


Economic and Social Conditions  
in Southern Africa

2004
Implementation of the MDGs: Progress and Prospects

Economic Commission for Africa 
ECA Subregional Office for Southern Africa (ECA-SA)



For this and other publications, please visit the ECA website at the following address:  
http://www.uneca.org

or contact:

Publications 
Economic Commission for Africa 
P.O. Box 3001 
Addis Ababa, Ethiopia 
Tel.: 251-11-544-9900 
Fax: 251-11-551-4416 
E-mail: ecainfo@uneca.org

All rights reserved 
First Printing August 2006

Material from this publication may be freely quoted or reprinted. Acknowledgment is re-
quested, together with a copy of the publication.

The views expressed are those of its authors and do not necessarily reflect those of the United 
Nations.

Edited and designed b ECA’s Communication Team. Printed by the ECA Documents Repro-
duction and Distribution Unit (DRDU).

Cover photos: J. Maillard/ILO (bottom left) and USAID photos.



iii

Table of Contents
Acronyms.......................................................................................... vii

Foreword............................................................................................ix

Acknowledgements............................................................................xi

Executive.Summary.......................................................................... xiii

Part One:  Economic and Social Conditions in Southern Africa: 
2004

1.. Economic.Performance:.2004...................................................... 3

1.1 Comparative Economic Performance among African Subregions ........... 3
1.2 Sources of Growth in Southern Africa .................................................... 4
1.3 Inflation Trends ...................................................................................... 5
1.4 Economic Performance and Poverty Reduction  ..................................... 6
1.5 Savings, Investments and FDI .............................................................. 11
1.6 External Sector Developments.............................................................. 12
1.7 The Integration Agenda ....................................................................... 16

2.. Sectoral.Developments.............................................................. 19

2.1 Agriculture and Food Security  ............................................................. 19
2.2 Mining ................................................................................................. 22
2.3 Manufacturing  .................................................................................... 25
2.4 Services ................................................................................................ 27

3.. Social.Conditions....................................................................... 33

3.1 The Demographic Setting, 2004 .......................................................... 33
3.2 Gender and Development .................................................................... 34
3.3 Basic Social Services ............................................................................. 36
3.4 The Situation of the Environment ....................................................... 42

Part Two:  Implementation of the MDGs in Southern Africa:  
Progress and Prospects

4.. The.Millennium.Development.Goals.(MDGs)............................... 47

4.1 Background.......................................................................................... 47

5.. MDG.Progress.and.Constraints.in.Southern.Africa..................... 55

5.2 MDG 2: Achieving Universal Primary Education ................................ 58
5.3 MDG 3: Promoting gender equality and empowering women ............. 60
5.4 MDG 4: Reducing Child Mortality ..................................................... 64



iv

5.5 MDG 5: Improving Maternal Health................................................... 65
5.6 MDG 6: Combating HIV/AIDS, Malaria and other Diseases .............. 66
5.7 MDG 7: Ensuring Environmental Sustainability.................................. 70
5.8  MDG 8: Developing a Global Partnership for Development ............ 72

6.. Country.Specific.Highlights........................................................ 75

6.1 Mauritius ............................................................................................. 75
6.2 Mozambique ........................................................................................ 79
6.3 Namibia ............................................................................................... 81
6.4 South Africa ......................................................................................... 86
6.5 Swaziland ............................................................................................. 89
6.6 Zambia ................................................................................................ 92

7.. Major.Policy.Challenges............................................................. 97

8.. Strategies.for.Achieving.the.MDGs.in.Southern.Africa.............. 101

8.1 Country ownership of the MDGs process  ......................................... 101
8.2  Institutional mechanisms targeting the MDGs  .............................. 103
8.3  Partnerships for Achieving the MDGs in Southern Africa. .............. 103

9.. Medium.Term.Outlook.and.Prospects...................................... 107

Bibliography................................................................................... 111

List.of.Boxes

1:  Core values of the United Nations Millennium Declaration ............................ 47
2 :  MDGs: Targets and indicators ......................................................................... 49
3:  ODA commitments and ODA/GNI ratios for OECD/DAC donors .............. 73
4:   Policies to achieve universal primary education in Mauritius ........................... 76
5:   Strategies for improving maternal health in Mauritius ..................................... 78
6:  Recent milestones in environmental management in Mozambique .................. 81
7:  The Ondao Mobile School Project in Namibia ................................................ 83
8:   The Integrated Management of Childhood Illnesses Programme in Namibia .. 84
9:  Policies for fighting poverty and hunger in South Africa .................................. 87
10:  Making clean water and improved sanitation accessible to the poor in  

South Africa   .................................................................................................. 89
11:  Challenges of achieving universal primary education in Swaziland................... 90
12:   Causes of high maternal mortality in Swaziland ............................................... 91
13:  Multidimensional Child Health Programme in Zambia .................................. 94



v

List.of.Tables

1:  Inflation Rates 2000-2005 ................................................................................. 6
2:  Human Development Index and GDP Index (2004)  ....................................... 7
3:  FDI in SA countries 2000-2004  ..................................................................... 12
4:  Total External Trade of Southern Africa Countries  ......................................... 13
5:  Southern Africa total external debt 1999-2004  ............................................... 14
6:  Commitments and Disbursements of HIPC Assistance  .................................. 16
7:   Cereal* production  (‘000 Metric Tons) in Southern Africa ............................. 19
8:  Cereal Availability and Gaps 2004/2005 in Southern Africa  ........................... 20
9:  Contribution of the minerals industry to Southern Africa economies .............. 23
10:  Artisanal and small-mining (ASM)in selected countries in Southern Africa ..... 23
11:  Prices of selected minerals  ............................................................................... 24
12:  Average Annual Growth in Manufacturing Industry ........................................ 26
13:  Demographic indicators .................................................................................. 33
14:  Estimated Adult HIV/AIDS Prevalence in Southern Africa ............................. 40
15:  Access to Improved Water and Sanitation ........................................................ 41
16:  Incidence of poverty and income inequality in Southern Africa ....................... 56
17:  Rural and urban disparities in poverty in Southern Africa ................................ 57
18: Indicators of hunger in Southern Africa ........................................................... 58
19:  Indicators of primary education in Southern Africa ......................................... 59
20:  Indicators of gender disparities in education in Southern Africa ...................... 61
21:  Indicators of gender disparity in the labour market in Southern Africa ............ 63
22:  Indicators of infant survival rates in Southern Africa ....................................... 64
23:  Indicators of maternal mortality rates in Southern Africa................................. 66
24  Indicators of HIV/AIDS in Southern Africa .................................................... 67
25:  HIV/AIDS by gender and age in Southern Africa ............................................ 68
26:  Incidences of Malaria and TB in Southern Africa ............................................ 69
27:  Carbon dioxide emissions and traditional fuel consumption ............................ 70
28: Indicators of water and sanitation in Southern Africa. ..................................... 71
29: Rural-urban household connections to water and improved sanitation ............ 72
30:  Per capita ODA and ODA/GDP ratios for Southern Africa ............................ 74
31:  Indicators of ODA to basic social service in developing countries .................... 74
32:  Low expenditure households and underweight children in Mauritius ............... 75
33: Indicators of primary education in Mauritius .................................................. 76
34: Indicators of gender equality in Mauritius ....................................................... 77
35:   Indicators for child health in Mauritius ........................................................... 77
36:  Water and sanitation indicators in Mauritius ................................................... 78



vi

37:  Indicators of gender disparities in Mozambique ............................................... 80
38:  Indicators of extreme poverty and hunger in Namibia ..................................... 82
39: Indicators for primary education in Namibia ................................................... 82
40: Indicators of gender equality and empowerment in Namibia ........................... 83
41: Child health indicators in Namibia ................................................................. 84
42:  Maternal health indicators in Namibia ............................................................ 84
43:   Indicators of HIV/AIDS, TB and Malaria in Namibia..................................... 85
44  Indicators of extreme poverty and hunger in South Africa ............................... 86
45:  Indicators of primary education in South Africa. ............................................. 87
46: HIV prevalence rate among pregnant women in South Africa ......................... 88
47:  Indicators of poverty and hunger in Swaziland ................................................ 89
48  Indicators of HIV/AIDS, Malaria and TB in Swaziland ................................... 91
49:   Indicators for primary education and literacy trends in Zambia ....................... 92
50:  Indicators for gender equality and women empowerment in Zambia ............... 93
51:   Indicators of child health in Zambia ................................................................ 94
52:  HIV prevalence rates in Zambia ...................................................................... 95
53:  Prospects of achieving the MDGs in Southern Africa .................................... 108

List.of.Figures

1:  GDP growth rates by subregions, 2000-2005 .................................................... 3
2:  GDP growth rates by country, 2000-2005 ......................................................... 5
3:  Selected education indicators, 2004 ................................................................. 37
4:  Indicators of female youth literacy rates in Southern Africa ............................. 62
5: Proportion of seats held by women in national parliaments in  

Southern Africa. .............................................................................................. 63



vii

Acronyms
AISF African Information Society Initiative
AIDS Acquired Immuno-deficiency Syndrome
ARV Anti-retroviral
AU African Union
ASM Artisanal and Small-Scale Mining
CHGA Commission for HIV/AIDS and Governance in Africa
 CITES Convention on the International Trade in Endangered Species
CMA Common Monetary Area
COMESA Common Market for Eastern and Southern Africa
CSO Central Statistical Office
CSOs  Civil Society Organizations
DOTS Directly Observed Treatment Short Course
DPP Director for Public Prosecutions
ECA United Nations N Economic Commission for Africa
ECZ Environmental Council of Zambia
EIU Economic Intelligence Unit
EPI Expanded Programme on Immunization
EPZ Export Processing Zone
EU European Union
FAO Food and Agricultural Organization
FDI Foreign Direct Investment 
FTA Free Trade Area
GDP Gross Domestic Product
GM Genetically Modified
GMMDT Gold Mining and Minerals Development Trust
GNP Gross National Product
HDR Human Development Report
IMCI Integrated Management of Childhood Illness
HDI Human Development Index
HIPC Highly Indented Poor Countries
HIV Human Immunodeficiency Virus
ICE Intergovernmental Committee of Experts
ICT Information Communication Technology
ILO UN International Labour Organization
IMF International Monetary Fund
IPA Investment Promotion Agency
IT Information Technology
JPOI Johannesburg Plan of Implementation
JSE Johannesburg Stock Exchange



viii

LDC Least Developed Country
MDG Millennium Development Goal
MTCT Mother-to-Child Transmission
PRGF Poverty Reduction Grant Facility
MTEF Medium Term Expenditure Framework
NEPAD New Partnership for Africa’s Development
ODA Official Development Assistance
OECD Organization for Economic Cooperation and Development
PGM Platinum Group Metals
PLHA Person  Living with HIV/AIDS

PPP Public Private Partnership
PRSP Poverty Reduction Strategy Process
R&D Research and Development
RISDP Regional Indicative Strategic Development Plan
SACU Southern Africa Customs Union
SADC Southern Africa Development Community
SDI Spatial Development Initiative
SME Small and Medium Enterprise
SRO-SA Subregional Office/ECASSA SubSaharan Africa
STI Sexually Transmitted Infection
TOT Terms of Trade
USA United States of America
$US United States Dollar ($US)
UN United Nations
UNAIDS United Nations AIDS Programme
UNDP United Nations Development Programme
UNICEF United Nations Children’s Fund
USAID United States Agency for International Development
VAT Value Added Tax 
UNCBD UN Convention in Biological Diversity
UNCCD UN Convention to Combat Desertification
 UNCED United Nations Conference on Environment and Development
UNFCL UN Framework Convention on Climate Change
UPE Universal Primary School Enrolment
WHO World Health Organization
WFP  World Food Programme
WSSD World Summit for Sustainable Development
WTO World Trade Organization
ZAFICO Zambia Forest Industrial Corporation



ix

Foreword

The publication, Economic and Social Conditions in Southern Africa: 
2004 analyses some of the major economic and social developments 

that took place in the subregion in 2004. The publication is intended to: 
(a) assist member States in identifying and disseminating best practices in 
socioeconomic development issues; (b) guide policy dialogue between experts 
and policymakers, between governments and their development partners; and 
(c) identify issues that underpin the much needed progress in achieving the 
Millennium Development Goals (MDGs) by 2015, as well as response to the 
associated strategic policy implications.

Consensus has undoubtedly emerged on the urgency of making significant 
progress in the attainment of the various MDGs for the betterment of the most 
basic life conditions of our people. Further, achieving the MDGs on schedule 
also promises to ensure that socioeconomic development is on the solid human 
resource base of healthy children, strong youth and educated mothers and 
fathers.  

The first part of this publication reviews  economic development in the Southern 
African subregion in terms of  economic growth, poverty reduction strategies, 
investment and sectoral  development. It also gives an analysis of prevailing 
social conditions with emphasis on demographic and population issues, gender, 
environment and HIV/AIDS. The gist of the message that comes out of this part 
of the report is the need for  more policy focus and a more strategic approach 
to the many challenges that the countries confront individually and collectively 
in the respective regional groupings of the Southern African Development 
Community (SADC) and the Community of Eastern and Southern African 
States (COMESA). 

Poor economic performance by many countries in the subregion has to be 
resolutely addressed. In this regard, increasing investment is an absolute necessity. 
Investment resources in terms of domestic savings have to be mobilized and 
productively invested. Increased foreign direct investment (FDI) inflows must 
increase and be more diversified among the countries and  economic No doubt 
increased donor support is also  required. 

Associated with poor economic performance is the structural dependence of 
Southern African economies subregion – as indeed of the African region as a 
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whole - on unpredictable weather conditions. This problem holds our people 
hostages to cyclic famine, hunger and malnutrition And .

The second part of the present report covers the MDGs. Of course a number 
of reports have been written on MDGs in Africa. The analysis in the report is 
not intended to duplicate what exists elsewhere but rather to add value to the 
existent analysis of MDGs by adding a specific Southern African subregional 
dimension. In  the analysis, progress in implementing the MDG agenda in  the 
subregion is assessed, along with the identification of constraints. Against the 
backdrop of selected country-specific highlights, major policy challenges and 
strategies for achieving the MDGs are brought into sharp focus. 

It is my sincere hope that the present issue of Economic and Social Conditions 
in Southern Africa: 2004 will be useful to a wide audience and to our member 
States and partner organizations in particular.

 Jennifer Kargbo
 Director
 SRO-SA
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Executive Summary

This publication covers the economic and social conditions in Southern Africa 
in 2004 in Part 1 and the progress in and the prospects for the implementation 
of the Millennium Development Goals (MDGs) in Part 2.  

Real GDP growth in the Southern African subregion picked up from 2.5 per 
cent in 2003 to 3.5 per cent in 2004 mainly as a result of steady growth in 
South Africa. Buoyant growth in Angola was a result of high oil prices and 
production. While good agricultural production in 2004 helped the economies 
of Mauritius and Mozambique, relatively poor performance in this sector in 
Lesotho, Malawi, Swaziland affected economic performance in these countries 
in 2004. The ongoing political crisis in Zimbabwe contributed to the contraction 
of the economy albeit at a slower pace than previous years. Growth was steady 
mainly in Botswana, Mauritius and Mozambique.  

Although there were wide disparities in the performances of the Southern 
African countries in the different basic social services, the overall picture in 2004 
was that the social conditions in the subregion did not improve significantly. 

Indices on ability to read and write among persons aged 15 years and over 
showed that there were more illiterate women than men in all the countries 
except for Botswana and Lesotho. The only promising trend with respect to the 
gender disparity in education was that the gap between boys and girls in the 
enrolment ratios at primary school levels was narrowing.

Health conditions are generally poor throughout the subregion and the life 
expectancy of some of the countries is amongst the lowest in the world. Almost 
all the countries of the subregion are affected by the HIV/AID pandemic with 
HIV prevalence levels in 2004 estimated at over 20 per cent in a number of 
countries (Swaziland: 37.4 per cent; Botswana: 36.2 per cent; Lesotho 27.6 per 
cent; Zimbabwe: 22.5 per cent). The pandemic is exacerbated by an inadequate 
health infrastructure which, in addition, is very poorly resourced –allocation of 
resources to the health sector are, in all countries, less than 10 per cent.

The situation for access to improved water and sanitation was dire in a number 
of countries of the subregion.  Malawi and Mozambique recorded the worst 
water access indicator of only about half the total population having access 
to improved water supply. Also indicators for access to improved sanitation 



xiv

were very disappointing for Namibia (17 per cent); Mozambique (26 per cent); 
Angola (30 per cent); Botswana (40 per cent); Lesotho (40 per cent). 

Economic policy orientation in Southern Africa in 2004 was mainly on 
achieving the development goals of poverty and debt reduction and economic 
growth through the PRSP and HIPC initiatives.  Some notable improvements 
were made in some of the sectors and in some of the countries of the subregion. 
However, ways to accelerate progress in achieving NEPAD’s objectives and 
each of the eight  MDGs by 2015 remain major policy challenges for most of 
the countries. 

According to the United Nations Development Programme (UNDP), South 
Africa, Botswana, Lesotho, Swaziland, Zambia and Zimbabwe experienced 
reversals in human development over the last decade. High HIV-prevalence 
rates largely account for reversals in human development in many countries 
in the subregion. Other challenges in achieving the MDGs include high 
levels of poverty, endemic food insecurity, environmental degradation, and 
institutional and resource constraints. These factors are further compounded 
by an unfavourable external environment characterized by declining terms of 
trade (ToT) and inaccessible markets in developed countries.

In Part 2, the analysis shows the daunting challenge that Southern Africa faces 
to achieve the MDGs by 2015.  The summary of the main conclusions in 
respect of each individual MDG is given below: 

Eradicate poverty and hunger (MDG1): Extreme poverty is a serious challenge 
in many countries in the Southern African subregion. MDG progress reports 
for Namibia, Zambia, South Africa, Mauritius and Swaziland all show that the 
proportion of people living in extreme poverty has increased. Except for South 
Africa and Botswana, the proportion of people living on less than $US1 per day 
in all the other countries is over 30 per cent. In 2002, the proportion of people 
living on less than $1 a day in the subregion ranged from 7.1 per cent in South 
Africa to 63.7 per cent in Zambia

Income inequality is a major impediment to poverty eradication in Southern 
Africa. Lesotho, Zimbabwe, Zambia and South Africa are among countries 
with the most unequal income distribution in the world. Unless the current 
trends are reversed, countries in the Southern Africa subregion are unlikely to 
eradicate extreme poverty by 2015. 

Achieve universal primary education (MDG2): From 1990/1991 to 
2000/2001, the net enrolment rate in primary education dropped for 6 out 
of the 11 countries in the Southern African subregion. Mauritius, Namibia, 
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Botswana and Zimbabwe all experienced reversals in net enrolment rates at 
primary education level. Angola and Zambia experienced the highest reductions 
in primary enrolment of 28 and 13 percentage points respectively in the same 
decade. However, South Africa, Lesotho, Mozambique and Malawi registered 
increases in primary enrolment over the same period. Mauritius and South 
Africa have achieved primary enrolment rates of over 90 per cent. 

However, the primary school completion rates in Southern Africa are among 
the lowest in the world. Except for Mauritius and Mozambique, the proportion 
of pupils starting grade 1 who reach grade 5 declined for all the other countries 
in the subregion. In Lesotho and South Africa, a little over a third of pupils 
starting grade 1 did not reach grade 5. It is therefore critical that apart from 
addressing low enrolment rates, corresponding effort should be directed at 
ensuring that pupils who start grade 1 complete a full primary course.  

Promote gender equality and empower women (MDG3): In terms of education, 
most countries in the Southern African subregion have made notable progress 
towards eliminating gender disparities in primary education. Mauritius, South 
Africa, Namibia, Botswana, Zimbabwe, Malawi and Lesotho have achieved 
gender parity at primary education level. However, Zambia, Mozambique, 
Angola and Swaziland have female enrolment rates of below 80 per cent and 
have not achieved gender parity at primary education level. 

Gender disparities in Southern Africa are pronounced in the labour market. 
Men who earn on average 50 per cent more than their female counterparts 
dominate the non-agricultural labour market. Women also continue to be 
marginalized in decision-making. Only Mozambique has achieved the SADC 
protocol requiring women to hold 30 per cent of seats in national Parliaments. 
Mauritius, Malawi, Lesotho and Zimbabwe are the worst performers in this 
respect. 

Reduce child mortality  (MDG4): Infant mortality rates in Southern Africa are 
among the highest in the world. About half of the countries in Southern Africa 
have infant mortality rates in excess of 100 deaths per 1000 live births. Child 
mortality rates have increased in Southern Africa with Swaziland, Zimbabwe 
and Botswana among the world’s six ‘worst performing countries.’ In 2002, 7 
out of the 11 countries in Southern Africa recorded under-five mortality rates 
exceeding 100 deaths per 1000 live births. 

Improve maternal health  (MDG5): Maternal mortality rates in Southern 
Africa are among the highest in the world. By the end of 2002, maternal 
mortality rates in Malawi and Mozambique were 1100 deaths per 100,000 
live births. Mozambique, Zimbabwe and Namibia all recorded increases in 
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maternal mortality rates. One of the major causes of high maternal mortality 
rates in Southern Africa is the low proportion of births attended by skilled 
health personnel. In Zambia, Angola and Mozambique, for instance, over half 
the total number of births in 2002 were unattended by skilled health personnel. 
In the subregion, only Botswana, Malawi and Mauritius have recorded the 
proportion of births attended by skilled health personnel exceeding 90 per 
cent. 

Combat HIV/AIDS, malaria and other diseases (MDG6): Southern Africa 
has the highest HIV prevalence rates in the world. In Botswana and Swaziland, 
37.3  per cent and 38.8 per cent of the population aged 15-49 years are infected 
with the HIV virus respectively. In Zimbabwe and Lesotho, the HIV prevalence 
rate is 24.6 per cent and 28.9 per cent respectively. However Mozambique, 
Angola and Mauritius have comparatively low HIV prevalence rates in the 
subregion. 

Women and girls are disproportionately affected and infected by HIV/AIDS 
in the subregion. More than half of the people living with HIV/AIDS in 
Southern Africa are women. Recent studies estimate that among young people 
infected with HIV/AIDS in Sub-Saharan Africa, 76 per cent are girls. The high 
prevalence rates of HIV/AIDS threaten the achievement of all the MDGs in 
Southern Africa. 

Ensure environmental sustainability (MDG7): Clean water and improved 
sanitation in Southern Africa remain a major challenge. In Namibia, Lesotho, 
Angola and Mozambique, more than half the population did not have access to 
improved sanitation in 2000. There is extreme inequality in access to clean water 
and improved sanitation between urban and rural areas in Southern Africa. In 
Zimbabwe for instance, 91 per cent of urban households were connected to 
water compared with 5 per cent in rural areas in 2002. In the same year, 47 per 
cent of urban households were connected to water compared with 2 per cent of 
rural households in Zambia. 

Develop a global partnership for development (MDG8): The achievement 
of the MDGs in Southern Africa will largely depend on reforms to the 
international trading system and on increasing the quantity and quality of 
Official Development Assistance (ODA) disbursements from donor countries. 
However, out of 22 OECD/DAC donor countries, only five have reached the 
0.7 per cent of GNI aid threshold recommended by the United Nations. Since 
1990, ODA has declined, while Southern African countries continue to face 
formidable obstacles in accessing the markets of developed countries. 
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Overall, the achievement of the MDGs in Southern Africa will depend on 
significant reforms at two levels. Firstly, Southern African countries must: 

•	 Domesticate the MDGs into country-owned, long-term development 
strategies that take  individual country constraints and opportunities 
into account.. The development strategies must be based on in-depth 
‘needs assessments’ over the long term and exploit opportunities for 
internal resource mobilization; 

•	 Realign and reorient domestic policies and institutions towards 
meeting specific MDG targets. Domestic capacity building in 
planning, monitoring and evaluation of MDGs including data 
generation and analysis is critical to accelerating progress in achieving 
the MDGs; 

•	 Adopt good governance and build partnerships with all stakeholders 
including civil society organizations (CSOs) is essential to building 
confidence and transparency in the management of national 
resources.

However, the MDGs are a ‘global deal’ in which national and international 
players must play their part. In this context, the developed countries must:  

•	 Honour their commitments to more and better aid to least developed 
countries and reform their policies to align aid with the ‘needs’ of 
recipient countries. The policy reforms should be in the direction of 
making aid long term and predictable to recipient countries; 

•	 Institute policies to open their markets to commodities from Southern 
African countries and create, through removal of domestic subsidies 
and other entry obstacles, a fair international trading system; 

•	 Deepen and broaden debt relief including cancelling the external 
debt of the poorest Southern African countries and finance new 
commitments through grants not new loans. 
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Economic Performance:  
2004

1.1.Comparative.Economic.Performance.
among.African.Subregions

Real GDP growth of the 11 Southern African economies is estimated to have 
improved from 2.5 per cent in 2003 to 3.5 per cent in 2004. In comparison 
to Africa as a whole and to other subregions, the improvement to 3.5 per cent 
was modest. The subregion’s growth rate was a whole percentage point lower 
than the 4.6 per cent GDP growth rate of 4.6 per cent recorded by the African 
region as a whole. Further, the 3.5 per cent growth rate was the lowest GDP 
growth rate recorded in 2004 among all the African subregions as is shown in 
figure 1 below.  

Figure 1: GDP growth rates by subregions, 2000-2005

Source: Economic Report on Africa, 2005 (ECA)

1
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Although the subregion’s performance was modest relative to other subregions, 
it, nevertheless represented some noteworthy progress over earlier years as 
highlighted by the following dimensions:

•	 The subregion’s growth represented an acceleration of 1 percentage 
point relative to 2003 which was better than other subregions such 
as West Africa which decelerated by 3.3 percentage points and North 
Africa whose growth rate remained the same in 2004 as in 2003;

•	 Of the six fastest growing African countries in 2004 cited by the 
Economic Commission for Africa, the Southern African subregion 
had two countries namely Angola (11.5 per cent) and Mozambique 
(8.3 per cent)1

1.2.Sources.of.Growth.in.Southern.Africa

The increase in GDP growth in 2004 for the Southern African subregion as a 
whole was due mainly to a combination of factors including in particular the 
following: 

•	 South-Africa’s steady growth in 2004;

•	 A relative improvement in agricultural production in some of the 
countries of the subregion due to favourable weather conditions in 
2003/2004; 

•	 Continued implementation of credible macroeconomic policies; 

•	 External factors especially improved prices for major export 
commodities.

