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INTRODUCTION

EXECUTIVE SUMMARY

The Synthesis of Secondary Data on Children and Adolescents presents an overview of the 
situation of children in Eswatini using the results of the most significant research and analysis 
over the last five years in areas related to the well-being of children. The Synthesis Report 

provides a broad overview of many issues affecting the rights of children and also focuses on a number 
of key issues that are particularly relevant in the national context. It relies exclusively on secondary 
data: no primary data was collected. UNICEF Eswatini provided materials and expert support for the 
drafting and finalization of the report. 

Following a background section on country context, the report includes two substantive chapters on 
different age categories. The first will look at young child survival and development, and includes sub-
sections on: maternal and newborn health; infant and child health (including immunization); nutrition; 
water, sanitation and hygiene; birth registration; and early childhood development. The next chapter 
considers adolescent protection, learning and development, including sections on education; HIV; 
and violence. Data is disaggregated by factors including age, gender, wealth quintile and rural/urban 
location. The final chapter focuses on inequitable chances in life, and looks in particular at the social 
welfare system and the extent to which vulnerable children receive the social protection they need.

Young child survival and development
Maternal and child health
In 2012, the Demographic and Housing Survey found that the maternal mortality rate in Eswatini 
remained high at 593 deaths per 100,000 live births. This figure reportedly stagnated between 2012 
and 2014 and was much higher than the 2002 figure of 229. No more recent survey data is available 
on maternal mortality, but administrative figures indicate a steady rise in stillbirths from 41 in 2013 to 
107 in 2017, which the Ministry of Health suggests may be caused by congenital syphilis or by poor 
quality of care during labour and childbirth.

Both infant and under-five mortality rates have been falling in recent years, with survey data showing 
under-five mortality down from 104 per 1,000 live births in 2005-2010 to 67 per 1,000 in 2009-2014. This 
is a faster rate of fall than in neighbouring Southern African countries. Administrative figures indicated 
that this fall has continued, from an absolute number of 371 deaths in 2014 to 270 in 2017. By region, in 
2016 Shiselweni recorded the highest under-one (78 per 1,000) and under-five (92 per 1,000) deaths in 
health facilities in the country, but also received the lowest allocation for health services. 
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In Eswatini, the Government procures 100 per cent of national vaccines and injection supplies. The 
Ministry of Health has prioritized immunization for all eligible populations, including children less than 
five years of age and women of childbearing age (15-49 years). However, immunization rates in 
Eswatini did not meet WHO targets in 2017. This is partly because the immunization budget fell 
33 per cent from 2016/17 to 2017/18 and Eswatini experienced stock-outs of several vaccines in 
2017. More resources are required to ensure full immunization coverage, including operational and 
transportation costs, to reach the hardest-to-reach areas. 

Eswatini is making progress towards prevention of mother-to-child transmission of HIV. Prevention 
has been integrated into the maternal, newborn, children and adolescent health programme since 
its inception, and is managed collaboratively with the national AIDS programme. However, there is 
concern that some mothers still transmit HIV to their babies especially during breastfeeding, which 
generally continues after the 6-8 week infant HIV testing window.

Food security and nutrition
Stunting rates have been falling in recent years: it affected 23.0 per cent of children in 2017 compared 
to 30.9 per cent in 2010. The reduction has been attributed to multi-sectoral efforts to address chronic 
malnutrition. However, the rates are still high: this can be attributed to poor infant and young child 
feeding practices, as well as poor household food security. Regional disparities persist for stunting: 
Shiselweni and Manzini have the highest rates, though Shiselweni has seen a large fall. Significant 
disparities also exist across different groups, particularly affecting the poorest and those with lower 
maternal education rates. 

Wasting, or acute malnutrition, appeared to increase between 2014 (2 per cent) and 2017 (2.5 per 
cent): in Hhohho the increase was from 1.5 per cent to 3.2 per cent. The 2017 findings indicate that 
malnutrition can be most effectively controlled in areas where food assistance is provided along with 
adequate health, water and sanitation services as well as appropriate practices related to infant and 
young child feeding.

Vitamin A deficiency is a major public health problem in Eswatini, hitting young children and pregnant 
women hardest. To try and curb this and other conditions, Vitamin A supplementation is supposed to 
be provided for all children below the age of five years. In 2017, 78 per cent of children were receiving 
supplementation, against a national target of 90 per cent.

Almost all mothers breastfeed in Eswatini and the few cases of non-breastfeeding are linked to 
challenges related to not enough milk, medical reasons (primarily HIV-related), work and cosmetic 
reasons. Exclusive breastfeeding is also prevalent. Breastfeeding rates increased between 2010 and 
2014, and again between 2014 and 2017 (though Ministry of Health administrative figures show a slight 
fall from 69 per cent in 2015 to 65 per cent in 2017). However, there is some evidence that the drought 
and associated malnutrition among mothers may have reduced the effectiveness of breastfeeding.

Complementary infant and young child feeding is particularly problematic with more than half of 
households (56.5 per cent) lacking the minimum meal frequency and dietary diversity recommended by 
the WHO. This situation was aggravated by the 2014-2016 El Niño drought. Between 2014 and 2017 
the minimal dietary diversity fell to just 13 per cent; minimal meal frequency from 81.2 per cent to 76.3 
per cent; and minimal acceptable diet from 39.2 per cent to 9.7 per cent (use of bottles to feed infants 
and young children remained the same at 31 per cent). The Ministry of Health’s 2017 Nutrition Report 
states that it lacks capacity to capacitate all healthcare facilities to reinforce practices among mothers.
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Water, sanitation and hygiene
According to the 2016-2017 Eswatini Household Income and Expenditure Survey, 30.0 per cent of 
households have functional access to water through the Swaziland Water Services Corporation grid. 
Improved sources of drinking water are much more common in urban areas (92.5 per cent) than rural 
areas (67.4 per cent). Shiselweni has the lowest rate (65.7 per cent), followed by Lubombo (71.9 per 
cent). Shiselweni also has fewer households accessing tap water and more households accessing 
water from open wells or springs. The drought has continued to affect water resources and water 
supply infrastructure. The 66.1 per cent use of protected sources in 2017 compares to 72 per cent in 
the 2014 MICS, and the fall may be attributed to drought. The largest falls were seen in Hhohho and 
Manzini: while these were still higher than other regions in 2017, the gaps were much narrower. Rural 
areas of Lubombo and Shiselweni continue to experience low access to domestic water supply as 
protected springs and boreholes produced low yields. In general, the drought has affected rural and 
urban drinking water supply in households, health facilities and schools, particularly in the above two 
regions. More than 20 per cent of water sources are reportedly not safe: more than a third of these 
are in Shiselweni. 

