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• The SADC Gender Development Index (SGDI) for health has gone up to 65% in 2014 from
62% in 2011.

• Overall, using the Citizen Score Card (CSC) as a tool, citizens rated the sector at 68%- the
same as in 2013, but a significant increase from 2011 (55%).

• While maternal mortality ratios are declining in other regions, in Southern Africa they
increased between 1990 and 2010 mainly as a result of HIV. Improved access to HIV and
AIDS treatment is beginning to reverse this trend, but the region is still far from the target
for 2015.

• There are encouraging signs of declining maternal mortality ratios in Swaziland, Madagascar
and Namibia. This underscores the need for all countries in SADC to redouble their efforts
to prevent maternal deaths.

• The provision of contraception is improving but levels are still low. Only six countries
(Botswana, Mauritius, Namibia, South Africa, Swaziland and Zimbabwe) have contraceptive
coverage of over 50%.

• Contentious issues like the provision of safe abortion still needs tackling.
• With the exception of Seychelles (97%) and Mauritius (91%), provision of sanitation remains

low with disparities between rural and urban areas. Six of the 15 countries have less than
50% sanitation coverage in urban areas, while 11 have less than 50% coverage in rural
areas.

CHAPTER 6

Health

A nurse in a Mozambique health centre. Quality primary healthcare remains important as the SADC region
moves towards 2015. Photo: Ruben Covane
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The state of women's health, including their sexual and
reproductive health, is an important indicator of
development. In line with other regional and
international commitments on issues relating to health,
the SADC Gender Protocol (SGP) calls on Member States,
by 2015, to develop, adopt and implement legislative
frameworks, policies, programmes and services to
enhance gender sensitive, appropriate and affordable
quality healthcare to:

(a) Reduce the maternal mortality ratio by 75% by 2015;
(b) Address the mental, sexual and reproductive health

needs of all women and men; and
(c) Ensure the provision of hygienic and sanitary facilities,

and nutritional needs of all women, including women
in prison.

The trends table shows that some SADC countries,
notably Mauritius and Seychelles, have either achieved
or made commendable strides towards achieving the
SGP targets. But there are wide gaps between countries,
especially the poorer SADC countries lagging behind
on all indicators.

Over the last six years, although stagnant, Mauritius
has registered the highest proportion of women

accessing contraceptives (76%), with DRC and Angola
(5% to 6%) with the lowest access.

Zimbabwe (960 deaths per 100,000 births) has replaced
Angola and Malawi as the country with the highest
maternal mortality ratio (although these figures
fluctuate dramatically depending on information source).
In the last two years Seychelles has registered no
maternal deaths. Mauritius also has a low maternal
mortality ratio (at about 37 deaths per 100,000 births).
Mauritius and Seychelles have also achieved 100%
attendance by skilled personnel for all births. The lowest
level of attendance by skilled personnel for births is
Madagascar at 44%.

Seychelles and Mauritius are very close to total sanitation
coverage. The lowest levels of sanitation coverage are
still only between 14% and 10 % in Malawi, Madagascar
and Tanzania.

The SGDI is a composite empirical measure of progress.
In the case of health, this is based on the indicators
captured in the trends table. Since the introduction of
the SGDI in 2011, the average score has increased from
62% to 65%. Though there has been a steady improve-
ment, the rate of progress is too slow to meet the SGP
targets and commitments.
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As shown in Figure 6.1 there are wide variations in the
SGDI for health.  Mauritius at one end of the scale has
had an almost constant SGDI score of 91%, while Angola
at the other end is beginning to show improvement
from 41% to 44%.  A number of countries have also
shown improvement, notably Malawi, which has
recorded steady improvement from 47% to 65% and
Swaziland which has shown a marked improvement in
the last year and how has an SGDI score of 77%.  Other
countries such as Zimbabwe have steadily declined from

66% in 2011 to 59% in 2014.  South Africa and Seychelles
are between 80% and 89%; Swaziland, Botswana and
Namibia are between 70% and 79%; Malawi is at 65%;
Lesotho, Zimbabwe, Madagascar, Zambia, DRC and
Tanzania are between 50% and 59%, while
Mozambique and Angola scored below 50%.  While
there has been some progress, there is still need for
much greater efforts and investment to improve the
health of women in SADC.

Figure 6.1: Comparative Health SGDI Scores 2011 - 2014

Mozambique

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

South A
fric

a

Tanzania

Namibia

Lesotho

Swazila
nd

Mauriti
us

Zambia

Malawi

Botswana

Madagascar
DRC

Seychelle
s

Zim
babwe

Regional

Source: Gender Links 2014.

80807879

57

5050
55 55

59

5253 55
5151

56 54545454

47

5757

45
51515153

595959
6665

62
58

47

75

686869

76
71

77

636363

81818180

44
414141

65636262

2011      2013

2012      2014

91919192

Angola

Figure 6.2: Comparative SGDI and CSC scores for sexual and reproductive health
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Figure 6.2 shows the SGDI versus the Citizen Score Card
(CSC) which measures women and men's perception of
their governments' performance. These perceptions
capture the availability and quality of the services
offered. Over the last six years, the CSC score has
increased by ten percentage points from 58% to 68%.
The most marked increase took place during 2012 -13,
but the regional average has remained static at 68%

for the last year. The average figure masks the score
increases in seven of the 13 countries for whom CSC
scores are available this year, and declining scores in
five countries.  The improved CSC scores bring DRC (55%
SGDI - 53% CSC), Malawi (65% SGDI - 65% CSC) and
Namibia (75% SGDI - 77% CSC) CSC scores to a very
similar level as their SGDI scores.  The citizens of Mauritius
and Swaziland which have relatively high SGDI scores

7272
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(91% and 77% respectively) have previously rated their
governments quite critically.

The increases in the CSC scores (to 76% and 65%) are
narrowing the gap between these scores and showing
that citizens are appreciating their governments' efforts
more.  In the case of Lesotho, Zambia and Zimbabwe
which have lower SGDI scores, the citizens had previously
rated their governments quite highly.  Reduction in the
CSC scores is bringing the two closer (59% SDGI- 71%
CSC; 55% SDGI- 67% CSC; 59% SDGI-65% CSC respec-

tively).  In South Africa the CSC has fallen below the
level of the SGDI (81% SGDI- 64% CSC) and in
Mozambique and Tanzania the CSC has continued to
rise above the SGDI (47% SDGI- 71% CSC; 54% SDGI-
68% CSC).

Ideally all countries would have high SGDI and CSC
scores. This would indicate that all countries have made
progress in the provision of quality health which is
appreciated by their citizens.  However, citizens are
becoming more discerning in most cases.

Figure 6.3: Women and men’s perceptions of the health sector
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Figure 6.3 provides sex disaggregated data on the CSC.
Overall, women (68%) scored their governments slightly
higher than men (67%). The country breakdown shows
that women scored their governments higher than men
in Malawi, South Africa and Zambia. Women scored
their governments lower than men in Botswana, DRC,
Lesotho, Swaziland and Tanzania.  Women and men
scored their governments almost identically in
Madagascar, Mauritius, Mozambique, Namibia and

Zimbabwe. In all countries, the gender gap is fairly
narrow. The fact that women and men express similar
degrees of satisfaction is a positive sign that services
are being delivered in gender responsive ways.

In the latter part of the 20th century, Southern Africa
made impressive gains in maternal health, access to
primary health care and child health.  However, this
progress across the SADC region has been threatened
in the 21st century, largely as a result of HIV, combined
with economic and political instability.  In at least five
SADC countries (Botswana, Lesotho, South Africa,
Swaziland and Zimbabwe) life expectancy in 2011 was
lower than in 19901.  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. Discrimi-
nation 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 and unsafe pregnancy and lack
of control over their physical integrity. This chapter
tracks progress that is being made in a number of
indicators of women's health, including their sexual
and reproductive health.Mohale's Hoek government hospital, Lesotho. Photo: Ntolo Lekau

Background

1 State of the World's Children 2013, Statistical Tables.
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Sources: * UNICEF.  State of the World's Children 2013, Statistical Tables.  http://www.unicef.org/sowc2013/statistics.html  last accessed 1 July, 2014; http://www.carmma.org/scorecard/ last accessed 1
July, 2014; 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.
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Maternal mortality ratio

The SADC Gender Protocol calls on Member States to reduce the maternal mortality ratio
by 75% by 2015, in line with MDG 5.