As shown in figure 2, South Africa, the largest economy in the subregion 
(accounting for one-fifth of Africa’s GDP) registered a real GDP growth rate of 
2.8 per cent in 2004, up from 2 per cent in 2003. Strong global and domestic 
demand created partly by the low interest rate environment contributed to the 
higher growth. Buoyant growth in Angola  - the second largest and the fastest 
growing economy in the subregion – at 11.5 per cent in 2004 - was the result 
of high oil prices and increased production. 

Good agricultural production supported strong growth in the economies of 
Mauritius and Mozambique. However, relatively poor performance in the 

1 The others were: Chad, Equatorial Guinea (West Africa); Ethiopia (East Africa) and Liberia 
(West Africa)
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same sector negatively impacted growth in Lesotho, Malawi, Swaziland, and 
Zimbabwe in 2004. 

Other internal factors that influenced GDP growth in 2004 included the 
growth in the service sector which was of particular importance in Botswana 
and Mauritius and the political situation which, in Zimbabwe, contributed to 
the contraction of the economy for the fifth consecutive year, though the rate of 
contraction slowed from 11.2 per cent in 2003 to 6.8 per cent in 2004. 

Figure 2: GDP growth rates by country, 2000-2005

Source:   ECA, EIU Country Reports, WEO database and country sources. 
E = Estimates; F = Forecast

1.3. Inflation.Trends

As shown in table 1, prudent macroeconomic policy management restrained 
inflation in 2004. For all the Southern African countries, with the exception of 
Malawi and Zambia, inflation rates were down in 2004 relative to 2003.  For 
Malawi, the increase in the inflation rate from 8.0 per cent in 2003 to 19.9 
per cent in 2004 is mainly attributed to a poor maize harvest, which pushed 
up food price inflation. In Zambia, the inflation increase from 16.8 to 17.5 
per cent is attributed to a rise in the prices of non-cereal food products such as  
meat, on account of disease outbreaks in parts of the country, high fuel prices 
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and a sharp appreciation of the Kwacha against the South African Rand. South 
Africa is Zambia’s main source of imports. 

Table1: Inflation Rates 2000-2005

Country 2000 2001 2002 2003 2004E 2005F

  Angola 268.0 116.0 108.9 118.0 56.1 30.0

  Botswana 6.7 6.6 8.1 9.5 5.0 6.5

  Lesotho 8.6 6.9 11.9 9.0 7.5 5.5

  Malawi 29.5 27.5 14.4 8.0 19.9 12.0

  Mauritius 4.5 5.4 6.4 5.8 5.5 4.7

  Mozambique 12.7 9.1 15.2 12.0 7.0 9.5

  Namibia 9.3 9.5 11.4 9.0 7.5 3.8

  South Africa 5.3 5.7 9.2 6.8 5.0 5.5

  Swaziland 6.7 7.5 11.8 7.5 5.5 4.8

  Zambia 30.10 18.7 16.0 16.8 17.5 17.4

  Zimbabwe 60.0 74.5 119.0 420.0 350.0 100.0

Source:  ECA, EIU Country Reports and country sources. 
E = Estimates;   F = Forecast

The strong growth in the world economy in 2004 at 4.0 per cent had a generally 
positive impact on many developing economies including African economies, through 
increasing global commodity demand. As a direct consequence, this has increased the 
prices of most primary commodities. ECA estimated that the commodity price 
index, denominated in US dollars, increased by 26.3 per cent in 2004, induced 
by increased demand from Asia, particularly China. Of course, the bulk of this 
increase was accounted for by oil price increases. However,  metals,minerals 
and fertilizers had a significant contribution to the rise in non-oil commodity 
prices. These trends in commodity prices contributed to the good performance 
in the oil- and mineral-exporting  Southern African countries such as Angola. 
Conversely, other countries in the subregion were adversely affected by the 
increases in oil prices. 

1.4. . Economic.Performance.and.Poverty.
Reduction.

Poverty.levels

Southern Africa’s growth rate of 3.5 per cent in 2004 was modest and far 
from ensuring a significant dent in the level of poverty of the majority of the 
population.  In addition, benefits from  global GDP growth did not necessarily 
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accrue to the poor as such gains rarely trickle down to the people at the 
grassroots level. As such, poverty levels in the subregion continued to be very 
high with the majority of the population living below the poverty line. Income 
inequality was extensive both between and within countries, and the average 
human development indictors for all Southern African countries rank among 
the lowest in the world, as can be seen from the Human Development Index in 
table 2 below. 

Table 2: Human Development Index and GDP Index (200�)  
(Southern African and selected countries in other subregions)

Country HDI Rank GDP Index

Southern Africa

Angola 166 0.51

Botswana 128 0.73

Lesotho 145 0.53

Malawi 165 0.29

Mozambique 64 0.78

Mauritius 171 0.39

Namibia 126 0.69

South Africa 119 0.77

Swaziland 137 0.64

Zambia 164 0.36

Zimbabwe 147 0.53

Central Africa

Chad 167 0.39

Cameroon 141 0.50

East Africa

Ethiopia 170 0.34

Kenya 148 0.39

West Africa

Ghana 131 0.51

Senegal 157 0.46

North Africa

Egypt 120 0.61

Sudan 139 0.48
Source: UNDP Human Development Report (HDR), 2004

Growth.and.poverty.reduction

Poverty has increasingly become an area of immediate concern for governments 
in the Southern African subregion due to the failure of previous policies to bring 
about economic development and poverty eradication. The Poverty Reduction 
Strategy Papers (PRSPs) and Poverty Reduction Grant Facility (PRGF) have 
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been developed  both as an instrument for poverty alleviation, and as  a 
condition necessary for accessing debt relief under the Highly Indebted Poor 
Countries Initiative (HIPC). The PRSPs describe a country’s macroeconomic 
performance, structural and social policies and programmes over a 3-year 
period (or longer) to promote broad-based growth and reduce poverty. The 
International Monetary Fund  (IMF) established the PRGF to ensure that 
the objectives of poverty reduction and growth are more central to lending 
operations in theist  poorest member States,  although the PRGF-supported 
programmes are framed around comprehensive, country-owned PRSPs. 

Some of the main elements of the PRSPs  include the following:

•	 For Malawi, the medium goal of the PRSP is that by mid-2005 
the incidence of poverty should be reduced by 6 percentage points 
from 65.3 per cent of the population to 59.3 per cent. The strategy 
draws attention to human capital development as key to poverty 
alleviation and also includes a number of strategies to combat HIV/
AIDS. Gender and women’s empowerment are also  strong features in 
Malawi’s PRSP;

•	  Lesotho’s PRSP is framed within growth oriented medium term 
macroeconomic and fiscal policies. Key goals include export-led 
growth, prudent fiscal management and  prioritization of health and 
education services;  

•	 Botswana’s PRSP identifies the main causes of poverty as being limited 
access to employment opportunities as a result of a narrow economic 
base, absence of security of land tenure, drought and HIV/AIDS; 

•	 For Mozambique, the main objective of the PRSP is to reduce the 
incidence of poverty to 50 per cent by 2010 based on priorities such 
as education, health and agricultural development;  and

•	 Enhanced agriculture lies at the centre of the Zambian PRSP and 
also identifies factors that are contributing to worsening poverty, 
including weak integration of the poor, particularly of small-scale 
farmers, into the market and also weaknesses in economic and political 
governance. 

NEPAD recognizes the importance of PRSPs as the country framework for 
translating vision into action; however, there have been a number of issues 
that have emerged from the ECA-sponsored Learning Group on PRSPs. The 
first is the legitimacy of the PRSP process, centring on issues of participation. 
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Second is the lack of national capacity to handle PRSPs This lack  is seriously 
hampering institutional capacity to undertake systematic analysis of the causes 
and consequences of poverty,  design and implement poverty reduction policies 
and programmes, and monitor their impact. Third is the issue of aligning donor 
policies with the PRSPs and the fact that more needs to be done by external 
partners to respect the centrality of the priorities articulated in the national 
PRSPs and to realign their programmes accordingly. Zambia is spearheading 
efforts to align and harmonize external support, and it is expected that the 
subregion will benefit from the Zambian experience. 

All these lessons need to be taken into account as more countries develop their 
PRSPs, or indeed, move into the second phase of their PRSPs. Past attempts to 
implement 0initiatives such as the PRSP have often been frustrated by  lack of 
implementation mechanisms and resources. However, today there is a general 
consensus emerging on the appropriate implementation strategy to overcome 
these problems, which consists mainly of better public expenditure management 
through strategic planning, medium-term expenditure frameworks (MTEFs), 
and monitoring mechanisms. 

Growth.and.employment

Substantial expansion and growth in employment is fundamental to any strategy 
for reducing poverty anywhere. Sub-Saharan Africa’s unemployment rate has 
not changed in recent years. In fact, sub-Saharan Africa is the only region in 
the world for which decreases in labour productivity have been recorded2.  In 
this respect, the International LabourOrganization (ILO) World Employment 
Report, 2004-2005 estimated that there are 550 million people globally who 
work but still live on less that $$US1 a day, representing 20 per cent of total 
world employees.  For Africa as a whole, the ILO indicates that 90 per cent of 
new jobs are in the informal economy and has observed that 45 per cent of 
those employed in the informal economy in Sub-Saharan Africa are poor.  

According to ILO, the youth are more than three times as likely to be unemployed 
as compared to adults and globally, the youth are 25 per cent of the working-age 
population yet their share of the total unemployed is 47 per cent.  In 2003, ILO 
estimated the youth unemployment rate in Sub-Saharan Africa at 21 per cent, 
although in many countries, the percentages of unemployed youth are much 
higher. Similarly, women are adversely affected by unemployment challenges.  
Of the total working poor worldwide, 60 per cent are women. In 2003, the 

2 Two SADC member States, notably South Africa and Tanzania, have registered increases in 
productivity in recent years. 
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labour force participation rate for women in sub-Saharan Africa was estimated 
at 63 per cent compared to 85 per cent for men. 

The Southern African economies exhibit all the above employment trends and 
characteristics except for the women participation rates.  In Southern Africa 
as in sub-Saharan Africa, there has been very slow progress towards achieving 
the goal of “full and productive employment”3. Available estimates show that 
unemployment rates in many Southern African countries are high at above 20 
per cent. Also, employment in the subregion’s informal economy, which has 
been expanding rapidly, constitutes the main source of employment for the 
majority of the increasing urban population. Regarding women’s participation, 
the Southern African countries fare much better than the African region as 
a whole, with women continuing to have a higher share of employment in 
agriculture and other activities in the informal economy than do men. 

 There are a number of international and regional agendas regarding 
employment.  ILO has taken the lead role on the employment agenda at the 
international level as illustrated in the ILO 2004 World Commission on Social 
Dimensions of Globalization: “A Fair Globalization: Creating Opportunities for 
All” as well as the Decent Work Agenda for Africa. Furthermore, at the African 
level, the Heads of State and Government of the African Union (AU) at their 
Summit on Employment and Poverty Alleviation in Africa held in Burkina Faso 
in September 2004, committed themselves to place employment as an explicit 
and central objective of their economic and social policies at national, regional 
and continental levels for sustainable poverty alleviation. Additionally, at the 
Expert Group Meeting on Strategies for Creating Urban Youth Employment 
held in Nairobi, Kenya in June 2004 recommendations were made to prioritize 
youth employment as a matter of national urgency and to develop National 
Action Plans on youth employment and involve youth in decision-making.

3 In Commitment 3 of the Copenhagen Declaration adopted by the World Summit on Social 
Development (WSSD) in 1995, world leaders committed themselves to promoting the goal 
of full employment as a basic priority of their economic and social policies, and to enabling 
all men and women to attain secure and sustainable livelihoods through freely chosen pro-
ductive employment and work.
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1.5.Savings,.Investments.and.FDI

The Southern African countries appear to have savings and investment to GDP 
ratios that are at par with the averages for the African region as a whole4. For the 
Southern African subregion, recent figures from national sources show that in 
Angola, the investment to GDP ratio is as high as 31.7 per cent. In Botswana, 
investment to GDP ratio declined slightly from 29 per cent in 2002 to 25 per 
cent 2003. In Mauritius, the gross national savings as a per cent of GDP was at 
23.3 per cent and investment at 22.3 per cent of GDP in 2004. In Namibia, the 
savings to GDP ratio stood at 27.4 per cent in 2002 and investment to GDP 
ratio was 22.0 per cent for 2003.  In South Africa, the ratio of fixed investment 
to GDP was 16.3 percent in the third quarter of 2004, an increase from 14.7 
per cent in 2002. Fixed capital formation in South Africa was supported by 
enhanced affordability of imported capital goods, lower interest rates, strong 
business confidence and higher priority assigned to infrastructure development 
and public sector programmes. In Zimbabwe, given the high levels of inflation, 
savings and investment levels declined substantially to below 10 per cent of 
GDP in 20035. 

No doubt, FDI directly influences the levels and rates of capital formation 
over the years. In Southern Africa, as in sub-Saharan Africa, FDI declined 
significantly from its peak of nearly $$US10 billion in 2001 to only about $ 
$US3.7 billion in 2004 (table 3). The decline was due mainly to the drop in 
inflows into Botswana, Mauritius, Namibia and South Africa. The declines 
in these countries were, in turn, mainly attributable to cyclical investment 
behaviour and to reduced privatization and acquisitions activity in South 
Africa. Declines in FDI flows to Swaziland and Zimbabwe are related to issues 
of low external confidence in the respective economies.

4 According to the 2004 ECA Economic Report, investment and savings to GDP ratios for 
the continent averaged around 20 per cent for 2001 (the latest year for which savings and 
investment data iareavailable).

5 Reserve Bank of Zimbabwe Annual Report, 2003



12

Table �: FDI in SA countries 2000-200� (millions of $US)

Country 2000 2001 2002 2003 2004

  Angola 879 2146 1672 3505 2048

  Botswana 57 31 405 418 47

  Lesotho 31 28 27 42 52

  Malawi 26 19 6 10 16

  Mauritius 277 32 33 70 65

  Mozambique 139 255 348 337 132

  Namibia 186 365 181 149 286

  South Africa 888 6789 757 720 585

  Swaziland 91 51 90 -61 69

  Zambia 122 72 82 172 334

  Zimbabwe 23 4 26 30 60

  Total SA Countries 2599 9795 3627 5392 3694

   Total Africa 8728 19616 12994 18005 18090

Source: UNCTAD: World Investment Report 2004

Despite the current investment incentives in place, the subregion as a whole 
is not yet attracting FDI at a level that will result in a significant economic 
impact6 due in part to the perceived risks associated with investment in the 
region. In view of this, member States are making efforts to improve subregional 
attractiveness for FDI. To reverse the trend, increase the actual volume of 
FDI flows and improve their distribution among the different countries of 
the subregion, a lot remains to be done. Countries would be well served to 
articulate harmonized policies for achieving this aspect of economic growth 
and poverty eradication. 

1.6.External.Sector.Developments

External.trade:.

Available data reveal that trade in the Southern African subregion has been on 
the rise. Total trade flows amounted to $US 92.3 billion in 2002, increasing 
to $US 110.6 billion in 2003 and further to $127.4 billion in 2004. This 
represented growth rates of 19.8 and 15.2 per cent in the two periods 2002-

6 The following are a few of the current investment incentives: Foreign companies are guaran-
teed equal treatment; nearly all sectors of the economy are now open to foreign investment; 
special fiscal incentives are offered to foreign investors who employ a high proportion of na-
tionals and provide them with professional training and benefits equal to foreign employees; 
profits, dividends and the proceeds from the sale of investments may be transferred abroad 
by foreign investors.
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2003 and 2003-2004 respectively. For the region as a whole, exports grew faster 
than imports at 24.0 per cent as against 15.6 per cent between 2002 and 2003 
and again at 16.6 per cent as against 13.3 per cent between 2003 and 2003. 
At these average rates the subregion as a whole had trade surpluses during the 
entire period 2002 to 2004 inclusive. 

Table �: Total External Trade of Southern Africa Countries 
(Millions $US)

Country 2002 2003 2004

Exports Imports Exports Imports Exports Imports

Angola   7,383.0   3,973.0   9,237.4   4,079.9 14,160.0   4,895.0 

Botswana   2,950.0   1,544.0   2,865.0   2,169.0   2,940.0   2,255.0 

Lesotho      357.0      779.0      450.0     750.0      485.0      730.0 

Malawi      450.0      673.0      457.1      505.0      503.0      521.0 

Mauritius   1,792.0   2,085.0   1,941.3   2,341.0   2,068.3   2,294.2 

Mozambique      703.0      701.0      908.9   1,355.2   1,298.0   1,369.0 

Namibia   1,096.0   1,450.0   1,157.0   1,376.0   1,356.0   1,454.0 

South Africa 29,723.0 29,267.0 38,703.0 35,002.0 41,985.3 40,589.1 

Swaziland      769.0   1,133.0      920.2   1,081.8      901.0   1,139.0 

Zambia *      916.0   1,204.0   1,052.0   1,393.0   1,588.0   1,727.0 

Zimbabwe   1,398.2   1,923.3   1,244.3   1,626.9   1,448.7   1,656.6 

Total SA 47,537.2 44,732.3 58,936.2 51,679.8 68,733.3 58,629.9 

Total Trade Flow 92,269.5 110,616.0 127,363.2

Source: UNCTAD, 2003 Handbook of Statistics, EIU, and 2004 Country Report 
*=Figures from the Ministry of Finance and National Planning, Zambia, Economic Report 
2004

The subregional trade picture obscures the very wide disparities among countries. 
For example, the trade surplus for the subregion as a whole recorded in the 
three years between 2002 and 2004 obscures the fact that all the countries in 
the subregion (except for Angola, Botswana and South Africa) recorded trade 
deficits in the same period. These same three countries continued to dominate 
total trade flows in the subregion such that in 2004, South Africa’s total trade 
represented more than 64 per cent of the subregional trade for the same year.
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The major destination of Southern African exports continues to be the 
European Union (EU). In 2003, total trade between the EU and Southern 
African countries accounted for 7,382 million Euros. Asian export destinations 
are significant for Angola, Mauritius, Mozambique, South Africa and Zambia 
while Asian sources for imports are considerable in Mauritius. 

The exports to the EU are  dominated by primary goods (73.2 per cent) such 
that in 2003, five products accounted for more than 86 per cent of the total 
exports. These were mainly precious stones and metals including (diamonds, 
gold for 47.3 per cent), crude oil (19.1 per cent), aluminium (10.4 per cent) 
and fisheries products (10 per cent). Unfortunately, the production of such 
export commodities does not create much employment, as their production is 
capital intensive.

Some of the less developed countries of the Southern Africa subregion (i.e. 
Angola, Lesotho, Mozambique) have benefited from trade preferences under the 
“Everything But Arms” (EBA) initiative through easier access to the European 
market free of duties and tariff quotas for all their products. 

External.debt.

Table 5: Southern Africa total external debt 1���-200�  
(billion $US )

Country 1999 2000 2001 2002 2003 2004E

 Angola      10.30        9.41        9.30      10.13      10.10      9.164

 Botswana       0.50        0.45        0.40        0.48        0.47        392

 Lesotho       0.68        0.67        0.59        0.64 0.61          ..

 Malawi       2.75        2.72        2.60        2.91        3.10      3.026

 Mauritius       1.85        1.72        1.72        1.80        1.70        1.75

 Mozambique       6.97        7.04        4.45        4.61     23.06           ..

 Namibia       0.25        0.44        0.42        0.64        1.04        1.04

 South Africa     23.91      24.86      24.05      25.04      25.80        25.9

 Swaziland       0.30        0.29        0.30        0.34        0.36           ..

 Zambia       5.87        5.73        5.67        5.97        5.30      5.281

 Zimbabwe       4.44        3.91        3.73        4.07        4.10      3.404

 Total      57.82      57.24      53.24      56.63      75.64  498.195

Sources: World Bank, African Development Indicators 2004 and EIU 2004 
Country Reports. 2004 are estimates.
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The total aggregate external debt owed by Southern African countries in 2003 
stood at 75.64 billion, compared with 56.63 billion in 2000 (table 5). Out of 
this total, Angola, Mozambique and South Africa account for 75.9 per cent of 
that debt. 

The debt burden, measured by indicators such as the debt to GDP ratio, debt 
service/exports ratio or debt per capita, continues to constrain growth in the 
Southern African economies. For specific countries, Angola had a debt per 
capita figure of more than $US 706 and its debt service consumed more than 
five times the total spent on public health and education. Malawi’s expenditures 
on debt service consumed 4.7 per cent of GDP in 2003. Worst stricken by the 
debt problem over the years has been the Mozambican economy, with a debt 
per capita of 1,220 US $ in 2003 and also the total expenditure on debt service 
has been 0.8 per cent higher than the expenditure on health7. Zambia’ s debt 
to export ratio has been 438 per cent, and the total external debt at the end 
of 2004 stood at $US7.1 billion up by 9 per cent from 2003. The increase in 
external debt was accounted for by government debt, which, as in previous 
years, was owed largely to multilateral institutions. The SACU countries are the 
least indebted countries in the subregion. 

As shown in table 6, 3 out of the 11 economies in the subregion have been 
identified as Highly Indebted Poor Countries (HIPC), namely Zambia, Malawi 
and Mozambique. In 2001, Mozambique reached its HIPC completion 
point and has since received substantial foreign assistance in the form of debt 
forgiveness, grants and loans,  to reduce the country’s external debt. Completion 
points for the two other countries, Malawi and Zambia, are still pending, 
owing largely to governance considerations and also the fact that both have 
been recently disaster stricken from severe drought. 

The Zambian Government has made substantial progress in implementing the 
reforms required for the country to reach the completion point in early 2005 
and is awaiting assessment by the Bretton Woods Institutions8. It is important to 
note that while resources from debt relief are important for short- to medium-
term debt sustainability, such resources will only constitute a small fraction 
of what the countries qualifying under the HIPC Initiative actually need to 
reduce poverty by half, consistent with the 2015 MDGs.9

7 Figures quoted in this section are given by World Bank Global Development Finance 2004
8 Zambia did indeed achieve the HIPC completion point before this report went into publi-

cation
9  The debt cancellation that was agreed by the G8 for the poorest countries is expected to 

improve this situation more substantially.
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Table �: Commitments and Disbursements of HIPC Assistance 
(as of February 10, 2005 (in millions of SDRs)

Country Decision 
Point

Completion 
Point

Amount 
committed

Amount 
Disbursed

Malawi Dec 2000 Floating 23.1 6.9

Mozambique Apr 2000 Sep 2001 13.7 14.8

Zambia Dec 2000 Floating 468.8 351.6

Source: IMF Reports, Sub-Saharan Africa Regional Outlook, 2004.

1.7.The.Integration.Agenda

According to SADC, trade within the subregion totalled more than $US 5 
billion per year since year 2000, about 20 per cent of Africa’s current overall 
trade volume. This is, due mainly to South Africa’s foreign trade, which almost 
doubled between 1994 and 2002. By contrast, exports among the other 
individual countries are relatively limited. For example, exports from Malawi 
to Tanzania or from Mozambique to Zambia are almost negligible despite their 
regional proximity to each other. South Africa remains the major exporter to 
the rest of the subregion with a major concentration in SACU countries due 
to the Customs Union and common monetary area. The low level of intra- 
subregional trade, despite the SADC and COMESA trade Protocols, is due to 
many factors that impede trade in the region, including the range of invisible 
non-tariff barriers (NTBs)10 such as  communication and transport problems, 
the customs procedures and charges, as well as a lack of market information. 

The low and ineffective integration of African countries, including Southern 
African countries, into the global economy and the reliance on the export of 
primary commodities have been a threat to economic integration and intra- 
subregion as trade due to the lopsided situation of importing most manufactured 
goods from outside the subregion. On the other hand, low and ineffective 
integration in the global economy has been a result of low integration of the 
African countries at the subregional and regional levels.  This has resulted in a 
lack of diversification, low domestic value added to products and a generalized 
lack of competitiveness. Moreover the subregion needs to develop a mechanism 
for removing all barriers to trade in order to enable them to take advantage 

10 Trade Liberalization and Regional Integration in SADC: Policy Synergies Assessed in an 
Industrial Organization Framework; Martine Visser and Trudi Hartzenberg 

 www.commerce.uct.ac.za
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of the SADC Regional Indicative Strategic Development Plan (RISDP) trade 
policy and have a chance of attracting investment. 

The low integration of Southern African economies is a major challenge and a 
threat to economic sustainability. There are aspects of market structure, market 
access, and basic macroeconomic conditions which need to be addressed at 
national and subregional levels with a view to making the movement of goods, 
services and people between countries in the region easier. Macroeconomic 
policy harmonization is necessary to ensure that changes in one country do not 
adversely affect economic activities in other countries. 

A form of monetary harmonization in Southern Africa exists already between 
South Africa, Lesotho, Namibia and Swaziland. Known as the Common 
Monetary Area (CMA), each country’s currency is traded at par with the 
South African Rand. Many of the other countries in the subregion have started 
to work towards the creation of a zone of monetary stability with flexible 
exchange and payment systems in order to facilitate market integration. This 
growing interest in currency convertibility in the region forms a fertile ground 
for monetary harmonization. Moreover, in cases where local currencies are 
recognized and accepted for payment, this encourages countries to shift their 
trade from partners who require foreign currency to those that accept local 
currency, thereby promoting intra-regional trade. 

In order to deepen this process, the 14 SADC countries plan to have a single 
currency by 2016. The main benefit of a single currency will be economic 
efficiency by reducing transaction costs, to facilitate greater trade opportunities. 
Monetary union is not an easy policy to introduce. It presupposes broad similarity 
between the economies prior to implementation and  that, once begun, the 
subregion will be able to function as a single economy. More crucially, it means 
that the characteristics of each economy must converge.
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Sectoral Developments

2.1.Agriculture.and.Food.Security.