In the 2017 Comprehensive Survey, most households reported having washed their hands with soap 
or ash at critical times, after toilet, and before and after serving and eating meals at 72.4 per cent. The 
highest was Manzini at 86 per cent, followed by Lubombo at 76 per cent. The lowest was reported at 
51 per cent in Shiselweni. When these results are compared with the MICS 2014 findings on physical 
presence of soap or other cleaning agents, it can be seen that Lubombo and Manzini appear to have 
the best hand washing knowledge and practice, while Hhohho and Shiselweni may require different 
interventions to improve hygiene. 

Birth registration and certification
A total of 73.5 per cent of children under two years of age reportedly lack birth certificates. Not having 
birth registration may result in denial of public services. For example, a child needs a birth certificate 
to register for examinations or obtain a passport. The civil registration and vital statistics system 
requires updating, increased capacity and a stronger advocacy capacity.

Early childhood development
There are also serious gaps in early childhood development. MICS 2014 revealed that just 6 per 
cent of children aged 0 to 59 months lived in households where at least three children’s books were 
available for the child. Meanwhile, the Government is concerned about the high number of young 
children left in the care of other children (11 per cent, with an additional 6 per cent left alone).

Pre-school education
A lot more needs to be done to ensure that children are ready for school. MICS 2014 showed that 
29.5 per cent of children aged 36 to 59 months were attending an organized early childhood education 
programme. Attendance fell overall between 2010 and 2014, with particularly significant falls in 
Lubombo (9.8 percentage points), in rural areas (32.4 per cent to 26.2 per cent), among children 
whose mothers had no educational attainment (33.6 per cent to 17.9 per cent), and among children 
from the poorest and second poorest income quintiles (by 8 and 5.9 percentage points respectively). 
Taken together, these figures appear to indicate that the urban elite is increasingly dominating pre-
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school education. Pre-school education funding in Eswatini is minimal, with the entire budget for 
the sector between 2015/16 and 2019/20 allocated for recurrent expenditure, including salaries. 
Therefore, provision is offered through private and independent centres that are poorly regulated and 
receive little public support. Effective investment at this early level could prevent learning backlogs 
from forming and increase throughput rates; eventually enabling greater access to secondary and 
higher education.

Adolescent protection, learning and development
Violence and abuse
Violence against adolescents is a serious concern in Eswatini. MICS 2014 indicated that 88 per cent 
of children aged 1 to 14 years had been subjected to at least one form of psychological or physical 
punishment by household members during the previous month. About 66 per cent of respondents to 
the household questionnaire believed that physical punishment is a necessary part of child rearing. The 
figures revealed little change since 2010. Meanwhile, the problem of violence at school is aggravated 
by a lack of parental involvement in the school community; norms around the sexualisation of female 
students within the school; and the continuing use of corporal punishment of school children.

Children living near borders are at particular risk of trafficking for the purposes of domestic labour 
or sexual exploitation. There are reportedly high levels of ignorance in many border communities 
about what constitutes ‘trafficking’ of children and many fail to recognize that this can be undertaken 
by relatives of the child consenting to their child moving to stay with another relative. Child sexual 
exploitation associated with lorry drivers is reportedly prevalent in border areas.

In Eswatini, girls may marry at the age of 16 with parental consent and approval from the Ministry of 
Justice and Constitutional Affairs. The Government recognizes civil marriages as well as marriages 
under traditional and customary law. Under traditional law, marriages are permitted for girls as young 
as 13 years.

Children and the justice system
There is a particular lack of data in Eswatini about children in the justice system. For example, the 
numbers of children in pre-trial detention are not routinely available. Very little information is easily 
available about inequities faced by different groups of children in the justice system, including girls. 
Children from low-income families are constrained by the fact that the legal aid framework to improve 
access to justice for those with limited resources is still under development. Barriers to justice for 
children and adolescents in rural areas include limited knowledge and awareness of legal processes; 
physical distance to police stations, courts or providers of legal assistance; and financial constraints, 
given the higher levels of rural poverty.
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Education
Net enrolment rates at primary school have consistently been above 90 per cent, reaching 94.4 per 
cent in the 2015 Annual Education Census. In 2016/17, 91.4 per cent of the official primary school-
aged population were attending primary school, and, according to MICS 2014, the vast majority of 
children starting Grade 1 (93 per cent) go on to reach Grade 6.

However, in 2015 the primary school repetition rate was on average 15.7 per cent across Grades 1 to 
7. There are a wide range of factors contributing to this, and it leads to a very high number of over-age 
learners in the system: by the end of Grade 7, 68 per cent of learners are older than 13 and 29 per 
cent are older than 16. Repeated repetition eventually leads to dropout: as learners fail to progress to 
higher grades, they grow frustrated and disinterested in school and eventually drop out altogether.

Despite primary education receiving a high proportion of government education funding, employment 
costs are projected to rise, progressively whittling down capital investments. The share of capital 
spending in the sub-sector will shrink by over 13 percentage points from 15.1 per cent in 2016/17 to 
2 per cent between 2017/18 and 2019/20.