The maternal mortality ratio (MMR) is the number of
women of child bearing age who die during pregnancy
or within 42 days of termination of pregnancy,
irrespective of the duration and site of the pregnancy;
from any cause related to or aggravated by the preg-
nancy or its management (but not from accidental or
incidental causes) per 100 000 live births2. Global and
continent wide attention has been focused on reducing
the maternal mortality ratio (also a MDG). One of the
significant efforts is the Campaign for Accelerated
Reduction of Maternal Mortality in Africa3 (CARMMA).

The African Union Commission and the UN Fund for
Population Activities (UNFPA) co-launched CARMMA
as a joint initiative in 2009. The campaign seeks to
intensify implementation of the Maputo Plan of Action
for the reduction of maternal mortality in Africa.  Since
then CARMMA has been launched in 13 SADC countries
and will soon be launched in Mauritius. CARMMA has
received high-level political support, for instance from
former Malawian President Joyce Banda.  The campaign's
slogan is, “Africa cares: No woman should die while
giving life”.

2 MMR definition.
3 see www.carmma.org
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The campaign focuses on the following areas:
• Developing and sharing best practices.
• Generating and providing data on maternal and

newborn deaths.
• Mobilising political commitment and the support of

key stakeholders; mobilising additional domestic
resources and encouraging community participation,
so people know that everyone plays a role in maternal
health and reducing maternal deaths.

• Accelerating action to reduce maternal and associated
infant mortality in Africa.

Despite these efforts, maternal mortality has increased
in seven Southern African countries (Botswana, South
Africa, Swaziland, Zambia, Lesotho, DRC and
Zimbabwe)4.  Increased access to HIV treatment and
care, and greater focus on saving mothers' lives is
beginning to reverse the trend, but the rate of decrease
is too slow to meet the goals of either the SGP or the
MDGs by 2015 and will require much greater effort by
most countries.
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Figure 6.4: Maternal mortality rate per 100 000 in Southern Africa
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Source: Gender Links 2014 and sources listed in table 6.1.

Figure 6.4 shows the maternal mortality rates in Southern
Africa with Zimbabwe having the highest rate at 960
maternal deaths per 100,000 births.

Maternal mortality varies widely in the SADC
region: Figure 6.4 reveals persistent high levels of
maternal mortality throughout most of the SADC region,
but this varies from no deaths of mothers at child birth
in the period under review in Seychelles, to some of
the highest levels in the world, for example in Zimbabwe
(960 deaths per 100 000 births).

There has been significant improvement in some
countries: The data shows significant improvement in
some countries, for instance in Swaziland where the
MMR has declined from 736 in 2013 to 320 in 2014;
Madagascar's MMR declined from 498 to 240 and in
Namibia it has declined from 440 to 200.  These dramatic
shifts indicate that fast progress is possible.

The figures may be worse: The real numbers may be
higher given that many births and deaths throughout
the SADC region are unregistered. In most SADC
countries, the majority of the population live in rural
areas with limited access to health services due to too
few clinics, poor transport infrastructure and frequent
delays in getting women the health services that they
need.  Furthermore, lack of education, cultural and
religious beliefs,women's low status in society and the

expense of medical treatment means that many women
are unable to access health services.

Maternal mortality and morbidity exacts a heavy
cost on society: The consequences of maternal mortality
and morbidity (proportion of disease and illness) are
felt by families, communities and entire nations. If a
woman dies during childbirth or soon after delivery,
the baby has an increased risk of having a disability.
Children who lose their mothers are more vulnerable
to problems later in life such as malnutrition and
maternal orphans have a lower life expectancy.  Further-
more, women dying during their most productive years,
also means a loss of resources for the entire society;
reduced labour force and economic productivity, and
increased single-parent families.

A number of factors contribute to continued high
rates of maternal mortality:
• Poor access to health facilities for ante and post natal

care as well as for assistance during delivery, or poor
quality of healthcare provided by available health
facilities.

• Inadequate provision and barriers to access of modern
methods of controlling fertility resulting in unwanted
pregnancies or pregnancies which are too closely
spaced than a woman would chose. Both are risk
factors for maternal health.

• Continued high rates of adolescent pregnancy.  Young
women are particularly vulnerable to a range of risks
associated with pregnancy. Adolescents aged 15 - 19
have a much higher maternal mortality than women
over the age of 20.4 AUC, UNECA, AfDB & UNDP.  2013.  MDG Report 2012.  Pg 68.
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• Poor access to safe abortions resulting in unsafe
abortions carry a high risk of negative health
outcomes, particularly for adolescents.

• Poor nutrition and education of girls and women.

The Situation Analysis on the Status of Women's and
Children's Rights in Zimbabwe identified “three delays”
which contribute to a large proportion of maternal
deaths: the delay in recognising a problem and deciding
to seek care, the delay in reaching a facility after the
decision to seek care, and the delay in getting effective
treatment at the facility. These three delays contribute
to 73% of maternal deaths.5

Much remains to be done, especially in the worst
affected countries: The continued high MMRs in the
SADC region indicate that much remains to be done to
ensure that the region shows a maternal mortality
reduction of 75% by 2015. The successes achieved in
some countries should spur the others to intensify their
efforts to address the challenges.

Access to Quality Health Services: Inadequate access
to quality health services is a major contributing factor
to high maternal mortality ratios. Some of the factors
that impact on access are: traditional and religious

beliefs and customs; distance to a health facility;
infrastructure; number of skilled staff available; attitudes
of health staff; availability and cost of the services at
health facilities. Women who have access to health
services are much more likely to have at least one of
the recommended four ante-natal visits; to deliver with
a skilled health assistant and to have follow-up or post-
natal care for themselves and their infants.  Access to
at least four ante-natal care visits has been shown to
have a very strong correlation with reduction in maternal
mortality ratios. Ante-natal care should include screening
for and management of infections, hypertension, iron
deficiency, tetanus toxoid vaccination, HIV testing and
other risk factors.

In Zimbabwe, the percentage of pregnant women
receiving ante-natal care reached a peak of 94% in
2005 and then dropped to 90% during the 2010-2011
Zimbabwe Demographic and Health Survey (ZDH). Only
66% of expectant mothers in the urban areas and 64%
in the rural areas had the World Health Organization
(WHO) recommended four ante-natal visits.6  Access to
post-natal care has shown a similar trend - the percen-
tage of mothers who sought post-natal care increased
from 44% in 1999 to 54% in 2005-06. In 2010-2011, the
percentage of mothers who received post-natal care
declined to 43% just below the 1999 level.7

Women that are empowered are more
likely to access healthcare: The ZDH
also found that women who participate
in major household decisions with their
husbands or partners are more likely to
receive ante-natal care (91%), delivery
care (68%) or a post-natal check-up within
the first two days after birth (30%) than
women who participate in fewer or no
household decisions.8

Health system financing mechanisms that
are not pro-poor contribute to lack of
access to health services: 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 for
health services. In Tanzania, 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.

5 A Situational Analysis on the Status of Women's and Children's Rights in Zimbabwe 2005-2010.
6 Women and Men in Zimbabwe Report 2012, ZimStat, April 2013.
7 Women and Men in Zimbabwe Report 2012, ZimStat, April 2013.
8 Zimbabwe Demographic and Health Survey 2010-2011.

Mothers feed babies after a health class in Swaziland. Post-natal care is important to ensure
the health of both mothers and babies. Photo: Thando Dlamini
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Figure 6.5 shows the percentage of births attended by
skilled personnel in the region. Mauritius scored the
highest at 100%.

Presence of skilled health professionals also varies
significantly: Figure 6.5 shows that the percentage of
births attended by a skilled health professional varies
from a low of 44% in Madagascar to a high of 100%
in Mauritius.  Four countries have more than 90% of
births attended by a skilled health professional while
five have fewer than 60%.  Swaziland has been able to
increase the percentage of deliveries attended by a
skilled health professional from 74% in 2013 to 82% in
2014.  Otherwise, these statistics have not changed.
Where a skilled health worker is not available, relatives
or traditional birth attendants usually assist.

There are high rates of inequality in access to
skilled health attendants between urban and rural
women and between women in different socio-economic
groups.  For Africa overall, 76% of urban women deliver
with the assistance of a trained health attendant as
compared to 40% of rural women. 80% of women in
the highest income quintile deliver with assistance from
a trained health attendant as compared to only 24%
of women in the lowest quintile.9 Some of the widest
disparities between rural and urban access to skilled
health attendants are in Angola (26% of live births in
rural areas were assisted by a skilled health worker
versus 71% of live births in urban areas), Zambia, (31%
in rural areas to 83% in urban areas) and Madagascar
(39% in rural areas to 82% in urban areas).  Some of
the countries with much lower disparities are Swaziland
(80% in rural areas to 89% in urban areas) and Botswana
(90% in rural areas to 99% in urban areas). Further
disparities are in the quality of care. In Swaziland for
instance, although the number of women accessing
healthcare in rural and urban areas is similar (96% and
93% respectively), the type of service accessed differs
as 27% of women in urban areas receive ante-natal
care from a doctor, compared to only 7% of women in
rural areas.