As shown in table 7, the food security situation for the subregion improved 
slightly for the 2003/2004-crop year compared to 2002/2003, due to improved 
cereal production. There weremarked variations across countries with some 
countries experiencing increases while others recorded stagnation or decreases 
in production. Five countries, namely Botswana, Mozambique, Namibia, 
Swaziland and Zimbabwe recorded increases in overall cereal production. 

Maize output is estimated to have decreased during the 2003/2004 season in 
Angola, Lesotho, Malawi, South Africa and Zambia (SADC, 2004). Lesotho, 
in particular, was hit by a drought and suffered large crop failure in the 
2003/2004-production season, from 18.3 million to 20.2 million metric tons.. 
In this context it is pertinent to underscore the fact that maize constitutes the 
major staple crop in most Southern African countries. Consequently, any single 
maize crop failure as experienced in drought-affected seasons, can and often 
does result in serious food insecurity problems.

Table �:  Cereal* production  (‘000 Metric Tons) in Southern 
Africa

Country 19999/00 2000/01 2001/02  2002/03 2003/04

Angola 515.0 591.0 549.0 713.0 653.0

Botswana 22.0 26.0 25.0 32.0 34.0

Lesotho 255.0 160.0 121.0 94.0 81.0

Malawi 2,607.0 1,711.0 1,726.0 2,111.0 1,904.0

Mauritius 0.6 0.6 2.0 2.0 2.0

Mozambique 1,422.0 1,618.0 1,706.0 1,735.0 1,946.0

Namibia 121.0 107.0 69.0 101.0 135.0

South Africa 14,456.0 10,975.0 11,765.0 11,440.0 11,001.0

Swaziland 86.0 86.0 70.0 63.0 78.0

Zambia 1,045.0 741.0 738.0 1,509.0 1,368.0

Zimbabwe 2,537.0 1,896.0 759.0 1,185.0 2,956.0

TOTAL 22,551.6 17,320.6 16,981.0 18,272.0 20,157.0

Source: SADC Food Security Update, 2004 
* Maize, wheat, rice, sorghum and millet

2
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Table �: Cereal Availability and Gaps 200�/2005 in Southern 
Africa (‘000 Metric Tons)

Country Production and 
Opening Stocks

Domestic 
Requirements

Domestic 
shortfall/ 
surplus

Import Gap

Angola 677 1362 -717 -717

Botswana 89 324 -281 0

Lesotho 124 413 -317 -317

Malawi 1911 2537 -686 -539

Mauritius 6 199 -203 -203

Mozambique 2137 2588 -610 -1

Namibia 168 268 -150 -8

South Africa 14580 12202 819 0

Swaziland 96 199 -111 -2

Zambia 1566 1374 137 0

Zimbabwe 3022 2413 359 0

Source: SADC, 2004.

Despite an improvement over last season’s cereal harvest for the subregion as 
a whole, current food supply assessments indicate cereal shortfalls in some 
countries, and overall cereal deficits have been assessed in all countries except 
South Africa, Zambia and Zimbabwe (SADC, 2004). As shown in table 8, only 
Zambia and South Africa managed to export their surplus. However, in cereal 
deficit countries (Angola, Malawi and Lesotho), latest food security assessments 
indicate that most rural households are facing domestic food shortages and are 
now running out of their own food stocks as they enter the hunger season,  i.e. 
from December to the end of February.  According to the Malawi Vulnerability 
Assessment Committee, up to 1.7 million people, most of them in the southern 
areas, required food assistance before March 2005.

While food aid inflow was reported to be improving in the subregion in 200411, 
the import gap remained significant. In Angola, the 2004 cereal output, 
which was above average, could only meet half of the country’s total cereal 
requirements. Vulnerability analysis in 2004 indicated that 334 000 people 
were “food insecure” and 717 000 were “highly vulnerable” to food insecurity.  
A Crop and Food Supply Assessment Mission in May 2004, by the Food and 
Agriculture Organization (FAO)  and World Food Programme estimated that 
about 178 000 tons of cereal food aid would be required during the 2004/2005 
marketing year (April/March).

11  SADC Food Security Bulletin
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According to FAO data on the prevalence of under-nourishment in the 
five subregions of Africa in 2004, the Southern African subregion ranked 
second after Central Africa in terms of the proportion of the population 
undernourished in sub-Saharan Africa (FAO, 2004). The main constraints to 
achieving food security in Southern Africa were identified as weather-related 
recurrent drought, little support for agriculture, land tenure arrangements, 
and limited application of science and technology to meet the needs of the 
smallholder farmer. Even though the main cause of decreased food production 
and consequent food shortages was singled out as the recurrent drought, it is 
increasingly becoming clear and acknowledged that the HIV/AIDS pandemic 
is exacerbating the situation by rapidly eroding the coping strategies used by 
communities to survive and recover from frequent drought and natural disasters 
(SADC REWU, 2003).

Other causes of the food security crisis in the subregion include inadequate 
targeting of attention to the particular needs of women, who are the dominant 
agricultural producers, traders and nutrition providers; limited application of 
science and technologies; policy and institutional weaknesses such as unclear 
rights and land tenure arrangements; limited support for agriculture particularly 
smallholder agriculture in the form of research and extension services; and 
limited or non access to credit, inputs and markets.

Given the above, there are some clear priority areas for action that governments 
need to take into account to ensure food security in the subregion. These 
include:

•	 Provision and development of irrigation systems; 

•	 ThImproved fiscal funding of agricultural research;

•	 Technology development and extension;

•	 Tthe incorporation of HIV/AIDS prevention and mitigation in 
agricultural production and food relief efforts; and

•	 Identification, dissemination and replication of interventions that 
can be implemented to mitigate the impacts of HIV/AIDS on 
smallholder agriculture and food security; improvements of marketing 
and transport infrastructure; strengthening of national strategic grain 
reserves; and addressing land tenure issues.
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2.2.Mining

Southern Africa is endowed with significant resources and reserves of minerals. 
According to recent data, the subregion hosts significant proportions of the 
known world reserves of chromium (86 per cent), platinum group metals -
PGMs (90 per cent), manganese (60 per cent), antimony (65 per cent), cobalt 
(55 per cent), diamonds (65 per cent), tantalum (40 per cent), vanadium (30 
per cent) and 45 per cent of world gold reserves (United States Geological 
Survey, 2004). Mineral endowment varies among the subregion’s major mining 
economies as follows: South Africa (chromium, PGMs, gold, manganese, 
vanadium, antimony, illmenite, tantalum); Zimbabwe (coal, chromium, 
PGMS, gold, asbestos, nickel, tantalum); Zambia (copper, cobalt, gemstones); 
Botswana (diamonds, nickel, copper); Namibia (uranium, diamonds, tin, gold, 
copper); and Angola (diamonds, oil). 

In the last few years, the Southern African minerals industry  has experienced 
a number of developments, including  consolidation of operations at Lesotho’s 
Letseng diamond mine, opened in December 2003 by JCI and Matodzi 
Resources after lying idle since 1982 when it was abandoned by De Beers; 
increased mining activities at Konkola Copper Mines and consolidation 
of Chibuluma operations in Zambia; maturity of the Mozal project in 
Mozambique; and increased exploration and production at Makwiro Platinum 
Mines in Zimbabwe

In 2003, Southern Africa accounted for 17 per cent of the total world output 
of gold and was also the world’s top producer of chrome accounting for 49 
per cent of world output, diamonds (47 per cent), gemstones (42 per cent), 
palladium (38 per cent), platinum (72 per cent). The share of South Africa’s 
output in world output in 2003 for different minerals stood as follows: copper 
(4 per cent), nickel (5 per cent) and asbestos (5 per cent) (USGS, 2004). 

From the above figures, and as can be seen from table 9, the minerals industry 
continues to be a major contributor to GDP growth, employment and foreign 
exchange earnings in Southern Africa. Based on the ratio of mining GDP to 
total GDP and the ratio of mining exports to total exports, five countries in 
Southern Africa can be described as mineral dependent. These countries are 
Angola, Botswana, Namibia, South Africa, and Zambia. 
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Table �: Contribution of the minerals industry to Southern 
Africa economies (2001/2002)

Country Contribution to 
GDP

Mining Employment
( per cent)

Contribution to  Foreign 
Exchange Earnings ( per cent)

Angola 59.4 9.0 90.0

Botswana 34.8 4.0 88.0

Lesotho 0.5 1.0 2.0

Malawi 0.9 0.4 0.5

Mozambique 2.0 1.3 53.0

Namibia 14.5 4.5 63.0

South Africa 5.4 9.0 15

Swaziland 2.0 3.5 2.0

Zambia 7.8 9.0 80.0

Zimbabwe 4.3 4.5 40.0

Source: Economist Intelligence Unit, 2004

Table 10: Artisanal and small-mining (ASM)in selected 
countries in Southern Africa

Country Estimated Number in ASM Women Miners ( per cent)

Malawi 40,000 10

Mozambique 60,000 30

South Africa 25,000 5

Zambia 35,000 30

Zimbabwe 400,000 45

Source: MMSD, 2002

In addition to a growing medium- and large-scale minerals industry, Southern 
Africa has also witnessed the emergence of Artisanal and Small-scale Mining 
(ASM) as a legitimate mineral production sector. Most countries in the 
Southern African subregion have developed frameworks to recognize the sector 
as complimentary to the efforts of large- and medium-scale operators, especially 
in poverty alleviation, through its important economic linkages in rural areas. 
The small-scale mining industry has gained prominence in Namibia, Zambia, 
Zimbabwe, South Africa, Angola, and Mozambique where significant numbers 
of people are involved in mining precious and semi-precious stones. Table 10 
shows the sixe of the sector in selected countries in Southern Africa and also the 
percentage of women miners in the sector.
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However, the ASM sector faces a number of challenges in the areas of finance, 
technology, marketing and occupational health and safety. In terms of 
marketing, the idea of a gemstones exchange received considerable attention 
in Zambia during 2004 with the Government committing to establishing one 
in the near future to assist small-scale operators to market their output. In 
Zimbabwe, the Government revived its equipment assistance scheme for the 
ASM and established the Gold Mining and Minerals Development Trust to 
assist in the marketing of gold by small-scale miners.

Table 11: Prices of selected minerals (2000 to 200�)12

 Year Platinum Palladium Rhodium Gold Copper Cobalt Nickel

2000 549.30 691.8 1990.0 280.0 82.2 15.2 8638.0

2001 533.29 610.7 1598.7 272.0 71.6 10.6 5945.0

2002 542.56 339.7 838.9 311.0 70.7 6.9 6772.0

2003 694.44 203.0 530.2 365.0 80.7 10.6 9629.0

2004 852.08 252.0 736.0 410.0 128.0 24.5 13843.0

Source: US Geological Survey, Mineral Commodity Summaries (online), February 2005

As shown in table 11, the minerals industry in Southern Africa also benefited 
from strong mineral prices during 2004, especially for copper, cobalt, diamonds, 
gold, nickel and PGMs (especially platinum). Gold prices rose to over $US450 
per ounce for the first time since 1996 and ended 2004 at an average price 
of $US410 per ounce. In a similar development, platinum surged ahead of 
palladium during the year and averaged $US852 per troy ounce in 2004 up 
from an average of $US694 in 2003. Platinum prices were influenced by a 
deficit in the market and increased demand for the white metal in Japan and 
China for use in vehicles. For copper, uncertainty in supply and a deficit in 
the market continued to push prices up reaching an average of 128 cents per 
pound in 2004, up from an average of 80 cents in 2003. Cobalt prices more 
than doubled between 2003 and 2004 from $US11 per pound to $US25 
respectively.

In addition, the improved operating environment for the mining sector in the 
region was also a result of revisions to mining codes and the evolution of new 

12  Notes on table 11
 1. Prices for platinum, palladium and rhodium are in $US per troy ounce
 2. Gold prices are in $US per ounce
 3. Copper prices are in US cents per pound, LME high grade
 4. Cobalt prices are in $US per pound
 5. Nickel prices are in $US per ton, LME price
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mineral policies in South Africa, Malawi and Namibia during the past few 
years. Such reforms started to bear fruit, evidenced by the positive impact on 
mining activities in the sector in 2004. 

Firm prices for gold and PGMs during 2004 got these minerals  targeted 
by many exploration and mining companies  representing large chunks of 
international exploration budgets focused on gold, gemstones and PGMs. 
According to the Metal Economics Group in Nova Scotia, 17 per cent of 
international exploration budgets in 2004 were focused on Africa, especially 
sub-Saharan Africa, of which Southern Africa is the major destination. 

2.3.Manufacturing.

The manufacturing sector in most Southern African countries is related to 
the processing of agricultural and mineral products. With the exception of 
Mauritius, South Africa and Zimbabwe, the manufacturing sector in Southern 
Africa centres on production of food and beverages, clothing and textiles, timber, 
pulp and paper, plastics and chemicals. The contribution of manufacturing 
to regional GDP between 2001 and 2003 has ranged from about 4 per cent 
in Angola to over 30 per cent in Mozambique. Mozambique’s surprisingly 
high share of 30 per cent of manufacturing in total GDP is mainly due to the 
mining-related   Mozal aluminium smelter. 

Table 12 shows the average annual growth in the manufacturing industry for the 
subregion. Although Lesotho’s manufacturing industry is small by subregional 
standards, it plays an important role in the country’s national economy, 
contributing 16.5 per cent to GDP in 2003. However, the sector did experience 
a downward trend during 2003 due to factors including the appreciation of 
the Loti and the competition with other cheap textiles on the international 
market. Swaziland’s manufacturing sector contributes more than one third to 
that country’s GDP, which is the highest contribution in the subregion. 
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Table 12: Average Annual Growth in Manufacturing Industry, 
1��0-2002 (per cent)

COUNTRY 1990 – 2000 1990-2002

Angola -0.4 1.6

Botswana 4.1 4.0

Lesotho 6.6 6.0

Malawi -2.1 -1.0

Mauritius 5.6 5.3

Mozambique 17.6 18.9

Namibia 2.7 3.3

South Africa 1.2 1.6

Swaziland 3.0 2.6

Zambia 1.2 1.5

Zimbabwe 0.4 3.0

Source: World Bank, 2004- World Development Indicators

South Africa is the subregion’s major manufacturing economy with a diversified 
manufacturing base dominated by metal fabrication, the machinery/equipment 
industry, and the chemicals industry. The manufacturing sector in South 
Africa grew by 2.6 per cent in 2004. The manufacturing sector in Mauritius 
is also diversified compared to other countries in the subregion. It includes 
the production of woven garments, sportswear, woollen knitwear, clocks, 
watches, watch straps, leather goods, plush toys, carnival masks, sunglasses, 
lenses, spectacle frames, ship models, plastic products, engineering products, 
electronic items, canned foods, polished diamonds, and printing of books and 
magazines. 

It should be noted that there are signs of a worrying de-industrialisation trend 
for the region as a whole. This is exemplified by declining value-added in 
manufacturing as result of closing down or decrease in operating capacities 
of manufacturing establishment while very few new ones are being set up. 
For example, available statistics show that, the total nominal value added in 
manufacturing in the region declined by 1.3 per cent between 1999 and 2000 
with the largest individual country decline having been recorded in Malawi, 
where the sector shrunk by 12 per cent during this period. 

It is clear from a subregional integration perspective that the manufacturing 
sector has a strategic role to play in the economic development of Southern 
Africa. First, the sector is pivotal in deepening regional integration through 
increased inter-country trade. Second, manufacturing is one of the most 
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dynamic vectors for promoting and ensuring the subregion’s integration into 
the global economy through more competitiveness, higher vertical integration 
and a wider and stronger production base. Despite the negative effects of 
the economic downturn in Zimbabwe over the years, the introduction of a 
concessionary financing facility for the productive sector in 2004 is expected to 
revive growth in the manufacturing sector in 2005

2.4.Services

Banking.and.insurance

In the Southern African subregion, there is a large private sector participation 
in the banking sector. Governments rightly focus on central banking roles 
and set the relevant financial and monetary policies and regulations that are 
necessary to establish, supervise and inspect banks and to ensure compliance 
with policies and regulations. In Botswana, all the five commercial banks are 
privately owned. In Lesotho, there are three commercial banks operating. The 
only State-owned bank, Lesotho Bank, was put under liquidation in 2001. The 
banking sector in South Africa is well developed with a branch network that 
is spread throughout the country. Of the 14 commercial banks operating in 
Zambia, 12 are privately owned. 

On the other hand, the insurance sector has been largely dominated by state 
owned enterprises although this has begun to change as policies have been put 
in place to open up the sector to private investors. In Angola and Mozambique, 
the insurance market is still largely in the early stages of development. 
Botswana enjoys an insurance sector that is well serviced with a lot of private 
sector participation. In South Africa, the insurance market is well developed. 
The insurance industry in Zambia is well developed with increasing private 
sector participation. Zimbabwe also has a well-developed insurance sector, with 
sizable private sector participation. 

Capital markets serve as important vehicles for the mobilization of financial 
resources and financial investment necessary to support business enterprises 
to engage in research and product development, business modernization 
and infrastructure expansion of domestic and international markets. In the 
Southern Africa subregion, with the exception of Botswana which recorded 
market capitalization rate of 96 per cent, the performance of capital markets 
in other countries do not appear to have been as favourable in the period up to 
2002. Lesotho and Swaziland both recorded a decline in market capitalization 
of 19 per cent followed by Namibia with a fall of 16 per cent. South Africa 
experienced a fall of 5 per cent with Zambia recording a decline of 1 per cent.
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Stock exchanges are an important component of capital markets. Most of the 
countries in the subregion, with the exception of Angola and Lesotho, have 
functioning stock exchanges, which are at different stages of development. 
Available data show that the number of companies listed on stock exchanges in 
individual countries was on an upward trend in the period 2001-2002. Four 
countries, Botswana, South Africa, Zambia and Zimbabwe, recorded increases 
in the number of companies listed on their stock exchanges. South Africa 
recorded the highest number of listed companies in 2002 at 542 as compared 
to 450 the previous year, representing a 20 per cent growth. The lowest was 
recorded in Zambia where only one extra company was listed in 2002.

Tourism

Tourism is a potential a source of foreign exchange earnings contributing to 
economic development and the creation of new employment opportunities. In 
Southern Africa, tourism has great development potential, which is not fully 
exploited. Where data is available, many countries have witnessed improved 
performance in the tourism sector in the year 2002 and performance seems to 
be continuing on a positive trend on the basis of indicators such as number of 
arrivals of tourists in the different countries of the subregion.  Malawi recorded 
the highest growth in the number of tourist arrivals in 2002 with a growth 
rate of 44 per cent.  Zambia had the next highest growth at 15 per cent. South 
Africa and Botswana both recorded positive growth rates of 11 per cent, and 
Swaziland and Mauritius recorded growth rates of 4 per cent and 3 per cent 
respectively.

Some governments in the subregion are undertaking a number of measures to 
boost the growth of their respective tourism sectors including the rehabilitation 
and upgrading of infrastructure, tourist facilities and national parks. Many 
countries are also involved in the establishment of eco-tourism strategies to 
facilitate product diversification and  higher involvement of citizens in the 
tourism industry. 

Transport

Southern Africa has an elaborate road network, an extensive interconnected 
railway network, and well-spaced principal seaport system, the majority of 
which are natural, deep-water ports.  South Africa alone has a road network 
of over 9,400 km, probably the longest road network of any country in Africa. 
Although the other countries of the subregion are not as well endowed, efforts 
are being made to continue to develop the transport infrastructure of entire 
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Southern African subregion in order to meet the economic, social, and political 
objectives underlying the implementation of NEPAD. 

Indicators of performance in the transport sector are not generally available.  
For countries for which such data were available, increases in air transport 
passengers were recorded for Malawi from 239,000 in 2003 to 335,000 in 
2004, and for Zambia from 522,904 to 615,506 during the same period. 
Cargo transported by rail in thousand metric tons in 2002 amounted to 1,788 
for Botswana; 64 for Malawi; 808 for Mozambique; 670, 192 for South Africa 
and 2464 for Zambia. 

The subregion’s transport sub-sectors have established effective working relations 
with other African subregions as well as regional and world organizations dealing 
with transport and these are assisting the subregion to upgrade its systems and 
services to international standards.  The ongoing reforms are founded on the 
SADC Protocol on Transport, Communications and Meteorology and on the 
COMESA Treaty. 

In terms of implementation, policy reform is far advanced in most Member 
States and in most sub-sectors.  The legislative reform, which, of necessity, must 
follow policy reforms, is also underway.   Furthermore, institutional reforms are 
also proceeding, although their progress is slow and limited. 

Some new concepts, strategies and programmes have been adopted to ensure the 
development of safe, affordable, reliable and efficient transport systems. One 
of such concepts is the development of Spatial Development Initiatives (SDI). 
The key principles that underpin the SDI approach include (a) cooperation, 
collaboration and integration in terms of economic policy and strategy; (b) focus 
on existing transportation/development corridors; (c) regional competitiveness 
via integration and collaboration; (d) a far greater emphasis on the role of the 
private sector; and (e) institutional collaboration (vertical and horizontal).

There are several SDIs being developed in the subregion, the most successful 
of which is the Maputo Development Corridor, which has succeeded inter alia 
in upgrading the road between South Africa and Southern Mozambique into 
a modern toll route operated by a private company,  providing a railway utility 
between South Africa and Maputo,giving exporters a seamless transportation 
route, and  establishment of the Mozal Aluminium plant near Maputo.

In the same SDI context, some countries, most notably South Africa, have also 
embarked on developing strategies, actions plans and programmes to combat the 
HIV/AIDS pandemic along transit transport corridors. Some of the strategies 
developed in reducing delays at borders in Southern Africa is the establishment 
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of  the “One Stop” Border Posts. SADC developed Model Legislation for 
implementing this strategy.  . Other subregions such as West Africa have 
adopted use of model legislation. The most advanced implementation of this 
concept is the South Africa Mozambique Ressano Garcia border post. 

Challenges for Southern African member States include fast-tracking 
development of the subregion’s transport infrastructure. This will entail bringing 
all transport systems up to international standards through the provision of 
a safe, reliable, affordable efficient and environmentally sustainable transport 
system. Special emphasis will also  be put on monitoring the evolution and 
performance of the transport sector, including its contribution to employment 
and poverty reduction. 

Information.and.Communications.Technology.(ICTs)

Advances in the Information and Communications Technologies (ICTs) over 
the last decade have brought about dramatic improvement and opportunities, 
as a result, advancing Southern Africa’s participation in the information age. 
The most phenomenal growth has been in mobile telephone technology in 
Southern Africa, which was not in existence 10 years ago.This, combined with 
an increasing use of the Internet, has undoubtedly had a substantial impact on, 
among others, the ability of entrepreneurs to do business and maintain networks 
as well as the facilitation of education and information exchange. In addition, 
the expansion and modernization of fixed networks is also being undertaken 
although the increase in the number of fixed lines is mainly concentrated in the 
urban areas with the rural areas remaining sidelined. 

The use of the Internet is a good indicator of the use of ICTs because it 
requires the integration of many individual components such as electricity, 
telecommunications infrastructure, computers and the skills to use them. In 
Africa as a whole, the pattern of Internet diffusion has been rather impressive. 
Even though the statistics to show the number of internet users in the form 
of dial up accounts, broad band and VSAT could be easily determined, it is 
very difficult to determine exactly how many internet users each country has 
because of shared accounts along with the relatively high use of public services 
such as cyber cafés and telecentres. 

Since the development of the African Information Society Initiative (AISI), 
most countries in the subregion have begun the process of developing their 
ICT policies/strategies. However, the rate at which these policies are being 
implemented differs from country to country. Mauritius, Mozambique, 
Namibia and South Africa have actually implemented their ICT strategies. In 
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South Africa, for example, Government has been proactively addressing ICT 
penetration, particularly to disadvantaged segments of society. During the 
last decade, the South African Government has managed to separate the post, 
telecommunications and broadcasting functions to promote efficiency in the 
provision of services to rural areas, townships, squatter camps and remote parts 
of the country. 

By 2004, Botswana, Swaziland, Malawi, Zambia and Zimbabwe were all still 
in the process of developing or finalizing strategies for the implementation of  
their ICT policies. The Mozambican ICT policy has been approved and it is 
envisioned that the initiative will develop the ICT literacy and Internet-based 
research capabilities of high school youth and also be applied to achieve overall 
human well being and economic development. In Zambia, the draft policy 
was launched in November 2004 and identifies ten main areas for priority 
action including e-government, e-commerce, agriculture and human resources 
development. In many cases, ICT skills shortages and inadequate infrastructure 
pose formidable challenges to the success of the various strategies.
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Social Conditions

3.1.The.Demographic.Setting,.2004

Table 13 gives an overview of the estimates of population size, structure, fertility 
and mortality by country in the subregion. 

Table 1�: Demographic indicators

  Country Pop
 Millions

 per 
cent

 Rural

 per 
cent
M/F

  per 
cent

Growth 

Median
age

TFR e0 IMR

   Angola 15.94 64 97 2.63 16.6 6.75 40.7 138.8

   Botswana 1.76 48 97 0.12 19.9 3.20 36.6 51.0

   Lesotho 1.79 82 87 0.08 19.2 3.65 36.7 66.5

   Malawi 12.88 83 99 2.25 16.3 6.10 39.6 110.8

   Mauritius 1.24 56 99 0.97 30.4 1.97 72.1 15.0

   Mozambique 19.79 63 94 2.00 17.7 5.51 41.9 100.9

   Namibia 2.03 67 98 1.40 18.6 3.95 48.6 43.8

   South Africa 47.43 43 96 0.76 23.5 2.80 49.0 42.7

   Swaziland 1.03 76 93 0.16 18.1 3.95 32.9 73.7

   Zambia 11.67 64 100 1.73 16.7 5.65 37.4 95.1

   Zimbabwe 13.01 65 98 0.65 18.7 3.56 37.2 62.3

Source: World Population Prospects: The 2004 Revision Report, United Nations

The following population characteristics are highlighted by the estimates:

•	 The subregion has a population close to 130 million people; 

•	 The bulk of this population is concentrated in a few countries as 
shown by the fact that only five of the 11 countries in the subregion 
account for nearly 95 per cent of thesub region’s total population 
(South Africa 36.9 per cent; Mozambique 15.4 per cent; Angola 12.4 
per cent; Zimbabwe 10.1 per cent; Malawi 10.0 per cent; Zambia 9.1 
per cent); 

•	 The majority of the population in Southern African countries reside 
in rural areas with Malawi, Lesotho and Swaziland having the lowest 

3
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rate of urbanization; the exceptions to this general trend are South 
Africa and Botswana, where a majority of the people live in urban 
centres.;

•	 Although the sex ratios in most of the countries are close to 100 
(implying as many men as women) the region as a whole has more 
females than males with important implications for the delivery and 
targeting of basic services in general and for achieving the related 
MDGs in particular; 

•	 Population growth rates in many countries shows effects of very high 
mortality levels as a result of HIV/AIDS (particularly low population 
growth rates are estimated for Lesotho: 0.08 per cent; Botswana: 0.12 
per cent; Swaziland: 0.18 per cent; Zimbabwe: 0.65 per cent; South 
Africa: 0.78; Mauritius: 0.97 per cent);

•	 Levels of mortality are quite high especially among infants and young 
children below 5 years old (highest infant mortality rates are highest in 
Angola: 138.8 per 1000 live births, Malawi: 110.6 and Mozambique: 
100.9);

•	 The steep drop in life expectancy at birth is one of the worrying signs 
of the hard impact of HIV/AIDS on the demographic situation; 

•	 The median age of around 20 years for the countries of the subregion 
suggests a young population with the exception of Mauritius and 
South Africa which have older population structures with median 
ages of 30.4 and 23.5 years respectively;

•	 The proportion of broad age structures (0-14, 15-59, 60+) shows high 
dependency in most countries, except in Mauritius, South Africa and 
Botswana, which have lower  age dependency.

