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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 6.2% in
Angola to 75.8% in Mauritius. However, indications are that modern contraceptive uptake
is on the rise in most countries in the region.

• The most commonly used contraceptives in the region are via injection and the pill. Access
for adolescents and young unmarried women is problematic due to the legal age of consent
for medical procedures laws and attitudes of health personnel.

• Choice of termination of pregnancy is only fully legal and accessible in South Africa.
• Zambia's case is unique in that abortion is legally permitted but due to stigma, cultural

attitudes, women's lack of decision-making power over reproduction and lack of knowledge
about the availability of safe abortion, unsafe abortion is rife. Women are supposed to
consult with, and then get approval from, three physicians before they can go to one of
the few facilities that perform safe abortions.

• Mauritius has the region's lowest maternal mortality with 28 deaths per 100 000 compared
to 1 140 per 100 000 in Malawi (the second highest rate in Africa, after Liberia).

• HIV is a major contributor to high maternal mortality rates. Estimates indicate that mortality
and morbidity rates among HIV positive women are double those among HIV negative
women.

• In seven of the 15 countries, less than 60% of births are attended by skilled personnel.
• Sanitation coverage ranges from 91% in urban and rural areas in Mauritius and Seychelles,

and only 14% in Madagascar (10% in rural areas). While improvements in sanitation have
been prioritised for inhabitants of rural areas, access for inhabitants of informal settlements
has not improved.

KEY POINTS Clementina Comate, GEMSA Mozambique country facilitator, explains
the SADC Gender Protocol to a woman seeking health care.

Photo: Trevor Davies
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The state of women's sexual and reproductive health
is an important global health and development indicator.
However, support for it is woefully inadequate in many
Southern African countries. Pregnancy-related compli-
cations are a leading cause of death of women in their
childbearing years. Maternal mortality is the area of
public health that has the greatest disparities between
developed and developing nations. A woman in sub-
Saharan Africa has a one in 16 chance of dying in
pregnancy or childbirth, compared to a one in 4000
chance for a woman in a developed country - the largest
difference between poor and rich countries of any
health indicator.

The reason for these disparities is mostly linked to
inadequate health facilities with insufficient or
inadequately trained health professionals. This affects
women's access to relevant services. Where services are
available, several reasons contribute to reducing
women's access including long distances to health
facilities; negative attitudes about health personnel;
lack of knowledge about available services; inability to
make sexual and reproductive health choices; traditional
beliefs and customs; and the high cost of some services.

Failure to ensure women's access to sexual and
reproductive health services and information has broad
implications for national and regional development. At
least 20% of the burden of disease in children below

the age of five is related to poor maternal health and
nutrition. It is also related to the quality of care at
delivery and during the newborn period. Each year, an
estimated eight million babies die before or during
delivery or in the first week of life due to pregnancy
and delivery-related complications. Further, many
children are left motherless each year: these children
are ten times more likely to die within two years of
their mothers' death.1

The urgent need to adequately address women's sexual
and reproductive health requirements and access is
reflected in a number of global declarations and
resolutions to which SADC Members States are
signatories. Foremost are Millennium Development
Goals 4 and 5: To reduce the child mortality rate by two
thirds; and the maternal mortality ratio by three quarters
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. In order to achieve
these goals, effective, low-cost interventions to address
maternal mortality now exist and are being harnessed
with government support and leadership in countries
throughout the region.

Yet earlier this year a high level consultation co-hosted
by UNAIDS Executive Director Michel Sidibé, UN Women
Executive Director Michelle Bachelet and UNFPA
Executive Director Babatunde Osotimehin at the 55th
Session of the Commission on the Status of Women
(CSW53) expressed concern about the reported violations
of the sexual and reproductive rights of women and
girls living with HIV. For example, HIV positive women
are advised not to engage in sexual relationships and
scolded when they seek health care during pregnancy
which presents a barrier in terms of accessing prevention
of mother-to-child HIV transmission and safe delivery
services.2 Such violations impact women's desire to have
children, as well as their access to prevention, treatment,
care and support.

The specific women's health Protocol targets for 2015
build on the MDG goals as well as the International
Conference on Population and Development (ICPD)
which followed the Beijing Conference. 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; and

• Ensure the provision of hygiene and sanitary facilities
and nutritional needs of women, including women
in prison.

Manusea Mento works at a medical lab in Mozambique.
Photo: Gender Links

1 UNICEF 2010.
2 The right of women and girls living with HIV to sexual and reproductive health takes centre stage at the CSW. http://www.eatg.org/eatg/Global-HIV-

News/World-Policy/The-right-of-women-and-girls-living-with-HIV-to-sexual-and-reproductive-health-takes-centre-stage-at-the-CSW. Last accessed 26
July 2011.



SADC Gender Protocol 2011 Barometer   181

As emphasised at the International Conference on
Population and Development (ICPD) which followed
the Fourth World Conference on Women in Beijing in
1995, sexual and reproductive health is at the centre of
human life and of improving women's health. 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.”3

In the latter 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. While life expectancy is higher for women
than men across most SADC countries (11 of 15), 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. Table 6.1 below
presents some of the key statistics on these issues and
is referred to throughout the chapter.

3 World Health Organisation (2002). The world health report 2002  Reducing risks, promoting healthy life, World Health Organisation.

Sources: * Maternal mortality for 181 countries, 1980-2008: a systematic analysis of progress towards Millennium Development Goal 5, www.thelancet.com and WHO (2010), data on % of births attended
by skilled personnel, countries sorted by latest available data since 2000.  WHO (2010) information on basic sanitation as at 2008.
Published online April 12, 2010; Botswana 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.

% Contraceptive use
among sexually
active women
Country policy on
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pregnancy

*Current maternal
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100, 000)
% Births attended by
skilled personnel
% Total coverage of
sanitation facilities
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% Rural coverage
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Table 6.1: Sexual and Reproductive Health
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Sexual and reproductive health

By 2015 countries should develop and implement policies and programmes
mental, sexual and reproductive health needs of women and men.
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Women globally and in Southern Africa suffer
from lack of control over their own sexuality. As
it is intimately related to economic independence, this
right is most violated in those places where women
exchange sex for survival as a way of life. This is not
about prostitution but rather a basic social and economic
arrangement between the sexes which results on the
one hand from poverty affecting men and women, and
on the other hand, from male control over women's
lives in a context of poverty. By and large most men,
however poor, can choose when, with, whom and with
what protection, if any, to have sex. Most women cannot
exercise these same choices.

Women suffer from poor reproductive and sexual
health, leading to serious morbidity and mortality.
All forms of coerced sex - from violent rape to cultural/

economic obligations to have sex when it is not really
wanted, increases risk of micro lesions and therefore
of STI/HIV infection. In addition, women are subjected,
often with no choice as to whether to participate or
not, to a variety of harmful cultural practices, among
them female genital mutilation, “dry" sex and forced
early marriages before their bodies are mature enough
for reproduction.