Similar patterns are found in disparities according to
household wealth.  In Madagascar 22% of women in
the lowest income quintile have access to a skilled
attendant for their delivery compared to 90% of women
in the highest income quintile. In Zambia, it is 27% of
women in the lowest income quintile versus 91% in the
highest income quintile.  Countries with a lower disparity
include Botswana where 84% of women in the lowest
income quintile have access to a skilled attendant for
their delivery, compared to 100% of women in the
highest income quintile.10
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Figure 6.5: Percentage of births attended by skilled personnel
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9 AUC, UNECA, AfDB & UNDP.  Pg 70.
10 UNICEF.  State of the World's Children 2013 Statistical Tables.  Tables 12 and 13 http://www.unicef.org/sowc2013/statistics.html  last accessed 1 July,

2014.

A nurse checks the health status of a patient in Mauritius.
Photo: Abdhoosee Ghirish
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African countries such as Equatorial Guinea, Mauritius,
Egypt, Morocco, Cape Verde, Tunisia, Ethiopia, Algeria,
Rwanda and Mauritius have made significant progress
in reducing the maternal mortality rate.  One of the
most important changes that these countries have made
is to increase the proportion of births which are attended

by a skilled health attendant as many of the conditions
that cause maternal mortality can be prevented with
medical assistance.  Increasing the percentage of births
attended to by skilled health professionals results in
the decrease of maternal mortality rates.

Access to skilled health professionals

The Christian Social Services Commission (CSSC) is a
religious body which was jointly established by the
Tanzania Episcopal Conference (Catholic) and the
Christian Council of Tanzania (Protestant), to facilitate
social services focusing on education and health provided
by member churches. The CSSC developed a documen-
tary about the good work that the Dareda Hospital is
doing to improve reproductive and child health in the
Manyara region.

In 2007, the hospital started outreach services aimed at
vulnerable pregnant mothers to ensure that they were
taken to hospital for safer delivery.  The services primarily
target women in the 15-20 and 45-55 year age brackets.
Due to a lack of transport infrastructure, many pregnant
women have to walk between 30-60 kilometres to reach
health facilities.  Before the project, 50% of women
were delivering their babies at home. Following the
outreach project, this figure has decreased to 39%,

reducing the risk of maternal deaths and ensuring that
women receive skilled attention during delivery.

Before establishing the outreach services at Dareda
hospital, the number of maternal deaths caused by
complications such as obstructed (or complicated) labour;
severe hemorrhaging (or bleeding) due to multiple
pregnancies; severe malaria complications and mal-
position of the baby were a lot  higher.  The situation
was exacerbated by poor attendance at ante-natal clinics
as well as delays in reaching health services due to
distant facilities.

The outreach service also educates pregnant women
about the importance of attending clinics and safe
delivery in the health facilities. In this area most women,
especially those living in remote areas, depend
economically on their husband and often require their
husband's approval to go to the hospital for delivery.

Dareda hospital is also training staff to keep them up
to date with changes in the health sector. The CSSC has
supported the hospital in organising different repro-
ductive and child health workshops, which have
contributed to improved services and innovation.
Dareda has gone further to improve the maternity ward
which is now attracting more women from remote areas
to deliver their babies there. There are more plans in
place to continue upgrading the ward.

The hospital is participating in the Babati Comprehensive
Council Health Planning Budget meetings to address
issues relating to the human, financial and material
resources needed to undertake outreach services.  The
Council has also assigned some staff to Dareda to fill
the human resource gap.

Dareda Hospital is proving that collaboration between
government, the private sector and faith-based
organisations can speed up increased access to and
quality of reproductive and child health, which ultimately
decreases maternal mortality and improves the lives of
women and entire communities.

Source: SADC Gender Protocol Summit 2014.
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Tanzania: Dareda Hospital improves reproductive and child health

Skilled health personnel attending to a  pregnant woman at Dareda
Hositpal. Photo: Courtesy MaternityAfrica
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Sexual and reproductive health

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

Broadening definitions: Where sexual and repro-
ductive health had previously been treated as an issue
within the domain of healthcare and service access, the

definition of sexual and reproductive health adopted
at the International Conference on Population and
Development (ICPD) reads as follows:

Defining reproductive health

“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 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 childbirth
and provide couples with the best chance of having a
healthy infant.

In line with the above definition, reproductive healthcare
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”.12

Source: International Conference Population
and Development report, para 7.2

Persistent shortages of skilled midwives contribute
to high maternal mortality rates: Zimbabwe, for
instance, is far below the minimum standard of at least
one midwife for every 5000 women, which would require
2000 to 2500 midwives for the whole country, compared
to the limited 500 midwives currently practicing in
Zimbabwe.11

A woman's educational status has a significant
impact on whether delivery is assisted by a health
professional and whether the birth is delivered at a
health facility. For example, in Malawi 63% of births to
mothers with no education were attended to by a health

professional, compared to 98% of births to mothers
with more than a secondary education. Surprisingly,
87% of births to mothers with a secondary education
occurred in a health facility compared with 82% of
births to mothers with more than a secondary education.
The proportion of women who obtain ante-natal care
from health professionals also increases with the level
of education from 93% of women with no education
to 100% of women with tertiary education.

In Swaziland, 15% of women without education fail to
access ante-natal care compared with only 4% of women
with education.

11 Health Transition Fund, A Multi-donor Pooled Fund for Health in Zimbabwe, Ministry of Health and Child Welfare, October 2011.
12 World Health Organisation (2002). The world health report 2002 Reducing risks, promoting healthy life, World Health Organisation.
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The adoption of these definitions 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.  The terms sexual and reproductive rights
have increasingly been used in policies and programmes
throughout the world.

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.13

There has been a shift in family planning and
reproductive health policies:  Until the late twentieth
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 choices,14 and consider
both men and women's reproductive needs.  At least
six SADC countries (DRC, Lesotho, Malawi, Mauritius,
South Africa and Zambia) have a reproductive health
policy).  Other countries have a family planning policy.
Even in countries which do have the policies, imple-

mentation is often weak. The extent to
which sexual and reproductive rights for
women are discussed, understood and
provided for in regional and national
policies is limited. Updating the existing
family planning policies in the SADC region
to the rights-based reproductive health
approach could assist countries in meeting
the health provisions of the SADC Gender
Protocol (SGP), being more gender aware
and taking into account the wider
reproductive issues the SADC region is
facing.

There are major challenges:  Key challen-
ges to attaining sexual and reproductive
health are HIV and STIs; unintended
pregnancy and unsafe abortion; infertility
and cancer resulting from STIs and sexual
dysfunction. Gender inequality, gender-
based violence (GBV) and lack of choice

impact significantly on the attainment of sexual and
reproductive rights for women and girls.

Adolescents and older people have sexual health
challenges which are not being addressed: The
attitudes of health providers often discourage
adolescents and older people from accessing sexual and
reproductive health services. In both cases there is the
perception that at their ages, they should not require
such service. Adolescents in most countries are parti-
cularly vulnerable because of their lack of information,
while older women and men have very specific
reproductive and sexual health issues which are often
inadequately addressed.

Women globally and in Southern Africa suffer
from lack of control over their own sexuality15.
Many women exchange sex for survival not as sex work
but rather as a basic social and economic arrangement
between the sexes. Most men can choose when, with
whom and with what protection, if any, to have sex.
Many 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
and economic obligations to have sex when it is not
desired, increase the risk of micro lesions and therefore
of STI/HIV infection. In addition, women are subjected,
often without choice, 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.

13 ICPD 1999.
14 Anderson, 2005.
15 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

Prevention healthcare programmes are usually cheaper in the long run than curative ones.
Photo: Zotonantenaina Razanadratefa
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Councillor Langton Mabhanga's
drive to involve communities in their
own development has paid off. Some
1,500 women, men and children in

the city of Kadoma are taking charge of their health
through community-based support groups and outreach
programmes.

A community-based support group comprised of three
qualified nurses, three youth and three persons living
with HIV, make on average ten home visits each month,
while every week the group provides blood pressure
and blood sugar screenings to about 120 women.

The Council, through a partnership with Population
Services International (PSI), also provides sexual and
reproductive health services which include HIV testing
and counselling, sex education and free condoms. Eighty
three percent of the beneficiaries of the community
health services are women, and elderly women are a
specific target group.