3.2.Gender.and.Development

The SADC Declaration on Gender and Development (1997) is the 
framework for Gender Equality and Women’s Empowerment in Southern 
Africa. Equality, development and empowerment are the Declaration’s 
cardinal concepts seeking to improve the human condition. However, 
important areas critical to gender equality and the empowerment of 
women remain unchanged. Gender national machineries are still weak 
financially, technically and politically. Under certain customs, women 
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continue to be regarded as minors under the guardianship of males. The 
Executive and/or Judiciary sustain rulings that continue to discriminate 
against women. while societal attitudes and behaviour towards gender 
equality also remain largely unchanged. 

Women are the majority of the population in the SADC subregion, yet they are 
minority actors, in so far as making critical economic decisions is concerned. 
Women do not have access to and control over resources and have remained 
locked into micro-credit, small-scale loans and informal sector activities that 
have generally failed to uplift them from poverty. 

The countries in the subregion (with the exception of Angola, Mozambique 
and Swaziland) have adopted National Gender Policies and gender policy 
implementation plans, which they have started implementing. Institutional 
mechanisms have been developed in the form of Ministries, Directorates, 
Divisions, Sections or Units to co-ordinate the implementation of gender 
issues and, in addition, some complimentary institutions have also been 
established. Some countries, such as Zambia, have successfully translated and 
disseminated their gender policies into local language(s) and additionally, 
specific policies, strategies and action plans have been developed in the areas 
of health, education, agriculture and labour to promote gender equality and 
women’s empowerment.

With regard to women in power and decision-making, some progress has been 
registered in the public service sector, due to an increase in women’s representation 
in political decision-making. Swaziland, for example, has elected a woman as 
Deputy Speaker in the House of Assembly and a woman as Deputy President 
in the Senate. The Democratic Republic of the Congo (DRC)13 and Zimbabwe 
have also elected women as Deputy Speakers. Women in the subregion have 
also reached high levels in the  public service, such as Clerk of the National 
Assembly, Director of Public Prosecution (DPP), Auditor-General, and State 
Counsel. For the first time in the subregion, women have been  appointed 
as Prime Ministers in Mozambique and Namibia and as Deputy Presidents 
in South Africa and Zimbabwe. South Africa and Mozambique are reported 
to have achieved 31 per cent and 22.5 per cent representation in Parliament 
respectively. Furthermore, the electoral reforms in Malawi, Mozambique and 
South Africa, provide an opportunity for an increase in female representation 
in politics to above 30 per cent. 

However, there are still gaps to be addressed. The SADC target to have at least 
30 per cent women representation in politics and decision-making positions 

13 Reference is made to DRC because the Gender Programme covers all SADC countries.
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by 2005 is far from being attained in most countries apart from South Africa 
and Mozambique both of which are almost reaching the 50/50 parity target 
now stipulated by the African Union (AU). The 50/50 parity target was 
recommended and set by the Southern Africa subregional review meeting in 
April 2004 and adopted by the regional Beijing + 10 review meeting in October 
2004 in Addis Ababa, Ethiopia.

Also, actions continue to be taken by various actors to achieve gender equality 
in Southern Africa. NGOs and CSOs and other gender development partners, 
have formed formidable partnerships with governments in the process of 
accelerating the implementation of the SADC set targets within the envisaged 
time frame. These actions need to be strengthened to ensure the achievement 
of the MDG on the “Promotion of Gender Equality and Empowerment of 
Women” has been set for the year 2015. 

3.3.Basic.Social.Services

Education

Indices on ability to read and write among persons aged 15 years and over show 
that there are more illiterate women than men in all the countries, except for 
Botswana and Lesotho. This gap has  important development implications and 
is  widest in Mozambique followed by Angola and Malawi. The only promising 
trend with respect to the gender disparity in education was that the gap between 
boys and girls in the enrolment ratios at primary school levels was narrowing. 
The net enrolment ratios for boys and girls at primary school level suggest that 
this level of education is lowest in Zambia. 

Overall, there is a wide variation in the performances of the Southern African 
countries in the education sector for all indicators including school enrolment, 
gender parity, quality of education and literacy rates (figure 3). 
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Figure �: Selected education indicators, 200�

�A:  Literacy

�B:  Enrolment
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The average net enrolment ratio in Southern Africa is high even though the 
subregion is hardest hit by the HIV/ADIS pandemic. However, there is a diverse 
pattern of enrolments throughout the subregion. As shown in Figure 3B, the 
net enrolment ratio for primary school education in Mozambique, Zambia and 
Mauritius is 60 per cent, 66 per cent and 93 per cent respectively. The figures 
for Angola are not available, however, the 2004 UNDP HDR report did report 
that Angola recorded the lowest net enrolment ratio in the subregion at 30 per 
cent for the year 1999/2000. Mozambique did, however, manage to increase 
the number of pupils by 13 percentage points between 1998 and 2002. After 
adopting free education in 2000/2001, Lesotho also managed to improve its 
enrolment rate considerably by 20 percentage points from 64 per cent in 1998 
to 84 per cent by 2002. Zambia’s net primary enrolment ratio, on the other 
hand, has not shown much improvement from 1998 to 2002, which can be 
attributed to Zambia’s high poverty levels and the devastating impact of HIV/
AIDS. 

While most countries have adopted free primary education policy there is 
no equivalent policy for secondary education. As a result, secondary school 
enrolment levels are very low. For example, only 11 per cent enrolment is 
recorded in Mozambique compared to 55 per cent in Botswana and 62 per 
cent in Mauritius and South Africa. Enrolment in tertiary education is also low 
in the subregion with South Africa and Mauritius having the highest enrolment 
rates of 15 per cent and 11 per cent respectively. 

Adult literacy situation shows wide disparities with literacy rates ranging from 
46.5 per cent in Mozambique to 90.0 per cent in Zimbabwe. However, a positive 
fact is that the youth (15-24 years) literacy rate is considerably higher than the 
adult literacy rates showing the positive effects of the increased enrolment in 
primary education that has taken place over the last decade. 

Gender disparities in primary education are lower than for secondary and 
tertiary education and are mainly attributed to the HIV/AIDS pandemic, 
which is contributing to the increasing number of child-headed households 
with, in most cases, the girl-child taking responsibility for household duties 
and taking care of the sick. Other factors contributing to high drop-out rates 
and gender disparities in the education sector, at secondary and tertiary level, 
include a lack of gender-sensitive education methods,  lack of sanitary facilities, 
and  lack of boarding facilities. Several recent UNICEF and UNAIDS studies 
also list sexual violence from teachers and co-students, pregnancy and early 
marriages as pressing problems that are contributing to the high-drop out rates 
for girls.  
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Health

Almost all the countries of the subregion are affected by the HIV/AID pandemic 
with HIV prevalence levels estimated to be over 20 per cent in a number of 
countries (Swaziland: 37.4 per cent; Botswana: 36.2 per cent; Lesotho 27.6 per 
cent; Zimbabwe: 22.5 per cent). The pandemic is exacerbated by an inadequate 
health infrastructure which, in addition, is very poorly resourced –allocation of 
resources to the health sector are, in all countries, less than 10 per cent.

With the exception of Mauritius, health conditions are poor throughout the 
subregion and the life expectancy of some of the countries is amongst the lowest 
in the world. The lowest life expectancy recorded in 2004 in the subregion, 
according to UNDP, was in Zambia at 32.7 years followed by Zimbabwe at 
33.9 years. Although the reasons for a sharp decline in life expectancy over the 
past decade in Southern Africa are multiple, HIV prevalence stands out as the 
most critical one among all others. 

Similarly, the subregion continues to record high child mortality and maternal 
mortality rates which, in large measure, can be attributed to mother-to-child 
transmission (MTCT) of HIV/AIDS although malaria also remains a major 
case of death for under-fives. While the subregion is recording a coverage of 
antenatal care of between 66 and 97 per cent, the percentage of deliveries 
attended by skilled professionals is only around 45 per cent in Zambia, Angola 
and Mozambique, and between 60 to 80 per cent in Lesotho, Malawi, Namibia, 
Swaziland and Zimbabwe, contributing to high maternal mortality ratios. 

Despite the precarious health situation, the WHO core health indicators over 
the period 1997-2004 showed very low total expenditures on health as a per 
cent of GDP with the highest at 8.6 per cent for South Africa and the lowest at 
3.3 per cent for Swaziland. The low percentage allocation of total government 
expenditure to health is a reflection of limited funds compounded by the fact 
that there are few health professionals due to insufficient training, brain drain, 
and illness and death due to HIV/AIDS infection. 

Furthermore, most countries including Angola, Lesotho, Malawi, Mozambique, 
Swaziland, Zambia and Zimbabwe have only between 2-15 physicians per 
100,000 people compared to Botswana, Namibia and South Africa, which 
have between 25 and 29 physicians per 100,000 people and Mauritius 85 per 
100,000. The distance to clinics and the lack of transport facilities available in 
rural areas, as well as the costs for health services, are additional factors affecting 
access to health care throughout the subregion. 
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As noted above, Southern African continue to have the highest HIV prevalence 
rates in the world (table 14). In 2003, 32 per cent of the AIDS deaths in the 
world, or 42 per cent of the AIDS deaths in Sub-Saharan Africa occurred in 
Southern Africa. At the end of 2003, the number of children aged between 0-17 
years in Southern Africa who were orphaned due to HIV/AIDS was estimated 
to be 5 million (UNAIDS, 2004). 

The factors that have been noted to be contributing to the rapid spread of the 
epidemic in the subregion include poverty, labour mobility, migration, gender 
inequalities, illiteracy, stigma and discrimination, alcohol abuse, civil conflict, 
limited health and welfare support, including inadequate access to treatment of 
sexually transmitted diseases and certain cultural practices.

Table 1�: Estimated Adult HIV/AIDS Prevalence in Southern 
Africa, 1���-200�

Country
Prevalence ( per cent) EH/GDP*

20041994 2001 2003 2004

Angola 1.0 3.7 3.9 3.9 5.0

Botswana 18.0 38.0 37.3 36.2 6.0

Lesotho 3.1 29.6 28.9 27.6 6.2

Malawi 13.6 14.3 14.2 14.3 9.8

Mauritius - - - - 2.9

Mozambique 5.8 12.1 12.2 11.5 5.8

Namibia 6.5 21.3 21.3 18.7 6.7

South Africa 3.2 20.9 21.5 18.8 8.7

Swaziland 3.8 38.2 38.8 37.4 6.0

Zambia 17.1 16.7 16.5 15.4 5.8

Zimbabwe 17.4 24.9 24.6 22.5 8.5

Source: UNAIDS, 2004, Report on the Global HIV/AIDS Epidemic, Geneva;           
WHO Report, 2005. 
* Refers to government expenditure on health as a pe cenaget of GDP

The HIV/AIDS pandemic constitutes a challenge for countries in the subregion 
at all levels of society. Within the household, the major impacts of HIV/AIDS 
are typically a loss of cash income, when breadwinners lose the capacity to work 
in the formal or informal economy; a loss of labour for subsistence production 
and also increased care demands in the home, falling usually on women or on 
girls. At the national level, increased demand for health care as morbidity and 
mortality increase leads to an increase in health sector costs. Loss of skilled and 
experienced labour in the vital sectors of health, education, agriculture, social 
welfare, and others affects provision of services and overall output. 
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Southern African member states have been implementing programmes on 
HIV prevention, care and support and mitigation of the socioeconomic impact 
of HIV/AIDS. All countries in thesubregion have a national HIV/AIDS 
programme, with the core components in line with WHO recommendations 
and generally high dependence on donor finance. These components include: 
information, communication and education programmes, condom distribution, 
STI management, promotion of home care and counselling activities and 
training and research linked with the above.  However, there are still major gaps 
in treatment, resource mobilization and capacity. There is also need for a multi-
sectoral approach and  and response to mitigating the social, and economic and 
gender dimensions of the pandemic. 

Water.and.sanitation

Access to improved water supply is an important social services indicator given 
the critical role of water in the quality of life of  people. In Southern Africa, access 
to improved water supply is quite low (table 15). Botswana and Mauritius have 
the best water access parameter of 95 per cent and 100 per cent of the population 
respectively. Malawi and Mozambique have the worst water access indicator of 
only about half the total population having access to improved water supply. 
The indicators for improved sanitation in the subregion show that the people 
of Mauritius and South Africa have the best access to improved sanitation. The 
situation is dire in the following countries where access to improved sanitation 
is less than 50 per cent:  Namibia (17 per cent); Mozambique (26 per cent); 
Angola (30 per cent); Botswana (40 per cent); Lesotho (40 per cent).

Table 15: Access to Improved Water and Sanitation, 200�

Country Access to
 improved water supply

Access to 
improved sanitation

National Urban Rural National Urban Rural

  Angola 39 34 40 44 70 30

  Botswana 95 100 90 66 88 43

  Lesotho 78 88 74 49 72 40

  Malawi 57 95 44 76 96 70

  Mauritius 100 100 100 99 100 99

  Mozambique 57 61 41 43 68 26

  Namibia 77 100 67 41 96 17

  South Africa 86 99 73 87 93 80

  Swaziland - - - - - -

  Zambia 64 88 48 76 99 64

  Zimbabwe 83 100 73 62 71 57

Source: Population Division; United Nations New York
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3.4.The.Situation.of.the.Environment

Southern African countries are dependent on use of natural resources for the 
generation of foreign currency earnings, employment creation, waste disposal 
and an overall source of livelihood. However, many Southern African countries 
are confronting sustainable environmental management challenges that 
include: soil erosion, deforestation, land degradation and management, scarce 
water resources, water pollution, management and protection of biodiversity, 
rapid urban population growth, recurrent droughts and climate change (SADC 
2003 and 2001). This is compounded by pressures from rapid demographic 
changes and the HIV/AIDS epidemic, through the extra strain  put on the 
overall socioeconomic and environmental conditions of the subregion. 

Since the adoption of Agenda 21 at the Rio conference in 1992 and the 
Johannesburg Plan of Implementation (JPOI) at the WSSD in 2002, 
environmental awareness in the subregion has improved and governments 
have made extensive efforts to integrate environmental, economic and social 
objectives into decision-making by either elaborating new policies or strategies 
for sustainable development, or by adapting existing policies and plans. 
Southern African member States have also ratified important international and 
subregional sustainable development conventions including:

•	 Convention on Biological Diversity (UNCBD), 

•	 UN Convention to Combat Desertification (UNCCD), 

•	 United Nations Framework Convention on Climate Change 
(UNFCC), 

•	 Convention on the International Trade in Endangered Species 
(CITES), 

•	 Convention on Wetlands of International Importance (Ramsar 
Convention); and 

•	 The Southern African Development Community (SADC) Protocol 
on Shared Watercourse Systems. 

Most of the countries of the Southern African subregion have made progress 
in establishing sustainable development bodies to co-ordinate sustainable 
environmental management since the UNCED Rio, 1992. The organs for 
sustainable development have been set up in different forms by the different 
countries such as: 



��

•	 A national council or agency (Mozambique, Swaziland, Botswana 
and Lesotho); 

•	 An inter-Ministerial Committee (Malawi, Mauritius, Zimbabwe and 
South Africa); 

•	 A special institution in the President’s Office, such as the 
National Planning Commission in Namibia, whose task is broad 
and  involvesplanning the priorities and direction of national 
development. 

Zambia has adopted an approach whereby each sector has its own responsibility 
to integrate the three pillars of sustainable development into their policies and 
programmes. The Ministry of Tourism, Environment and Natural Resources 
and two statutory bodies, Zambia Forest Industrial Corporation (ZAFICO) 
and Environmental Council of Zambia (ECZ), undertake environmental 
management and planning. However Zambia is currently developing a draft 
National Environmental Policy that is going to address the issue of establishing 
a sustainable development body or network that can coordinate sustainable 
development issues at the national level. 



Part Two

Progress..and.Prospects.for.MDG.
implementation
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The Millennium Development 
Goals (MDGs)

4.1.Background

In September 2000, Heads of State and Government gathered at the 
Headquarters in New York to adopt the Millennium Declaration. The world 
leaders committed themselves to a “collective responsibility to uphold the 
principles of human dignity, equality and equity at the global level” (United 
Nations Millennium Declaration, 2000). In order to actualize these principles, 
the Millennium Declaration envisioned a world governed by fundamental and 
universal core values (see box 1).

• Freedom: Men and women have the right to live their lives and raise their children 
in dignity, free from hunger and from the fear of violence, oppression or injustice. 
Democratic and participatory governance based on the will of the people best 
assures these rights.

• Equality: No individual and no nation must be denied the opportunity to benefit 
from development. The equal rights and opportunities of women and men must be 
assured.

• Solidarity: Global challenges must be managed in a way that distributes the costs 
and burdens fairly in accordance with basic principles of equity and social justice. 
Those who suffer or benefit least deserve help from those who benefit most.

• Tolerance: Human beings must respect one another, in all their diversity of belief, 
culture and language. Differences within and between societies should be neither 
feared nor repressed, but cherished as a precious asset of humanity. A culture of 
peace and dialogue among all civilizations should be actively promoted.

• Respect for nature: Prudence must be shown in the management of all living 
species and natural resources, in accordance with the precepts of sustainable 
development. Only in this way can the immeasurable riches provided to us by nature 
be preserved and passed on to our descendants. The current unsustainable patterns 
of production and consumption must be changed in the interest of our future welfare 
and that of our descendants.

• Shared responsibility: Responsibility for managing worldwide economic and social 
development, as well as threats to international peace and security, must be shared 
among the nations of the world and should be exercised multilaterally. As the most 
universal and representative organization in the world, the United Nations must play 
the central role.

Source:  UN Millennium Declaration, 2000

Box 1: Core values of the United Nations Millennium 
Declaration

4
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Specific objectives in the Millennium Declaration are cardinal to the practical 
operationalization of these values and recognize that poverty occurs within a 
national and global context. Often, it is the combination of national and global 
factors that engender underdevelopment and poverty. Therefore, national and 
international commitment is a necessary condition for achieving development 
and eradicating extreme poverty.

To this effect, the Millennium Declaration commits world leaders to, “create 
an environment - at national and global levels alike - which is conducive to 
development and to the elimination of poverty” (United Nations Millennium 
Declaration, 2000). The Millennium Declaration also enshrines specific 
numerical and time-bound targets towards achieving development and poverty 
reduction and act as a means to monitor and compare progress in their 
implementation. 

The MDGs and their respective targets and indicators, as shown in box 2, 
include:

•	 To halve, by the year 2015, the proportion of the world’s people whose 
income is less than one dollar a day and the proportion of people who 
suffer from hunger and, by the same date, to halve the proportion of 
people who are unable to reach or to afford safe drinking water;

•	 To ensure that by the same date, children everywhere, boys and girls 
alike, will be able to complete a full course of primary schooling and 
that girls and boys will have equal access to all levels of education;

•	 By the same date, to have reduced maternal mortality by three quarters, 
and under-five child mortality by two thirds, of their current rates;

•	 To have, by then, halted, and begun to reverse, the spread of HIV/
AIDS, the scourge of malaria and other major diseases that afflict 
humanity; and

•	 To promote gender equality and the empowerment of women as 
effective ways to combat poverty, hunger and disease and to stimulate 
development that is truly sustainable.



��

Box 2: MDGs: Targets and indicators

Goals and Targets Indicators for monitoring progress
Goal 1: Eradicate extreme poverty and hunger

Target 1: Halve, between 1990 
and 2015, the proportion of people 
whose income is less than one 
dollar a day

1. Proportion of population below $1 per day
2. Poverty gap ratio [incidence x depth of poverty]
3. Share of poorest quintile in national consumption

Target 2: Halve, between 1990 and 
2015, the proportion of people who 
suffer from hunger

4. Prevalence of underweight children (under-five  
years of age)
5. Proportion of population below minimum level of 
dietary energy consumption

Goal 2: Achieve universal primary education

Target �: Ensure that, by 2015, 
children everywhere, boys and girls 
alike, will be able to complete a full 
course of primary schooling
 

6. Net enrolment ratio in primary education
7. Proportion of pupils starting grade 1 who reach 
grade 5
8. Literacy rate of 15-24 year olds

Goal �: Promote gender equality and empower women

Target �: Eliminate gender disparity 
in primary and secondary education 
preferably by 2005 and to all levels 
of education no later than 2015
 

9. Ratio of girls to boys in primary, secondary and 
tertiary education
10. Ratio of literate females to males of 15-24 year 
olds
11. Share of women in wage employment in the 
nonagricultural sector
12. Proportion of seats held by women in national 
parliament

Goal �: Reduce child mortality

Target 5: Reduce by two-thirds, 
between 1990 and 2015, the under-
five mortality rate
 

13. Under-five mortality rate
14. Infant mortality rate
15. Proportion of 1 year old children immunised 
against measles

Goal 5: Improve maternal health

Target �: Reduce by three-
quarters, between 1990 and 2015, 
the maternal mortality ratio
 

16. Maternal mortality ratio
17. Proportion of births attended by skilled health 
personnel

Goal �: Combat HIV/AIDS, malaria and other diseases

Target �: Have halted by 2015, and 
begun to reverse, the spread of 
HIV/AIDS
 

18. HIV prevalence among 15-24 year old pregnant 
women
19. Contraceptive prevalence rate
20. Number of children orphaned by HIV/AIDS

Target �: Have halted by 2015, and 
begun to reverse, the incidence of 
malaria and other major diseases
 

21. Prevalence and death rates associated with 
malaria
22. Proportion of population in malaria risk areas 
using effective malaria prevention and treatment 
measures
23. Prevalence and death rates associated with 
tuberculosis
24. Proportion of TB cases detected and cured under 
DOTS (Directly Observed Treatment Short Course)
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Goals and Targets Indicators for monitoring progress
Goal �: Ensure environmental sustainability*

Target �: Integrate the principles 
of sustainable development into 
country policies and programmes 
and reverse the loss of 
environmental resources

25. Proportion of land area covered by forest
26. Land area protected to maintain biological 
diversity
27. GDP per unit of energy use (as proxy for energy 
efficiency)
28. Carbon dioxide emissions (per capita)
[Plus two figures of global atmospheric pollution: 
ozone depletion and the accumulation of global 
warming gases]

Target 10: Halve, by 2015, the 
proportion of people without 
sustainable access to safe drinking 
water

29. Proportion of population with sustainable access 
to an improved water source
 

Target 11: By 2020, to have 
achieved a significant improvement 
in the lives of at least 100 million 
slum dwellers
 

30. Proportion of people with access to improved 
sanitation
31. Proportion of people with access to secure tenure
[Urban/rural disaggregation of several of the 
above indicators may be relevant for monitoring 
improvement in the lives of slum dwellers]

Goal �: Develop a Global Partnership for Development*

Target 12: Develop further an 
open, rule-based, predictable, non-
discriminatory trading and financial 
system
 
Includes a commitment to good 
governance, development, and 
poverty reduction – both nationally 
and internationally
 
Target 1�: Address the Special 
Needs of the Least Developed 
Countries
 
Includes: tariff and quota free 
access for LDC exports; enhanced 
programme of debt relief for HIPC 
and cancellation of official bilateral 
debt; and more generous ODA for 
countries committed to poverty 
reduction
 
Target 1�: Address the Special 
Needs of landlocked countries and 
small island developing states
 
(through Barbados Programme and 
22nd General Assembly provisions)
 
Target 15: Deal comprehensively 
with the debt problems of 
developing countries through 
national and international measures 
in order to make debt sustainable in 
the long term

Some of the indicators listed below will be monitored 
separately for the Least Developed Countries 
(LDCs), Africa, landlocked countries and small island 
developing states.
 
Official Development Assistance
32. Net ODA as percentage of DAC donors’ GNI 
[targets of 0.7% in total and 0.15% for LDCs]
33. Proportion of ODA to basic social services (basic
education, primary health care, nutrition, safe water 
and sanitation)
34. Proportion of ODA that is untied
35. Proportion of ODA for environment in small island 
developing states
36. Proportion of ODA for transport sector in land-
locked countries
 
Market Access
37. Proportion of exports (by value and excluding 
arms) admitted free of duties and quotas
38. Average tariffs and quotas on agricultural 
products and textiles and clothing
39. Domestic and export agricultural subsidies in 
OECD countries
40. Proportion of ODA provided to help build trade 
capacity
 
Debt Sustainability
41. Proportion of official bilateral HIPC debt cancelled
42. Debt service as a percentage of exports of goods 
and services
43. Proportion of ODA provided as debt relief
44. Number of countries reaching HIPC decision and 
completion points
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Goals and Targets Indicators for monitoring progress

Target 1�: In cooperation with 
developing countries, develop and 
implement strategies for decent 
and productive work for youth

45. Unemployment rate of 15-24 year olds

Target 1�: In cooperation with 
pharmaceutical companies, provide 
access to affordable, essential 
drugs in developing countries
 

46. Proportion of population with access to affordable 
essential drugs on a sustainable basis
 

Target 1�: In cooperation with 
the private sector, make available 
the benefits of new technologies, 
especially information and 
communications

47. Telephone lines per 1000 people
48. Personal computers per 1000 people

Source: HDR, 2004

On 27th August 2004, the United Nations Secretary-General (UNSG) presented 
a worldwide progress report on implementation of the MDGs. The UNSG’s 
report underscores two fundamental lessons from the global experience of 
implementing the MDGs. These lessons are: (a) achieving the MDGs is difficult 
but not impossible and, (b) the commitment of governments, individually and 
collectively, is critical to achieving the MDGs. 