Stigma and discrimination in relation to HIV and
AIDS (and all STIs) are much stronger against
women: HIV positive women experience violence,
abandonment, neglect (of health and material needs),
destitution, ostracism from family and community.
Furthermore, women are often blamed for spread of
disease, always seen as the "vector", even though the
majority are infected by their partner or husband.

4 This section borrows from an article, “ Women's health at risk in Africa.” Afrol News http://www.afrol.com/Categories/Women/backgr_health_at_risk.htm

DRC: Women's bodies “battleground”

Maria Malele, 20, looks down at her
hands while she explains in her native
Swahili how she was gang-raped by
rebels in her home in Eastern Democratic

Republic of the Congo (DRC), six months ago.

"I had returned home in the morning from our hiding
spot in the forest to get some food. Two rebels entered
the house and two stayed outside, they asked me,
'where's your husband' and I said 'he's not here', and
then they grabbed me, threw me to the ground and
raped me. I tried to fight them off but they were much
bigger than me and I was nine months pregnant. So,
I couldn't and three of them raped me. All of this time
my child was sitting next to me crying and calling for
his dad."

When they left, Malele was left bleeding and semi-
conscious on the floor of her home. Shortly after, she
went into labour with her husband and child at her
side. She gave birth to a stillborn baby.

Half a year may have passed since her rape, but for
Malele, the pain has not gone away. She lost her child,
her strength, her dignity and potentially her husband
and livelihood.

Malele is from the mineral rich region of Shabunda in
South Kivu Province, Eastern DRC. For years, the bodies
of women in Eastern DRC have provided the
battleground for armed groups.

Rape is a cheap, effective and easy weapon used by
foreign and local armed groups, as well as the Congo-

lese national army. During the 20 years of fighting in
DRC, hundreds of thousands of women and girls have
been raped. On average more than 1,500 women are
raped every month by armed groups in Eastern DRC
and increasingly by civilians, as rape has become a rule
and not the exception.

"As soon as an armed group considers that the civilian
population it is confronted with is against its presence,
it will commit crimes against it, including sexual
violence. It is a form of terrorism that is employed by
armed groups, specifically in areas where there is no
authority," says Aziza Aziz-Suleimani, of the United
Nations Population Fund, the UN agency tasked with
mapping sexual violence in DRC.

Armed groups rape women to terrorise populations,
force them to flee, control them, and to punish them
for alleged support of the enemy. These rapes are
often extremely violent. Women are tortured, gang
raped, and mutilated by perpetrators. Often they are
left disabled for life.

"We receive women who have been raped, some by
two, three, even ten rapists. We have cases where
women have been raped vaginally, anally, orally, and
then some are forced to have sex with their children,
even their grandparents. There are others that are
taken to the forest and tortured. We see the signs
from their torture, marks from being tied up, burnt
and even cut repeatedly by machete," says Esther
Munyerekana Nakashunjwe, a nurse at the Panzi
hospital.

The widespread and systematic use of rape as a weapon
of war by armed groups has led to a multitude of
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physical, psychological, socio-economic and socio-
cultural effects.

Physically, women can catch sexually transmitted
infections, HIV and AIDS, fall pregnant, or suffer from
fistulas or other complications from violent sexual acts.
Since being raped Malele suffers from a severe fistula.
Despite two reconstructive surgeries her incontinence
continues.

"The doctors told me I have two holes, so it going to
take longer," she says. According to Aziz-Suleimani,
the number of rapes in Eastern DRC could be much
higher, as many cases go unreported due to the stigma,
shame and fear. Women who have been raped run the
risk of being rejected by their husband and family.

"Socially, a woman who has been raped is victimised
two times. She is considered as an adulterer, and if she
is not abandoned by her husband she can be asked to
pay a fine by her husband because she had sexual
relations with another man, even though it was out
of rape."

Malele said she was lucky because her husband
did not leave her after she was raped, but it has now
been six months since she has seen him and she is
beginning to doubt their marriage. "I'm worried now
that he's left me because the whole time I've
been here, he has never come to see me. During both
of my surgeries he never came so maybe he's left me
without telling me. Before I go back, I would like to
find out."

(Excerpt from an article in the GL Opinion and Commentary Service by Tanya Castle)

HIV is the leading cause of death for
women in the reproductive age 15-44: This
is true in the SADC region and in many parts
of the world.

Violence against women has serious
consequences for physical and mental
health: Abused women are more likely to
suffer from depression, anxiety, psychosomatic
symptoms, eating disorders, and sexual
dysfunctions. Violence may affect the
reproductive health of women through:  the
increase of sexual risk-taking among
adolescents; the transmission of STIs; including
HIV and AIDS; unplanned pregnancies; various
gynaecological problems including chronic
pelvic pain and painful intercourse.
Consequences such as HIV and AIDS or
unplanned pregnancies may in themselves act
as risk factors for further aggression, forming
a cycle of abuse. Effects of violence may also
be fatal as a result of intentional homicide,
severe injury or suicide.

Violence presents an undue burden on the
health system: Studies from the United States,
Zimbabwe and Nicaragua indicate that women
who have been physically or sexually assaulted
use health services more than women with no
history of violence, thus increasing health care
costs.

Broadening definitions: 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:

Themba Theatre perform during Sixteen Days. Photo: Gender Links
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5 (Sharan et al, 2009).

“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.

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”

Source: International Conference Population and Development report, para 7.2

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 terms sexual and reproductive
rights have been used in policies and programmes
throughout the world. However, in Southern Africa
some reservations have 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 .

But there are major challenges: 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.

Sub-Saharan Africa has the highest
total fertility rate in the world, but
some countries in the region are
u n d e r g o i n g  d y n a m i c  a n d
unprecedented fertility transitions5.
Among these transitions is an

improved acceptance of family
planning, increased uptake of modern

contraceptive methods and improved health services
to help meet family planning needs in some countries
in Southern Africa. Higher uptake of modern
contraceptive use has been observed in Madagascar,
Malawi, Mozambique and Tanzania, where there have
been improvements in family planning services.

In Botswana the BIAS 1V report indicates
that the country's fertility rate has
decreased significantly from 5.0 children
in 1988 to 4.3 children in 1996 to 2.9
children in 2007. The report also found that the median
age at first pregnancy is 18 years.

Family Planning services have been established in many
Southern African countries. Access to a range of
contraceptives is also available and 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 services and
contraceptives, although no legislation states such
restrictions.