The 2016-2017 household budget survey found that 51.25 per cent of the official secondary school-aged 
population were attending secondary school. Low enrolment rates into secondary school highlight the 
inequalities existing in the sector that affect the outcomes for children, as well as the impact of the 
Government’s investment in primary education. Orphans and vulnerable children can generally not 
afford to continue into secondary education, despite the grants available. Early motherhood, distance 
from secondary schools and poor quality of infrastructure can also be barriers to continuing education.

HIV prevention, care and treatment
Despite falls in new cases since 1996, the HIV and AIDS prevalence rate in Eswatini is 27.7 per cent, 
the highest in the world. An evaluation cited in the National HIV and AIDS Strategic Framework states 
that HIV incidence and prevalence is almost four times higher among out-of-school adolescent girls 
and women than those in school. Adolescents have significantly worse access to and coverage of 
antiretroviral therapy than adults, high risk of loss to follow-up, suboptimal adherence and special 
requirements for comprehensive care, including psychosocial support, and sexual and reproductive 
health care.

A 2016 study confirmed the continuance of risky sexual practices; premarital sex and low condom 
use among Eswatini youth. Among females aged 15 to 24, condom use fell from 69.6 per cent in 
2014 to 61.8 per cent in 2017, while among males the fall was from 94.8 per cent in 2014 to 74.7 
per cent in 2017. These findings are comparable to previous findings from nationwide behavioural 
surveys in Swaziland that reveal that a substantial number of in-school youth are sexually active and 
yet rarely use condoms, particularly during their first sexual encounter. Comprehensive knowledge 
about ways of preventing HIV infection declined from 58.2 per cent in 2010 to 49.1 per cent in 2014 
among females and from 53.6 per cent to 50.9 per cent among males in the same period. Further, 
the knowledge level among adolescents aged 10 to 14 years is estimated at 34.6 per cent with 
little difference between males (33.8 per cent) and females (35.6 per cent). A comprehensive sex 
education/life skills education programme is being rolled out at secondary level, but as 70 per cent of 
13 to 15-year-olds (secondary-age pupils) are still at primary school, this is not meeting the needs of 
the target audience.
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Equitable chances in life
The number of orphans and vulnerable children in Eswatini was estimated at 181,000 in 2012. While 
double orphans (2.3 per cent of the population) have equivalent vulnerability rates to the general 
population, single orphans are more vulnerable: this is because double orphans are more likely to be 
placed with wealthier families.

In the current social protection system benefit levels vary between programmes. They bear little 
relation to the poverty needs and are exacerbated by the fact that benefit increases are distributed in 
a discretionary manner. There is no systematic mechanism to activate benefit increases in correlation 
with price inflation. Currently there is no social safety net in place for persons who are unable to work 
but of employable age.

The Deputy Prime Minister’s Office faces structural and systemic challenges that affect its ability 
to implement the current set of social assistance programmes. These include lack of integration, 
fragmentation, questionable sustainability, insufficient monitoring and impact data, and deficiencies in 
the quality of service delivery. There is a need to strengthen decision-making processes and division 
of responsibilities. 

SYNTHESIS OF SECONDARY DATA ON CHILDREN AND ADOLESCENTS IN ESWATINI
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EXECUTIVE SUMMARY

INTRODUCTION

The Synthesis of Secondary Data on Children and Adolescents has been conducted for UNICEF 
as part of the 2016-2020 Government of Eswatini/UNICEF Country Programme of Cooperation, 
to consolidate and update knowledge on the situation of children and adolescents in the 

country. While this Synthesis Report will provide a broad overview of many issues affecting the right 
of children to survival, development, protection and participation, it also focuses on a number of key 
issues that are particularly relevant in the national context. By documenting and investigating changes 
in the situation of children and analysing causes and bottlenecks that impede the full realization of 
human rights and gender equality, the exercise is an important stocktaking opportunity on progress 
made and challenges remaining.

The Synthesis Report relies exclusively on secondary data: no primary data was collected. UNICEF 
Swaziland provided key reports for information and inputs to support the drafting of the report and 
UNICEF staff and partners provided inputs to the report for finalization. Causality analysis, role pattern 
analysis and capacity gap analysis were not conducted specifically for this exercise, but where pre-
existing analysis applicable for the period of review was provided by UNICEF, this is included in the 
text where appropriate.

Following this introduction, the next chapter (background) provides information on the national 
environment (including demographics, a political overview, a governance overview, and a risk 
overview) and human development (economic conditions, (including gross domestic product (GDP) 
profile), poverty and deprivation (monetary and non-monetary), human development indicators, the 
Sustainable Development Goals (SDGs), gender issues and national development planning). 

Two substantive chapters follow this on different age categories. The first looks at young child survival 
and development and includes the following sections: (a) maternal and newborn health, including HIV 
among infants and prevention of mother-to-child transmission (PMTCT) of HIV; (b) infant and child 
health (including immunization); (c) nutrition; (d) water, sanitation and hygiene; (e) birth registration; 
and (f) early childhood development. The second considers adolescent protection, learning and 
development. This includes sections on (1) education; (2) HIV; and (3) violence. Data are disaggregated 
where possible by characteristics including age, gender, wealth quintile and rural/urban location.
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Country overview
The Kingdom of Eswatini is a landlocked country of 17,364 km2 located in Southern Africa and 
bordering South Africa and Mozambique. The King is Head of State and appoints the Prime Minister. 
The country is divided into four administrative regions (Hhohho, Manzini, Shiselweni and Lubombo) 
and further into 59 Local Authorities (Tinkhundla) and 365 Chiefdoms.1 With an income per person of 
US$2,960 in 2016 (down from an all-time high of US$4,010 in 2013), Eswatini is classed as a lower 
middle-income country.2

Eswatini’s landscape is mostly mountainous, with some moderately sloping plains. Its climate varies 
from tropical to near-temperate. Rainfall is generally higher in the west than the east. The country is 
prone to floods and drought, with soil erosion arising from over-grazing a growing problem.

Figure 1: Map of Eswatini

1 United Nations in Swaziland, UNDAF 2016-2020. The number of Tinkhundla was increased from 55 to 59 by Legal 
Notice 81 of 2018 – The Declaration of Tinkhundla Boundaries Notice.