Mabhanga has engaged doctors, physiotherapists,
nutritionists and counsellors who volunteer during the
outreach programmes as well as the council's bi-annual
health expo, which provides information on HIV and
other diseases that affect women and youth.

Kadoma's health awareness programme has become a
lifeline to women like Fadzai Rombe who learnt that
her husband was HIV positive after he was jailed and

needed his medication from home. “I started the painful
and severe mental process of dealing with my husband's
status. He hadn't told me about his test and medication,”
explains Rombe.

Upon his release from jail, Rombe's husband deserted
her and their three children. “I endured for three months
until I visited the Health Awareness Clinic... I now know
I can still live, move on and I will make it.”

The Council also distributes blankets, utensils and clothes
to the pupils of Jairos Jiri School for the Visually Impaired-
65% of whom are girls.

The health programmes have enhanced the spirit of
volunteerism in the community and people are keen to
help each other. Mabhanga says the high level of
community participation is one way to sustain the health
initiatives.

Mabhanga believes that local authorities must ensure
accountability to women and girls in their delivery of
services.”Through poor service delivery, local authorities
perpetuate and amplify the community
voices of tradition that lead to gender stigmatisation.”

For 2014, Mabhanga has plans to expand the idea of
the Health Fair to create a Gender Caravan and establish
a '50/50' village.
Source: Derived from Councillor Mabhanga's presentation to the SADC

Gender Protocol @ Work Summit, May 2014.

Zimbabwe: Gender and health take centre stage in Kadoma

Stigma and discrimination relating 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 and ostracism from family and community.
Further, women are often blamed for spread of disease,
always seen as the "vector", even though the majority
of women are infected by their partner or husband.

Violence against women has serious consequences
for physical and mental health: Abused women are
more likely to suffer from depression, anxiety, psycho-
somatic 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.

P
ro

to
co

l 
@

 w
o

rk



SADC Gender Protocol 2014 Barometer   227

MenCare is a Botswana-based NGO that
engages men and boys to reduce gender
inequalities and GBV, and support HIV
prevention and promotion for the

healthy wellbeing of men, women and children.

Ending GBV requires transformation of social norms
and coherent policies and programmes that emphasise
gender equality as non-negotiable. The 2011 Gender
Based Violence Indicators Study conducted by Gender
Links and the Gender Affairs Department, noted that
patriarchal attitudes are significant factors driving the
incidence of GBV in Botswana. It further asserts that
while women and men affirm gender equality in the
public domain, this has not translated into their private
lives, particularly within intimate relationships.

The report makes for some sober reading as over 67%
of women have experienced some form of gender
violence in their lifetime. Nearly one third of women
(29%) experienced intimate partner violence in the 12
months prior to the prevalence survey. In contrast, only
1.2% of Batswana women reported cases of GBV to the
police in the same period. Thus, the prevalence of GBV
reported in the survey is 24 times higher than that
reported to the police. This suggests that levels of GBV
are far higher than those recorded in official statistics
and that women have lost faith in the very systems that
should protect them.

MenCare aims to:
• Contribute towards building families by facilitating

involvement of fathers in the care and parenting of
their children through support groups.

• Train local popular personalities on gender equality
and work with them as social commentators in
advocating men's involvement.

• Partner with local health posts (clinics and hospitals)
in the involvement of men in the care and parenting
of children, engaging them during the ante and post
natal care of their spouses or partners.

• Mobilise communities and students (both men/boys
and women/girls) to come together and take construc-
tive action around GBV.

• Use media and social media networks to educate and
relay the gender equality message.

Through use of the media, MenCare is able to get a
clear message to the public about their work. On top
of the dissemination of information using pamphlets
and fact sheets, MenCare developed five adverts which
were aired on TV and radio jingles were produced and
aired on weekly radio programmes. The NGO also trains

20 popular personalities on gender issues. They have
noticed that working with male television
personalities creates a good following since they are
able to reach more people.

The group has developed the One Man Can training
where they go to different districts for five days and
coach men on gender. They conduct road shows and
so far 10 000 people have been reached. Peer
education has also helped their organisation and
so far 80 students have been trained as peer
educators through the various camps around the
country.

At a local level, MenCare has worked with different
organisations such as Stepping Stones International
and Bakgatla Blokang Matshelo, while at the national
level the group has worked with Men Sector and
the MenEngage Botswana Network, collaborating
with the Department of Gender Affairs and Project

Concern International.

MenCare has indirectly benefitted approximately 200
000 women and 250 000 men. Through their efforts
they are able to educate men to be better men and
active fathers. This has proven difficult because culturally
it is taboo for men be active in the birth and nursing
stage, but engaging with elders and traditional leaders
has helped change this.

One father participating in the programme reported
that he had quit alcohol to be involved in the raising
of his child. Another father reported that he is expecting
triplets and that he will go the extra mile to help her.
All of the original members selected for the fathers
groups continue to participate in sessions and demon-
strate their interest and commitment to the programme.
Men are now starting to search for information
regarding custody because they want to take more
responsibility for their children.
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Botswana: Men and boys for gender equality

Botswana Minister of Labour and Home Affairs Edwin J Batshu launching Botswana
GBV Indicators study. Photo: Gender Links
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Africa has a high rate of pregnancy among adolescents
aged between 15 and 19 years old, partly due to
persistent early marriages.  The rates of child marriage
in SADC range from 4% of girls married by the time
they reach the age of 18 (Swaziland and South Africa)
to 43% (Mozambique).  The percentage of girls who
have given birth by the time they are 18 ranges from
13% in Lesotho to 42% in Mozambique.16 There is a
direct correlation between rates of adolescent pregnancy
and maternal mortality.  All countries need to promote
a continuum of SRHR for adolescents that include:
• Knowledge, experience, income generating capacity

and empowerment of adolescents.  This should include
retention in school for more years.

• Knowledge in families and communities of the risks
of adolescent pregnancy; to mitigate these and to
encourage adolescents to avoid becoming pregnant.

• The provision of adolescent friendly health services
which manage the major risks for adolescents such
as STIs, malaria, anaemia and which makes safe
abortion more accessible.

• An enabling legal and policy environment which
criminalises child marriage, encourages adolescents
to continue their education, and encourages adoles-
cents to access health services.

African Union Campaign to End Child Marriage
launched in May 2014: It is estimated that if nothing
is done to reduce the rates of marriage of girls below
the age of 18, 14 million African girls will be married
every year.  The consequences of early marriage and
adolescents having children include:  increased maternal
and child mortality; obstetric fistula, premature births,
and sexually transmitted diseases (including cervical
cancer).  The Campaign will use the following strategies:
(1) supporting legal and policy actions in the protection
and promotion of human rights, (2) mobilising
continental awareness of the negative socio-economic
impact of child marriage, (3) building a social movement
and social mobilisation at the grassroots and national
levels; and (4) increasing the capacity of non-state actors
to undertake evidence-based advocacy including the
role of youth leadership through new media technology,
monitoring and evaluation.

Level of education is correlated with positive
health outcomes but secondary school enrolment
across the region varies greatly from a high of 96% in
SA and Mauritius to lows of 11% in Mozambique and
15% in Malawi and Madagascar.

Governments are beginning to establish youth
friendly clinics to prevent STIs, to reduce unsafe
abortions and lessen the incidence of maternal

mortality: Malawi for instance, has put in place Youth
Friendly Services Standards, aimed at promoting
provision of sexual and reproductive health (SRH) services
to young people. Services provided at community level
for young men and women include the provision of
oral contraceptives and condoms; maternal, post-natal
and adolescent care; HIV testing and counselling as well
as referrals for other services. In 2010 there were 1609
health facilities providing youth friendly services, which
Illustrates government's commitment to SRH. In
Botswana, the Department of Youth coordinates the
HIV and AIDS youth sector, which specifically deals with
HIV among 10-24 year olds. The country recognises the
urgent need to develop policies and guidelines to cater
for adolescent SRH.

Cultural challenges hamper young people's ability
to access sexual and reproductive health services:
This is particularly true when young women want to
access contraceptives as well as 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 should not need SRH
services.  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.

Adolescent males in Swaziland reported they have been
denied access to condoms because family planning
providers perceive them to be too young to engage in
sexual intercourse. One boy said a family planning
provider who happened to know his mother threatened
to tell her when he attempted to obtain condoms. Such
attitudes from family planning providers perpetuate
unprotected sexual intercourse in a society with high
HIV prevalence rates and high incidences of adolescent
pregnancy.