The region is characterised by low numbers of youth-
friendly clinics that encourage uptake of contraceptives,
including condoms as well as screening of, and treatment
for, STIs among young people. This translates into low
access to, and use of, contraceptives by young and
unmarried women, contributing to high rates of
unwanted pregnancy, and consequently, to an increase
in unsafe abortions. The following are key findings
from the research:

Governments are increasingly establishing youth
friendly clinics to prevent STIs, including HIV, and
to reduce the incidence of maternal mortality and
unsafe abortions: Malawi has put in place Youth
Friendly Services Standards, aimed at promoting
provision of SRH services to young people. Services
provided at community level for young men and women
include the provision of oral contraceptives, condoms,
maternal and neonatal care and adolescent growth,

Family planning

Family planning
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Malawi: Unsafe abortions and health care

The young woman slumps in a white plastic chair. She
is still woozy from anaesthesia and her eyelids sag. She
has just emerged from the operating theatre, where a
clinical officer scraped clean her womb to remedy the
results of an incomplete abortion.

Joyce Phiri* is only one of many women admitted daily
to Queen Elizabeth Central Hospital (QECH), in Malawi's
commercial capital Blantyre, for complications of unsafe
abortions. Winasi Boma, a supervising nurse at QECH,
says the gynaecology ward admits about 20 women
each day. Roughly half of these, he says, are there for
post-abortion care.

Like most of its neighbours in the region, abortion is
illegal in Malawi (except to save the life of the mother).
Phiri, a 21-year-old mother of two, sought to terminate
her pregnancy only after a contraceptive implant failed.
Clinicians at the health centre, operated by a major
Malawian non-governmental organisation, apologised
for the failure and offered, Joyce says, to "clean out"
her uterus. She underwent "some sort of suction" (likely
manual vacuum aspiration, according to Boma) and
returned home. Two days later, severe pains wracked
her lower abdomen. A visit to QECH revealed that
products of conception still remained in her uterus.

Bonus Makanani, head of the Department of Obstetrics
and Gynaecology at University of Malawi's College of
Medicine, says QECH commonly sees women who have

sought abortions from health care workers - clinical
officers, nurses, medical assistants, occasionally medical
doctors.

"A lot of them think they've got the theory, but I am
not certain that they have the practical experience
to undertake such procedures," Makanani says. Such
workers may begin the process and then send the
woman to QECH once complications arise. Other
women seek to induce an abortion by ingesting
detergent powder, consuming drugs or herbal
concoctions, or inserting sharp objects vaginally. Such
methods can rupture the uterus or bowel and lead
to infection, bleeding and in some cases infertility
or death.

The World Health Organization estimates that 19
million unsafe abortions occur worldwide each year,

killing 70 000 women. Most of these deaths occur in
poor countries with restrictive abortion laws, such as
Malawi.

Malawi's maternal mortality rate -- estimated to be as
high as 1140 deaths per 100 000 live births -- already
ranks as one of the world's worst. A recent study by the
Ministry of Health, titled the Strategic Assessment,
Magnitude and Consequences of Unsafe Abortion,
found that abortion accounts for nearly a quarter of
these deaths.

Another study, by Malawi's Family Planning Research
Centre, found that half of the women who suffer
abortion-related complications are under the age of
25. At QECH, 54% of abortion-related deaths between
2001 and 2008 occurred among this age group.

By providing post-abortion care at public hospitals,
government implicitly acknowledges that illegal
abortions take place in Malawi. Yet the topic remains
deeply taboo. Even when women arrive at QECH with
sticks in their uterus, they deny having induced an
abortion. Beyond legal penalty (women are liable to
seven years in prison and abortionists to 14), women
fear social discrimination. Women also face verbal abuse
from hospital staff.

*Not her real name
(Excerpt from a GL Opinion and Commentary

Service article by Rebecca Jacobson)

HIV counselling and testing and referrals for other
services. Illustrating government's commitment to
providing youth friendly sexual and reproductive health
services, in 2010 there were 1609 health facilities
providing youth friendly services, an increase from 8%
in 2004 to 85% in 2010 (Reproductive Health Unit, 2010).

In Botswana, the Department of Youth coordinates
the HIV and AIDS youth sector, which specifically deals
with HIV among those 10-24 years old. The country
recognises the urgent need to develop policies and
guidelines to cater for adolescent sexual and
reproductive health.
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6 Government of Seychelles, 2010.
7 Anderson, 2005.
8 ICPD 1999.

But cultural challenges hamper
young people's ability to access
sexual and reproductive health
services. This is particularly true when
young women want to access contra-
ceptives and screening and treatment of
STIs. The attitude of service providers in
most countries in the region is that
unmarried women should not be sexually
active, and therefore they should not
need SRH services.

Age of consent (for medical
procedures) laws inhibit young
people's access to SRH services where
youth friendly services are not
available. Many countries require that
young people be a specific age before
they can consent to a medical procedure
such as an HIV test without parental
notification and/or consent. While these
laws are meant to protect young people,
they sometimes have the opposite effect: that of
barring young people from accessing vital SRH services.
Given this scenario, it is important to increase youth-
friendly SRH services in countries like Botswana.
Botswana's age of consent for a medical procedure is
21 while its median age for sexual debut for young
women is 17.5 years. In Zambia, where the age of
consent is 18 and the medial age for sexual debut for
girls is 17, the need for such services cannot be over
emphasised. In Seychelles, contradictory laws mean
that adolescent girls' access to contraceptives is often
hampered. According to the law, girls aged 15 years
and older can consent to sexual intercourse without
sharing this information with their parents. Providing
contraceptives to a minor, however, is illegal, leaving
health care providers in a quandary as to whether to
provide contraceptives to sexually active minors.6

There has been a shift in thinking on family
planning and reproductive health policies: Of the
11 SADC countries where data could be obtained, five
have a family planning policy (Angola, Botswana,
Madagascar, Swaziland and Zimbabwe) and six have
a reproductive health policy (DRC, Lesotho, Malawi,
Mauritius, South Africa and Zambia).  Historically, until
the late 20th century, policy focus was very much on
fertility control aimed at controlling population
numbers. Within the last ten years there has been a
move in policy discourse towards broader reproductive
health policies which are based upon human rights
and choices7 and consider both men and women's
reproductive needs.

According to the International Conference on
Population and Development (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.8

It is clear SADC countries are gradually adopting this
approach; Lesotho and Malawi adopted reproductive
health policies in 2009. It can 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 Barometer, being more gender aware and
taking into account the wider reproductive issues the
SADC region is facing.

Contraception use is still low but it is improving:
Figure 6.1 shows that five of the 15 SADC countries
(Mauritius, Namibia, South Africa, Swaziland and
Zimbabwe) now have contraceptive use rates of
more than 50%. Angola, with one of the highest
birth rates in the world, stands at a regional low of
6%.

Children in Malawi look to the future. Photo: Colleen Lowe Morna
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Figure 6.1: Contraceptive usage in Southern Africa % Contraceptive use by sexually active women
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It is interesting to note that while
Mauritius enjoys the highest contra-
ceptive prevalence 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.