2 World Bank, World Bank data: Swaziland. 2016, at https://data.worldbank.org/country/swaziland. 
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Table 1: Basic indicators

BASIC INDICATORS

Under-5 mortality rate, 1990 71
  UNICEF, United Nations Population 

Division and United Nations Statistics Division

Under-5 mortality rate, 2014 67 MICS 2014

Infant mortality rate (under 1), 1990 54
UNICEF, United Nations Population  

Division and United Nations Statistics Division

Infant mortality rate (under 1), 2014 50 MICS 2014

Neonatal mortality rate, 2014 20 MICS 2014

Total population (thousands), 2017 1,090 Census

Annual birth rate (per thousand population), 2016 28.9 World Bank data

Annual number of under-1 deaths, 2017 181 HMIS

PPP GNI per capita (US$), 2016 7,980 World Bank data

Life expectancy at birth (years) 2016 55 World Bank data

Total adult literacy rate (%) 2008-2012 87.8 UNESCO

Primary school net enrolment ratio (%), 2015 94.4 Annual Education Census
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BACKGROUND

Demographic overview 
According to the 2017 Census, Eswatini’s population was 1.09 million. Children aged 0-17 years 
make up 43 per cent of the total, while adolescents aged 10-19 years constitute about 23 per cent 
(0.3 million: 50 per cent male; 50 per cent female) of the country’s total population. Approximately 12 
per cent of the population are below 5 years and another 12 per cent aged 6-10 years.3 Eswatini is 
predominantly rural with only 21 per cent of the population living in urban areas.4

According to World Bank figures, Eswatini’s total fertility rate (TFR) has been falling in recent years, 
from 3.8 in 2006 to 3.1 in 2016,5 with the annual birth rate falling from 32.2 to 28.9 per 1,000 population 
over the same period.6 In 2014, when MICS found the overall TFR to be 3.4, the rate was higher in 
rural areas (3.6) than in urban areas (2.8).7 The fall in TFR mirrors a longer-term slowdown in population 
growth in recent decades, following rapid increase between the 1950s and 1990s of between 2 and 
5 per cent a year; nevertheless, annual population growth of 0.7 per cent between 2007 and 2017 
meant that the population increased by more than 9 per cent in this period.8

3 Central Statistical Office, The 2017 Population and Housing Census: Preliminary Results, 2017.
4 United Nations Population Division, Urban/Rural Population database, via https://esa.un.org/unpd/wup/DataQuery/, 

accessed 16 May 2018.
5 World Bank data, at https://data.worldbank.org/indicator/SP.DYN.TFRT.IN?locations=SZ, accessed 16 May 2018.
6 Ibid.
7 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

8 Central Statistical Office, The 2017 Population and Housing Census: Preliminary Results, 2017.
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Figure 2: Population of Eswatini, 1904-2017

The adolescent birth rate in 2014 was 78 per 1,000 (a significant reduction from 89 per 1,000 in 2010).9 
Fourteen per cent of women aged 15-19 years have already had a live birth. Childbearing begins early 
in Eswatini, with a sixth of women giving birth by the age of 18. A total of 17.4 per cent of adolescent 
girls and women aged 15-19 are already mothers or pregnant with their first child. About 3 per cent 
are pregnant with their first child and about 1 per cent have had a live birth before the age of 15.10

Figure 3: Childbearing status of girls and women aged 15-19, MICS 2014

9 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_
Health_Budget_Brief(2).pdf.

10 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.
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According to the 2016/17 Eswatini Household Income and Expenditure Survey, the average family 
size in Eswatini is 4.02. Almost half of households (49.4 per cent) are female-headed. Of the country’s 
households, persons under 21 years of age head 2.1 per cent and children under 17 years 0.2 per 
cent.11

The preliminary 2017 Census data do not give the proportion of children aged 0-17 by region. However, 
figures for the proportion of children aged 0-14 are similar for each region and range from 33 per cent 
in Manzini to 39 per cent in Shiselweni.12

Figure 4: Number and proportion of children aged 0-14 by area, 2017 Census

Socio-economic overview 
Eswatini has very close economic links with South Africa, on which it depends for about 85 per cent 
of its imports and about 60 per cent of exports. GDP growth slowed to 0.4 per cent in 2015, before 
improving to 1.4 per cent in 2016 and 1.9 per cent in 2017. The slowdown was due to continued 
drought and a difficult external environment, especially from South Africa.13 In recent years, Eswatini’s 
economic growth rate has been among the lowest in the region, as can be seen in Figure 5.14

11 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 
2018.

12 Central Statistical Office, The 2017 Population and Housing Census: Preliminary Results, 2017.
13 World Bank in Swaziland, Overview, updated 19 April 2018, at http://www.worldbank.org/en/country/swaziland/

overview, accessed 16 May 2018. 
14 Data on annual growth 2013-2016, from http://databank.worldbank.org/data/source/world-development-indicators#, 

accessed 27 June 2018. 
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Figure 5: GDP growth in Southern African countries, 2013-2016 

Extreme weather conditions have had particularly pronounced effects on the agricultural sector, which 
contracted by 11 per cent in 2016.15 Though agriculture makes up less than 10 per cent of overall 
GDP (with services over 50 per cent and industry over 40 per cent), the effect of the recent El Niño-
induced drought (that reached a peak in 2015 and 2016, when food insecurity reached 30 per cent16) 
is compounded by the high proportion of subsistence farmers (70 per cent of the population, but only 
accounting for 11 per cent of agricultural production17). This heightens the risk of food security in the 
country.18

Despite its lower middle-income status, Eswatini continues to rank low in human development. In the 
most recent Human Development Index it ranked 148th of 188 countries.19 According to the 2016/17 
Eswatini Household Income and Expenditure Survey, 58.9 per cent of the population live below the 
poverty line and 20.1 per cent live below the extreme poverty line.20 According to the World Bank, 
4 out of 10 individuals live on less than US$1.90 a day and 6 out of 10 on less than US$3.10 a day.21 

15 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.