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

Age of consent (for medical procedures) laws
inhibit young people's access to SRH services

Adolescent sexual and reproductive health and rights (SRHR)

16 UNICEF.  State of the World's Children 2013 Statistical Tables.  Table 11 http://www.unicef.org/sowc2013/statistics.html  last accessed 1 July, 2014.
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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 or access to contraceptives without
parental notification and/or consent. While these laws
are meant to protect young people, they sometimes
have the opposite effect by barring young people from
accessing vital SRH services. Given this scenario, it is
important to rationalise the laws and to increase youth-
friendly SRH services. For example, in Botswana the 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, the age of consent is 18 and the median age
for sexual debut for girls is 17. Thus legislation should
be complementary and the need for SRH must be
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.17

Namibia has recognised that the health of adolescents
is a national public health concern and therefore the
government has begun a process of developing national
standards for adolescent friendly health services.

Sub-Saharan Africa has the highest
total fertility rate in the world, but
some countries in the region are
undergoing dynamic and unprece-
dented fertility transitions18. 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. Family planning services
have been established in many Southern
African countries. Access to a range of
contraceptives is also available with the
provis ion of  information and
counselling. Higher uptake of modern
contraceptive use has been observed
in Zimbabwe, Madagascar, Malawi,
Mozambique and Tanzania, where
there have been improvements in family
planning services.  However, it is
important to note that family planning
is often seen as a 'woman's issue' and
men are rarely involved.

Family planning

Health tests during a Men's Health Roadshow, Swaziland, 2014. Photo: Swaziland Observer
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17 Government of Seychelles, 2010.
18 (Sharan et al, 2009).
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Contraception use is still low but it is improving:
As can be seen from figure 6.6 the number of countries
with contraceptive usage of over 50% has increased
from five to six.  There are still wide variations in cover-
age across the region.  At 76% coverage, Mauritius has
one of the highest rates of contraceptive use in the
world, while Angola has very poor coverage (5%). A
number of countries such as Swaziland, Namibia,
Botswana, Malawi and Madagascar have improved
coverage of family planning in the last year. As the
UNFPA has estimated, one third of maternal deaths
could be prevented if all women were able to access
contraceptives. This is clearly an area where much effort
needs to be invested.

Mauritius enjoys the highest contracep-
tive prevalence in the region, but also
has the highest number of women using
the symto-thermal method of contra-

ception which neither protects against HIV and AIDS
nor is it as effective as modern, hormone based methods.

In Zimbabwe, the most effective
form of contraceptive distribution
is through the contribution of the
community-based distribution
network. Unfortunately this has declined to only 5%
of the contraceptive distribution strategies. The
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 government report indicates that "it is
not unusual for health personnel to turn away sexually
active schoolgirls requesting contraception on the
grounds that the girls are too young to indulge in sexual
intercourse or that they are not married and therefore
have no need for contraceptives.”19

In South Africa ,  the average
contraceptive use is at 60%. The legal
age to access medication and
contraceptives is 12 years and above,

while the age of sexual consent is generally 16 years
and older. The health system provides various contractive
methods free of charge at clinics and health facilities.
The male condom is widely distributed, and civil society
and the private sector are also using their own platforms
and spaces to provide alternative access points for male
condoms distributed by the Department of Health. As
a result, one often sees a full or empty male condom
dispenser in many public and private spaces. In February
this year, the Health Ministry announced the free
administration of a new sub-dermal (under the skin)
contraceptive device available to all women at public
hospital and clinics across the country. According to the
Health Minister, Aaron Motsoaledi, “It gives women
freedom to control their own lives. It can be taken out
any time and if they want to fall pregnant, it only takes
few weeks to conceive.”20

In Malawi average contraceptive use
among sexually active women is 36%.
However, the contraceptive prevalence
rate (CPR) among married women using

any method of contraception is 46%, an increase from
33% in the 2004 Malawi Demographic Health Survey.
Out of the women using contraception, 42% use a
modern method of contraception and 4% use traditional

19 Shalev, 1998.
20 News24: Minister announces new contraceptive http://www.news24.com/SouthAfrica/Politics/Health-minister-announces-free-contraceptive-20140219
21 SAfAIDS, 2011.
22 Ibid.

Malawi: Community agents help out

The Government of Malawi is imple-
menting 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, access to, and utilisation
of the wide range of available family planning services.

The engagement of community-based distribution
agents is important in relieving severe human resource
shortages. Furthermore, the government recently

formulated a policy that authorises health surveillance
assistants to provide Depo-Provera (contraceptive) at
community level, increasing the number of women
reached with family planning information and methods.
Between 2008 and 2009 Depo-Provera was the most
preferred family planning method.21

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.22

Source:  Malawi Barometer, 2013
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methods. The modern methods used are: injections
(26%), female sterilisation (10%), pills (3%), and male
condoms (2%). The CPR increases from 29% for the 15-
19 year age group to 54% for the 35-39 year age group,
after which it declines.  Educational level influences the
total fertility rate; not surprisingly, higher education is
associated with a higher CPR. About 40% of women
without education currently use family planning
methods, compared with 57% of women with more
than a secondary education. Contraceptive use increases
with the number of living children a woman has. Some
6% of women who have no children are currently using
family planning, compared with 41% of women with
one or two children. The CPR is highest for women with
five or more children (56%). A similar pattern is observed
for modern and traditional methods.

The gap between knowledge of contraceptive use
and actual use is still too large: According to the
2007 Botswana Family Health Survey, 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 Tanzania committed
to reinforcing the implementation of the
policy for provision of free reproductive
health services and to increasing the rate

of contraceptive use 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%.23 Some documented factors that contribute to
low contraceptive use are: low acceptance of modern
family planning methods; patchy supplies of contra-
ceptives with limited range of contraceptive choices
and inadequate knowledge and skills of providers
leading to biases that affect clients' informed choice.

Countries must consider the barriers to accessing
contraceptives, including what type of contra-
ceptives are available and plan programmes that

address these barriers, including making a wider range
of contraceptives available to meet the needs of different
women.

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 addicted to heroin. Drug addicted
women often come late for ante-natal classes, deliver
at home, and pose a greater risk of transmitting HIV to
their unborn children if their drug use is intravenous.24

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 many
find that the female condom is not as easy to use as
the male condom, which suggests that the only way
there will be increased uptake of the female condom
is if it is coupled with education on how to use it.

Men's involvement in sexual and reproductive
health issues remains insufficient: Only four of the
15 countries in the SADC region mentioned campaigns
that involve men in family planning (Lesotho, Mauritius,
Malawi and Zambia). The Malawi Human Rights
Resource Centre, the NGO Gender Coordination Network
(NGOGCN), UNFPA, the Population Services International
and Banja La Mtsogolo are the key actors in
spearheading male involvement in family planning in
Malawi. They mobilise men to sensitise other men about
the importance of family planning methods, and inform
men about the option of a vasectomy.  In Mauritius
there is a Men As Partners Initiative which promotes

Deputy Director of Health Services Rejoyce Nkhambule and UNICEF
Representative Rachel Odede during a vaccination campaign in
Swaziland. Photo: Swazi Observer

23 Tanzania National Bureau of Statistics, 2010.
24 Government of Seychelles, 2010.
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men's responsibility and participation within the family
and community, to enable the effective empowerment
of women and to enhance the quality of life of the
entire family. There is evidence to suggest that much
of the campaigning in the SADC region which promotes
men's involvement in sexual and reproductive health
has more to do with HIV and AIDS and the spread of
STIs than with family planning.  Although these messages
are obviously very important, there is a need for men
to be active partners in all areas of reproductive health
so that we move from considering reproduction as only
women's concern.

In Lesotho peer education and condom
promotion in family planning campaigns
target men. Since 2007, Lesotho Planned
Parenthood Association (LPPA) has set

up a Male Reproductive Health Clinic on its premises.
It also targets men working at building construction
sites, military camps, security and police deployment
areas. Their services include distribution of condoms;
circumcision services, management of STIs; voluntary
counselling and testing (VCT) and other male SRH issues.
A notable number of men are going to the clinic, though
statistics are not currently available. The Ministry of
Health and Social Welfare (MOHSW) has taken part in
several activities that encourage men to participate in
SRH such as attending ante-natal clinics with their
partners. As a result of this initiative, facilities are more
male friendly and men can be seen accompanying their
partners and also testing for HIV. More men are also
bringing children for vaccinations, a scenario that was
not common in Lesotho before this initiative, since
vaccinating children was socially defined as a woman's
reproductive role.