In Zimbabwe, the contribution of the
community-based distribution network
as a source of contraceptives, which has
been a key driver of the family planning
programme over the last two decades has declined to
below 5%. The unmet need for family planning has,
however, remained at 13%.

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.

The gap between knowledge of contraceptive use
and actual use is still too large: For example according
to the Botswana Family Health Survey of 2007, 98% of
all women and men between the ages 15-49 know at
least one method of family planning. Among women,
the most common method known is the male condom
(97%) followed by the pill (87%). The data indicates
that among men, the male condom is the most popular
(95%) followed by the injection (73%). There is a
significant difference between knowledge of family
planning methods and use of the methods (53% and
47% for female and males respectively). It is important
that relevant education based on participatory methods
be strengthened to increase the use of modern methods,
especially the male and female condom, to prevent
early pregnancy and HIV infection.

The Government of Malawi is implementing a number
of low-cost innovative strategies aimed at increasing
family planning coverage. One of these is the
Community-Based Distribution Models in which
community-based distribution agents have been trained
to address gaps in knowledge in access to, and utilisation
of, the wide range of available family planning services
as community level.

The intervention was piloted in ten districts and was
scheduled to be rolled out to the remaining 18 in 2010.
The engagement of community-based distribution
agents is important in relieving severe human resource

shortages. Further, the government
recently formulated a policy that authorises health
surveillance assistants to provide Depo-Provera at
community level, increasing the number of women
reached with family planning information and methods,
and in particular with Depo-Provera. Between 2008 and
2009 Depo-Provera was the most preferred family
planning method.9

With technical and financial support from Management
Sciences for Health, 1400 Health Surveillance Assistants
have been trained and now provide injectables at
community level in eight of the 28 districts.10

Malawi employing community-based distribution agents to relieve human resource shortages

9 SAfAIDS, 2011.
10 Ibid.
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Married women lack decision-making power: For
married women, the issue of contraception is more
problematic because married women in the SADC region
are rarely the “decision makers” in their homes and are
often not empowered to make decisions about their
reproductive health, resulting in increased vulnerability
to unwanted pregnancy, HIV and sexually transmitted
infection. It has been suggested that successful
programme strategies in Africa must
promote methods that are temporary,
can be used covertly by women, and
which do not have to be stored at
home.11 This would help explain the
popularity of the contraceptive
injection and the pill as the main
contraceptive methods. 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.

Contraceptive use remains higher among
unmarried women. In order to achieve the MDGs, the
Government of Tanzania committed to reinforcing the
implementation of the policy for provision of free
reproductive health services and to increasing the
contraceptive prevalence rate from 28 to 60% by 2015.
The country's progress towards this goal has been slow.
At the end of 2010, about 34% of married women were
using some form of contraception; 27% were using a
modern method and 7% traditional methods. The most
commonly used modern methods were injectables, used
by 11% of married women, the pill (7%) and female
sterilisation (4%). Contraceptive use was reportedly
higher among sexually active unmarried women at
48%.12 Some documented factors that contribute to
low contraceptive prevalence are: low acceptance of
modern family planning methods; patchy supplies of
contraceptives with limited range of contraceptive
choices; and inadequate knowledge and skills of
providers leading to biases that affect clients' informed
choice.

The rights of HIV positive women to choose to
have children are not always respected: This is
despite the increased availability of PMTCT, and safer
delivery options in most countries in the region.  Women
in Southern Africa report that even when policies are
in place to protect their rights to safe and full
reproduction, the practice on the ground, in hospitals

and clinics, does not always support them in accessing
this right.

This is illustrated by cases of forced sterilisation
of HIV positive women in public hospitals: Namibia,
and most recently South Africa, have been in the news
about the worrying trend of forced sterilisations of HIV
positive women seeking sexual and reproductive health

services, mostly pregnancy-related, in
public hospitals. In 2009, 12 Namibian
women sued the Namibian government
and took it to court after they were
sterilised in Namibian hospitals because
they were HIV positive. Along with
sterilisation, they also faced related
violations, including a refusal to provide
healthcare services, hostile attitudes from
health staff, stigma from hospital staff
and breaches of confidentiality.13 Cases
of forced sterilisation have been
documented in South Africa as well. In
South Africa, and in contravention of

Section 12 of the Constitution, which guarantees bodily
integrity, indications are that in at least four provinces
forced sterilisation is being practiced by the public
health service, especially in poor informal settlements
and rural areas.  From a legal point of view, forced
sterilisation violates a woman's right to control her own
body and to make her own reproductive decisions. This
is a basic human right, enshrined in a number of human
rights documents.

Sexual and reproductive health programmes and
information, particularly those promoting safe
motherhood, need to target drug using mothers:
This is particularly true in Seychelles and Mauritius. In
2009 the Seychelles recorded an alarming number of
women who were also addicted to heroin. Drug addicted
women often come late for antenatal classes, deliver
at home, and pose a greater risk of transmitting HIV to
their unborn children if their drug use is intravenous.14

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 and look unattractive. 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.

Men's involvement in sexual and reproductive
health issues remains insufficient: Only four of the

11 Sharan, 2009.
12 Tanzania National Bureau of Statistics, 2010
13 ICW, 2009
14 Government of Seychelles, 2010
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15 Malawi Reproductive Health Unit, 2009.

15 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. 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.

Any discussion about abortion and a woman's right to
choose remains contentious, with those who do not
support abortion citing various moral, religious and
cultural factors as to why it should remain illegal. The
reality on the ground, however, is that women continue
to access unsafe abortion and as a result of this,
thousands die each year, while other suffer permanent

damage, infertility, chronic illness and other conditions.
There is a great need for emergency services for post-
abortion care, information and communication around
the availability of services, family planning post abortion
counselling, as well as an enabling policy environment.

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

In South Africa, the Choice on
Termination of Pregnancy Act 92 of 1996
ensures that a woman is able to access
a termination of pregnancy without the
consent of her partner, or in the case of a minor, her
parents. This procedure has to be conducted at a
designated institution and medical practitioners are
obliged to inform women of their rights. Any obstruction
or prevention of this right is considered unlawful.

In Lesotho, although there are policies
in place to address issues of reproductive
health, there are few regarding issues
of termination of unwanted pregnancy.
Abortion is legal only if performed to save a woman's
life.  However, a positive move was noted in 2007 when
a Lesotho Penal Code Bill was drafted with some clauses
providing additional defences for abortion to be defined
as legal. These include: At the request of the female
person within the first 24 weeks of pregnancy for social
and economic reasons; in order to save the life of the
female person; in order to prevent significant harm to
the health of the pregnant female person; in order to
prevent the birth of a child who will be seriously
physically or mentally handicapped; in order to terminate
the pregnancy of a female person who is pregnant as
the result of an incestuous relationship or victim of
rape.

