest, foetal impairment or to preserve
the physical health of the mother and to save the mother's life)

Policy
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nation on the issue, stimulating discussions
towards a solution of the problem.  However, it
has been observed that as with Botswana, the
Catholic and Christian community is reluctant to
discuss the issue.

Zambia:  Allows aborton only in
very limited circumstances. The
process is laborious.  Firstly, a
woman is supposed to consult with
and then get approval from three
physicians before she can go to one

of the few facilities that perform the procedure.
 Furthermore, many women in Zambia are
unaware of the law that allows for the
termination of unwanted pregnancy. To address
the problem, there have been campaigns and
debates on the issue to sensitise women and
service providers about the law, as well as calling
on the amendment of the act to make it accessible
and put in place standards and guidelines for
reducing unsafe abortion.

Mauritius: Although abortion is
illegal, the practice is quite
common. The poor go to back
street abortionists while the rich
go to private clinics and sometimes
neighbouring Reunion Island
where the practice is legal. There is a big debate
on abortion in Mauritius at the moment and a
movement has been formed called “Fron Komin
Pou Avortman” (Common Front For Abortion).
Members of the group have been vocal and are
organising workshops and seminars with wide
media coverage.

The Minister of Women’
Rights chaired a meeting
on 29 April 2009 to
brainstorm with NGOs and
different stakeholders.
Participants were invited
to send their views in
writing to the Ministry of
Women’s Rights so that a
decision can be taken.  A
survey took place and 35%
were in favour of lega-
lising abortion and 58%
were against. According

to the Attorney General “it is high time for
legislation.  It concerns both health and choice.
 The woman has a right to choose and take the
decision.  We are working on a law and once all
the debates are over and views obtained, the
law will be sent to Cabinet and then to the
Legislative Assembly.” (Mauritius Family Planning
and Welfare Association 2009)

Sexual Orientation: Although the definition
of sexual and reproductive health emphasises
the need for all people to be able to have safe
and satisfying sex, the majority of Southern
African countries consider homosexuality to be
illegal. A hotly contested issue in the negotiations,
sexual orientation is not provided for in the
Protocol. However, South Africa has invalidated
the prohibition against same-sex relationships.

Women in prisons and refugee camps
The provision of sexual and reproductive health
services for women in prisons or refugee camps
is limited. While very little information could be
found on the policies or programmes, qualitative
research conducted by the Zimbabwean Women
Writers with women in prisons indicates that the
reproductive and sexual health needs of women
in prison are not adequately addressed. Access
to basic reproductive health needs such as sanitary
pads is limited. Equally, women who are pregnant
or deliver in prison are reported to face stigma
and discrimination by the prison guards and are
afforded no additional care or services for their
child, which some raise within the prisons. High
incidence of sexual violence and rape is also

reported.

Refugee camps pose unique
challenges to the provision
of health care services and
reproductive services for
women.  Gender-based
violence is cited as one of the
main challenges; it is the
result of a competition for
survival in an environment
where only the most basic
necessities are provided.
Women are responsible for
most tasks such as cooking
and cleaning around the

Poverty restricts pre- and post-natal services Photo: Gender Links
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Maternal mortality, or the number of women who die
at childbirth, is a key indicator of women’s health and
well being. From 1990 to 2005, maternal mortality
declined by 26% in Latin America; in Asia the decline
was 20% over the same period. In Africa, the decline
was less than one percent, from 830 per 100 000 live
births to 820 - an estimated 276 000 African women died
from pregnancy-related complications in 2005.53 The
following are key findings from the data analysed, drawn
from the World Health Organisation (WHO) UN Statistical
Information System.

53 AFRICA: Maternal Mortality, A Human Rights Catastrophe, Analysis by Rosemary Okello and Terna Gyuse, IPS, 30 June 2009

The protocol calls on member states to
reduce maternal mortality by 75% by
2015.
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Figure 6.2: Maternal mortality rate per 100 000 in Southern Africa
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Proper healthcare improve maternal mortality? Photo: Gender Links

camp while the men while away the time by drinking alcohol in the absence of typical work opportunities;
leaving them idle, destitute and frustrated, taking it out on women in the camps (Ondeko and Purdin,
2004). Uncertainty about citizenship, legal rights as well as the cohabitation of different ethnic communities
also adds to the complex set of issues which leave women vulnerable to violence and threaten their sexual
and reproductive well-being.