The report also shows that there has been progress and setbacks in the 
implementation of MDGs. While some regions have made progress, others 
have faltered and even regressed from meeting the MDGs. 

In terms of poverty and hunger, Asia (Eastern, South-eastern, Southern) and 
North Africa are on track to eradicating extreme poverty and hunger by 2015. 
SSA on the other hand, has experienced little or no change in the poverty 
conditions of its population. In 2001, almost half of the population of SSA 
lived on less than $1 a day, the same proportion as in 1990. Similarly, in terms 
of hunger, the proportion of people that are suffering from hunger has not 
declined and food production in SSA has barely kept pace with population 
growth since 1980.

For universal primary education, all developing countries have registered some 
progress in net primary enrolment from 1990/1991 to 2000/2001. However, 
121million children, the majority of them in SSA, are still out of school. With 
current trends therefore, SSA is unlikely to achieve universal primary education 
(UPE) by 2015.
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Most subregions except SSA and Southern and Western Asia have made 
progress towards achieving gender equality. The target of achieving parity 
between boys and girls in primary and secondary school is being met. However, 
other indicators such as women’s wage employment rates and representation in 
national Parliaments have not changed significantly.

With regard to reducing child mortality, Northern Africa, Latin America, South-
Eastern Asia and the Caribbean have recorded progress. However, progress in 
reducing child mortality has been negligible in SSA, Western Asia and Oceania. 
SSA has the highest under-five mortality rates currently estimated at 174 deaths 
per 1000 live births. This mortality rate is as high as 20 times that in developed 
countries.

SSA and Southern Asia continue to have the highest rates of maternal deaths. 
In 2000, out of an estimated 529 000 maternal deaths in the world, 445 000 
occurred in SSA and Southern Asia. It is currently estimated that in SSA, there 
are 920 maternal deaths per 100 000 live births. The proportion of births 
attended by skilled health personnel also remains low in SSA compared to other 
subregions.

Globally, the number of persons living with HIV/AIDS (PLHA) increased from 
35 million in 2001 to 38 million in 2003, and SSA remains the most affected 
region in the world. In 2003, it was reported that out of 2.9 million AIDS 
related deaths of which 2.2 million were in SSA. Additionally, it was reported 
that in the same year up to as many as 24 per cent  - 39 per cent  of pregnant 
women in urban Southern Africa aged between 14-24 years were infected with 
the virus. 

In terms of achieving global environmental sustainability, whilst access to safe 
drinking water has improved in all regions, it has declined in SSA. Energy use 
and per capita carbon dioxide emissions have increased in developing countries 
as a whole, and the surface area of tropical forests are decreasing despite an 
increase in protected areas. At the international level, there has been progress 
towards several conventions such as the Kyoto Protocol, the United Nations 
Convention to Combat Desertification and the Convention on Biological 
Diversity.

In relation to MDG 8, that is,  developing a global partnership for development, 
according to the UNSG’s MDG implementation report, there has been some 
progress in both the quantity and quality of ODA flows to least developed 
countries as a whole. In 2001/2002, 43 percent of ODA flows directly addressed 
MDGs activities. As of April 2004, 13 out of 37 countries classified eligible for 
the HIPC initiative, had reached their completion points, therebyqualifying  
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for substantial external debt relief. However, declining terms of trade (TOT) 
for non-oil commodities, protective barriers in OECD countries and the stalled 
Doha round of trade talks continue to present obstacles towards achieving the 
MDGs in least developed countries. 

With regard to the African continent in particular, the majority of countries in 
SSA are unlikely to meet the MDGs targets and SSA is home to 21 ‘top priority 
countries” where failed progress is combined with brutally low starting levels 
in human development. The daunting development challenge in SSA calls for 
special attention from the international community if the subregion is to meet 
the MDG targets by 2015. Most SSA countries have not achieved the necessary 
7 per cent growth required to cause significant impact on poverty reduction 
(ECA 1999). Recognizing low economic growth and the scarce domestic 
resource constraints of the subregion, it has been necessary to adopt a wider 
array of policy options that will enable  the subregion to achieve the MDGs. 

Clearly, many challenges still lie in the way of achieving the MDGs globally 
and especially in SSA. The insufficient progress towards the attainment of 
the MDGs in SSA can be attributed to a combination of factors. Inadequate 
domestic and external resources, inefficient spending, and insufficient political 
commitment are all important but all revolve around low economic growth on 
the continent. As mentioned earlier, most SSA countries have not achieved the 
7 per cent growth required to cause a significant impact on poverty reduction 
as enshrined in MDG 1 and this remains a major constraint to income poverty 
reduction as well as achieving the other MDGs. Africa remains one of the 
continents with the highest concentration of poor people in the world and if 
current trends persist, halving poverty in Africa will not be achieved until the 
year 2147 (UNDP 2003).  

Recognizing the special needs of Africa for poverty reduction and accelerated 
human development, the Millennium Declaration called on United Nations 
members States to, inter alia, support the consolidation of democracy in Africa 
and assist African countries in their struggle for lasting peace, poverty eradication 
and sustainable development; to take special measures to address the challenges 
of poverty eradication and sustainable development in Africa, including debt 
cancellation, improved market access, enhanced ODA) and increased flows of 
FDI and technology transfer. of; help Africa build its capacity to tackle the 
spread of the HIV/AIDS pandemic and other infectious diseases; to encourage 
and sustain regional and subregional mechanisms for preventing conflict and 
promoting political stability, and to ensure a reliable flow of resources for 
peacekeeping operations on the continent. 
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The elevation of commitments is a crucial step forward for the attainment of the 
MDGs because it indicates the seriousness of the global poverty problem and 
the need to eradicate it. In Africa, the MDGs find expression in the strategic 
plan of the African Union (AU) Commission, which was published in May 
2004 and submitted to the  policy organs of the AU in July 2004. This plan 
states that it is necessary for Africa to become more competitive in the global 
economy if the continent is to attain the social and economic objectives defined 
by the MDGs.  This recognition and the commitment of the international 
community to the special development needs of Africa coupled with Africa’s 
own development initiatives has raised expectations that the MDG’s can be 
achieved on the continent by the target date no matter how far off the track 
many African countries may be to date. What is required is to muster the 
necessary political will to back commitments with concrete action to fast track 
the realisation of the goals.
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MDG Progress and Constraints 
in Southern Africa 

The Southern Africa subregion faces a daunting challenge to achieve the 
MDGs by 2015.  According to the UNDP HDR 2004, South Africa, 

Botswana, Lesotho, Swaziland, Zambia and Zimbabwe experienced reversals 
in human development in the period 1990 to 2002. The same report indicates 
that Swaziland, Zimbabwe and Botswana constitute 3 of the world’s 6 worst 
performing countries in child mortality over the last decade.  High HIV 
prevalence rates largely account for reversals in human development in many 
countries in the subregion and have also compounded and propelled other 
epidemics like tuberculosis (TB) and malaria.14 Unless renewed commitment 
and resources are brought to bear on containing many of the constraints facing 
the subregion, Southern African countries will not only fail to meet the MDGs 
targets but even past achievements in human development will continue to be 
eroded. 

5.1. MDG.1:.Eradicating.Poverty.and.Hunger

Eradicating.poverty.

Extreme poverty is a serious challenge in Southern Africa. As shown in Table 
16, except for South Africa and Botswana, the proportion of people living on 
less than $1 per day in the subregion is over 30 per cent.  By the end of 2004, 
the proportion of people whose consumption is less than $1 a day ranged from 
7.1 per cent in South Africa to 63.7 per cent in Zambia.15 

Extreme poverty is also compounded by severe income inequalities. Lesotho, 
South Africa, Zimbabwe and Zambia are among countries with the most 
unequal income distribution in the world. In South Africa, Botswana, Lesotho 
and Namibia, the poorest 10 percent of the population consume less than 1 
per cent of national income. Only in Mozambique is the share of national 
income for the poorest 10 per cent of the population above 2 per cent. Highly 
skewed income distribution in Southern Africa has to be addressed as a primary 
prerequisite for poverty reduction.

14  UNAIDS,  2004
15  HDR, 2004
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Table 1�: Incidence of poverty and income inequality in 
Southern Africa

Country Population below $1 
a day

Share of national income by poorest 10 per cent

Year Value

 Angola - - -

 Botswana 23.5 1993 0.7

 Lesotho 36.4 1995 0.5

 Malawi 41.7 1997 1.9

 Mauritius - - -

 Mozambique 37.9 1996/97 2.5

 Namibia 34.1 1993 0.5

 South Africa 7.1 1995 0.7

 Swaziland - 1994 1.0

 Zambia 63.7 1998 1.1

 Zimbabwe 36.0 1995 1.8

Source: HDR, 2004

Poverty in Southern Africa also exhibits extreme disparities between urban and 
rural areas. In all the countries, there are disproportionately more poor people 
in rural compared to urban areas.  As shown in table 17,  in Mozambique, 
Swaziland, Namibia and Zambia, over 71 per cent of people living in extreme 
poverty are in rural areas. In Namibia, 85 per cent of people in extreme poverty 
live in rural areas.16 Urban bias, lack of access to poverty-reducing opportunities 
and historical deprivation contribute to the high incidence of poverty in 
rural communities. Declining agricultural productivity, lack of technological 
diffusion and soil degradation also contribute to the high incidence of rural 
poverty17  

16  MDG Report, Namibia, 2004
17  Sachs (et al), 2004
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Table 1�: Rural and urban disparities in poverty in Southern 
Africa1�

Country Year Percentage of the poor
Urban                                 Rural

Mozambique 1997 62 71.3

Namibia 1993 15 85

Swaziland 1995 45 71

Zambia 1998 36 71

Sources: MDGs Reports, Mozambique, 2002; Zambia, 2003; Namibia, 2004; Swaziland, 
2003.

Poverty is also characterized by gender inequality and, in some countries such 
as South Africa and Namibia, ethnicity. The proportion of women in extreme 
poverty is higher compared to that of men in all the countries in the subregion. 
In Zambia, for example, household surveys indicate that female-headed 
households are disproportionately poorer than households headed by men.19 
Similarly, in Namibia, the per capita income in female-headed households is 
typically half that in households headed by men.20 Across Southern Africa, 
there is increasing evidence of the ‘feminization of poverty’ and accordingly, the 
eradication of extreme poverty in Southern Africa will require concerted national 
and international efforts aimed at redressing those gender inequalities. 

Eradicating.hunger

Incidences of underweight children in Southern Africa are among the highest 
in the world. Table 18 shows indicators of hunger in the subregion including 
the percentage of under-nourished people and children underweight. In 
Mozambique, Angola, Malawi and Zambia, more than a quarter of children 
under age five are underweight. In the same year, 26 per cent of children under 
age 5 were underweight in Mozambique.21 Swaziland, at 10 per cent, has the 
lowest proportion of under weight children in the subregion.  

In 7 out of the 11 countries in Southern Africa, more than a quarter of the 
population is undernourished. In Zambia and Mozambique, 50 per cent and 
53 per cent of the total population were undernourished in 2001 respectively. 
Mauritius, at 5 per cent, has the lowest proportion of undernourished people 
followed by Namibia at 7 per cent.

18 Selection necessitated by availability of disaggregated poverty data.
19 Government of Zambia, 1998
20 MDGs Report, Namibia, 2004
21 MDG Report, Mozambique, 2002
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Many families in Southern Africa suffer from chronic food insecurity, particularly 
in the rural areas. According to the South Africa MDG report, in 1998 42.3 
per cent of South Africans reported that they often or sometimes suffer from 
hunger.22 In rural South Africa, the corresponding figure was 56.4 per cent.23 
In the same year, 19 per cent of Zambians reported that they seldom or never 
had enough to eat and that chronic food insecurity affected 24 per cent of rural 
households compared to 11 per cent of households in urban areas.24 

Table 1�: Indicators of hunger in Southern Africa

Country
Under nourished people

( per cent of total population)
1999-2001

Children under weight for age 
( per cent under age 5)

1995-2002

Angola 49 31

Botswana 24 13

Lesotho 25 18

Malawi 33 25

Mauritius 5 15

Mozambique 53 26

Namibia 7 24

S. Africa - 12

Swaziland 12 10

Zambia 50 28

Zimbabwe 39 13

Source:  HDR, 2004

5.2. . MDG.2:.Achieving.Universal.Primary.
Education

Table 19 shows indicators of primary education in Southern Africa. From, 
1990/91 to 2000/01, the net enrolment ratio in primary education dropped 
for 6 countries in the subregion namely Mauritius, Namibia, Botswana and 
Zimbabwe, Angola and Zambia with Angola and Zambia experiencing the 
highest reversals at 28 and 13 percentage points respectively. 

Mauritius and South Africa have already achieved net enrolment rates of over 
90 per cent. South Africa, Lesotho, Malawi and Mozambique all registered 

22  MDGs Indicators, South Africa, 2003
23  MDGs Indicators, South Africa, 2003 
24  MDGs Report, Zambia, 2003
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gains in net primary enrolment. Malawi experienced the highest increase in 
net primary enrolment exceeding 30 per cent between 1990/91 and 2000/01. 
Mozambique increased its enrolment rate by 25 percentage points for the same 
period. However, it is important to note that countries such as Mozambique and 
Angola are starting from very low enrolment levels therefore the opportunity 
exists in these countries to increase primary enrolments further.

The downward trend in primary school completion rates is a major concern 
in Southern Africa. Except for Mauritius and Mozambique, the proportion 
of children reaching grade 5 has declined for all the other 9 countries in the 
subregion. In Malawi and Mozambique, just a little more than half of children 
reach grade 5, and in Lesotho and South Africa, a little less than a third of pupils 
do not reach grade 5. Only 2 of the 11 countries (Mauritius and Namibia) in 
Southern Africa have achieved primary completion rates above 90 per cent. 

Table 1�: Indicators of primary education in Southern Africa

Country Net primary 
enrolment ratio 

Children reaching grade 5 
( per cent of grade 1 students)

Youth literacy rate
( per cent ages 15-24)

1990/91 2001/02 1990/91 2000/01 1990 2002

Angola 58 30 -- -- -- --

Botswana 85 81 97 89 83.3 89.1

Lesotho 73 84 71 67 87.2 --

Malawi 50 81 64 54 81.2 89.2

Mauritius 95 93 98 99 91.1 94.5

Mozambique 45 60 33 52 48.8 62.8

Namibia 83 78 -- 94 87.4 92.3

S. Africa 88 90 75 65 88.5 91.8

Swaziland 77 77 76 74 85.1 91.2

Zambia 79 66 -- 77 52.6 59.9

Zimbabwe 86 83 -- -- 93.9 97.6

Source: HDR, 2004

There are many factors that account for declining completion rates at primary 
education level in Southern Africa. In Zambia, deterioration in the quality of 
education, poor school infrastructure in rural areas and high teacher attrition 
rates contribute to high primary school dropout ratios.25  Additionally, the 
HIV/AIDS pandemic has contributed to a decline in the number of teachers 
and the worsening of the quality of education. In Namibia, poverty, hunger and 

25  MDGs Report, Zambia, 2004
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teenage pregnancies have contributed to low primary completion rates while in 
Swaziland social and cultural factors are instrumental, especially for girls.26 

Youth literacy rates have shown improvements between 1990 and 2002 in all 
countries in the subregion. Except for Zambia and Mozambique, all the countries 
in the subregion have youth literacy rates that are above 89 per cent. Mozambique 
has recorded the highest increase in youth literacy rates from 48.8 per cent in 
1990 to 62.8 per cent in 2002. However, Mozambique is starting from a low 
level’ of literacy and despite the gains achieved in youth literacy over the past 
decade, about a third of Mozambicans aged 15-24 years remain illiterate. 

5.3. . MDG.3:.Promoting.gender.equality.and.
empowering.women

Most countries in Southern Africa have made notable progress towards 
eliminating gender disparities in primary education, however this progress 
has not been even. As shown in Table 2.5 Mauritius, South Africa, Namibia, 
Botswana, Lesotho, Zimbabwe, Malawi and Lesotho have almost achieved 
gender parity with female to male primary enrolment ratios higher or equal to 
1. Zambia, Mozambique, Angola and Swaziland still have female enrolment 
ratios below 80 per cent. Zambia, in particular,experienced a drop in female 
net primary enrolment ratio from 80 per cent in 1990 to 76 per cent in 200327. 
Countries that are starting from low levels of girls’ enrolment are lagging far 
behind the progress that is necessary to achieve gender parity. For instance, in 
2000/01, Mozambique and Angola had the lowest net primary enrolment ratio 
for girls at 56 per cent and 28 per cent respectively and also some of the widest 
gender gaps between girls and boys.

Female enrolment ratios have declined at secondary education levels for all 
countries in the subregion. By 2001, only Mauritius, South Africa and 
Botswana had achieved female net enrolment ratios over 50 per cent at 
secondary education. In the same period, Zambia, Malawi and Mozambique 
had female net enrolment ratios of less than 30 per cent at secondary education 
level. However, in the remaining countries, there are more females than men 
enrolled at secondary education level. 

The gender gap is widest at tertiary education level. Except for Mauritius 
and South Africa, the gross tertiary enrolment ratio for females is in single 
digits in most Southern African countries. For example in Botswana, Lesotho, 
Zimbabwe, Zambia and Mozambique the ratio stands at less than 5 per cent 
26  MDGs Report, Namibia, 2004
27  MDG Report, Zambia, 2003
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in 2000/2001. In Mozambique and Zambia, the tertiary enrolment ratio for 
females was 1 per cent and 2 per cent respectively in 2000/2001. The major 
challenge for Southern African countries is to translate progress made in 
reducing gender parity at primary education to higher-level education. 

In terms of female youth literacy rates, as shown in figure 4, in 2002 there were 
more literate women between the ages of 15 and 24 than men of the same age 
group in Mauritius, South Africa, Namibia and Botswana. This status has been 
reversed in Mozambique, Zimbabwe, Malawi and Zambia where more men are 
literate compared to women. Mozambique has the lowest female literacy rate in 
the subregion with less than half (49.2 per cent) of Mozambican women aged 
15-24 years being able to read and write. 

Table 20: Indicators of gender disparities in education in 
Southern Africa

Country Net primary enrolment Net secondary 
enrolment

Gross tertiary Enrolment

Female 
ratio

( per cent)
2000/2001

Ratio of 
female
to male

2000/2001

Female 
ratio

( per cent)
2000/2001

Ratio of 
female
to male

2000/2001

Female 
ratio ( per 

cent)
2000/2001

Ratio of 
female to 

male
2000/2001

Angola 28 0.86 -- -- -- 0.73

Botswana 83 1.04 59 1.15 4 0.82

Lesotho 88 1.08 27 1.56 3 1.28

Malawi 81 1.00 26 0.81 -- 0.37

Mauritius 93 1 64 1.08 13 1.29

Mozambique 56 0.88 9 0.69 1 0.63

Namibia 81 1.06 44 1.36 7 0.84

S. Africa 90 1.01 65 1.11 16 1.14

Swaziland 77 1.01 35 1.21 5 1.16

Zambia 66 0.98 18 0.85 2 0.46

Zimbabwe 83 1.01 38 0.91 3 0.58

Source: HDR 2004

Although there are few reliable statistics, the indications are that gender 
disparities are also present in the non-agricultural labour market with women 
having fewer employment opportunities than men. For countries where data 
is available, women constitute less than half of the industrial labour force. 
Mauritius has the largest proportion of women employed in industry, providing 
43 per cent of the labour force. In Namibia, women provide only 7 per cent of 
industrial labour force, the lowest in the subregion. 
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Figure �: Indicators of female youth literacy rates in Southern 
Africa

Table 21 shows female employment status and earned income for selected 
Southern African countries. The service sector remains the major employer for 
women in the subregion. In South Africa, Namibia and Botswana, there are 
more women than men employed in the service sector.28 In South Africa, for 
example, women provide 75 per cent of the labour force in the service sector. 

Women also continue to earn on average 50 per cent less than their male counterparts 
in the subregion. In 8 of the 11 countries, the estimated ratio of female to male 
earned income is barely half. In Swaziland, with the lowest estimated female to male 
earned income ratio, women earn 31 per cent less than their male counterparts. 
Malawi with a ratio of estimated female to male earned income of 0.68 has the 
narrowest disparity in the subregion. It is evident that reversing gender disparities 
in the labour market will be critical to women’s empowerment and contribution 
to the achievement of the MDGs in Southern Africa. 

As shown in table 21, Southern African women also continue to be marginalized 
in decision-making processes. The number of seats held by women in national 
Parliaments throughout the subregion falls far short of the SADC requirement 
of 30 per cent. Only Mozambique has achieved this target with 30 per cent of 
seats in its national Parliament held by women followed by South Africa where 

28  The service sector include domestic work, hospitality work, clerical work, secre-
tarial work etc 
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women hold 27.9 per cent of seats. Mauritius and Malawi with 5.7 per cent and 
9.3 per cent of seats held by women in their national Parliaments respectively 
are lagging far behind meeting the SADC protocol and recommendations. 

Table 21: Indicators of gender disparity in the labour market in 
Southern Africa2�

Country
Female employment by economic activity

Industry                         Services
Earned income disparity

 per 
cent of 

total
1995-

02

 per cent 
of male 

rate
1995-02

 per 
cent of 

total
1995-

02

 per cent 
of male

rate
1995-02

Ratio of estimated 
female to male earned 

income

Botswana 14 54 67 133 0.51

Mauritius 43 110 45 97 0.3

Namibia 7 39 63 128 0.51

S. Africa 14 41 75 150 0.45

Source: HDR, 2004. 

Figure 5: Proportion of seats held by women in national 
parliaments in Southern Africa.

29 ∗ Based on countries with complete data for the five categories.
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5.4.MDG.4:.Reducing.Child.Mortality

According to UNICEF, infant mortality rates exceeding 100 per 1000 live births 
are considered extreme.30 As shown in Table 22, about half of the countries 
have infant mortality rates above 100 per 1000 live births, which means that 
rates in the subregion rates are amongst the highest in the world. . Since 1970, 
none of the Southern African countries have reduced infant mortality rates 
to half of the 1970 levels. In Zambia, for example, the 2002 infant mortality 
rate was almost the same as it was in 1970. Mauritius is the only excerption 
in the subregion, managing to reduce infant mortality rate from 64 deaths per 
1000 live births in 1970 to 17 deaths per 1000 live births in 2002. Angola and 
Mozambique have the highest infant mortality rates with 154 and 125 deaths 
per 1000 live births respectively.

Table 22: Indicators of infant survival rates in Southern Africa

Country Infant mortality rate
(per 1000 live births)

Under-five mortality 
rate

(per 1000 live births)

1- year olds   
immunized against 
measles (per cent)

1970 2002 1970 2002 2002

Angola 180 154 300 260 74

Botswana 99 80 142 110 90

Lesotho 128 64 190 87 70

Malawi 189 114 330 183 69

Mauritius 64 17 86 19 84

Mozambique 163 125 278 197 58

Namibia 104 55 155 67 68

S. Africa -- 52 -- 65 78

Swaziland 132 106 196 149 72

Zambia 109 108 181 192 85

Zimbabwe 86 76 138 123 58

Source: HDR, 2004

Similarly, high under-five mortality rates remain a major concern in Southern 
Africa. In 2002, Angola had the highest under-five mortality rate at 260 deaths 
per 1000 live births followed by Mozambique at 197 deaths per 1000 live 
births, which is mainly due to the fact that both countries are emerging from 
protracted civil wars that devastated the capacity to deliver health services to 
their populations. Zambia experienced a reversal in under-five mortality rates 

30  HDR, 2004
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from 181 deaths per 1000 live births in 1970 to 192 deaths per 1000 live births 
in 2002 despite the fact that in most cases child mortality is due to preventable 
and treatable diseases such as malaria.

There is evidence that high and consistent immunization coverage is critical 
to preventing child mortality.31 However, Southern African countries still face 
a challenge in immunizing children against diseases. In 2002, only Botswana 
managed to immunize 90 per cent of one-year old children against measles. 
In 2002, Mozambique and Zimbabwe failed to immunize 42 per cent of one-
year old children against measles. In order to meet the MDG of reducing child 
mortality by two-thirds by 2015, Southern Africa countries must mobilize 
resources and commitment towards child immunization programmes.

5.5.MDG.5:.Improving.Maternal.Health

Maternal mortality rates in the subregion remain among the highest in the 
world. Table 23 shows maternal mortality rates in Southern Africa. By the end 
of 2002, maternal mortality rates in Malawi and Mozambique, for example, 
were 1100 deaths per 100,000 live births the worst in the world after Sierra 
Leone. In Zimbabwe and Zambia, maternal mortality rates were over 700 
deaths per 100,000 live births in 2002 with Zambia experiencing an increase 
in 649 deaths per 100,000 live births in 1996 to 729 per 100,000 live births in 
2002. In Namibia, maternal mortality rates increased by 41 percentage points 
from 225 deaths per 100,000 live births to 271 deaths per 100,000 live births 
in less than a decade from 1992 to 2000. Only Mauritius has reported maternal 
mortality rates of less than 100 deaths per 100,000 live births in 2002. 

One of the major causes of high maternal mortality rates in Southern Africa is the 
disproportionate number of births unattended by skilled health personnel. In 
Zambia, Angola and Mozambique, over half the total number of births in 2002 
were unattended by skilled health personnel. It is only Botswana and Mauritius 
where the proportion of births attended by skilled health personnel is over 90 
per cent.  In South Africa ethnicity is an important maternal mortality variable. 
According to the South African Department of Health, African women are at 
much higher risk of maternal deaths than Coloured, Indian or White women.32 
The same survey reports that over 90 per cent of maternal deaths in 1998 in 
South Africa were Black African women.             