16 Kingdom of Swaziland, Swaziland Annual Vulnerability Assessment and Analysis, July 2016, at https://documents.
wfp.org/stellent/groups/public/documents/ena/wfp286710.pdf.

17 USDA, Swaziland: Agricultural Economic Fact Sheet, November 2016, at https://gain.fas.usda.gov/
Recent%20GAIN%20Publications/Swaziland%20Agricultural%20Economic%20Fact%20Sheet_Pretoria_
Swaziland_11-16-2016.pdf.

18 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.

19 UNDP, Human Development Report 2016: Human Development for Everyone, 2016, at http://hdr.undp.org/sites/
default/files/2016_human_development_report.pdf.

20 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 
2018.

21 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.
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As can be seen in Figure 6, poverty is much more prevalent in rural areas of the country. Rates also 
vary by region, with Manzini having the lowest rates of poverty (51.5 per cent) and extreme poverty 
(13.3 per cent), and Lubombo the highest (71.5 per cent and 33.6 per cent respectively).22 

Figure 6: Poverty and extreme poverty rates by area, Eswatini Household Income and Expenditure Survey 2016/17

Eswatini’s total unemployment rate is 25.6 per cent,23 but the vast majority of those in work are in 
informal employment, as subsistence farmers and local tradespeople.24 A total of 38.9 per cent of 
those who work are working poor (earning less than US$3.10 a day).25 The persistence of poverty in 
Eswatini is exacerbated by, among other factors, the impact of HIV and AIDS, the setbacks caused by 
the global economic financial crisis of 2009 and over-reliance on revenues from the Southern African 
Customs Union.26 In this context, the falling growth rate in South Africa is of particular concern (see 
Figure 5).27

Inequality is very high with a Gini coefficient of 49.3.28 The wealthiest 10 per cent of the population 
account for almost half of total consumption in Eswatini and there is a significant gap in development 
and consumption standards between urban and rural residents.29 The 2016/17 Eswatini Household 

22 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 2018.
23 UNDP, Human Development Report 2016: Human Development for Everyone, 2016, at http://hdr.undp.org/sites/

default/files/2016_human_development_report.pdf.
24 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 

UNICEF, March 2018.
25 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 2018.
26 United Nations in Swaziland, UNDAF 2016-2020.
27 Data on annual growth 2013-2016, from http://databank.worldbank.org/data/source/world-development-indicators#, 

accessed 27 June 2018. 
28 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 2018.
29 IFAD, Rural poverty in the Kingdom of Swaziland, 2017, at http://www.ruralpovertyportal.org/country/home/tags/

swaziland.
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Income and Expenditure Survey revealed that while mean expenditure per household was below per 
capita income level (E1,054 and E1,651 respectively), median consumption was higher than income 
(E611 and E423).30 This implies that people on median incomes are depleting assets in the face of 
economic crisis, while richer households are still able to save, and that inequality is increasing further.

Rural households involved in non-commercial farming activities are the poorest, followed by households 
where the head is self-employed. Poverty is closely correlated to the extent of food security mainly 
due to unsustainable farming techniques, low rainfall and limited arable land.31 Because of severe 
drought, up to a quarter of the population remains food- and water-insecure and deeply vulnerable, and 
many households still rely on welfare or social safety nets. The regions with the highest prevalence 
of food insecurity are Lubombo and Shiselweni, the areas most affected by the drought (see Figure 
7, in which persons living in food insecurity are depicted in red and orange for phases 4 and 3 of the 
Integrated Food Security Phase Classification – IPC). Conditions were expected to improve in 2017 
and 2018 due to improvements in agricultural production (crops and livestock) and somewhat lower 
prices for food. Improvements can be seen at the national level, but persistent drier conditions in 
parts of the low-producing regions, heavy rains in February 2018 and an outbreak of army worms are 
likely to constrain yields.32

Figure 7: IPC classification by area, 2017

30 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 2018.
31 United Nations in Swaziland, UNDAF 2016-2020.
32 World Bank in Swaziland, Overview, updated 19 April 2018, at http://www.worldbank.org/en/country/swaziland/

overview, accessed 16 May 2018. 

300 000

250 000

200 000

150 000

100 000

50 000

0
Lubombo Shiselweni Manzini Hhohho

Phase 1 Phase 2 Phase 3 Phase 4



16

SYNTHESIS OF SECONDARY DATA ON CHILDREN AND ADOLESCENTS IN ESWATINI

The most recent empirical evidence (based on the 2010 SHIES survey33) shows that 70 per cent of 
children in Eswatini lived in poverty, compared to a national poverty rate of 63 per cent. Of all the 
children who were poor, 91 per cent lived in rural areas.34 In urban areas, the poverty rate for children 
was only 36 per cent – just over half the rate for the country’s children as a whole. There was only 
a slight regional variation in child poverty; the child poverty rate was below the national average in 
Manzini, but as this region is the largest in terms of the number of children it also had the greatest 
number of children who were poor. The 2010 SHIES survey also found that double orphans were not 
at higher risk of poverty than the general population but that single orphans, however, were poorer 
than double orphans and non-orphans (for more, see the section on children without parental care).35 

Analysis of the 2016/17 Eswatini Household Income and Expenditure Survey has concluded that 
24 per cent of children in the country are living in extreme poverty compared to 20 per cent of the 
general population. Extreme poverty is disproportionately high amongst children aged 4-11 and 12-
16 (each 25 per cent). The analysis also showed that children are particularly vulnerable to extreme 
poverty if they live in households that are labour constrained (with no working-aged members without 
disabilities or with high dependency ratios).36 The differences in profile can be seen in Figure 8.