Any discussion about abortion and a woman's right to
choose remains contentious. People who do not support
abortion cite many 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 abortions and as a result of this, thousands die
each year, while others suffer permanent damage,
infertility and chronic illness. There is an urgent need
for a policy environment that promotes access to safe
abortions, emergency services for post-abortion care,
post-abortion counselling and information around the
availability of services.

While this is not an issue provided for in the Protocol,
it is increasingly being debated throughout the SADC
region. With only South Africa (and to some extent
Zambia) having legalised abortion, there is still great
resistance to the issue across the region.  However,
given that illegal abortion is one of the main reasons
behind high maternal mortality ratios (MMR) throughout
the region, for instance 19% of the MMR in Namibia is
attributable to unsafe abortions, 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 of 1996,
implemented in 1997, allows a woman
or girl of any age to request an abortion

within the first 12 weeks (first trimester) of their
pregnancy, without the knowledge or consent of their
parents or partner. Much has been achieved to
implement the provisions of the Act. By the end of
2012, 57% of designated facilities provided safe Termi-
nation of Pregnancy services, exceeding the target that
had been set of 45% of designated facilities.25 This has
resulted in an increase of terminations within safe health
facilities and a corresponding reduction of unsafe 'back
street' abortions. While many unsafe abortions still
occur, maternal deaths due to unsafe abortions have
been almost eliminated. However, persistent stigmas
and negative attitudes held by health providers still
make access to safe termination of pregnancy difficult,
especially for adolescents. Health services need to
increase access to contraception to prevent unwanted
pregnancies rather than abortion being used as a means
of contraception.

Zambia's case is unique in that abortion
is legally permitted, but due to stigma,
cultural attitudes, women's lack of
decision-making power and lacking
knowledge about the availability of safe abortion,
unsafe abortion remains rife. Furthermore, although
abortion is legal, bureaucracy makes it is extremely

The right to choose

25 Department of Health.  Annual Report 2012.  Pretoria 2012.

A healthcare centre in Madagascar.
Photo: Zotonantenaina Razanadratefa
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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 very 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 are 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.26

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.27 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 more accessible and put in place standards and
guidelines for reducing unsafe abortion.

Abortion is illegal in Botswana and only
permitted on certain medical grounds,
which include saving the life of the
woman, to preserve physical or mental

health 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. In addition,
two medical practitioners must approve the abortion
in writing. Research shows that bureaucratic delays and
limited access to health clinics are encouraging illegal
backstreet abortions. Although official data is lacking,
the UN reports that illegal abortions are common and
physicians often refuse to authorise abortions that fall
under the law. There are many obstacles in obtaining
permission for an abortion. The absence of a clear
definition of 'acceptable evidence' that a pregnancy is
the result of rape or incest is a challenge. Few approved
clinics for abortion exist, especially for rural women.28

The public continues to debate abortion, but many
Batswana agree with the current policy because they
believe it is in line with Christian and traditional values
that women should have children.

Although in Malawi induced abortion
is illegal unless the pregnancy threatens
the mother's life, the country has the
highest abortion rate in Southern Africa

at 35 abortions for every 1000 women aged 15 to 44
years.29 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 STIs and HIV in young people as well as
high incidences of early and unwanted pregnancies;
high abortion rates and in turn high maternal and infant
mortality. 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. In 2010 there were about 166 facilities
providing PAC and the country was working towards
expanding PAC into rural areas.30 Recent studies by the
Ministry of Health and IPAS show that 17% of maternal
deaths are related to abortion complications.31 The
factors contributing to the abortion related deaths are:
lack of safe abortion services; barriers to make choices
due to religion and legal restriction; early and unwanted
pregnancies; child marriage and poverty.

In Swaziland, the national Health
Sector Strategic Plan (HSSP) 2008-2013
commits to training health workers in
the provision of post-abortion care.
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 among adolescents and where the unmet
need for contraception is high.32

Seychelles' contradictory sexual
and reproductive health service
provision laws mean that adoles-
cent 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. However,
providing contraceptives to a minor is illegal, leaving
health care providers in a difficult situation.33 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 conducted in non-medical environments. Further-
more, 86% of all unsafe abortions are accessed by young
women under the age of 20 years.

26 Centre for Reproductive Health, 2011.
27 Ibid.
28 (UN 2009).
39 Malawi Reproductive Health Unit, 2009.
30 SAfAIDS, 2011.
31 “Study of the Magnitude of unsafe abortion in Malawi, Ministry of Health -GOM (May 2011)”.
32 Government of Swaziland, 2010.
33 Government of Seychelles, 2010.
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On 26 March 2014, in a landmark
ruling, the Supreme Court of
Zimbabwe ordered the government
to compensate rape survivor,

Mildred Mapingure, after the state failed to provide
her with access to a safe abortion. On 4 April 2006,
Mapingure was attacked and raped by robbers at her
home in Chegutu, after which she later fell pregnant.

After her attack, she immediately reported her case to
the police in Chegutu and requested that she be taken
to a doctor to be given medication to prevent pregnancy
and any sexual transmitted infections. A doctor told
Mapingure that he could only attend to her in the
presence of a police officer. The doctor also said that
the medication had to be administered within 72 hours
of sexual intercourse.

Mapingure went to the police station the following
day and was advised that the police officer who dealt
with her case was not available. When she returned to
hospital, the doctor insisted that she could only be given
medication if her police report was made available. On
7 April 2006, Mapingure went back to the hospital with
another police officer, but was informed that she could
not receive the medication requested because the
required 72 hours had lapsed. On 5 May 2006,
Mapingure's pregnancy was confirmed.

Mapingure then went to see the investigating officer
who referred her to a public prosecutor and told him
she wanted to have the pregnancy aborted, but she
was told that she had to wait until the rape trial had
commenced. In July 2006, acting on the instructions
from the police, she returned to the prosecution office
and was advised that she required a pregnancy
termination order, but again the courts could not assist
her because the rape trial had not been completed.

On 30 September 2006, she
obtained the necessary docu-
mentation to terminate the
pregnancy, but a hospital matron
who was assigned to carry out
that exercise felt it was no longer
safe to do so. Mapingure then
gave birth on 24 December 2006.

She approached the High Court
citing the Ministers of Home
Affairs, Health and Child Welfare
and Justice Legal and Parlia-
mentary Affairs as respondents,
claiming $51 000 in damages for
refusal to access safe abortion
services.

The High Court ruled in favour of the State, arguing
that her misfortune was as a result of her own ignorance
as to the correct procedures to follow. Mapingure then
appealed to the Supreme Court against the decision
where she was represented by Advocate Isaiah Mureriwa
from the Zimbabwe Women Lawyers Association and
lawyers Fadzai Traquino and Primrose Mungwari. In a
33-page judgement, Justice Bharat Patel sitting with
Justices Paddington Garwe and Anne-Mary Gowora
accused the investigative police officers of failing to
put together a relevant report to the doctor so that the
appellant could promptly receive medical attention.

“On their part, police failed to compile the requisite
report or to accompany the appellant to the doctor
despite several spirited efforts by her to obtain their
assistance.

“The evidence before the court a quo indicates that
the police were very alive to the appellant's predicament,
but neglected to comply with her entreaties for various
administrative reasons that are not entirely clear,” said
Justice Patel.

Patel also accused the doctor of failing to administer
the contraceptive drug. “In my view, a reasonable person
in the position of the doctor would have foreseen that
failure to administer the contraceptive drug or his failure
to advise the appellant on the alternative means of
accessing that drug, would probably result in her falling
pregnant.” Justice Patel ruled that the state must give
Mapingure damages claimed.

Advocate Mureriwa told The Zimbabwe Mail their client
would be going back to the High Court to determine
the amount of compensation she should receive.

Source: adapted from an article called “Supreme Court in landmark
ruling” originally published in the Zimbabwe Mail on 26 March 2014.

Zimbabwe: Mapingure vs. the State
By Regis Chingawo
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Sexual diversity
Across the globe, due to widespread criminalisation,
and/or persistent marginalisation and discrimination
against people of diverse gender identities and sexual
orientations, many people's access to healthcare
remains either entirely absent or grossly limited and
inadequate. Although the definition of sexual and
reproductive health emphasises the need for all
people to have safe and satisfying sex, the majority
of Southern African countries consider homosexuality
illegal.

Diverse gender identities are not specifically provided
for in the SADC Gender Protocol, but the post-2015
framework provides  space
for debate on a more rights-based approach.

Even in South Africa, which is one of the very few
countries in the region where same-sex relationships
and/or marriage is legal; where discrimination based
on gender identity and sexual orientation is illegal and
the rights of Lesbian, Gay, Bisexual, Trans-gender,
Intersex (LGBTI) people are constitutionally protected,
inadequate services, discrimination and health rights
violations continue to obstruct people's access to
healthcare.