31  Sachs, (et al), 2004
32  Department of Health, South Africa Demographic Health Survey, 1998
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Table 2�: Indicators of maternal mortality rates in Southern 
Africa

Country Reported maternal 
mortality ratio 

(per 100,000 live births), 
1985-2002

Births attended by skilled 
health personnel ( per cent), 

1995-2002 

Angola -- 45

Botswana 330 94

Lesotho -- 60

Malawi 1100 56

Mauritius 21 99

Mozambique 1100 44

Namibia 270 78

S. Africa 150 84

Swaziland 230 70

Zambia 650 43

Zimbabwe 700 73

Source: HDR, 2004

5.6. . MDG.6:.Combating.HIV/AIDS,.Malaria.and.
other.Diseases

Southern Africa has the highest HIV prevalence rates in the world. As shown 
in table 24, in Botswana and Swaziland, 37.3 per cent and 38.8 per cent of 
the population aged 15-49 years respectively were infected with the HIV virus 
in 2003.33 It is estimated that by end of 2003, about a quarter of the adult 
population in Lesotho and Zimbabwe were living with HIV/AIDS. South 
Africa is one of the most affected countries in the subregion with 5.3 million 
people (2.9 million of them women) living with HIV/AIDS. 

33  UNAIDS, 2004
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Table 2�: Indicators of HIV/AIDS in Southern Africa

Country      HIV prevalence
     ( per cent ages, 

15-49)  2003 

Condom use at last high risk sex 
( per cent ages 15-49): 1996-2002

Women Men

Angola 3.9 -- --

Botswana 37.3 75 88

Lesotho 28.9 -- --

Malawi 14.2 32 38

Mauritius -- -- 26

Mozambique 12.2 -- --

Namibia 21.3 -- --

S. Africa 17.8 20 --

Swaziland 38.8 -- --

Zambia 16.5 33 42

Zimbabwe 24.6 42 69

Source: HDR, 2004

HIV prevalence rates show no signs of abating in Southern Africa. In South Africa 
the prevalence rate increased from 25 per cent in 2001 to 27 per cent in 2003. 
HIV prevalence among pregnant women in Swaziland increased from 4 per cent 
in 1992 to 39 per cent in 2002. However, some countries in the subregion have 
relatively and absolutely low HIV prevalence rates. The HIV prevalence rate in 
Mauritius, for example, is negligible while in Angola the prevalence rate is lower 
than 4 per cent of the adult population. It is suspected that the long civil war 
in Angola had restricted movement and isolated communities, which helped to 
dampen the spread of HIV/AIDS. Despite this, Mozambique, having emerged 
from a protracted civil war, also has a relatively low HIV prevalence rate of 12. 2 
per cent in comparison to other countries in Southern Africa. 

Condom use remains low in Southern Africa. More men use condoms during 
high-risk sex compared to women. Of the five countries where data are available, 
four reported condom use rates among women lower than 45 per cent. In 
South Africa, only 20 per cent of women used condoms during last high-risk 
sex in 2002. In Malawi, 32 per cent of women aged 15-49 years used condoms 
during last high-risk sex compared to 38 per cent for men. In Botswana with 
the highest rate of condom use in the subregion, 75 per cent of women used 
condoms during last high-risk sex compared to 88 per cent for men. It has been 
recognized that the disempowerment of women and their inability to negotiate 
safe sex leads to low condom use and therefore high risk of HIV infection.34   

Table 25 shows the gender and age distribution of people living with HIV/AIDS 
in Southern Africa. Women and girls are disproportionately being infected and 

34  UNAIDS, 2004



��

affected by the HIV/AIDS pandemic. In Sub-Saharan Africa as a whole, women 
and girls make up 57 per cent of the total population infected with HIV/AIDS. 
Some estimates indicate that among young people infected by HIV/AIDS in 
sub-Saharan Africa, 76 per cent are girls.35 In Southern Africa, women constitute 
more than half of all the people living with HIV/AIDS. Further, women and girls 
bear the brunt of HIV/AIDS as primary caregivers for the sick. 

The HIV/AIDS pandemic has also contributed towards the acceleration of other 
disease epidemics such as TB in Southern Africa. With only 30 per cent of Africa’s 
total population, Southern Africa has 70 per cent of the continent’s TB cases 
amounting to 9.5 million people. In Zimbabwe, there are 462 new cases of TB 
per 100,000 people per year-one of the highest incidence rates in the world36, and 
most new TB cases in Zimbabwe are a result of HIV/AIDS infections. 

Southern Africa has the largest number of people suffering from both TB and 
HIV/AIDS in the world. It is estimated that there are 13million TB patients 
who are also HIV positive in Africa, about 9.5 million of them in Southern 
Africa.37  In Malawi, 77  per cent of all new TB infections are as a result of 
HIV/AIDS.38 In 2002, Swaziland with the highest HIV prevalence rate in the 
subregion also reported highest number of TB cases at 769 per 100,000 people. 
In the same year, Zambia and Mozambique recorded 588 and 547 cases per 
100,000 people respectively. 

Table 25: HIV/AIDS by gender and age in Southern Africa

Country Number of people living with HIV/AIDS end 2003

Adults 
(15-49)

Women 
(15-49)

Women
( per cent 
of total)

Children Children
( per cent of 

total)

Angola 240,000 130,000 54.1 23,000 9.5

Botswana 350,000 190,000 54.2 25,000 7.1

Lesotho 320,000 170,000 53.1 22,000 6.8

Malawi 900,000 460,000 51.1 83,000 9.2

Mozambique 1, 300,000 670,000 51.5 99,000 7.6

Namibia 210,000 110,000 52.3 15,000 7.1

S. Africa 5,300,000 2,900,000 54.7 230,000 4.3

Swaziland 220,000 110,000 50.0 16,000 7.2

Zambia 920,000 470,000 51.0 85,000 9.2

Zimbabwe 1, 800,000 930,000 51.6 120,000 6.6

Source :UNAIDS, 2004

35  UNAIDS, 2004 
36  Inter Press service, September 2004. See also www.aegis.com
37  The Southern African Humanitarian Information Network, 2004
38  Malawi National TB Control Programme, 2004 
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One of the keys to combating the spread of TB in the subregion lies in 
expanding the Directly Observed Treatment Short Course (DOTS) coverage. 
However, the detection and treatment of TB cases by DOTS remains low in 
the subregion. In 7 out of the 11 countries, TB cases detected under DOTS 
are less than 50 per cent. Although Mauritius has the lowest cases of TB, only 
a quarter of TB cases are detected under DOTS.  Progress has been recorded 
in South Africa and Angola with DOTS detection rates of 96 per cent and 91 
per cent respectively. The proportion of TB patients cured under DOTS in 
the subregion is low. In South Africa, Namibia, Swaziland and Mozambique, a 
third of TB cases detected by DOTS are not cured. In Swaziland, only 36 per 
cent of cases detected under DOTS are cured. Table 26 shows the incidences of 
TB and malaria in Southern Africa. 

Table 2�: Incidences of Malaria and TB in Southern Africa

Country Malaria cases Tuberculosis cases

(per 100,000 
people) 2000

(per 100,000 
people)  2002

Detected under 
DOTS (per cent) 

2002

Cured under 
DOTS ( per 
cent) 2001

Angola 8,773 398 45 77

Botswana 48,704 338 73 78

Lesotho 0 449 61 71

Malawi 25, 948 462 36 70

Mauritius 1 137 25 93

Mozambique 18,115 547 91 66

Namibia 1,502 478 76 68

S. Africa 143 366 96 65

Swaziland 2,835 769 31 36

Zambia 34,204 588 40 75

Zimbabwe 5,410 452 40 71

Source, HDR 2004

Malaria is a major cause of morbidity and mortality in Southern Africa. It is 
estimated that 63 per cent of the Southern African population (87 million 
people) live in malaria infected areas.39 Countries that are particularly prone 
to malaria epidemics are Botswana, Namibia, South Africa, Swaziland and 
Zimbabwe. Angola, Malawi, Mozambique and Zambia are ‘stable transmission 
areas’ where malaria occurs through out or most of the year.40 

Estimates indicate that 23 million cases of malaria with 200,000 deaths occur 
annually in the subregion.41 In Botswana there are 48,704 malaria cases per 

39  WHO, 2004, see also www.malaria.org
40  WHO, 2004, see also www.malaria.org
41  WHO, 2004, see also www.malaria.org
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100,000 people. The corresponding figure for Zambia is 34,204 malaria cases 
per 100,000 people while in Malawi, there is more than one malaria case for 
every four people. Malaria is particularly fatal among pregnant women and 
young children. In Angola, Malawi, Mozambique and Zambia, there are an 
estimated 13, 687,000 under-five year olds and 3,302,600 pregnant women at 
risk of severe malaria.42 In Zambia, malaria is the leading cause of morbidity 
and mortality among pregnant women.43 

5.7. . MDG.7:.Ensuring.Environmental.
Sustainability

Most of countries in the subregion have insignificant per capita carbon dioxide 
emissions at less than 1 per cent apart from the relatively more industrialized 
countries such as South Africa and Zimbabwe. With the exception of Mauritius 
and Botswana, all countries in the subregion recorded drops in per capita carbon 
dioxide emissions in the two decades from 1980 to 2000. 

Table 2�: Carbon dioxide emissions and traditional fuel 
consumption

Country Traditional fuel consumption
( per cent of total energy 

requirements)

Per capita carbon dioxide emissions
               (metric tons)        

2001 1980 2000

Angola 79.2 0.8 0.5

Botswana -- 1.1 2.3

Malawi 86.6 0.1 0.1

Mauritius 30.4 0.6 2.4

Mozambique 90.5 0.3 0.1

Namibia -- -- 1.0

S. Africa 12.9 7.7 7.4

Zambia 87.1 0.6 0.2

Zimbabwe 68.6 1.3 1.2

Source, HDR, 2004

As shown in Table 27, the high proportion of traditional fuels in total energy 
consumption is a major environmental concern in Southern Africa.  In 
Mozambique, 90  per cent of total energy requirements consist of traditional 
fuels such as wood fuel. The corresponding proportion for Zambia and Malawi 
is over 85 per cent. Traditional fuels such as firewood and charcoal contribute 

42  WHO, 2004, see also www.malaria.org
43  MDGs Report, Zambia, 2003
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to deforestation, forest encroachment and soil erosion.44 The low proportion 
of the population with access to electricity in the subregion accounts for high 
consumption of traditional fuels.45 

Table 28 shows indicators of water and sanitation in Southern Africa. Between 
1990 and 2000, there have been marginal increases in the proportion of people 
with access to safe drinking water and improved sanitation. In 2000, all the 
countries for which data was available had over 50 per cent of their populations 
with access to an improved water source.  

Table 2�: Indicators of water and sanitation in Southern Africa.

Country

Population with sustainable access 
to improved sanitation ( per cent)

      

Population with sustainable 
access to an improved water 

source ( per cent)

1990 2000 1990 2000

Angola -- 43 -- 57

Botswana 60 66 93 95

Lesotho -- 49 -- 78

Malawi 73 76 49 57

Mauritius 100 99 100 100

Mozambique -- 44 -- 57

Namibia 33 41 72 77

S. Africa 86 87 86 86

Zambia 63 78 52 64

Zimbabwe 56 62 78 83

Source: HDR 2004

However, as shown in table 29 national averages tend to mask the stark 
disparities that occur between the urban and rural conditions of life. 
Throughout the subregion there is particularly extreme inequalities in terms of 
access to improved water sources and sanitation between urban and rural areas. 
For example in 2002, 91 per cent of urban households in Zimbabwe had a 
connection to a water source compared to only 5 per cent of rural households. 
In the same year in Zambia, 47 per cent of urban households were connected 
to water compared to 2 per cent of rural households. The same disparities are 
characteristic of access to improved sanitation. In Namibia, 66 per cent of urban 
households had access to improved sanitation compared to 14 per cent of rural 
households. In Botswana the proportion of urban households with access to 
improved sanitation is more than twice that in rural areas. In Zambia, only 2 
per cent of the rural population had access to proper toilet facilities compared 
to 39 per cent in urban areas in 2002.46 

44  UNECA, 2002
45  HDR, 2004 
46  MDGs Report, Zambia, 2003
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Table 2�: Rural-urban household connections to water and 
improved sanitation

Country
       Improved drinking water

       
                    Improved sanitation

1990 2002 1990 2002

Urban rural urban rural urban rural urban rural

Angola 1 0 13 1 62 19 16 56

Botswana 40 13 62 28 61 21 57 25

Lesotho 31 2 31 2 61 32 61 32

Malawi 33 2 45 2 52 34 66 42

Mauritius 98 -- 74 82 100 99 100 99

Mozambique -- -- 28 2 64 26 32 68

Namibia 83 12 76 21 68 8 66 14

South Africa 94 23 82 31 85 42 86 44

Swaziland -- -- 67 13 -- -- 78 44

Zambia 51 2 47 2 64 26 32 68

Zimbabwe 95 8 91 5 69 40 51 69

Source: UNICEF and WHO, 2004

5.8. . MDG.8:.Developing.a.Global.Partnership.
for.Development

The achievement of MDGs in Southern Africa requires more and better ODA 
from cooperating partners. The United Nations has identified 0.7 per cent of 
GNI of donor countries as a target for ODA. However, out of the 22 OECD/
DAC countries, only five namely Luxemburg, Norway, Sweden, Demark 
and the Netherlands have met this target. Despite this, several OECD/DAC 
countries have committed to reaching the 0.7 per cent of GNI target within a 
specific time frame (see box 3).

In terms of ODA trends, net ODA transfers to Southern African countries have 
declined since the 1990s. In Lesotho, ODA as a percentage of GDP declined 
from 23 per cent in 1990 to 10.7 per cent in 2002. Only Angola, Mozambique 
and Zambia experienced increases in ODA/GDP ratio in the same period. 
ODA/per capita has also experienced a downward trend in Southern Africa. 
Namibia experienced a drop in ODA/per capita from $US 130 at independence 
to $US 68 in 2002. From 1991 to 2000, Zambia’s ODA/per capita dropped 
from $US34 to $US 25. Table 30 shows ODA disbursements as a percentage 
of GDP and per capita ODA for Southern Africa.
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Box  �: ODA commitments and ODA/GNI ratios for OECD/DAC 
donors

Countries that have 
reached 0.7 per cent

ODA/GNI
2002

1. with time frame to reach 
1 per cent

2. With no further 
commitments

• Luxemburg to reach 1 per cent by 
2005 

• Norway to reach 1 per cent by 
2005

• Sweden to reach 1 per cent by 
2006

• Denmark
• Netherlands

0.78 per cent
0.91 per cent
0.74 per cent
0.96 per cent
0.82 per cent

Countries that have not reached 0.7 per cent

1. With time frames to 
reach 0.7 per cent

2. With time frames only for 
interim targets

• Belgium to reach 0.7 per cent by 
2010

• Finland to reach 0.4 per cent by 
2007 & 0.7 per cent in 2010 

• France to reach 0.5 per cent by 
2007 & 0.7 per cent in 2012

• Ireland to reach 0.45 per cent by 
2002 & 0.7 per cent by 2007

• United Kingdom to reach 0.4 per 
cent by 2005-2006

• Austria
• Germany
• Greece
• Italy
• Portugal
• Spain

0.42 per cent

0.35 per cent

0.36 per cent

0.41 per cent

0.30 per cent

0.23 per cent
0.27 per cent
0.22 per cent
0.20 per cent
0.24 per cent

Other ODA/DAC countries • Canada
• Switzerland 
• United States
• New Zealand
• Japan

0.28 per cent
0.32 per cent
0.12 per cent
0.23 per cent
0.23 per cent

Source, OECD, April 2003

From 1995/96 to 2002, the proportion of ODA from DAC donors to basic 
social services has increased. Table 31 shows the proportion of ODA to basic 
social services and the proportion of untied bilateral ODA as of 2002. In 
1995/1996, basic social services accounted for only 8.1 per cent of total ODA 
from DAC donors. In 2002, this proportion has increased to 17.3 per cent 
of total ODA disbursements. Canada, Netherlands, Belgium, United States, 
Ireland and United Kingdom all had over 20 per cent of their total ODA 
directed towards basic social services. However, there are slower performers in 
this direction. In 2002, Portugal, Greece, New Zealand, Denmark and Japan 
all had less than 10 per cent of their ODA allocated to basic social services in 
the least developed countries.     
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Table �0: Per capita ODA and ODA/GDP ratios for Southern 
Africa

Country
                 ODA Received (net disbursements)

Per capita  per cent of GDP

2002 1990 2002

Angola 32.0 2.6 3.7

Botswana 21.2 3.9 0.7

Lesotho 42.5 23.0 10.7

Malawi 31.8 26.8 19.8

Mauritius 19.8 3.7 0.5

Mozambique 111.0 40.7 57.2

Namibia 68.9 5.2 4.7

S. Africa 14.7 -- 0.6

Swaziland 23.1 6.1 2.1

Zambia 59.9 14.6 17.3

Zimbabwe 15.6 3.9 2.4

Source: HDR 2004

Table �1: Indicators of ODA to basic social service in 
developing countries

Country ODA to basic social services   
(  per cent of total)

Untied bilateral ODA
             ( per cent of total)

1995/96 2002 1990 2002
Australia 5.9 17.7 33 57
Austria 2.6 14.7 32 69
Belgium 9.2 20 -- --
Canada 8.9 22.4 47 61
DAC 8.1 17.3 68 85
Denmark 13.1 7.8 -- 82
Finland 8.9 14.3 31 82
France -- -- 64 92
Germany 8.8 10.3 62 87
Greece 19.3 3.9 -- 14
Ireland 0.5 30.8 -- 100
Italy 7.3 10.7 22 --
Japan 2.0 4.8 89 83
Luxemburg -- -- -- --
Netherlands 11.7 26.7 56 89
New Zealand 1.7 8.3 100 76
Norway 10.7 15.1 61 99
Portugal 4.2 3.1 -- 33
Spain 8.3 11.5 -- 60
Sweden 14.2 11.8 87 79
Switzerland 6.5 19.8 78 95
United Kingdom 24.4 29.9 -- 100
United States 19.0 27.0 -- --
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Country Specific Highlights

Given the existing discrepancies in data availability, quality and uniformity, 
any comparisons across the subregion should be made with caution. Lack of 
adequate and reliable data in Southern Africa is a major obstacle to monitoring 
and evaluating progress towards achieving the MDGs. It follows that investment 
in data generating capacities should be awarded priority.  The next section 
will cover some country specific highlights that are indicative of progress and 
setbacks towards meeting the MDGs in Mauritius, Mozambique, Namibia, 
South Africa, Swaziland and Zambia. 47

6.1.Mauritius

Mauritius has no officially established poverty line, instead the Government 
through the Central Statistics Office (CSO) reports on the proportion of 
lower expenditure households as a reflection of the poverty condition of the 
population48. According to measurements, the incidence of lower expenditure 
households slightly increased. However, the proportion of under-five year 
children who are underweight reduced from 16.6 per cent in 1995 to 15 per 
cent in 2002 (table 32). 

Table �2:  Low expenditure households and underweight 
children in Mauritius

Period Low expenditure households 
( per cent)

Period Underweight children (under 
five)  per cent

1991/92 11.6 1995 16.6

 1996/97 12.1 2002 15.0

Source: MDGs Report, Mauritius, 2003 and HDR, 2004.

As shown in table 33, Mauritius has recorded remarkable success in universal 
primary education and has, since the early 1990s, has achieved consistently 
high enrolment rates and a full primary education completion rate. 49 Similarly, 
the literacy rate among the 15-24 year age group also increased. Even though 

47 The selection of the six countries is based on those countries in the subregion that had at 
the time of publication of this report had produced MDG progress reports

48 Lower expenditure households are defined as those with consumption expenditure below a 
given threshold level, set at the half median consumption expenditure of all private house-
holds

49 MDG Report, Mauritius, 2003

6
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there was a slight decrease in net primary enrolment from 1990 to 2000/01, 
the proportion of grade 1 children who reach grade 5 has increased. As shown 
in box 4, several factors account for the progress made in achieving universal 
primary education in Mauritius. 

Table ��:  Indicators of primary education in Mauritius

Indicator 1990 2000/01

Net primary enrolment ( per cent) 95 93

Children starting grade 1 reaching grade 5 ( per cent) 98 99

Youth literacy (15-24 years) ( per cent) 91.1 94.5

Source: MDGs Report, Mauritius, 2003 and HDR, 2002

Box �:  Policies to achieve universal primary education in 
Mauritius

The achievement of universal primary education in Mauritius has been a result of several 
factors including policy innovation and political commitment. The government has devised 
several measures to ensure universal primary education in Mauritius. 

•	 Primary education has been free since pre-independence days, but was made 
compulsory with the promulgation of compulsory education from standard 1 to standard 
6 (Act 10 of 1991). This has been a major step towards providing universal primary 
education in the country.

•	 The ministry of education has published several policy documents and action plans 
between 1991 and 1999. The master plan for the year 2000 proposed measures to be 
taken regarding ‘low achieving schools. These measures included:

- Priority of inspection to these schools accompanied by training and discussion 
sessions with staff.

- One additional hour of teaching per day (with special allowance for teachers giving 
courses.

- Maximum class-size of 30 pupils.

- Educational social workers would visit families in cases where absenteeism is 
persistent.

Source: Adapted from the MDGs Report, Mauritius, 2003

Additionally, gender parity has been achieved in the education system and there 
are now, like Namibia, slightly more girls than boys at all levels of education. 
Slightly more female youths are literate compared to their male counterparts. 
However, despite these achievements, women remain under-represented in the 
non-agricultural labour market and also Mauritius has the lowest representation 
of women in decision-making structures in the subregion.  While gender parity 
is being achieved in the education system, Mauritius lags far behind in ensuring 
the same trends in decision-making processes and economic opportunities. 
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Table ��: Indicators of gender equality in Mauritius

Indicator 1998 2000/01

Primary female to male enrolment ratio 0.97 1.00

Secondary female to male enrolment ratio 1.05 1.13

Tertiary female to male enrolment ratio -- 1.40

Female literacy rate as  per cent of male rate (15-24 years) -- 102

Source: MDG Report, Mauritius, 2003 and HDR, 2004

Mauritius has also made remarkable progress in child health. Under-five 
mortality has declined and the country has performed well in protecting its 
children from preventable diseases. The proportion of one-year-old children 
immunized against measles increased from 76 per cent in 1990 to 84 per cent 
in 2002. As shown in Table 35, infant mortality statistics in Mauritius are 
comparable to those of developed countries. 

Table �5:  Indicators for child health in Mauritius

Indicator 1990 2002

Under five mortality rate (per 100,000 live births) 23.1 18.2

Infant mortality rate (per 100,000 live births 20.4 17

Proportion of one year olds immunized against measles 76 84

Source: MDGs Report, Mauritius, 2003 and HDR, 2004

Mauritius has also managed to achieve dramatic progress in maternal health in 
the last decade. Maternal mortality reduced by more than 50 per cent between 
1990 and 2002, and in 1990, the maternal mortality rate was 0.66 deaths 
compared to 0.2 deaths per 1000 live births in 2002. The country has almost 
achieved universal coverage of births attended by skilled health personnel with 
the proportion of births attended by skilled health personnel increasing up to 
99 per cent in 2002. As shown in box 5, comprehensive health programmes 
and earlier investments in maternal care account for the successes scored in 
improving maternal health in Mauritius. 
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Box 5:  Strategies for improving maternal health in Mauritius

Maternal and child health care services have improved tremendously. Past investments 
in health have been an important factor in reducing maternal mortality. During the early 
1980s, government started to provide facilities for maternity care through an extended 
network of Community Health Centres. The improvement can also be linked to the marked 
increase in the proportion of births attended by qualified personnel during the same period. 
A primary Health Care Strategy has been adopted to achieve the goal of ‘Health For All By 
The Year 2000.’

The national objective is to achieve the lowest possible incidence (elimination point) of 
maternal mortality. The strategies and activities include:
• Improved health and nutritional situation of the mother
• 100 per cent coverage of antenatal and post-natal care
• Information, Education and Communication (IEC) on birth control to be improved,       

particularly among high-risk groups
• Emphasis on birth control during post-natal care
• Improved access to family planning services
• IEC on the negative effects of termination under unhygienic conditions, to direct women 

towards effective methods of birth control

In order to meet the MDG objective of improving maternal health, government has adopted 
various measures including:
• Country-wide detection tests for cancers
• IEC campaigns on better pregnancy management
• Education programmes and health promotion activities to workingwomen undertaken 

on a door-to-door basis.

Source: Adopted from the MDGs Report, Mauritius, 2003

Mauritius also has the lowest HIV prevalence rate in the subregion. By the 
end of 2000, there were only a cumulative total of 287 reported cases of HIV/
AIDS. In 1999, out of 12,888 pregnant women, less than 0.01 per cent were 
found to be HIV positive.50 The HIV incidence rate is relatively higher among 
high-risk groups. A study conducted among sex workers in 1997/98 revealed a 
prevalence rate of 7.4 per cent. Mauritius has taken steps to control the spread 
of HIV/AIDS through the National HIV/AIDS Strategic Plan, which was 
devised to formulate policy and strategies to combat HIV/AIDS. 

Table ��: Water and sanitation indicators in Mauritius

Indicator 1990 2002

Urban Rural Urban Rural

Improved drinking water coverage ( per 
cent)

98 -- 100 99

Improved sanitation coverage ( per cent) 74 82 100 99

Source: UNICEF and WHO, 2004

50  MDG Report, Mauritius, 2003
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Despite achievements in other MDG areas, and as shown in table 36, there 
is need for improvement in access to safe drinking water in Mauritius. The 
proportion of urban households connected to safe drinking water declined 
from 98 per cent in 1990 to 74 per cent in 2002. 

6.2.Mozambique

Although in 1997, 70 per cent of Mozambicans lived below the national 
poverty line51, in 2002 37.9 per cent of the population was living on less than 
$1 a day52. The Government of Mozambique has set itself the target of reducing 
poverty from 70 per cent in 1997 to below 60 per cent in 2005 and 50 per cent 
by 201053, indicating that there has already been significant progress towards 
achieving poverty reduction in Mozambique. 