Figure 8: Profile of extreme poverty and children in Eswatini, 2016/17

33 At the time of writing, only preliminary findings were available from the 2016/17 SHIES study. 
34 UNICEF, Child and orphan poverty in Swaziland, 2013, at http://batten.virginia.edu/research/child-and-orphan-

poverty-swaziland.
35 Swaziland Statistical Office (CSO and UNICEF Swaziland. Child Poverty Study 2013, 2013.
36 Bernd Schubert, Quantitative assessment of the social assistance system in Eswatini, DPMO/DSW and UNICEF, 

Draft, 24 August 2018.
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In 2017, the Government and UNICEF commissioned the Social Policy Research Institute (SPRI) 
to measure multidimensional child poverty in Eswatini using the multiple overlapping deprivation 
analysis (MODA) methodology and utilizing MICS 2014 to provide the empirical data for the analysis. 
Using a cut-off of deprivation in four dimensions, the analysis found that 56.5 per cent of all children 
in Eswatini are multidimensionally poor (see Figure 9).37

Figure 9: Number of deprivations faced by children, MODA analysis based on 2014 MICS

Multidimensional child poverty is far more prevalent in rural areas (65 per cent) than urban areas (23 
per cent). By region, the largest proportion of multidimensionally poor children is found in Shiselweni 
(71 per cent), followed by Lubombo (67 per cent), Hhohho (55 per cent) and Manzini (43 per cent). 
Boys are marginally more likely to suffer multidimensional poverty than girls (59 per cent and 54 per 
cent respectively). This is true of all age groups (0-4, 5-14 and 15-17). However, children in female-
headed households are more likely to be living in multidimensional poverty than those in male-headed 
households (59 per cent and 53 per cent respectively). Multidimensional poverty closely correlates 
with the mother’s educational attainment, ranging from 81 per cent in families where the mother 
has no education to 30 per cent where she has attained higher than secondary education. Orphaned 
children are slightly more likely to live in multidimensional poverty than other children (61 per cent 
and 54 per cent respectively). Among orphaned children aged 24-59 months, the difference is 
particularly stark (see Figure 10). Finally, 58 per cent of girls aged 15-17 who have been pregnant are 
multidimensionally poor compared to 38 per cent of girls who are not and have not been pregnant.38

37 SPRI, Multidimensional Child Poverty in Swaziland: Policy Brief, Government of Swaziland and UNICEF, 2018. It 
should be noted that most countries use a cut-off of three deprivations, which would increase child poverty to 76.9 
per cent. However, Eswatini chose four deprivations.

38  Ibid.
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Figure 10: Level of deprivation among orphaned children compared to children living with at least one parent, MODA 
analysis based on 2014 MICS

Note: * indicates a statistically significant difference (at a 95 per cent confidence level) between the sub-groups.

Gender
The Government of Eswatini has promulgated and amended a number of important policies, statutes 
and strategies to protect and promote the rights of women. The Bill of Rights in the Constitution 
provides for equality before the law and equal opportunities for women and men in political, economic 
and social spheres. In 2004, the Government ratified the Convention on the Elimination of All Forms 
of Discrimination against Women and it passed the National Gender Policy and Action Plan in 2010. 
However, implementation remains slow.39

Eswatini is ranked 128 out of 188 countries in the Gender Inequality Index. Factors contributing to 
increased vulnerability among women and girls include poor access to income-generating opportunities 
and social services; and gender-based violence.40

Gender inequality in Eswatini is exacerbated by strong patriarchal traditions, values and norms. 
Other factors contributing to gender inequality include weak legislation and poor access to means 
of production, education and health. Evidence shows that a number of socio-cultural and economic 
factors contributing to increased women and girl’s vulnerability include: gender-based violence; 
intergenerational sex; early sexual debut; and limited employment and economic opportunities. 

39 United Nations in Swaziland, Gender Equality and Equity, at http://sz.one.un.org/content/unct/swaziland/en/home/
about-the-country/gender-equality-and-equity.html, accessed 16 May 2018. 

40 WFP, Swaziland, at http://www1.wfp.org/countries/swaziland, accessed 17 May 2018.
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Violence against children continues to be a challenge, particularly within the family environment, and 
is prevalent in all forms: physical, sexual and emotional abuse. All these factors compromise women 
and girls’ ability to make autonomous decisions in matters affecting their lives and those of their 
families.41

Women’s representation in parliament remains low, having fallen from 20 per cent in the 2003-2008 
parliament to 14 per cent in the 2014-2018 parliament. Women’s representation in senior government 
positions also remains low and women only make up 23 per cent of the country’s judges and 37.5 
per cent of magistrates.42

Violence and abuse are a major development concern in Eswatini, profoundly affecting women and 
children. Approximately one in three females experienced some form of sexual violence as a child and 
one in four females experienced physical violence as a child. According to the 2014 MICS, one in five 
females believes that a husband is justified in beating his wife in certain circumstances.43

Legislation and policy
Eswatini is guided by Vision 2022, the National Development Strategy for the current period. The 
National Development Plan (NDP) is a three-year rolling development plan. The 2014/15-2016/17 NDP 
has elapsed and the Government is currently planning a new NDP for 2019/20-2021/22. In 2018, the 
National Development Strategy has been revised to take into account the SDGs and the African Union 
Agenda 2063.44

Eswatini ratified the Convention on the Rights of the Child (CRC) in September 1995. In 2012, the 
Government further ratified the two Optional Protocols to the CRC, the African Charter on the Rights 
and Welfare of the Child, ILO Convention 138 on Minimum Age, ILO Convention 182 on the Elimination 
of the Worst Forms of Child Labour, the Palermo Protocol on Trafficking and the Hague Convention 
on Inter-Country Adoption.45

The Constitution provides that international agreements become binding when enacted into law by 
Parliament. The Children’s Protection and Welfare Act (CPWA, 2012) domesticated the provisions 
of most of the above-stated international agreements.46 The CPWA sets the age of majority at 18. It 
defines child abuse and imposes penalties for abuse; details children’s legal rights and the responsibility 
of the state, in particular with respect to orphans and other vulnerable children; establishes structures 
and guidelines for restorative justice; defines child labour and exploitative child labour; and sets 
minimum wages for various types of child labour. However, progress on implementation of the Act 

41 United Nations in Swaziland, Gender Equality and Equity, at http://sz.one.un.org/content/unct/swaziland/en/home/
about-the-country/gender-equality-and-equity.html, accessed 16 May 2018. 