According to an ongoing study35 on LGBTI access to
public healthcare in the Western Cape and Gauteng
provinces of South Africa, services addressing LGBTI-
specific health concerns as well as SRH information and
prevention resources are almost completely lacking in
public facilities. Consequently, in both provinces people
rely primarily on LGBTI-specific health services and
information (usually relating to HIV prevention and
management) provided by NGOs. There are also only
a few clinics that provide services for gay men, while

The UN states that Namibia should
reassess the abortion policy since infanti-
cide and baby-dumping are often linked
to the criminalisation of abortion. That's

why this topic should be a priority for the government
to make sure that the right to choice and life is protected.

Abortion results in 21% of complications in maternal
health and is the second most common cause of maternal
mortality. A special rapporteur from the UN further
states that there is the need for the government to
address the fact that there is an increased risk of
maternal mortality when women are forced to
undertake illegal interventions.

The government puts measures in place to curb the
high number of pregnancy-related deaths, but there
are no discussions about this pre-independence law
that criminalises abortion.

The WHO states that in order to avoid maternal deaths
women need to have access to family planning and safe
abortion. This way there will be a reduction of unwanted

pregnancies, unsafe abortions and maternal mortality.

The recommendation from the UN is to also ensure
appropriate healthcare services related to pregnancy,
especially in rural areas, further stating that services
have to provide quality family planning, including
counselling and advice. A special focus must be the
young and poor population.

Research indicates that the most common problems
that women have with unwanted pregnancies is the
lack of support (emotional and financial). Also, culture
dictates that men have a dominant role in the
households, thus depriving many women from using
contraceptives or saying no to sex. Resultant pregnancies
are often unwanted and women also feel unable to
raise a child due to poverty, sickness and other economic
or social pressures.

Many people have the perception that the legalisation
of abortion will increase the number of abortions but
data shows that this is not the case. The rates of abortions
are linked to desired family size and to the availability
of contraceptives.34

Abortion in Namibia

Johannesburg People's Pride March 2013. Photo: Laurie Adams

34 Shipanga, Selma. Nam should reassess abortion policy - UN. Windhoek, Namibia. In: The Namibian, 28 May 2013. Available at:
<http://www.namibian.com.na/indexx.php?archive_id=108448&page_type=archive_story_detail&page=266> Last accessed 18 December 2013.

35 Dr. Alexandra Muller, 2014, Access to health care for lesbian, gay, bisexual and transgender South Africans, School of Public Health and Family Medicine,
University of Cape Town.
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none exist for the provision of healthcare to lesbian
women or gender non-conforming people. There are
only three health facilities in the country that provide
services for gender reassignment for transgender people,
and due to limited resources, people can wait up to 20
years for the service.

Barriers to health services also continue, not only due
to a lack of knowledge of LGBTI-specific issues on the
part of health workers, but also due to discriminatory
and unprofessional conduct. Many people reported
having either experienced or witnessed refusal from
accessing healthcare services, or homophobic or trans-
phobic harassment from healthcare workers when
seeking sexual health services. Thus people either do
not reveal their sexuality or gender identity and delay
or completely avoid seeking healthcare.36 This renders
them vulnerable to general health problems and highly
infectious diseases that are easily prevented and treated.
Both patients and practitioners should be educated
about the rights of the patients, while patient services
must recognise discrimination on the basis of sexual
orientation and gender identity to ensure homophobia
and transphobia is addressed.37

There is an urgent need not only to recognise and
protect people's sexual and gender diversity, but also
to ensure equal, inclusive and unprejudiced services,
facilities and accountability mechanisms for all people
seeking healthcare. Standards and guidelines must be
developed and mainstreamed in healthcare information,
practice and infrastructure.

The situation of “People of Concern” to the United
Nations High Commission for Refugees (UNHCR)
remained almost constant in Southern Africa in
2013:  At the end of 2013, there were about half a
million “people of concern” in Southern Africa, com-
prised of 131 300 refugees, 272 400 asylum-seekers,
1700 returnees, 68 000 Internally Displaced Persons and
24 000 others (mostly former Angolan refugees). Most
of the refugees in Southern Africa were living in
protracted situations, though there was an increase in
new arrivals from the Democratic Republic of Congo
(DRC), as well as North East Africa.38 From 2006 to 2011,
South Africa was the country with the highest number
of asylum-seekers in the world, but the numbers declined
by 42% in 2012 compared to 2011.  There were 778 600
new asylum applications in South Africa from 2008 and
2012, with almost half a million of these being
Zimbabwean. Girls and women who are in countries
which are at risk of, in the midst of, or emerging from
armed conflict often experience rape and/or 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.39

According to the World Health Organisation,
refugee camp clinics should provide access to
contraceptives, condoms, HIV tests and there
should be at least one nurse/midwife per 500
patients. A strategy for improving the sexual and
reproductive health (SRH) 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 SRH services for young
women and girls who are growing up in refugee camps
with little parental supervision and immense
responsibilities and pressures.40

The provision of SRH services for women in prisons
or refugee camps is limited: While very little
information could be found on existing policies or
programmes, qualitative research conducted by the
Zimbabwean Women Writers with women in prisons
indicates that the SRH needs of women in prison are
inadequately 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 from the
prison guards, and afforded no additional care or services
for their child-some of which are raised within the
prisons. High incidence of sexual violence and rape in
prison is also reported.

Women in prisons and refugee camps

36 Ibid.
37 Ibid.
38 UNHCR. 2013.  Global Report 2013.  http://www.unhcr.org/gr13/index.xml last accessed on 7 July, 2014.
39 Gatsinzi, 2011.
40 Ibid.

Adequate supplies of medicines and blood are crucial for sustainable healthcare
services. Photo: Zotonantenaina Razanadratefa
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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.

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 which women are particularly
vulnerable to. Furthermore, menstruation, pregnancy,
and post-natal care are difficult for women without
proper hygiene and sanitary facilities, as are caring for
ill family and community members. According to the
WHO, almost one tenth of all global deaths can be
avoided by providing clean drinking water, better
sanitation and improving water resources management
to reduce the 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 responsi-
bilities. Tasks such as cooking, cleaning, care giving and
caring for children are easier where there is safe, 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. Women thus
have a vested interest in ensuring that there are develop-
ments and improvement of sanitation in their countries.
Although providing hygiene and sanitation facilities
are provisions of the SADC Gender Protocol, the
developments have been slow.
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Chibuto Council community members fetch water from a communal
source. Clean water provision is high on the local government
agenda in Zambia. Photo: Isaac Zulu
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Data indicates that the region still has a long way
to go in achieving universal sanitation coverage:
Figures 6.7, 6.8 and 6.9 indicate that sanitation in most
SADC countries, with the exception of Seychelles (97%)
and Mauritius (91%), remains low with great disparities
between rural and urban areas. Six 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.
 Although small gains have been made, this is still much
below what is needed to make a significant improve-
ment in health.

Rural coverage is especially low: In almost all
countries, urban coverage is significantly higher than
rural coverage. Seven countries have rural sanitation
coverage that is below 30%.

Commitment to improve sanitation for residents
of informal settlements is even lower: This is mainly
because 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.

As the 2015 target date for achieving the Millennium
Development Goals (MDGs) approaches, there is wide
debate as to what development goals the global
community should set next. From the analysis it is clear
that the SADC Gender Protocol (SGP) targets are feasible
but success will require concerted efforts to address
health, including sexual and reproductive health and

Figure 6.8: Percentage rural coverage of sanitation facilities
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Health in the SADC region and post-2015

UN Secretary General Ban Ki-Moon addresses a conference on maternal,
newborn and child health in the post-2015 development agenda on
the final day of the Canadian government's global health summit in
Toronto, May 2014. Photo: Jill Thompson
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Malawi adopted the concept of Community Led Total
sanitation (CLTS) introduced in Mzimba district through
the Ministry of Irrigation and Water Development
(MoIWD) and Plan in November 2007. According to the
Open Defecation strategy (ODF) (2011-2015) CLTS has
proven to be an effective approach for eliminating the
practice of open defecation.

Since its introduction in Malawi, over 2000 villages have
been targeted in 12 districts. Over 800 of these villages
have been declared “Open Defecation Free” (ODF) zones-
a success rate of 37%. Given its proven potential to
promote significant health benefits, the Government of
Malawi has decided to scale up the approach in all 28
districts.