The net enrolment ratio for primary education in Mozambique is one of the 
highest in the Southern African subregion. However, although impressive 
progress has been made towards achieving UPE, Mozambique is starting from 
very low enrolment rate and 40 per cent of Mozambican children of primary 
school-going age are still not going to school. Similarly, even though primary 
school completions rates have increased from 33 per cent in 1990 to 52 per 
cent in 2002, this still means that almost 50 per cent of pupils do not reach 
grade 5. Therefore, although there are positive trends in primary enrolment in 
Mozambique, the goal of UPE by 2015 is unlikely to be realized. 

Although the gender gap is narrowing, significant gender disparities exist 
at primary education level in Mozambique. In 2001, there were 78 girls for 
every 100 boys enrolled in primary school. In the same year, only 56 per cent 
and 9 per cent of girls were in primary and secondary education respectively. 
The ratio of female to male enrolment in secondary and tertiary education 
was 0.69 and 0.73 respectively. Literacy rates have increased, however, in 2001 
only half of Mozambican women aged 15-24 years were literate.  Despite these 
shortcomings, as shown in Table 37, Mozambique is one of the few countries 
in the subregion that has managed to meet the SADC requirement for 30 per 
cent of seats in national Parliaments to be held by women. 

51  MDGs Report, Mozambique, 2002
52  HDR, 2004
53  MDGs Report, Mozambique, 2002
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Table ��: Indicators of gender disparities in Mozambique

Indicator 2001

Net primary enrolment (female ratio)  per cent 56

Net primary enrolment (female to male ratio) 0.88

Net secondary enrolment (female ratio) per cent 9

Net secondary enrolment (female to male ratio) 0.69

Youth literacy ( per cent age 15-24) female rate 49.2

Youth literacy ( per cent age 15-24) female rate as  per cent of male rate 64

Proportion of seats held by women in the national Parliament 1a 30

Source: HDR 2004 
a  Data refer to 2004 

Mozambique has also managed to make some progress with regards to under-
five mortality rates. The under-five mortality rate reduced although it was 39 
per cent higher in rural areas compared to urban areas.  The proportion of one 
year olds immunized against measles declined from 68 per cent in 1997 to 58 
per cent in 2002 indicating that accelerated progress will be required in order 
for Mozambique to meet the goal of reducing child mortality by two-thirds,  
by 2015. 

Mozambique also continues to have one of the highest maternal mortality 
rates in the world. In 1995, the maternal mortality rate was estimated at 1,062 
deaths per 100,000 live births.54 According to the UNDP, the most recent 
information indicates that maternal mortality rate has increased, 55 even though 
the proportion of births attended by skilled health personnel increased. Given 
these trends, Mozambique will be unable to reduce maternal mortality rates by 
three-quarters by 2015.  

Mozambique has one of the lowest HIV-prevalence rates in the subregion, 
however despite the low levels, HIV/AIDS has had a devastating impact on 
human development and it is estimated that by 2010, HIV/AIDS will lower 
life expectancy from the current 50.3 years to 36.5 years if the epidemic is not 
reversed.56 Similarly, the incidence of malaria and TB in Mozambique remains 
high. 

In terms of environmental sustainability, anthropogenic factors such as 
uncontrolled logging, hunting and over-fishing are threats to the natural resource 
base in Mozambique. Inadequate use of water, unsustainable agricultural 

54 MDGs Report, Mozambique, 2002 
55 HDR, 2004
56 MDG Report, Mozambique, 2002
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practices and land conversion are causes of deforestation and biodiversity loss. 
Solid fuels comprise 90.5 per cent of total energy requirements in Mozambique. 
Carbon dioxide emissions per capita declined from 0.3 metric tons in 1980 to 
0.1 metric tons in 2000. Several legal and policy frameworks have been devised 
to address these environmental concerns as shown in Box 6.

Box �: Recent milestones in environmental management  
in Mozambique

•	 The Bazaruto Archipelago was declared area under environmental protection in 2001. It 
ranks  among the largest marine national parks in East Africa.

•	 The National Sustainable Development Commission was created and met for the first 
time in April 2001.

•	 Agreement on Gaza-Gonazeru Transfrontier Conservation area signed between 
Mozambique, South Africa and Zimbabwe in June 2001.

•	 The legal framework for environmental protection includes:

•	 The environmental framework law

•	 The land law

•	 The law on forestry and wildlife

•	 The law on water resources

•	 The National environmental management programme 

Source: MDGs Report, Mozambique, 2002

6.3.Namibia

Namibia has experienced some regression in eradicating extreme poverty and 
the proportion of Namibians living in extreme poverty has increased in a 
decade.57  Therefore, unless the increase in the incidence of poverty is reversed, 
Namibia is unlikely to meet the goal of halving the proportion of people living 
in extreme poverty by 2015. 

From 1992 to 2000 however, and as shown in Table 38, the proportion of under-
five year children that are underweight has marginally reduced. Similarly, in 
1992, 28 per cent of Namibian children were stunted compared to 24 per cent 
in 2000 indicating that marginal progress has also been recorded in reversing 
the incidence of child stunting.

57  HDR, 2004
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Table ��: Indicators of extreme poverty and hunger in Namibia

Indicator 1992 2000 1990-2002

Proportion of households living in extreme poverty 9 -- 34.9

Children under weight (under five)  per cent 26 24 17

Source: MDGs Report, Namibia, 2004 and HDR, 2004

With regards to primary education as shown in table 39, the total number of 
children enrolled in primary education has increased. Substantial progress has 
also been recorded in primary school completion rates with a higher proportion 
of pupils reaching grade 5. However, despite progress in primary education, the 
literacy rate for 15-24 year olds remains unchanged

Table ��:  Indicators for primary education in Namibia

Indicator 1992 2003

Net primary enrolment 89 92

Survival rate for grade 5 75 94

Literacy rate , 15-24 year olds2a 89 89

Source: Millennium Development Report, 2004, Namibia 
a Data refer to 2001

Given the trends recorded, and as shown in table 39, it seems that Namibia 
is ‘on track’ to achieving universal primary education by 2015. However, 
there are extreme regional disparities in primary education achievements. 
In all indicators of primary education, urban areas consistently score higher 
than rural communities. In the rural areas of Otjozondjupa and Kunene, for 
example, overall enrolment rates were below 50 per cent in 2003 compared 
to the national average of 92 per cent in the same year. The main challenge to 
achieving universal primary education in Namibia is making quality education 
accessible to marginalized communities and children. As shown in box 7, 
an innovative primary education project-the Ondao Mobile School Project 
is taking education to remote under-served communities and disadvantaged 
children. 
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Box �: The Ondao Mobile School Project in Namibia

Demetrius Dalla is a driven man. His life has a focus and contentment that many people 
would covet, and he has immense pride in his work. “I want to improve the knowledge of 
my learners. I want them to become the leaders of this country in the future.” His world 
revolves around the 23 children of the tiny Himba community in Okau, in the remote Zebra 
Mountains. Dalla is Okau’s first ever teacher, bringing primary education to a part of the 
world that has never has it before. The school is part of the Ondao mobile school project, 
which aims at providing education to marginalized children in the Kunene.  For Demetrius 
Dalla the importance of providing primary education, despite the personal hardships 
involved is not in doubt. “Universal education is a good idea. People now have knowledge-
and they can count. When they go to a shop, they don’t have to ask the prices - they can 
read.”   

Source: MDGs Report, Namibia, 2004

Table 40 shows indicators of gender inequality and empowerment in Namibia. 
In terms of primary education, the statistics show that Namibia has achieved 
gender parity at primary, secondary and tertiary education levels and in fact a 
higher number of girls than boys at all levels. However, at tertiary education 
level, the ratio of females to males has declined and, similarly, the ratio of literate 
females to males aged 15-24 years has experienced a decline. 

Table �0:  Indicators of gender equality and empowerment in 
Namibia

Indicator 1992 2001

Primary education (girls per 100 boys) 102 100

Secondary education (girls per 100 boys) 124 113

Tertiary education (females per 100 males) 162 111

Ratio of literate females to males (15-24 years) 110 106

Share of women in non-agricultural wage employment -- 47

Proportion of seats held by women in the national Parliament 9 19

Source: MDGs Report, Namibia, 2004

Although there is notable absence of gender inequality in Namibia’s education 
system, the non-agricultural labour market is still dominated by men. In 2001, 
women accounted for only 47 per cent of wage employment in the non-
agricultural sector. Despite this, Namibia has managed to make significant 
progress in incorporating women in decision-making processes. For instance in 
1992, women held 9 per cent of seats in the national Parliament compared to 
21.4 per cent in 2004.  
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Table �1:  Child health indicators in Namibia

Indicator 1992 2002

Infant mortality rate (per 1000 live births) 67 55

Under-five mortality rate (per 1000 live births) 87 67

Proportion of one-year olds immunized against measles 63 68

Source: MDGs Report, Namibia, 2004 and HDR, 2004

Namibia has also achieved significant gains in child health. As shown in table 
41, the under-five mortality rate has reduced and the infant mortality rate has 
also dropped. However, despite the marginal increase of the proportion of one 
year olds immunized against measles, the goal of two-thirds reduction in child 
mortality by 2015 will not be realised if present trends continue. Namibia 
therefore needs to scale-up child health programmes such as the Expanded 
Programme on Immunization (EPI) and the Integrated Management of 
Childhood Illnesses (see box 8)

Box �:  The Integrated Management of Childhood Illnesses 
Programme in Namibia

Sister Teresia has nursing in her blood. Her mother was a volunteer nurse at the hospital in 
Mariental. Witnessing the satisfaction her mother got from helping the sick made Teresia 
follow in her footsteps. She has been the enrolled nurse at the small clinic in Stampriet 
for the last eleven years. For most of the time she has worked on her own. Since she was 
trained in IMCI (Integrated Management of Childhood Illnesses), she has seen the infant 
mortality in her district go down, and has noticed that the community shows far much 
greater interest in health education than ever before. “Ignorance among the people was 
always the big problem. Now they listen and act on our advice.” She credits this behaviour 
change to IMCI. “Before IMCI, if a mother came to the clinic with a child with an ear problem, 
we just used to treat the ear. The immediate problem might clear up, but the reasons for it 
would go untreated. Now we start at the top of the head and go right down to their toes. We 
also screen the mother and ask for immunizations.”  

Source: MDGs Report, Namibia, 2004

Table �2: Maternal health indicators in Namibia

Indicator 1992 2000

Maternal mortality ratio (per 100,000 live births 225 271

Proportion of births attended by skilled health personnel ( per cent) 68 76

Contraceptive prevalence rate ( per cent) 21 37

Source: MDGs Report, Namibia, 2004
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Despite the improvements in child health, the maternal mortality rate has 
increased. With more than one in five pregnant women infected with HIV, 
the disease threatens to reverse past achievements in maternal health. Other 
measures of maternal health are encouraging. As shown in able 42, the 
proportion of births attended by skilled health personnel has increased and 
the most recent estimates from 1995 to 2002 show an increase of 2 percentage 
points over the 2000 ratio in the proportion of births attended by skilled health 
personnel.58 Additionally, the contraceptive prevalence rate has also increased 
However, despite these improvements, the reduction of maternal mortality by 
three-quarters by 2015 is unlikely to be met in Namibia given the current 
trends. 

The HIV/AIDS pandemic remains a major obstacle towards the achievement 
of MDGs in Namibia. In 2003, Namibia had a cumulative total of 136,000 
reported cases of HIV/AIDS up from just 4 cases in 1986, and the HIV 
prevalence rate among pregnant women was 4 per cent in 1992, 15 per cent in 
1996 and 22 per cent in 2002. In some regions such as Katimamulilo, the HIV 
prevalence rate is as high as 43 per cent among pregnant women. In 2002, 86 per 
cent of the population aged 15-24 years were reported to have comprehensive 
and correct knowledge of HIV/AIDS. However, despite relatively widespread 
knowledge of HIV/AIDS, the incidence of condom use during high-risk sex 
remains low. In 2002, less than half (45 per cent) of women aged 25-29 years 
used a condom during last high-risk sexual intercourse. Therefore, the goal of 
halting and reversing the spread of HIV/AIDS by 2015 in Namibia will be 
unattainable if the current situation continues.

Table ��:  Indicators of HIV/AIDS, TB and Malaria in Namibia

Indicator 1994 2002

HIV prevalence among 13-19 old pregnant women 6 11

HIV prevalence among 20-24 year old pregnant women 11 22

Condom use at last high risk sex among 25-29 year old women -- 45

Percentage of population aged 15-24 with comprehensive correct 
knowledge of HIV/AIDS 

-- 86

TB treatment success rate 58 69

TB cases per 100,000 people 629* 712

Malaria cases per 100,000 people -- 1502**

Source, MDGs Report, Namibia, 2004 
* Data for 1996 
** Data for 2000

58  HDR, 2004
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TB is also a major health problem in Namibia and accounts for 10 per cent of 
all deaths. However, and as shown in table 43, notification rates have increased 
from 629 per 100,000 people in 1996 to 712 per 100,000 people in 2002.59 In 
2002, 96 per cent of TB cases were detected under DOTS and the treatment 
success rate has consistently improved from 58 per cent in 1994 to 69 per cent 
in the same year.60  Malaria is a major cause of mortality and morbidity in 
Namibia and contributes to between 400 and 1,100 deaths annually. In 2000, 
there were 1,502 cases of malaria per 100,000 people. Malaria remains the 
leading killer among children under five-years in Namibia.   

6.4.South.Africa

As shown in table 44, indicators of extreme poverty and hunger have risen in 
South Africa from 1995 to 2002. Similarly, the proportion of children under 
nine years who are underweight has also increased.  Given the current trends, 
it is clear that progress towards eradicating extreme poverty and hunger by 
2015 in South Africa, remains slow and that Government transfers are vital in 
mitigating the effects of poverty and hunger, especially for the most vulnerable 
social groups such as children, the elderly and people living with disabilities 
(see box 9)

Table ��:  Indicators of extreme poverty and hunger in South 
Africa

Indicators 1995 2002

Proportion of population leaving on less than a dollar a day 9.4 10.5

Poverty gap ratio 11.2 18

Proportion of underweight children (under 9 years old) 9.3 10.3

Source: MDGs Indicators for South Africa, 2003

59  MDGs Report, Namibia, 2004
60  HDR, 2004
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Box �: Policies for fighting poverty and hunger in South Africa

South Africa’s anti-poverty strategies may be divided into two groups. The first set of 
strategies involves social security grants for poor and vulnerable people and households. A 
second set of strategies is developmental and focuses on job creation, capital investment, 
training and financial support, often for small and medium sized enterprises. 

The Department of Social Security provides more than 5 million people with a range of 
social grants. These grants include support for the aged, disabled, war veterans and a 
range of other groups and individuals. It is widely acknowledged that the grants play an 
extremely important role for very poor and vulnerable households in South Africa. For 
many households, a social grant is the only source of income. Child support grants are to 
be extended to children up to 14 years old, up from the 6year age limit, by April 2005, an 
additional 3.2 million children will benefit from this support.                                                                                     

Source: MDGs Indicators for South Africa, 2003

More than 95 per cent of South African children between the ages 7 and 15 
are enrolled in primary education indicating that South Africa is ‘on track’ 
to achieving universal primary education by 2015 if present trends continue. 
However, low completion rates are a concern. Almost a third of pupils that start 
grade 1 do not reach grade 5. 

Table �5:  Indicators of primary education in South Africa.

Indicator 1990/91 2000/01

Net primary enrolment ratio ( per cent) 88 90

Children reaching grade 5 ( per cent of grade 1 pupils) 75 65

Youth literate rate ( per cent ages 15-24) 88.5 91.8

Sourc. MDG Indicators for South Africa, 2003

Even though the ratio of girls to boys in primary school declined slightly, gender 
parity at primary, secondary and tertiary education has almost been achieved 
in South Africa. At secondary and tertiary levels, women’s enrolment is slightly 
higher compared to men. However, despite the achievement of gender parity 
in the education system, men continue to dominate wage employment in 
the non-agricultural sector. Women tend to concentrate in low-paying less-
skilled professions such as clerical work and domestic work. The most recent 
information shows that women constitute only 14 per cent of the industrial 
labour force but 75 per cent of the labour force in the service sector.61 

Among legislators, senior officials and managers, women make up less than a 
quarter of the male labour force. However, among professionals, the proportion 
of women increased marginally from 41.8 per cent in 1995 to 45.2 per cent in 

61  HDR, 2004
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2001. Despite the shortcomings in the labour market, South Africa has recorded 
remarkable progress in incorporating women in decision-making processes and 
has achieved the SADC requirement of women to hold 30 per cent of seats in 
national Parliaments with an increase in the proportion of seats held by women 
from 3 per cent in 1990 to 31.5 per cent in 2004.62

South Africa has also made progress in maternal health and the proportion of 
births attended by skilled health personnel has slightly increased. However, it is 
still the case that women from white, coloured and Indian populations are more 
likely to be attended by skilled health-personnel than women of African origin. 
Also a birth in an urban area in South Africa is more likely to be attended by a 
skilled health personal compared to a birth in a rural area. Narrowing the gap 
in maternal health across ethnic groups and geographically will be essential to 
achieving a three-quarters reduction in maternal mortality by 2015. 

The HIV/AIDS pandemic is one of the greatest threats to  achievement of 
the MDGs in South Africa. 63. As shown in table 46, the HIV prevalence rate 
among pregnant women aged 20-24 has increased and, as in  many other 
Southern African countries, the rate of condom use for  high-risk sex is low. In 
2002, the rate of condom use during last high-risk sex was below 30 per cent. 
However, there is a relatively higher use of condoms among the South African 
youth. Among 15-24 year olds, the rate of condom use was 57.1 per cent for 
males. 

Table ��:  HIV prevalence rate among pregnant women in 
South Africa

Indicator 1991 1995 2000

HIV prevalence (pregnant women aged <20) 2.2 13.1 29.1

HIV prevalence (pregnant women aged 20-24) 2.2 9.5 16.1

Source: MDGs Indicators for South Africa, 2003

The proportion of people with access to safe drinking water has increased. 
However, narrowing the gap between rural and urban areas is the major 
challenge to realizing the goal of providing safe water and improved sanitation 
in South Africa. As shown in box 10, government commitment is essential 
to the provision of safe drinking water and improved sanitation especially for 
the urban poor and rural communities, who are often excluded from these 
services. 

62  HDR, 2004
63  HDR, 2004 
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Box 10: Making clean water and improved sanitation 
accessible to the poor in South Africa  

In the period since 1994, there have been significant efforts towards improving poor 
people’s access to basic facilities including clean water, sanitation, electricity and other 
essential services. The department of water affairs is responsible for providing South 
Africans with safe access to drinking water. The Water and Sanitation White Paper is 
committed to supplying almost 100 per cent of rural households with clean water and 
to provide adequate sanitation to at least 75 per cent of rural households. Since June, 
1994, approximately 9.3 million people have been served. The total proportion of people 
with access to clean water has increased from 78.5 per cent in 1995 to 84.3 per cent in 
2000. In 1999, the South African government declared its commitment to providing all poor 
people with free basic water and electricity. From July 2001, municipalities were required 
to provide poor households with 6000 litres of clean water and 50kW of electricity. From 
1996 to 2001, the number of electricity connections has increased from 32 per cent to 70 
per cent while access to sanitation increased from 49 per cent to 63 per cent. Since the 
early 1990s, estimated 4million households have been connected to the electricity grid.  

Source: MDGs Indicators for South Africa, 2003

6.5.Swaziland

As shown in table 47, Swaziland has one of the highest incidences of poverty in 
the subregion. In 2002, 66 per cent of the Swazi population were living below 
the national poverty line,64 and of these a disproportionate percentage were in 
rural areas. In 2000, 10 per cent of children under-five years in Swaziland were 
underweight and, in the same year, 30 per cent of children under-five years 
were stunted compared to 27 per cent in 1995.With increases in the incidence 
of poverty and under nourishment, Swaziland is unlikely to half the proportion 
of people living in extreme poverty and hunger by 2015. 

Table ��: Indicators of poverty and hunger in Swaziland

Indicator 1995

Proportion of rural population under poverty ( per cent) 71

Proportion of urban population under poverty ( per cent) 45

Poverty ratio ( per cent) 66

Proportion of underweight children (under five) ( per cent)a 10

Source: MDGs Report, Swaziland, 2003 
a Data refers to 2000

Progress towards achieving UPE has similarly been slow and in fact there have 
been reversals in primary education enrolment. The overall primary enrolment 
rate has declined and the primary education completion rates have also 

64  MDGs Report, Swaziland, 2003
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deteriorated with many more girls dropping out of primary school than boys. 
High pregnancy rates and socio-cultural factors have been cited as contributing 
to the high drop out ratio for girls. Given the above, and as shown in box 11, 
Swaziland faces mounting challenges if the goal of universal primary education 
is to be attained by 2015. 

Box 11: Challenges of achieving universal primary education in 
Swaziland

Swaziland faces major challenges in improving prospects for achieving universal primary 
education. These prospects can be accelerated by innovative policies and government 
commitment addressing:

• The high repetition and dropout rates at primary education;

• The increase in the inability of households to pay fees due to the HIV/AIDS pandemic 
and high unemployment levels in the country;

• The need to expedite plans for the introduction of informal education at primary level;

• Updating the existing curriculum to make it more relevant to Swaziland’s needs;

• The increasing number of orphans and vulnerable children (due to HIV/AIDS) who need 
financial support to be in school. 

Source: Adopted from MDGs Report, Swaziland, 2003

Significant progress has been made in terms of promoting gender equality and 
the empowerment of women in Swaziland. Gender parity has been almost 
achieved at primary, secondary and tertiary education levels and the female 
literacy rate as a percentage of the male rate among the age group 15-24 years 
has been recorded at 102 per cent.

The main challenge that remains for promoting gender equality in Swaziland 
is ensuring that the gender parity that has been achieved in the education 
system translates into the employment sector.  Currently, Swazi men continue 
to dominate the non-agricultural labour market and, as is the case in other 
countries in the subregion, women tend to be concentrated in less-skill low-
paying jobs such as clerical work, domestic work and hospitality services. In 
Swaziland, women remain marginalized in decision-making processes and are 
still disproportionately under represented in national Parliament. 

As documented in box 12, Swaziland has also experienced severe deterioration 
in maternal health the main causes of which are preventable diseases and 
conditions. The maternal mortality rate more than doubled from 1991 to 
200265, and the proportion of births attended by skilled health personnel has 
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also reduced. On the basis of current trends the goal of reducing maternal 
mortality by three-quarters by 2015 will not be realized in Swaziland. 

Box 12:  Causes of high maternal mortality in Swaziland

The sharp increase in maternal deaths is attributed to preventable and treatable diseases 
such as haemorrhage, hypertensive diseases, unsafe abortion and lack of clinical skills in 
handling obstetric and abortion emergencies. The ministry of health records suggest that 
every year more than 3000 mothers develop long lasting disabilities following labour and 
delivery. Most of these disabilities are preventable and would be curable with improved 
access to quality care.

In the peri-urban and rural areas, health facilities are not easily accessible especially in 
cases of emergency-mainly due to the shortage of health centres and health facilities. 
The advent of HIV/AIDS has led to an increase in MMR, posing added challenges in the 
country’s efforts towards achieving the set goal by 2015

The major challenges in improving maternal health in Swaziland include:

• The inadequate number of skilled health personnel; 

• Inadequate referral and communication facilities especially in case of emergencies; 
Increasing HIV prevalence among women of reproductive age; 

• Limited or no access to ARV treatment to pregnant women.

Source: MDGs Report, Swaziland, 2003

Swaziland also has one of the highest HIV prevalence rates in the world and the 
achievement of all the other MDGs is seriously compromised by the pandemic. 
As shown in table 48, in 2002, the HIV prevalence rate was estimated at 38.8 
per cent, 66 and in the same year, 36.8 per cent of women attending Antenatal 
Clinic (ANC) were HIV positive.  Given the current trends, Swaziland will be 
unable to halt the spread of HIV/AIDS by 2015. 

Table ��: Indicators of HIV/AIDS, Malaria and TB in Swaziland

Indicator 2002

HIV prevalence rate among women attending ANC ( per cent) 38.8

Reported malaria cases (per 100,000 people) 2,835

Reported TB cases (per 100,000 people) 769

TB cases detected under DOTS ( per cent) 31

TB cases cured under DOTS6a 36

Source: HDR, 2004 
a Data refers to 2001

66  HDR, 2004
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6.6.Zambia

The proportion of people living on less than $1 a day increased in Zambia, 
from 1991 to 2002. While extreme poverty decreased in rural areas, extreme 
poverty in urban areas increased between 19991 to 1998. Therefore, unless 
current trends in poverty are reversed, Zambia will not be able to meet the goal 
of halving the proportion of people living in extreme poverty by 2015. 

Indicators of hunger also deteriorated between 1990 and 2002 in Zambia. The 
proportion of under-five year olds who are underweight has increased and, 
additionally, 45 per cent of all under-five year olds are stunted, while acute 
malnutrition affects 5 per cent and 6 per cent of all rural and urban households 
respectively.

In terms of UPE, Zambia has experienced reversals in several key indicators. As 
shown in table 49, even though the primary enrolment ratio for girls increased, 
the overall primary net enrolment ratio has declined. Progress has been made 
in the proportion of grade 1 pupils reaching grade 5. However, there has 
been no change in the gender gap in completion rates between boys and girls. 
Furthermore, the literacy rate among women aged 15-24 years dropped by 6 
per cent between 1990 and 2003 compared to 4 per cent for men in the same 
age group.     

Table ��:  Indicators for primary education and literacy trends 
in Zambia

Indicator 1990 2003

Net enrolment ratio in primary education ( percentage) 80 76

Girls ( percentage) 69 75

Boys ( percentage) 71 71

Proportion of pupils starting grade 1 who reach grade 7 (percentage) 64 73

Girls ( percentage) 57 66

Boys ( percentage) 71 80

Literacy rate of 15-24 year olds ( per cent) 75 70

Girls ( percentage) 71 66

Boys ( perc entage) 79 75

Source; MDGs Report, Zambia, 2004 and HDR 2004

In terms of gender equality, and as indicated in table 50, disparities persist 
at all levels of the education system in Zambia. At primary education, where 
the gender gap is narrowest, the ratio of girls to boys is 0.98. At secondary 
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education, the ratio of girls to boys has declined. The gender gap is widest 
at tertiary education level where the ratio of females to males is 0.46 and 
has remained unchanged from 1990 to 2003. The ratio of literate females to 
males aged 15-24 years has also declined showing that overall progress towards 
promoting gender equality has been slow in Zambia. 