42 Ibid. 
43 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

44 Government of Swaziland, Draft National Development Strategy, 8 March 2018.
45 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
46 Ibid.
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has been uneven47 (particularly because of the limited regulations to implement the acts)48 though a 
number of programmes have been conducted and some progress made to alleviate the lives of some 
of the most vulnerable children.49

The CRC, the African Charter on the Rights and Welfare of the Child and other treaties have been 
referenced and used by the courts to determine the rights of children.50

The Sexual Offences and Domestic Violence Bill and the Persons with Disabilities Bill of 2015 were 
enacted in 2018. Meanwhile, regulations to the CPWA are yet to be finalized and adopted. A number 
of sectors are engaged in an on-going review of their laws, as well as developing procedures to 
ensure their compliance with the National Children’s Policy and the CPWA.51 

A proposed National Plan of Action (NPA: 2016-2020) is still to be adopted (following completion of 
the 2011-2015 NPA), along with regulations to the CPWA, to support coordinated government-wide 
planning and implementation of services to realize children’s rights. The NPA will be a national, multi-
sectoral children service implementation vehicle.52

The Deputy Prime Minister’s Office (DPMO) will be responsible for coordinating the development and 
implementation of the NPA. A National Children’s Services Department has been established within 
the DPMO. However, there is an urgent need to strengthen governance systems, research skills, 
coordinated innovative planning and delivery of meaningful solutions that are resilient and sustainable. 
The conditions of employment available for such positions are, however, reportedly insufficient to 
attract staff with the skills and experience required to perform the work adequately. Public sector 
coordination on children’s issues will be weaker than that of civil society if the Government cannot 
attract technical support and the resources needed to deliver programmes. Adequate resources 
would allow the Government to concentrate on investing in personnel, to be able to attract and retain 
quality staff, and thus consistently deliver competent children programmes.53

The country needs comprehensive investment to ensure the review and alignment of its legislation 
with the provision of the constitution, including the mobilization of holistic resources to bring into 
effect the guarantee of such rights. For more on the legal and policy framework, see Tables 2 and 3.

47 United States Department of State, 2016 Country Reports on Human Rights Practices: Swaziland, 3 March 2017, 
at https://www.state.gov/j/drl/rls/hrrpt/2016/af/265308.htm.

48 Information provided by UNICEF Swaziland, 26 June 2018.
49 Kingdom of Swaziland, Swaziland Vulnerability Assessment Committee Results, 2017, at https://www.

humanitarianresponse.info/system/files/documents/files/sadc_swaziland_2017.pdf.
50 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
51 Ibid.
52 Ibid.
53 Ibid.
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Table 2: Broad plans, laws and policies

INSTRUMENT CREATED BRIEF DESCRIPTION

National Development 

Strategy

2018 Setting macro goals and objectives for Eswatini, this strategy 

includes measures which relate directly and indirectly to children, 

for example their right to schooling and to equal access to education 

and training, and the protection of laws and policies so they can fulfil 

their basic needs. In 2018, the National Development Strategy has 

been revised to take into account the SDGs and the African Union 

Agenda 2063.

Constitution of the 

Government of the 

Kingdom of Eswatini

2005 This document includes a section on children’s rights, including the 

right to free education in public schools. It calls on Parliament to 

enact enabling legislation to give effect to these rights.

National Poverty 

Reduction Strategy and 

Action Plan

2006 This contains broad strategies for socio-economic development and 

provides a guide to formulate plans and allocate resources equitably, 

which will ultimately benefit children.

National Children’s Policy 2009 This policy has eight areas of action: education; health; disabilities; 

care and support; psychosocial support; food and nutritional security; 

socio-economic security; and child protection and legal support.

National Strategic 

Framework (NSF) for HIV 

and AIDS, 2018-2022

2018 This is a five-year policy and planning document that has been 

developed to guide focused resource allocation, programming and 

implementation of the HIV response in the Kingdom of Eswatini. The 

vision for this NSF is to end AIDS as a public health threat by 2022 

through epidemic control by focusing on drastically reducing new 

infections and AIDS-related deaths.

National Plan of Action 

for Children (NPA), 

2011–2015

2011 This is no longer valid. The Government is being supported by 

UNICEF to develop a new NPA to ensure the rights and needs of 

children are realized. 
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Table 3: Sectoral plans, laws and policies

INSTRUMENT CREATED BRIEF DESCRIPTION

Health

National Health Policy 2017 This policy stipulates that health services should be free for 
eligible children, elderly people, orphans and people with 
disabilities.

The Second National Health 
Sector Strategic Plan (HSSP) 
2014–2018

NHSSP II (2014-2018) ensures that a comprehensive set of health 
services is provided as a holistic response to the health needs 
of the people of the Kingdom of Swaziland. The plan involves 
addressing health-seeking behaviours and health actions in 
other sectors, in addition to the traditional public health and 
curative services. A stronger element of client-focused and 
client-centred health services has been introduced into the plan. 
An extension was done to end in 2020.

HIV and AIDS

National PMTCT Guidelines Revised 2010 This recommends the initiation of prophylaxis and antiretroviral 
therapy (ART) for positive mothers from as early as 14 weeks 
of pregnancy, and provides guidelines for labour, delivery and 
breastfeeding.

National Strategic Plan for Ending 
AIDS and Syphilis in Children 

(2018 – 2022)

This Strategic Plan has been designed to ensure that every child 
is born and remains HIV and syphillis free, whilst every pregnant 
woman or mother living with HIV should have access to lifelong 
HIV treatment.