Women also lack access to pre and post-natal services because of poverty, insecurity, a shortage of accessible
facilities, a lack of information about eligibility for access to services provided by the host country and
cultural differences resulting in lower uptake of local services by refugees.
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Wide variation between countries: Figure 6.2
reveals high levels of maternal mortality
throughout the SADC region, but these vary from
quite low in Mauritius (13 per 100 000) Seychelles
(64 per 100 000) and Botswana (193 per 100 000)
to some of the highest levels in the world (also
well above the African average of 820 per 100
000) in Angola (1400 per 100 000); the DRC (110
per 100 000) and Tanzania (950 per 100 000).

The figures may actually be worse: While
these figures in themselves are shocking, the real
numbers are likely to be far higher given that
many births and deaths throughout the SADC
region go unregistered. In most SADC countries,
the majority of the population lives in rural areas
where access to health services is problematic;
there are fewer clinics, poor transport
infrastructure and frequent delays in getting
women treatment.  Furthermore, lack of
education, cultural beliefs, women’s low status
in society and the expense of medical treatment
means that many women are unable to get the
medical help they need.

Worsening maternal mortality in seven
countries: Current figures, when compared with
those of 1990, indicate that maternal mortality
rates have actually risen in seven of the fifteen
SADC countries (in the DRC from 870 to 1100;
Lesotho from 610 to 762; Malawi from 560 to
807; South Africa from 230-400; Swaziland 560-
589; Tanzania 770 to 950 and Zimbabwe from
570 to 725) and have not decreased dramatically
in Namibia or Madagascar. (MDG Indicators 1990)

HIV and AIDS as well as conflict exacerbate
the situation:   While the medical causes of
maternal deaths are principally haemorrhage,
infection, obstructed labour, hypertensive
disorders in pregnancy, and complications of
unsafe abortion, societal, economic and political
circumstance greatly exacerbate these causes
increasing the risk of maternal death. HIV and
AIDS is emerging as a major cause of maternal
mortality. Ongoing conflict, political instability
and a recent emergence from civil war in the
DRC, Zimbabwe and Angola may therefore go
some of the way to explaining these high figures.

But in some countries there is no excuse for
the decline: However, for a country such as
South Africa which has experienced significant
economic growth since 1994 and infrastructural
development, the increase is unacceptable. The
fact that countries at peace are sliding backwards
at a time when the goal is to reduce maternal
mortality by 75% is unacceptable.

Presence of skilled birth professionals: Seven
of the 15 SADC countries have less than 60% of
births attended by a skilled medical professional,
and research suggests that there are often
disparities in these figures between urban and
rural areas.  For example, in total, 69% of
Zimbabwean births are conducted with a skilled
personnel present but this figure reduces down
to 52% in rural areas due to accessibility and
proximity of medical services.  The low prevalence
of skilled personnel at births throughout the
SADC region contributes to the high maternal
mortality rate as many of the conditions that
cause maternal mortality are easily preventable
with medical assistance. (WHO Data 2006)

Presence of skilled birth professionals in
post conflict countries: It is interesting to note
however, that the presence of a skilled birth
professional does not necessarily go hand in hand
with high maternal mortality.  An interesting

Babies who lose their mothers at birth are less likely to survive
Photo: Gender Links



comparison is that of Angola and Mozambique;
both previous Portuguese countries and both
post-conflict countries. Angola has 46% of births
attended by a skilled birth professional and a
maternal mortality rate of 1400 per 100, 000
whereas Mozambique has 48% of births attended
by a skilled professional and a maternal mortality
rate of only 520 per 100, 000.  Both countries
have similar levels an antenatal coverage and
the same number of physicians per 10, 000 people
but the answer lies in the fact that post-conflict
Mozambique has invested significantly in its
health care system; health accounts for 12.6%
of total government expenditure whereas in
Angola this figure is a meager 4.7% (WHO
statistics, 2005).