Table 50: Indicators for gender equality and women 
empowerment in Zambia

Indicator 1990 2003

Ratio of girls to boys in primary school 0.98 0.98

Ratio of girls to boys in secondary school 0.92 0.90

Ratio of females to males at tertiary level 0.46 0.46

Ratio of literate females to males (15-24 years) 0.90 0.80

Share of women in wage employment in the non-agricultural sector ( 
per cent)

39 35

Proportion of seats held by women in national Parliament ( per cent) 6 12

Source: MDGs Report, Zambia, 2004 and HDR, 2004

As documented in most of the other countries in this study, women are further 
marginalized in non-agricultural employment. The statistics show that the share 
of women in formal wage employment has declined and women remain grossly 
under represented in decision-making processes. Even though the proportion 
of seats held by women in the national Parliament increased from 6 per cent 
in 1990 to 12 per cent in 2004, this increase is still far short of the SADC 
requirement of 30 per cent of seats to be held by women.

Zambia has had a positive performance in child health over the last decade, which 
can be attributed to the adoption of comprehensive and multidimensional child 
health programmes as shown in box 13. As indicated in table 51, the infant 
mortality rate and the under-five mortality rate has dropped, and similarly, 
the proportion of one-year olds immunized against measles has increased. The 
fundamental lesson from Zambia’s experience with improvements in child 
health is that success can be scored in one area even when deterioration is 
experienced with other MDGs.
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Box 1�: Multidimensional Child Health Programme in Zambia

Several factors have contributed to the decline in the indicators of child health. These 
include improved childhood immunization rates (increased routine immunization rates for 
measles from 77 per cent in 1992 to 87 per cent in 1996 and 84 per cent in 2002) and 
provision of micro-nutrients such as vitamin A through supplementation and fortification 
of foods. Early medical interventions may also have played a role in reducing childhood 
mortality. In one survey, up to 70 per cent of children with acute respiratory infection were 
taken to a health facility. Some of the child health programmes in Zambia include:

•	 Routine child immunizations

•	 National immunization days

•	 Integrated management of childhood infections programme

•	 Prevention of PMTCT, Nutrition and Breastfeeding support programmes

•	 Safe water programmes 

•	 School nutrition and health programme.

Table 51:  Indicators of child health in Zambia

Indicator 1990 2002

Under-five mortality ratio (per 1000 live births) 191 163

Infant mortality ratio (per 1000 live births) 107 95

Proportion of 1year old children immunized against measles ( per cent) 77 84

Source; MDGs Report, Zambia, 2004 and HDR 2004

Despite the major improvements in child health, Zambia has experienced 
significant setbacks in maternal health.  Maternal mortality rates have increased 
and births attended by skilled health personnel have dropped. Among the reasons 
for the persistence of high maternal deaths in Zambia are high proportions of 
births unattended by skilled deliveries, limited access to health facilities and 
the poor quality of health care.67 With the current reversals in maternal health, 
Zambia will not be able to meet the goal of reducing maternal mortality by 
three-quarters by 2015. 

As shown in the indicators in table 52, HIV remains a major development 
challenge in Zambia. The overall prevalence rate in 2002 was 16 per cent, with 
higher rates amongst women than men and higher rates in urban areas compared 
to rural areas. Even though the prevalence rate among pregnant women aged 
15-24 years has dropped, HIV/AIDS orphaned 1 million children in Zambia 
by 2002. As is the case with other Southern African countries, Zambia faces a 
daunting task to halt and reverse the spread of HIV/AIDS by 2015. 

67  MDGs Report, Zambia, 2004 and HDR, 2004  
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Table 52: HIV prevalence rates in Zambia

Indicator 1990 2002

ESS trends of HIV infection among ANC ( per cent) 20 19

ZDHS HIV prevalence rate (male and female rate) 
(percenaget)

-- 16

Children orphaned 1million

Source, MDGs Report, Zambia, 2004 and HDR, 2004

Malaria is also a major health concern in Zambia, accounting for 37 per cent 
of all hospital patient attendances. Children under-five years are particularly 
vulnerable to malaria, with a fatality rate of 42 deaths per 1000 hospital 
admissions.68 TB cases in 2002 were 588 per 100,000 people. Less than half of 
TB cases were detected under DOTS with a treatment success rate of 75 per 
cent. As the above analysis shows, malaria and TB are chronic in Zambia and 
will continue to threaten the achievement of other MDGs unless concerted 
effort is brought to bear on their prevention and treatment.

Despite all the above development challenges as indicated, per capita ODA has 
declined in Zambia and external debt continues to be a major problem. Debt 
service as a percentage of exports has increased whilst terms of trade (TOT) have 
declined by 50 per cent from 1980 to 2002. Consequently, the unfavourable 
external environment remains a major challenge to the achievement of MDGs 
in Zambia

68  MDGs Report, Zambia, 2004
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Major Policy Challenges

With less than a decade remaining to 2015, it is little wonder that there 
is considerable anxiety as to whether the MDGs can be attained in 

Southern Africa. Progress has been made politically and the subregion is now 
experiencing a degree of political stability due to   the cessation of hostilities in 
Angola and Mozambique. These developments herald possibilities for greater 
integration and co-operation in the subregion. Economically, despite the 
imbalances among states and the relatively small market size, the subregion has 
an aggregate GDP of $194.1 billion (ECA, 2005), which is much larger than 
that of ECOWAS. This bodes well for Southern African countries’ reaching 
their MDG targets in the longer term. 

Nevertheless, challenges abound. One of the major constraints to the 
achievement of the MDGs in Southern Africa is slow economic growth. As 
mentioned earlier, the real GDP growth of the 11 Southern African economies 
is estimated at 3.5 per cent in 2004 which is modest and far from one that 
could ensure a significant dent in the level of poverty of the majority of the 
population in the subregion. Falling or sluggish growth in Southern Africa is a 
major constraint to income poverty reduction and the achievement of all the 
MDGs and, if the trend persists, halving poverty in the subregion will not be 
achieved. 

Paying attention to inequality is also important. For many states in the subregion, 
a high level of poverty is juxtaposed with equally high income inequality. Of 
the world’s 10 most unequal societies, half are in Southern Africa (i.e. Namibia, 
Lesotho, Botswana, South Africa and Zimbabwe). This is disconcerting, given 
mounting evidence that prospects for reducing poverty are better for countries 
with low levels of income inequality relative to those with higher levels. Pro-
poor growth focuses on the benefit of economic growth in favour of the poor, 
hence the initial level of income distribution and the effects of growth on that 
distribution become crucial.

Good governance is key to the achievement of growth and poverty reduction. 
Economic development stalls when governments do not uphold the rule of law, 
pursue sound economic policy, make appropriate public investments, manage 
a public administration, protect basic human rights, and support civil society 
organizations. Although governance is improving in many countries in the 
subregion, much remains to be done, and many States have only weak capacity 

7



��

to carry out their basic functions and make investments in education, health, 
water and sanitation which are the main ingredients for human capital formation 
(ECA, 2005).  The importance of good governance for the achievement of the 
MDGs in Southern Africa cannot be overemphasized. 

Southern Africa also continues to have the highest HIV/AIDS prevalence rates 
in the world, which marks a severe development challenge for the countries 
in the subregion. Within the household, the major impacts of HIV/AIDS are 
typically a loss of cash income when breadwinners lose the capacity to work in 
the formal or informal economy; a loss of labour for subsistence production 
and also increased care demands in the home, falling usually on women and 
girls. At the national level, increased demand for health care as morbidity and 
mortality rises leads to an increase in health sector costs. Loss of skilled and 
experienced labour in the vital sectors of health, education, agriculture, social 
welfare and other affects the provision of services and overall output. 

Southern Africa as a whole is prone to frequent droughts and uneven rainfall 
distribution in time and space. Maize constitutes the major staple crop in most 
Southern African countries, consequently maize crop failure as experienced 
in drought-affected seasons, brings serious food insecurity problems in the 
subregion. The economies of most of the countries in the subregion also rely 
heavily on the exports of rain-dependent agricultural products. Thus, drought 
occurrences in the subregion also cause severe reductions in foreign exchange 
earnings, which in turn results in their decreased ability to import grain to meet 
the domestic food gap. This turns the situation into a humanitarian crisis where 
countries turn for external assistance to meet domestic food needs. 

Although the subregional rainfall situation has improved since the 2001/2002 
drought, there are some marked variations at national and sub-national levels. 
The food security situation for the subregion has not fully recovered. Some 
countries such as  Lesotho and Swaziland experienced drought situations in 
2002/2003 and Malawi and Lesotho in 2003/2004 leading to large crop failure 
in the affected production seasons. Some countries, notably Mozambique, 
Namibia, and Botswana, recorded increases in overall cereal production. 
Despite an improvement over last season’s cereal harvest, current food supply 
assessments for 2004/2005-production season indicate cereal shortfalls in all 
countries except South Africa, Zambia and Zimbabwe. 

The inter-relation between HIV/AIDS and the food crisis warrants attention. 
Over the past decade, the HIV/AIDS pandemic has dramatically increased the 
vulnerability of small-scale farmers to production shocks. The major impact 
of HIV/AIDS on smallholder agriculture as evidenced by studies conducted 
in different countries includes serious depletion of human resources due to 
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morbidity and mortality, severely causing the decimation of skilled and unskilled 
agricultural labour; the loss of indigenous farming methods, inter-generational 
knowledge and specialized skills and practices; diversion of capital from 
agriculture, loss of farm and non-farm income, loss of inheritance rights to land 
by women and youth farmers after the death of the father, increased workload 
of women that may greatly reduce their time to participate in agricultural 
activities and other psychosocial impacts that affect agricultural productivity 
at household level. Vulnerability assessments conducted in Southern Africa in 
2003 show that households affected by adult illness and deaths suffer greatly 
from reductions in agricultural production and reduced income.

The challenge of gender inequality looms large over Southern Africa’s efforts to 
achieve the MDGs. Despite the fact that educating and empowering women 
and girls are important to achieving all the MDGs, woman are still the minority 
actors in so far as making critical decisions is concerned in Southern Africa. 
Although gender parity at the primary school level has been reached or is likely 
to be reached in most Southern African countries, one of the most intimidating 
challenges for many is guaranteeing women’s representation in politics, the 
Legislature, at the highest levels of the corporate sector and in economic 
institutions (ECA, 2005). The participation of women is fundamentally 
important to fighting poverty in Southern Africa.

Compounding the decline in human development indicators is a crisis of 
public services in the subregion, particularly for education, heath, and water 
and sanitation. In Zambia, the failure to provide adequate basic services, 
especially in the area of health care is largely responsible for the sharp fall in life 
expectancy. In Mozambique, less than 30 per cent of the rural population have 
access to clean water and 55 children under the age of five die every day from 
diarrhoea (UNICEF, 2003). Zimbabwe is experiencing a crumbling public 
health care system and a massive decline in state expenditure on education. 

Basic needs and services are the foundation upon which any decent human life 
must be built and therefore policies have to go beyond the purely economic 
to focus on the needs of the poor – to ensure minimum social standards and 
universal access to basic social services. When a country invests in basic health and 
education, it signals its commitment to long-term development. It is essential, 
therefore, that countries in the subregion invest in education – especially girls’ 
education, which produces on the highest pay-offs in development and also 
aim to deliver high quality and cost effective healthcare, water and other basic 
services. Part of this is ensuring action to reduce malnutrition and the provision 
of safety nets for the vulnerable in times of crisis. 
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Implementation of many of the strategies for attaining the MDGs are underway, 
some of which are highlighted in Section 8. From the above challenges that 
have been outlined however, it may seem that halving poverty by 2015 is not 
possible in Southern Africa. Nevertheless, this does not mean that the exercise 
is futile, or that states should not accelerate implementation of key priorities 
so as to begin making headway on alleviating poverty and developing their 
economies. 
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Strategies for Achieving the 
MDGs in Southern Africa

Accelerating progress in the subregion will require changes in approaches 
to the MDGs process both at national and global levels. Without the 

required reforms, the prospects of achieving the majority of the MDGs targets 
in the subregion by 2015 are not encouraging as highlighted in the previous 
section. 

Three factors will be critical to accelerating progress towards achieving the 
MDGs in the Southern Africa.69 These are: 

1) The formulation and ownership of national development strategies; 

2) The implementation of institutional mechanisms targeting the 
achievement of MDGs and building capacity for monitoring and 
evaluation; and 

3) Building national and global partnerships. 

The reforms required in these areas are achievable within the MDGs planning 
horizon. However, there is need for renewed commitment and sense of urgency 
by both national and international players in the MDG process.  

8.1.Country.ownership.of.the.MDGs.process.

The strength of the MDG- process draws from its universality as a ‘global deal’ 
for development. However, this global character of the MDGs has tended to lose 
the country-specific challenges facing individual Southern African countries as 
they strive to improve the livelihoods of their populations. The result is that 
some indicators and expectations of the MDG process are not always relevant 
to the Southern African development context. For instance, per capita carbon 
dioxide emission as an indicator of environmental sustainability is largely 
irrelevant in Southern Africa. Further, holding Southern African countries 

69  Southern African MDG Forum, 2004
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with high HIV prevalence rates to the same MDG performance expectations as 
countries elsewhere is overly optimistic.70 

In order to accelerate progress towards MDGs in the subregion, it is necessary 
for individual countries to formulate and ‘own’ development strategies that 
reflect the specific realities of their development contexts. The MDGs must then 
be incorporated into the country’s own development context not the other way 
round as is currently the case. Country ownership of the development process 
ensures that the MDGs reflect country-specific challenges, opportunities and 
priorities. However, indigenization of the MDGs must take consideration of 
trans-boundary development challenges like transport networks that can be 
addressed through subregional bodies such as SADC.

Countries in the subregion need to develop long-term national development 
strategies (adopting the MDGs time horizon) that are consistent with their 
specific challenges and opportunities. At present PRSPs fail to perform this 
function due to their short-term planning horizon.71 It is therefore critical that 
current PRSP frameworks are realigned with the long -erm MDG planning 
horizon. What is called for is not the substitution of PRSPs for long-term plans 
in the subregion but that PRSPs must be reformed to be in conformity with the 
requirements for the long-term planning demanded by the MDGs. 

Accelerating progress will also entail that countries base their MDG ‘pathways’ 
on an actual assessment of needs required to meet the goals.72  Based on these 
needs, countries must have the ‘degrees of freedom’ to set goals, priorities and 
road maps to achieve each of the MDGs. Current PRSPs are not based on a 
comprehensive needs assessment, are not aligned to the MDGs and are often not 
costed. Without pathways and corresponding funding requirements, PRSPs are 
little more than statements of intent. Therefore it is critical that MDGs in the 
subregion reflect the bill for their achievement and how the bill will be paid. 

Country ownership of the MDGs should involve state and non-state actors. 
Even within government structures, all departments and relevant bodies must 
be involved in the planning and execution of MDGs plans. Currently, MDGs 
are housed at ministries of finance and planning commissions, thus giving them 
an exclusive financial face. This shields other development stakeholders from 
effective participation in the MDGs process. In order to accelerate progress, 
countries must institute participatory processes that ensure that all relevant 
bodies are important parties to the MDGs process.

70  Roberts, 2004 
71  Sachs G, (et al), 2004
72  Sachs G, (et al), 2004
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8.2. . Institutional.mechanisms.targeting.the.
MDGs.

Progress towards achieving the MDGs in Southern Africa will depend on 
enhanced institutional capacity to formulate, implement and monitor the 
MDGs. Institutional mechanisms at the national level must be realigned and 
reoriented to target the MDGs.73 Institutional realignment is important for 
policy formulation and implementation. Given the institutional and human 
constraints in the subregion, institutional coordination brings together available 
capacities and builds synergies necessary to accelerate progress towards meeting 
the MDGs. 

It is critical that measures to strengthen institutional capacity in areas such as 
statistics, planning and monitoring of MDGs are prioritised. The availability 
of quality data is one of the major problems confronting planning and 
monitoring of MDGs in Southern Africa. Many countries do not know where 
they stand vis-à-vis progress towards MDGs due to lack of useable data. In 
many countries, there are wide discrepancies between national data and data 
collected by specialized international institutions often giving contradictory 
status of MDGs.74  

In order to accelerate progress, it is important that MDGs are transformed into 
specific programmes with monitorable development outcomes.75 Periodically, 
progress towards meeting these goals must be monitored and challenges 
identified. It is therefore necessary to build capacity within national institutions 
to monitor progress, identify obstacles and plan for their resolution. The system 
of monitoring must be open, accountable and transparent. 

8.3. . Partnerships.for.Achieving.the.MDGs.in.
Southern.Africa.

Global and national partnerships are essential to accelerating progress towards 
achieving the MDGs in Southern Africa. The building of partnerships must 
occur at two levels. At the national level, partnerships must involve state 
actors, civil society and the private sector. Governments should take the lead in 
ensuring legal frameworks and operational procedures that foster building such 

73  Sachs G, (et al), 2004
74  Roberts B, 2004  
75  Sachs G, (et al), 2004
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partnerships. It is important that all stakeholders build MDGs partnerships on 
trust, openness and accountability.

Government can cultivate trust by instituting transparent and participatory 
budgetary processes including publication of public expenditures. Some 
countries have started publishing expenditures of ‘HIPC funds’ although 
monitoring remains a problem. Civil society should be facilitated to engage 
in monitoring of public expenditures in order to promote more openness and 
build public confidence in State processes. There should be a clear identification 
of strengths and weaknesses among MDGs partners in order to build synergies 
required for the acceleration of the MDG process. 

Global partnerships will be critical to achieving the MDGs in Southern Africa. 
Given the scale of development challenges, Southern Africa will need substantial 
international assistance to breakout of the ‘poverty trap.’ ODA will be critical in 
this regard. However, donor countries must reform their aid practices in order 
to make ODA an effective instrument of achieving the MDGs in Southern 
Africa. Sachs (et al) (2005) identified four ‘core principles’ that will be necessary 
to reform contemporary aid practice and align ODA to the MDGs.

Firstly, donor countries must align their aid policies to the 2015 time horizon 
of the MDGs process. This will allow recipient countries to institute long-term 
plans for achieving the MDGs. Within Sub-Saharan Africa, progress towards 
achieving the MDGs is hampered by entrenched structural problems that will 
take time to resolve even in the best of circumstances. These structural problems 
will need comprehensive long-term planning. Extending the time-horizon of 
ODA will help facilitate this process. 

Current aid practices are typically short-term in nature, sometimes pledged 
on an annual basis. Current structural constraints are thus perceived as 
impediments rather than obstacles that could be resolved within the long-term 
planning framework. Adopting a long-term aid framework also makes ODA 
more predictable and thus amenable to the long-term planning demanded by 
the MDGs.76 

Secondly, donors must harmonize and coordinate their aid practices. This 
will reduce the transaction costs of aid incurred by recipient countries. More 
importantly, coordinated aid can be targeted to specific areas such as public 
investments needed to achieve the MDGs. As Sachs et al (2004) argue, the 
current donor practice of ‘planting the flag’ with ODA is less beneficial compared 
to coordinated and pooled resources. The practice of ‘tied aid’ remains a 
significant problem for Southern Africa countries. Donors must move towards 

76  Sachs G, (et al), 2004 
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untied aid practices that give more latitude for recipient countries to spend aid 
resources on their priority areas. 

Thirdly, it is critical that aid resources be mobilized on the basis of country 
needs assessments. External resources needed by recipient countries should be 
based on their needs rather than on ex ante resource availability predetermined 
by donors. Once the individual country’s needs are determined, then the 
required resources can be mobilized. This is critical in order to ensure that 
countries do not scale down their needs to conform to the donor determined 
‘resource envelope.’ 

Fourthly, donor countries must align the scale of resource transfers to the 
requirements needed to achieve the MDGs. Sachs et al (2004) estimate that 
ODA in the range of 20-30% of GDP and sustained over a long period may 
be necessary in some countries. In order to accelerate progress towards the 
MDGs, the required ODA must principally be in the form of grants not new 
loans. Donor countries must also deepen and expand debt relief mechanisms. 
External debt for the poorest countries must be cancelled in order to release 
resources for investment in the MDGs.     

Trade reforms are also an essential component of global partnerships where 
extensive reforms are needed. Southern African countries will require increased 
access to the markets of developed countries. This will require significant reforms 
in the trading practices of developed countries. Reduction in subsidies in the 
North, especially on agricultural commodities, will offer new opportunities 
for growth in Southern Africa. Initiatives such as USA’s AGOA and EU’s 
‘Everything but Arms’ are an important step in this direction. However, trade 
is unlikely to meet the scale of investments required to achieve the MDGs 
in Southern Africa. While trade reforms are necessary, more and better ODA 
remains the realistic funding option for Southern African countries.77

77  Sachs G, (et al), 2004
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Medium Term Outlook and 
Prospects

In terms of economic indicators, the Southern African subregion is expected 
to expand at a higher rate than 2004 at 4.4 per cent in 2005. In South 

Africa, growth is expected to increase up to 3.4% due to the anticipated strong 
global demand, growth in tourism, increase in FDI inflows, and expansion in 
domestic demand in response to new tax-relief measures and a low interest rate 
environment. Developments in the oil sector will also continue to influence 
Angola’s economic activity in 2005. 

In terms of agriculture, as mentioned above, production will continue to 
depend on weather conditions. Relatively normal weather is forecasted for 
January to March 2005. Normal to below normal rainfall is forecasted for the 
south-western tip of Angola, most of Namibia, south-western tip of Botswana 
and central and southern South Africa (SADC, 2004). Farm input shortages 
are expected in several countries in the subregion, notably in Zimbabwe, 
Swaziland and Lesotho (FAO, 2004). These developments could adversely 
affect agricultural production. 

Countries with a highly diversified manufacturing base such as Mauritius and 
South Africa will experience positive growth during in this sector in 2005. 
Although the South African manufacturing industry is expected to continue on 
an upward trend in 2005, demand for its output might be adversely affected by 
the strong domestic currency which influences price competitiveness.  It is also 
projected that the textile industry will also continue to face stiff competition 
from cheap products from other regions. This will adversely affect countries 
such as Lesotho and Swaziland for which this sector is important.

Growth in services in Botswana, Mauritius and Namibia, an increase in mining 
sector activities in Botswana, Mozambique, Namibia and Zambia, agricultural 
sector expansion in Mauritius, Mozambique and Zambia, development in 
tourism activity in Mauritius and Zambia and continued donor support in 
Zambia will be the main factors that will contribute to the expansion of the 
subregion in 2005. Zimbabwe, however, is projected to contract in 2005 (though 
the rate of contraction will be lowered to 1.6% in 2005) due to the ongoing 
political crisis and weak performance of both agricultural and manufacturing 
sectors.

9
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In terms of social indicators, and as can be seen from Table 53, half the countries 
in Southern Africa are unlikely to achieve universal primary education by 2015. 
In Botswana, Lesotho, Mozambique and Zambia net primary enrolment is 
‘slipping back.’ However, Mauritius, Namibia, and Swaziland are ‘on track’ 
to achieving universal primary education. Southern African countries are 
performing much better in reducing gender disparities at primary education. 
For countries where data are available, 4 have already achieved gender parity 
at primary education. Zimbabwe, Zambia, and Swaziland are ‘on track’ to 
achieving gender parity at primary education. However, Mozambique is ‘far 
behind’ the progress necessary to achieve gender parity in primary education 
by 2015.

Table 5�: Prospects of achieving the MDGs in Southern Africa

Country Hunger Net primary
enrolment

F:M primary
enrolment 

ratio

U5 mortality
rate

People with 
improved water

source

Angola On track -- -- Slipping back --

Botswana Slipping 
back

Slipping 
back

Achieved Slipping back --

Lesotho lagging Slipping 
back

Achieved Far behind On track

Malawi On track -- -- On track lagging

Mauritius On track On track Achieved On track On track

Mozambique On track Slipping 
back

Far behind Far behind --

Namibia Far behind On track Achieved Far behind Slipping back

Swaziland Far behind On track On track Slipping back --

Zambia Far behind Slipping 
back

On track Slipping back On track

Zimbabwe Far behind -- On track Slipping back On track

Total no. 
“Achieved”

    0       0       4           0       0

Total no “On 
track”

    4        3       3            2        4

Total no. 
“Slipping 
back”

    1        4        0            5         1

Total no. 
“Lagging”

    1        0        0            0          1

Total no. “Far 
behind” 

     4        0          1            3          0

Source: Roberts, 2004
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Southern African countries also face poor prospects for achieving child health-
related MDGs. Angola, Botswana, Zambia, Swaziland and Zimbabwe are 
all ‘slipping back’ in under-five mortality rates. Mozambique, Namibia and 
Lesotho are ‘far behind’ progress necessary to reduce under-five mortality by 
two-thirds by 2015. Only Malawi and Mauritius are ‘on track’ to realizing this 
goal. Zimbabwe, Zambia, Mauritius and Lesotho are ‘on track’ in ensuring 
improved water sources for their populations while Namibia and Malawi are 
‘lagging’ or ‘slipping back’.

Although the Southern African subregion is projected to grow in economic 
terms, the growth expected is far lower than the average 7 per cent needed to 
reduce poverty by half by 2015.  Therefore, in the final analysis, the prospects for 
achieving the MDGs in the subregion are not encouraging. Countries that are 
‘slipping back’ or are ‘far behind’ progress necessary to achieve the MDGs need 
special attention by the international community. International commitment 
towards the MDGs needs to be quickly transformed into practical action for 
those countries that are in dire need of assistance. Meeting the MDGs will 
be a daunting task for Southern African countries and the donor community. 
However, as many scholars have observed, the goals are both affordable and 
achievable.78 What is needed is pragmatic thinking and institutionalization of 
the MDG targets into policy processes. 

78 Sachs G, (et al) (2004) 
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