In Malawi induced abortion is illegal
unless the pregnancy threatens the
mother's life. Notwithstanding this,
Malawi has the highest abortion rate in
Southern Africa at 35 abortions for every 1000 women
aged 15 to 44 years.15 The majority of unsafe abortions
are carried out on young women below the age of 25
years. The early age of sexual debut and marriage (15
years) in Malawi has been identified as contributing to
high incidences of early and unwanted pregnancies as
well as to the high abortion rate, high maternal and

The right to choose

Men need to get involved in reproductive health matters.
Photo: Trevor Davies
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infant mortality and high incidences of STIs and HIV in
young people. Through its Post Abortion Care (PAC)
Strategy, Malawi offers post-abortion care services which
are provided by trained clinical officers at district and
national hospitals (See Box 6.2). In 2010 there were about
166 facilities providing PAC and the country was
working towards expanding PAC into rural areas.16

In Namibia this is currently covered by
the Abortion and Sterilisation Act (1975).
This  outlaws abortion in most
circumstances, unless the pregnancy

endangers the mother's life or is a threat to her physical
and mental health; there is a serious risk that child welfare
will suffer from a serious, permanent physical or mental
defect or the pregnancy results in rape or incest. The
Ministry of Health and Social Services (MoHSS) conducted
a study in 2006 to assess service provision for emergency
obstetric care. The report showed that 20.7% of direct
complications and 8.3% of deaths were attributed to
abortion. The legislation on abortion has not changed.
To address the wider issues associated with unwanted
pregnancy, the Child Care and Protection Bill includes a
provision which would allow children above the age of
14 to independently access contraceptives, although this
proposal is expected to be controversial in Parliament.17

The Ministry of Education has also implemented a new
policy for the prevention and management of learner
pregnancy. The government hopes that the new policy
will help to reduce the number of young people
attempting illegal abortions through its provisions on
sex education and its flexible options for continuing
education for learner mothers.18 However due to funding
constraints, the implementation of the policy has been
slow.

NGOs continue to lobby for more liberal choice of
termination of pregnancy legislation. The Ministry of
Gender Equality and Child Welfare has indicated that it
might be willing to put the matter on the Cabinet agenda
again.

The same is true in Swaziland, where
the national Health Sector Strategic Plan
(HSSP) 2008-2013 commits to training
health workers in the provision of post
abortion care where patients present with incomplete
or inevitable abortion. Abortion is illegal except in few
legally defined circumstances. There is lack of data on
the magnitude and complications of abortion in the
country, but abortion contributes significantly to maternal
mortality especially in adolescents and where
the unmet need for contraception is high.19

Zambia's case is unique in that abortion
is legally permitted but due to stigma,
cultural attitudes, women's lack of decision-
making power over reproduction and lack
of knowledge about the availability of safe abortion,
unsafe abortion is rife. Furthermore, although abortion
is legal, bureaucracy means it is extremely difficult to
access the service. Women are supposed to consult with,
and then get approval from, three physicians before they
can go to one of the few facilities that perform safe
abortions. Although national statistics on the prevalence
of unsafe abortion in Zambia are not available, according
to hospital-based records, unsafe abortions are estimated
to be the cause of approximately 30% of maternal deaths
and one of the top five causes of maternal mortality in
the country. Additional research suggests that up to 80%
of all women in Zambia who seek treatment for
complications from unsafe abortions are under the age
of 19 years.20 The Zambian Government, however,
recognises that legal and practical barriers exist under the
country's abortion law. In May 2009, the Ministry of Health
published a series of standards and guidelines for
administering comprehensive abortion care, including
post-abortion care services for abortion complications.
The standards and guidelines provide clarification for
medical providers on the abortion provisions under
Zambian law, including a broader interpretation of the
law, for instance, to cover abortion in cases of rape or
defilement for both women and girls; how to implement
the legal provisions; and how to provide safe abortion
services and manage abortion complications.21

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.

In Zimbabwe abortion is legal only in
limited circumstances and government
subsidises the cost of contraceptives.  There
are no legal restrictions on the provision
of family planning services to minors; adolescents from
the age of 16 years can access contraceptives without
parental consent. Yet a governmental report indicates
that "it is not unusual for health personnel to turn   away
sexually active school girls requesting contra-  ception on
the grounds that the girls are still too young to indulge
in sexual intercourse or that they are not married and
therefore have no need for contraceptives.”22

17 Child Care and Protection Bill. (2010). Revised final draft. June 2010. Provision 204.
18 For a discussion on how the previous guidelines may have impacted on the incidence of illegal abortion, see Legal Assistance Centre. (2008). School

Policy on Learner Pregnancy in Namibia: Background to Reform. Windhoek, Namibia: Legal Assistance Centre. Available at:
 <www.lac.org.na/projects/grap/Pdf/learnerpregnancyfull.pdf> Last accessed 14 February 2011.
19 Government of Swaziland, 2010
20 Centre for Reproductive Health, 2011
21 Ibid.
22 Shalev, 1998
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23 Government of Seychelles, 2010

Seychelles' contradictory sexual and
reproductive health service provision laws
mean that adolescent girls' access to
contraceptives is often restricted.

According to the law, girls aged 15 years and older can
consent to sexual intercourse without sharing this
information with their parents. Providing contraceptives
to a minor, however, is illegal, leaving health care providers
in a difficult situation.23 This has an impact on the high
abortion rate (453 abortions in 2008 out of a total
population of less than 45 000 women). It is estimated
that 75% or abortions are unsafe and done in non-medical

environments, and that 86% of all unsafe abortions are
accessed by young women under the age of 20 years.

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.

Gay rights: The ninth MDG?

It may have been the first time an African couple was
arrested because they held an engagement party. In a
part of the world where engagement and marriage are
momentous occasions and a cornerstone of adulthood,
the union of two men in Malawi in December 2009,
however, created an uproar that made headlines around
the world.

But although Steven Monjeza and Tiwonge Chimbalanga
were eventually freed after international condemnation,
hundreds of thousands of lesbian, gay, bisexual and
transgender people throughout Africa continue to live
in fear; their plight off the radar.

From Uganda to Zimbabwe to Namibia, African leaders
have openly attacked the LGBT community, even going
so far, as Robert Mugabe recently did, to referring to
homosexuals as "worse than dogs or pigs."

From these statements - and the actions of religious,
political and community leaders throughout Africa - it
is apparent that Africa's gay community is increasingly
under threat, and Amnesty International has noted that
activists fighting for the rights of LGBT people are often
harassed, intimidated and many face arrest, detention
and ill-treatment.

World leaders should take time to ponder which
Millennium Development Goals might be missing and
which communities might be deliberately left out of
the current eight goals.