The ODF Malawi Strategy and other sanitation related
activities falls under the National Sanitation Policy (NSP)
2008. This policy aims at guiding sanitation, waste

management, disposal and hygiene promotion
interventions in the country. It aims at aligning,
synchronising and harmonising sanitation and hygiene
interventions towards meeting the goals of the Malawi
Growth and Development Strategy.

Malawi has also made an impressive effort to achieve
the MDG targets on access to water and sanitation with
an overall increase in access to safe water from 41% in
1990 to 83% in 2010, and from 39% in 1990 to 70% in
2010 in basic sanitation. The MDG report indicates that
a household is considered to have access to safe drinking
water if the water source is: piped into dwelling, yard
or plot; a communal standpipe or well in a yard or plot;
a borehole only in rural areas, a tanker truck or bowser
or bottled water. The report shows that about 79% of
households in Malawi have access to an improved water
source. Urban and rural areas have a similar proportion
of access to improved water source, with female-headed
households (82%) having a higher rate of improved
access to safe water sources than male-headed house-
holds.

Among many initiatives undertaken in Malawi, is the
water supply and sanitation system launched on 15
April 2013, in Malosa, by former Malawi President Joyce
Banda. The project aims to serve seven market centers
in the area. The project is part of the National Water
Development Programme, supported by loans from the
African Development Bank (AfDB) and grants from the
African Development Fund (ADF) and the Rural Water
Supply and Sanitation Initiative (RWSSI) Trust Fund.
The project cost amounts to USD 64 million, with an
additional USD 14 million in co-financing by the Austra-
lian Government Overseas Aid Program (AusAID).

Source:  Malawi Barometer, 2013
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Malawi: Community leads the campaign for “total” sanitation

Do it yourself: Malawi sanitation campaign. Photo: Google Images

rights throughout the region. Women's lack of
education, resources and power urgently needs to be
addressed across SADC and women's distinct health
needs and responsibilities must be integral in the
formulation of legislation, policy and programmes
throughout the region.

Improved health is seldom only a result of improvements
in the health sector.  Better education, women's political
and economic participation and improvements in water
and sanitation all contribute significantly to a
community's health.  Various Barometers have noted
that it is difficult to obtain accurate and up to date
health statistics, and without these it is difficult to
strategise and improve deficient areas of the health
sector.  Efficient and accurate birth and death
registration in all countries is a fundamental requirement
for improved statistics.

Although progress has been made in the healthcare
sector, much remains to be done.  Beyond 2015, SADC
countries need to:

Elevate women's health needs from being a basic
need to being a right: Sexual and reproductive health
needs, addressed in the MDG's and in the SGP, need in
the post 2015 era to become Sexual and Reproductive
Health Rights (SRHR).

Governments and councils, including those of
lower-income countries, need to start prioritising
SRHR.  Local government councils need to invest more
political will and tangible resources into the provision
of health services and promotion of healthy communities.
Strategies must also incorporate mental health care and
ensure that populations are served by an adequate
health infrastructure, with mobile services where static
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services are too far apart. Civil society in partnership
with the media, can play an important role in holding
governments accountable to their healthcare commit-
ments.

Emphasise maternal health, recognising that
adolescent sexual and reproductive health should receive
prominence as the foundations for maternal health are
laid in adolescence. Encourage countries to find creative
ways to increase access to contraceptives and also to
engage with the issues of choice and abortion.

Promote good health beginning with the provision
of sanitation, water and nutrition for all, including rural
and poor people. This is an area in which local govern-
ment can play a crucial role to improve the health of
communities.

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 prog-
rammes 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, women with disabilities
and women of diverse sexual orientations and gender
identities. There is scant information about the number
of women in prisons and refugee camps, or the number

of women in prisons accessing antiretroviral treatment,
water, sanitation and proper nutrition. What information
exists mainly mentions the almost universal shortage
of sanitary protection for women in prisons.

Promote healthy lifestyles to reduce cancers, hyper-
tension and diabetes, and encourage prompt
management of all these conditions: Non-commu-
nicable diseases such as various cancers, hypertension
and diabetes are becoming a major cause of morbidity
and mortality. Much of the burden of these diseases
can be managed through lifestyle changes such as one's
diet.  In all cases, early detection improves the prognosis.
Much needs to be done at the local level to raise
awareness of the kind of lifestyle choices that can lead
to improved health and to provide services for early
detection.

Below is a possible set of health indicators for the post-
2015 framework. These derive from the analysis at
Annex A, based on existing targets of the SGP; (the
Sustainable Development Goals SDG) and consultations
in the run-up to the 2014 SADC Gender Protocol@Work
summit. Indicators derive from the existing ones in the
SADC Gender and Development Index (SGDI); those
proposed for the SGD's and put forward by various
advocacy groups.

Maternal
Mortality

Sexual and
reproductive
Health Rights

1. Maternal mortality ratio41 (out of 100, 000)
2. Percentage of births attended by skilled personnel42

3. Percentage ante-natal care coverage
4. Percentage of men attending ante and post natal care facilities
5. Contraceptive prevalence rate43

6. Reduction in the barriers to access to sexual and reproductive health services particularly
for young people and the most marginalised44

7. Proportion of local councils that provide diverse and inclusive information on health
and sexual reproductive health rights.

8. Existence and provisions of country policy on termination of pregnancy.

9. Percentage of access to safe drinking water (rural, urban, prisons, refugee camps).

10. Percentage total coverage (urban and rural) of sanitation facilities.
11. Percentage of women/girls accessing sanitary towels.

Area Proposed post-2015 indicators

Table 6.2: Possible health indicators

By 2030, reduce the maternal mortality ratio to less than 70
maternal deaths per 100 000 live births  (Draft SDG 3.1)

By 2030 ensure universal access to sexual and reproductive
health and reproductive rights in accordance with the
Programme of Action of the ICPD and the Beijing Platform
for Action (Draft SDG 5.6)
Ensure people, especially adolescents are educated about
their sexual and reproductive health and rights.

Adopt and implement laws ensuring women's sovereignty
and choice over their bodies and reproductive health choice
right to life.
By 2030, achieve universal access to safe and affordable
drinking water for all (Draft SDG 6.1).
By 2030, achieve adequate sanitation and hygiene for all,
paying special attention to the needs of women and girls
(Draft SDG 6.2)

Proposed post-2015 targets

41 WHO, Health Demographic surveys.
42 WHO, Health Demographic surveys.
43 WHO Development Indicators.
44 WHO Development Indicators.
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Next steps

Key recommendations and next steps to ensure govern-
ments achieve the 2015 targets and continue to improve
the health of their populations are:

• Promotion of sexual and reproductive rights for
all adolescents, men and women. To do this
effectively involves action at different levels including:
º Integration of sexual and reproductive rights into

school curricula from primary school level.
º Provision of adolescent friendly services, including

family planning and access to safe abortions.
º Engagement of traditional leaders as well local

government.
º Promotion of sexual and reproductive rights and

services to all people, irrespective of sexual orien-
tation, gender identity, mental status and abilities.

º Provision of sexual and reproductive health services
for women and men in prisons and in refugee
camps.

• Accurate, up to date data and minimum stan-
dards:  Governments need accurate data to be able
to plan and to monitor progress. Definitions must be
standardised to compare the situation at different
time periods. This needs to be a priority from local
level to regional level.

• Best practices and better, gender disaggregated
research: Better sharing of best practices by those
countries that have made progress in meeting their
targets with those that have not is vital. Operational
research and production of recent gender disaggre-
gated 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 and diverse women's
specific needs are met.

• 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.

• 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
different 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 organi-
sations.

• Focus more attention on health services and
sanitation for rural and lower-income popula-
tions: The disparities in provision of health services,
water and sanitation between urban and rural as well
as higher income and lower income populations must
be addressed.

• Involve women in programmes: Greater involve-
ment of women in health and sanitation programmes
is important for success and sustainability, because
women benefit the most from improved health and
sanitation.

Non-
communicable
disease
Healthy
lifestyles

12. Percentage men and women suffering from different cancers.
13. Proportion local councils that provide information or organise events to promote

awareness of cancers and other health conditions
14. Prevalence of raised fasting blood glucose among women and men aged ≥ 25 years

(percentage)
15. Prevalence of raised blood pressure among women and men aged ≥ 25 years

(percentage)
16. Percentage of obesity rates among men and women

Area Proposed post-2015 indicators

Ensure all citizens have access to information and facilities
for testing for and treating cancers and other diseases, also
early detection.
Promote healthier lifestyles among women and men, focusing
on prevention to reduce ill health such as hypertension and
diabetes.

Proposed post-2015 targets

Source: SADC Protocol@Work and Alliance member contributions.