Maternal mortality exacts a heavy cost on
society: The consequences of maternal mortality
and morbidity are felt not only by women but
also by their families, communities and
economically. If a woman dies in childbirth, the

baby is less likely to survive or has an increased
risk of having a disability. Children who lose their
mothers are also at an increased risk of death or
other problems later in life such as malnutrition
and lack of education.  Loss of women during
their most productive years also means a loss of
resources for the entire society; increased single
parent families, reduced labour force and reduced
economic productivity.

Much remains to be done, especially in the
worst affected countries: The high prevalence
of maternal mortality in the SADC region indicates
that the health policies and practises currently
in place are inadequate and that the effects and
consequences of maternal mortality are far
reaching.  Thus, much remains to be done to
ensure that the SADC region cuts maternal
mortality by 75% in 2015. It should be noted
however that the challenge varies greatly in
different countries.

Sanitation

The provision of sanitation and hygiene facilities is integral
to improving women’s health throughout the region.
Poor sanitation results in increased spread of communi-
cable diseases such as TB and malaria which women are
particularly vulnerable to and menstruation, pregnancy,
and post-natal care become increasingly difficult for
women without proper hygiene and sanitary facilities.
Although providing hygiene and sanitation facilities is
one of the provisions of the Protocol. Figures 6.3 to 6.5
show that there is still a long way to go: sanitation
coverage, with the exception of Mauritius and the
Seychelles remains low with great disparities between
rural and urban areas. Six of the fifteen countries have
less than 60% coverage in urban and rural areas.

The Protocol requires that by 2015 Member States ensure the provision of hygiene and
sanitary facilities and nutritional needs of women, including women in prison.

Poor sanitation results in increased spread of communicable diseases
such as TB and malaria Photo: Gender Links
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Figure 6.3: Percentage Total coverage of sanitation facilities % Total coverage of
sanitation facilities
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Figure 6.4: Percentage Urban coverage of sanitation facilities % Urban coverage of
sanitation facilities
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Figure 6.5: Percentage Rural coverage of sanitation facilities % Rural coverage of
sanitation facilities
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Key recommendations to ensure that govern-
ments achieve these targets by 2015 are:

• Sharing of best practices by those countries
that have met their targets with those that
have not.

• Greater access to high quality and relevant
information targeting the reproductive and
sexual rights and services for women and girls.
This includes providing information in all
vernacular languages, Braille and sign language.

• Research on the health needs of women,
particularly related to sexual and reproductive
health, should be implemented and prioritised.

• Policies and programmes that address the sexual
and reproductive health needs of women in
vulnerable situations, such as prisons, internal
displacement camps, refugee camps, as well as
sex workers, elderly women and women with
disabilities.

• Broad partnerships with civil society, religious
organisations, cultural leaders, and the private
sector. In addition, government should support
and facilitate the work of civil society organi-
sations.

• Integration of sexual and reproductive rights
into school curricula from primary school level.

• Promotion of sexual and reproductive rights
relating to both men and women.

• Effective monitoring and evaluation plans.

Rural coverage is especially low: In almost all
countries, urban coverage in significantly higher
than rural coverage. In Madagascar this is a mere
10%.

From the analysis it is clear that the
SADC-GAD Protocol targets are
feasible but success will require

concentrated efforts to address sexual and
reproductive health rights gaps throughout the
SADC region. Women’s lack of education,
resources and power across the SADC region
urgently needs to be addressed and women’s
distinct needs and responsibilities in regards to
health need to be integral in the formulation of
legislation, policy and programmes throughout
the SADC region.

In cases where targets have been met, political
will, economic stability and growth, legal
development and social development have been
instrumental to countries meeting these targets.
It is evident however that the task of addressing
sexual and reproductive health rights is not for
governments alone. Civil society must hold
countries accountable to the commitments that
have been made and support government
initiatives.

Next steps