With 38 countries in Africa still criminalising homo-
sexuality (some with the death penalty), it is high time
world leaders did something to address this human
rights tragedy - and where better than the MDGs?
The MDG Africa Steering Group was convened in
September 2007 and brings together the leaders of
multilateral development organisations to identify the

practical steps needed to achieve the Millennium
Development Goals.

It has identified a list of concrete areas to invest in
including education, health facilities, family planning,
agriculture, infrastructure, fighting disease, and HIV
and AIDS, among others. Working with the LGBT
community is not on the list.

In Uganda, LGBT activist Frank Mugisha said attempts
by Members of Parliament to introduce an Anti-
Homosexual Bill for debate means the government has
no plans to protect the LGBT community, certainly not
under the MDG framework. "We cannot count on the
government of President Museveni to plan for the LGBT
community in the country's MDGs," he said.

Mugisha said that the police and regular Ugandans
now stalk, beat, discriminate against and at times
threaten to kill LGBT members of the community,
ensuring they are unable to gather collectively to fight
discrimination. Until now, the only assistance African
gays regularly receive comes via international media
and diplomacy around major incidents, such as in the
case of nine Senegalese gay men and activists who were
sentenced to eight years in prison after Senegal hosted
an international AIDS conference that included members
of its LGBT community. They were later released after
France's President Sarkozy got involved.

But what happens to all those gays and lesbians who
don't make international headlines but suffer
discrimination on a daily basis? Gay rights movements
in many parts of the world have had great successes -
even in South Africa, where gay marriage is now legal
- yet until we institutionalise and protect gay rights
within some sort of binding international instruments,
gay Africans will continue to be persecuted, killed,
beaten, arrested and alienated because of who they
choose to love. So why not start by creating a ninth
MDG?

(Excerpt from the GL Opinion and Commentary Service by Gilbert Ongachi)
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Globally there were 10.3 million refugees at the
beginning of 2011. Of these 80% live in the
developing world. In 2008 alone, South Africa received
207 000 individual claims for asylum, a figure which was
higher than that of the Unites States.24 According to a
2008 report by Plan Canada, there are now more than
200 million girls worldwide living in countries that are
either at risk of, in the midst of, or emerging from armed
conflict. Some of these girls experience rape and are
forced into sex work: High risk situations for contracting
HIV or becoming pregnant. The health facilities in refugee
camps are generally poor, with few qualified nurses and
supplies.25

According to the World Health Organisation, in
refugee camp clinics there should be access to
contraceptives, condoms and HIV tests and there
should be at least one nurse/midwife per 500
patients. A strategy for improving the sexual and
reproductive health services available to women and
girls in refugee camps is to train refugee women and

girls to offer counselling, peer education and home-
based care. A particular consideration is to prioritise
availability of youth-friendly sexual and reproductive
health services for young women and girls who are
growing up in refugee camps with little parental
supervision and immense responsibilities and pressures
from having survived war.26

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.

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

Women in prisons and refugee camps

The protocol calls on member
states to reduce maternal
mortality by 75% by 2015.

Maternal mortality

Maternal mortality, or the number of women who die
at child birth, is a key indicator of women's health and
well being. The issue has recently taken centre stage,
and is a key target of the Millennium Development
Goals (MDGs) because it is widely believed that with
recent medical advances, women should still not be
dying during child birth. Good maternal health reflects
on the quality of, and women's access to, maternal
(sexual and reproductive) health care, while also offering
evidence regarding the health status of women at
reproductive age and that of their children.

At the 2010 54th Session of Commission on the Status
of Women, one of the resolutions passed acknowledged
that "preventable maternal mortality and morbidity"
is a human rights issue and that national and
international efforts to protect women worldwide

should be scaled up. This was sponsored by more than
70 countries.

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 2005.27 The following are key
findings from the data analysed, drawn from the
research done by Lancet Laboratories for a paper:
“Maternal mortality for 181 countries, 1980-2008: a
systematic analysis of progress towards Millennium
Development Goal 5.”

By signing on to the resolution:
"Governments recognise that the elimination of
maternal mortality and morbidity requires the effective
promotion and protection of women and girls' human
rights, including their rights to life; to be equal in
dignity; to education; to be free to seek, receive, and
impart information; to enjoy the benefits of scientific
progress; to freedom from discrimination; and to enjoy
the highest attainable standard of physical and mental
health, including sexual and reproductive health."
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Figure 6.2: Maternal mortality rate per 100 000 in Southern Africa
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There is a 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 (28 per 100 000) and Seychelles (64
per 100 000) and South Africa (237 per 100 000) to
some of the highest levels in the world (also well above
the African average of 820 per 100 0000) in Malawi
(1 140 per 100 000) and Lesotho (964 per 100 000).

The figures may actually be worse:  While these
figures 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 live in
rural areas where access to health services is
problematic; there are fewer clinics, poor transport
infrastructure and frequent delays in getting women
the treatment they need. 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.

Namibia is one example of a SADC country in which
maternal mortality is on the rise, despite good health care
services and birth attendance. In 2008 the Ministry of
Health and Social Services conducted a Health and Social
Services System review. The review recommends

the roll out of the roadmap for reducing maternal mortality
and improving newborn health. This includes conducting
a maternal death audit and improving data recording,
scaling up the availability of emergency obstetrics care,
antenatal clinic attendance and the prevention of mother
to child HIV transmission, and promoting family planning
education, including a focus on reducing teenage
pregnancies.28

Although access to maternal healthcare has increased,
the maternal mortality rate has also risen (from 0.38 in
2000 to 0.52 in 2006-2007). However the data must be
viewed with caution due to the small sample size (the
data has large sampling errors as the 95% confidence
intervals indicate that the maternal mortality ratio varies
from 341 to 557). Despite this caveat, the confidence
intervals between the 2000 and 2006-7 data do not overlap
thus indicating with reasonable confidence that maternal
mortality has risen.29

The Ministry of Health conducted a needs assessment for
emergency obstetrics care in 2006. The report concluded
that there are insufficient emergency care facilities
available. The distribution of current services is also
inequitable across the country.
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Namibia determined to reverse rising maternal mortality

Maternal health is a key concern in Namibia. Photo: Susan Tolmay

28 Ibid at 13.
29 Ibid at 113.

Maternal mortality rate (per 100 000 population
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30 Ministry of Health and Social Services. (2006). Report on needs assessment for emergency obstetrics care. Windhoek: Ministry of Health and Social
Services. Windhoek, Namibia: Ministry of Health and Social Services. At page 87 Directorate of Special Programmes. (2009). Progress report on the
third medium term plan on HIV/AIDS. Windhoek, Namibia: Ministry of Health and Social Services. At page xi.

31 UNICEF. (2009). A time of joy, a time of challenge. The health of mothers and newborns in Namibia. Windhoek, Namibia: UNICEF. At page 7.
32 National Planning Commission. (2008). Second Millennium Development Goals Report. Namibia.  Windhoek, Namibia: National Planning Commission.

At page 29.
33 World Health Organisation. (2009). Maternal and child health in Namibia. Second edition. Namibia: World Health Organisation. At page 29.
34 Ministry of Health and Social Service. (2008). Health and social services system review. Windhoek, Namibia: Ministry of Health and Social Services. At

page 12.
35 South Africa Health Review, 2010
36 The State of The World's Midwifery, 2011

Reports also suggest that associated conditions, such as
HIV and malaria must be addressed as HIV positive mothers
are more susceptible to malaria, tuberculosis and other
diseases due to immunodeficiency and these diseases
contribute to the increase in maternal mortality.30

UNICEF has recommended more training for birth assistants,
a more equitable distribution of trained staff between
urban and rural areas, and incentives for healthcare
professionals to work in the public rather than private
sector.31 As many people in Namibia live in poor socio-
economic conditions, unemployment and hunger can also
have adverse affects on the weakened mothers.32

The Government is committed to improving maternal
health, as shown in Vision 2030, the third National
Development Plan and practical guidelines such as the
Roadmap to Maternal, Newborn and Child Health.33 The
Government places maternal and child health at the centre
of sustainable development of the nation. A holistic
approach to health management has been adopted with
multi-sector involvement to create an environment in

which the right to universal health is ensured for every
woman and child.34

The Ministry of Health and Social Services National Health
Programme is aimed at promoting, protecting and
improving the health of families and individuals with
special programmes designed for women and children.
The Government provides pre-natal care, deliveries and
postnatal care services through its Safe Motherhood
programme. These services are provided at all health
facilities countrywide. Government provides mothers with
antenatal care services during pregnancy, safe midwifery,
delivery services during labour and post natal care
services.

The Ministry of Health is in the process of rolling out an
emergency action plan to meet the MDG and SADC Gender
Protocol targets. These form part of Namibia's updated
gender policy and national gender action plan that are
aligned with the targets of the Protocol (see Chapter 11
on Implementation).

HIV and instability exacerbate high maternal
mortality: In South Africa, the maternal mortality rate
is doubled among HIV positive women.35 The country's
maternal mortality rate, rather than decreasing,
effectively doubled between 1990 and 2007. HIV-related
infections, hypertension, obstetric haemorrhage and
pregnancy-related sepsis are the prime causes of
maternal mortality in the country. The 2010 review
suggested that the higher maternal mortality rate
among HIV positive women could be attributed to the
level and quality of care given to HIV positive women
by health care workers, which is influenced by the
perception that there is not much that can be done to
help them. While increased attention has been given
to programmes that focus on infants, such as PMTCT,
less emphasis has been placed on managing
opportunistic infections and ensuring that pregnant
women access treatment.

Persistent and increasing shortages of skilled
midwives contribute to high maternal mortality
rates: In Zimbabwe, for instance, critical shortages of
midwives, due in part to economic challenges in that
country, has contributed to increases in maternal
mortality and child mortality rates. Indications are that
80% of midwifery posts in the public sector are vacant
(Since 1990 the maternity mortality rate has doubled,
from 390 per 100 000 live births in 1990 to 790 per

100 000 live births in 2009 as the midwifery workforce
dwindled to 8244 midwives.36

Health system financing mechanisms that are not
pro-poor also contribute to lack of access to SRH
services and care: The Government of Zimbabwe, in
its 2010 Progress Report on the attainment of the MDGs,
indicated that a major barrier to achievement of Goals
4 and 5 was user fees required in hospitals and clinics.
In Tanzania also, the long distance to a health centre
has been cited as a major contributor to low uptake of
health services as women cannot afford the transport
fare.

Presence of skilled birth professionals also varies
significantly:  Figure 6.3 shows that six 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. In Zambia, which has a high maternal
mortality rate, only 46.5% of live births are assisted by
a skilled health worker (described as a doctor, clinical
officer, nurse, or midwife). Further, the disparity in access
to skilled healthcare services for urban and rural women
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Source: Maternal Mortality for 181 Countries, 1980-2008: A systematic analysis towards Millennium Development Goal 5, www.thelancet.com.
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Figure 6.3: Percentage of births attended by skilled personnel % Births attended by skilled personnel
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is pronounced: 83% of live births in urban areas were
assisted by a skilled health worker versus only 31.3%
of live births in rural areas. Where a skilled health
worker is not available, relatives or traditional birth
attendants usually assist.

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. Encouragingly in
South Africa, data based on reported live births from
the District Health Information System (2010) shows
that the percentage of women whose live birth occurred
in a health facility increased from 76.6% in 2001 to
94.1% in 2009. This indicates a significant improvement
in the extent of services provided at health care facilities
in South Africa.37

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. For example
Angola and Mozambique; both previous
Portuguese countries and both post-
conflict countries. Angola has 47% 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 of
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 meagre 4.7%.38

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 much 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. Malawi, with the
highest maternal mortality rate
in the region, faces the toughest
challenges. But local level
initiatives show that change is
possible.

37 World Health Organisation 2010: This chart shows the percentage of births attended by skilled personnel. The data is from the latest available data.
38 WHO, 2005.

All births are attended by skilled personnel in
Mauritius. Photo: Gender Links
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37 2008 Population and Housing Census.

Pitala village has implemented a highly
successful and effective community
reproductive health project initiated
by the Ministry of Health with technical

assistance from UNFPA. The intervention has been so
successful that the Reproductive Health Unit is
promoting study tours for traditional and community
leaders to model villages so they can learn about it
and replicate it in other villages. The Pitala pilot
project has been rolled out to the whole district and
projects are now at different stages of development.

Pitala is located in the Mchinji District in the central
region of Malawi, 140km west of Lilongwe. The total
population of the district is 456 789.39 There are
slightly more women than men in the area, which
has 1 356 villages and 97 200 households. The main
objective of the project to reduce the occurrence of
maternal mortality by actively involving the
community in the provision of health care services.

On project start-up, the community organised task
teams focusing on safe motherhood, family planning,
youth-friendly services, HIV and hygiene and
sanitation. The Safe Motherhood Task Team is led by
Village Head Margret Pitala, who is a champion in
promoting and supporting maternal and child health
initiatives in the village.

The initiative provides integrated Sexual and
Reproductive Health (SRH) services for the first line

of care at community level. Members of various task
teams have been trained to provide components of
the essential health package services at home. Services
provided include advocacy for early antenatal care,
VCT and PMTCT counselling, breast feeding support,
door-to-door advocacy for use and distribution of
oral contraceptives, including condoms, and home-
based care (HBC) for chronically ill patients.

The community has also been successful in instituting
policies that encourage male participation in
reproductive health issues. These include penalties
for non-compliance; for instance, a pregnant woman's
partner is fined should his wife give birth at home,
die while delivering at home, or lose a baby. The
traditional birth attendant who attended to her, as
well as the village head in whose village this happens
is also fined. The fines, which are often in the form
of livestock, are kept by the village head on behalf
of the community, and ploughed back into the
project.

Pitala-Mchinji is a good example of the integration
of basic SRH services at community level. The initiative
is shortening the distance between the community
and the nearest health care facility by bringing services
to the community. Those in need of secondary care
get timely referral from the community to the health
facility. Furthermore, Government's inability to provide
transport infrastructure is complemented by
innovative mechanisms like bicycle-ambulances that
are used to transport the critically ill to the nearest
health facilities. The efforts of community-based
distribution agents also help to alleviate the strain
on the weak human resources base that is widespread
in the district. The contribution of these agents has
resulted in increased awareness of health care delivery
and the ultimate increase in utilisation of life-saving
interventions.

The initiative has succeeded in cutting maternal and
neonatal deaths; no woman has died in the village
since the introduction of the project in 1999 and
during this time only one baby was born at home.
Before this initiative, it was not unusual to hear that
a pregnant woman or a newborn baby had died.

Adapted from SAfAIDS. 2011: Towards Universal Access to
Comprehensive Sexual and Reproductive Health Services:
Malawi's implementation of the Maputo Plan of Action
(MPoA) The Milestones. Pretoria: SAfAIDS.

Malawi: Pitala-Mchinji project shows that change is possible

Village head Margret Pitala with members of the Pitala Village
Health Committee. Photo: SAFAIDS
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The provision of sanitation and hygiene facilities is integral
to improving women's health throughout the region.
Poor sanitation results in increased spread of
communicable diseases such as TB and malaria which
women are particularly vulnerable to. Furthermore,
menstruation, pregnancy, and post-natal care become
increasingly difficult for women without proper hygiene
and sanitary facilities, as does caring for family and
community members living with HIV. According to the
World Health Organization, almost one tenth of all global
deaths can be avoided by providing clean drinking water,
better sanitation and improving water resources
management to provide reduce incidence of water-borne
diseases and cases of accidental drowning.

Household sanitation is everyone's responsibility, but
the reality is that women, especially those in rural
areas, bear a disproportionate burden of household
responsibilities. Tasks such as cooking, cleaning, care
giving and caring for children are easier where there
is running water. Inadequate sanitation also impacts
on women and girls' personal safety. Women's risk of
experiencing rape and sexual assault are reduced when
toilets and water supplies are located close to home,
and where they do not have to leave their homes at
night to access these. Women thus have a vested

interest in ensuring that there are developments in
sanitation in the countries, and their energies should
be harnessed to implement national and community
projects to improve sanitation. Although providing
hygiene and sanitation facilities are provisions of the
protocol, the developments have been slow.

Sanitation

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.
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Figure 6.4: Percentage total coverage of sanitation facilities % Total coverage of sanitation facilities
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91

Regular refuse removal is vital for healthy sanitary conditions.
Photo: Susan Tolmay
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Figure 6.5: Percentage rural coverage of sanitation facilities % rural coverage of sanitation facilities
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Figure 6.6: Percentage urban coverage of sanitation facilities % urban coverage of sanitation facilities
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Data indicates that the region still has a long way
to go in achieving universal sanitation coverage:
Sanitation coverage, with the exception of Mauritius
(91%) and the Seychelles (100%) remains low with great
disparities between rural and urban areas. Seven of the
15 countries have less than 50% coverage in urban areas
and 11 of 15 countries have less than 50% coverage in
rural areas.

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

Commitment to improve sanitation for residents
of informal settlements is even lower: This is mainly
because of the fact that in countries like Zimbabwe,
informal settlements are considered illegal and can be
demolished at any time. Thus there is a perception that
it would not be cost effective to develop sanitation in
these areas.

From the analysis it is clear that the SADC Protocol
targets are feasible but success will require concentrated
efforts to address sexual and reproductive health rights
gaps throughout the 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

Next steps
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meeting these targets. It is evident, however, that the
task of addressing sexual and reproductive health rights
is not for governments alone.

The contributions of international funding partners,
among them the Global Fund to Fight AIDS, Tuberculosis
and Malaria, have been invaluable to many countries'
abilities to achieve reductions in HIV prevalence,
maternal mortality rates, and in under-five mortality
rates, among others. The challenge is that funding
partners like the Global Fund, and others, are increasingly
running out of funds to support programmes in the
region. Now, more than ever, it is imperative that
governments, including those of lower-income countries,
start to make more meaningful contributions to health
priorities. Civil society, in partnership with media, can
play an important role in holding countries accountable
to the commitments that have been made and in
supporting government initiatives.

Key recommendations to ensure governments achieve
these targets by 2015 are:

There is a need to share best practices and conduct
better, gender disaggregated research: Better
sharing of best practices by those countries that have
met their targets with those that have not is vital.
Operational research and production of recent gender
disaggregated and relevant information around the
sexual and reproductive health practices and challenges
of women and girls by governments. This would assist
in the implementation of appropriate, context and
culturally acceptable interventions to ensure that
women's health is prioritised.

More research is needed on drug use in the region:
Research on the impact of drug use on women's sexual
and reproductive health, on child health and on HIV
prevalence. Injecting drug use is a concern in countries
such as Madagascar, Mauritius, Mozambique, Seychelles,
and The United Republic of Tanzania.

Countries need to scale up research at the national
level:  More and better research is needed at the
national level to inform the development and revision

of policies and programmes that address the sexual and
reproductive health needs of women in vulnerable
situations. This includes prisons, internal displacement
camps, refugee camps, as well as sex workers, elderly
women and women with disabilities. There is scant
information about the number of women in prisons
and refugee camps, or the number of women in prisons
accessing ART and proper nutrition.  What information
exists mainly mentions the almost universal shortage
of sanitary protection for women in prisons.

Laws need to be harmonised: Harmonisation of
contradictory laws regarding the ages of sexual consent,
and the minimum age where adolescents can access
contraceptives and sexual and reproductive health
services is vital. These contradictions negatively impact
on the ability of health personnel to offer services, and
on young people's comfort with going to a health centre
for appropriate information and services.

Involve women in programmes: Greater involvement
of women in sanitation programmes. Because women
benefit the most from improved sanitation, their
involvement is important for programme success and
sustainability.

More and better information and opportunities
for women, including research and partnerships:
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. There is also a need to
increase 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 organisations.

Promotion of sexual and reproductive rights:
Integration of sexual and reproductive rights into school
curricula from primary school level as well as promotion
of sexual and reproductive rights relating to both men
and women.