The Extended National Multi-
Sectoral HIV and AIDS Framework 
(eNSF) 2014 – 2018

National Health Sector Strategic 
Plan II (NHSSP II) 2014 – 2018

National Sexual Reproductive 
Health and Rights Strategic Plan 
2014 – 2018

Swaziland Male Circumcision 
Strategic and Operational Plan for 
HIV Prevention 2014 – 2018

Swaziland Integrated HIV 
Management Guidelines (2015)

National Policy Guidelines for 
Community-Centred Models of 
ART Service Delivery (CommART) 
in Swaziland (June 2016)

Education

1999 National Policy Statement 
on Education

Revised in 
2018

The revised general educational policy for Eswatini was 
launched in 2018. 
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Free Primary Education (FPE) 
Policy 

2002 This policy led to primary schools receiving free textbooks for all 
students.

Free Primary Education Act 2010 The introduction of state-funded primary education.

Education Sector Strategic Plan 
2010–2022

2010 This plan stipulates that all children of school-going age should 
be in school and covers the full range of schooling taking 
cognisance of cross-cutting issues such as AIDS, gender and 
quality assurance.

Child Protection

The Girls’ and Women’s 
Protection Act No. 39

1920 The law that criminalises and prohibits any form of sexual 
intercourse or immoral or indecent dealing by a male with girls 
under the age of 16.

Adoption Act 1952 This law regulates adoptions and sets out the main requirements 
and procedures for an adoption order to be issued.

Employment Act 1980 This legislation prohibits the employment of children in any 
industrial setting other than a family business, vocational 
training or educational activity, and specifies the number of 
hours that a child may work.

Citizenship Act 1992 Providing for the right of a child to citizenship.

Domestic Violence and Sexual 
Offences Act

2018 Including important new provisions, such as the recognition of 
male rape. 

Persons with Disability Act 2018 Provides a legal framework to support the rights of people with 
disability. The act calls for improved allocation of resources, 
inclusivity and standards for services, professional training and a 
referral system, and accountability mechanisms for children and 
adults living with disabilities

National Social Development 
Policy

2009 A policy framework intended to improve the quality of life 
and well-being of all Swazis, by providing appropriate and 
sustainable social services which are developmental in 
orientation.

Prevention of People Trafficking 
and People Smuggling 
(Prohibition) Act

2009 This law prohibits the trafficking and smuggling of children and 
sets out structures and roles for different entities to support 
victims.

Guidelines on Alternative Care 2010 These guidelines provide an overview of the various forms 
of alternative care in Eswatini and guide the decision-making 
process on the placement of children in these settings.

Department of Social Welfare 
Strategy Plan 2011–2015 

2011 Focusing on the key development outcomes needed to meet 
Eswatini’s targets for the Millennium Development Goals 
(MDGs) by addressing major social welfare issues. This Plan is 
outdated and a new plan is currently being developed.

Children’s Protection and Welfare 
Act of 2012 (CPWA)

2012 This articulates family and state responsibilities towards 
children in need of care and protection, rehabilitation or urgent 
protection.
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Financing of government policy on children and youth
There are three key challenges that need to be addressed for the financing of government policy. 
Firstly, the country is highly dependent on the Southern African economy, and particularly that of 
South Africa. Secondly, the high proportion of expenditure on employee compensation makes it 
difficult to adjust spending when necessary. Finally, the country in recent years has seen growth in its 
arrears (the country’s debt-to-GDP ratio reached just over 20 per cent in fiscal year 2016/17).54

Government expenditure consists of recurrent expenditure (80 per cent) and non-recurrent expenditure 
(20 per cent), mainly capital spending. In Eswatini, roughly 40 per cent of recurrent expenditure is 
allocated to public sector wages. A sharp rise in the wage bill from 2013/14 followed the end of a 
three-year freeze in vacancies and cost of living adjustments. Having compensation of employees 
as the largest cost component reduces government’s ability to effectively manoeuvre in case of 
significant decreases in revenues; often resulting in the misalignment between expenditure and 
revenue. The Government again instituted a policy of not offering cost of living adjustments in 2017 
but maintaining this policy could be difficult given significant union pressure.55

In 2016/17, the Government executed 77 per cent of its budget. The execution rates for recurrent and 
non-recurrent expenditure were 85 per cent and 50 per cent respectively.

As of 2017, Eswatini received limited budgetary support in the form of grants. As a percentage of 
GDP, grants stood at 1.2 per cent. Grants have typically been allocated to the capital budget and not 
the recurrent budget. Most of these grants are allocated to specific sectors. The African Development 
Bank is one of the largest contributors.56

In 2017, analysis by the Government and UNICEF highlighted trends and fiscal space expenditure on 
three priority areas identified as essential to the success of the country, as well as for the protection 
of vulnerable groups: education, health and social welfare. Between fiscal years 2012/13 and 2016/17, 
priority expenditure increased from 9.90 per cent to 11.15 per cent of GDP. Education expenditure 
rose from 6.04 per cent to 6.74 per cent and health spending from 3.16 per cent to 3.87 per cent. 
However, social development expenditure fell during this period from 0.7 per cent to 0.54 per cent of 
GDP. This reduction reflects a decrease in spending on elderly grants over this period.57 There is no 
clear evidence that the increased spending as a whole on social sectors has resulted in an improved 
situation and better outcomes for children.58

The same period saw a significant decline in spending in these sectors per child in US$ terms, from 
US$915.56 in 2012/13 to US$603.91 in 2016/17. This was largely because of the devaluation of the 
South African Rand and the Lilangeni against the dollar, but also an increase in the child population by 
1.5 per cent over this period.59

54 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.

55 Ibid.
56 Ministry of Economic Planning and Development, Q1 Budget Performance Report FY2017/18, 2017.
57 Ibid.
58 Information provided by UNICEF, July 2018.
59 Ministry of Economic Planning and Development, Q1 Budget Performance Report FY2017/18, 2017.
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Maternal and child health
Maternal health
In 2012, the Demographic and Housing Survey found that the maternal mortality rate in Eswatini 
remained high at 593 deaths per 100,000 live births. This figure reportedly stagnated between 2012 
and 2014 and was much higher than the 2002 figure of 229.60 In 2017, the Ministry of Health reported 
research linking the high figure to the inadequate quality of care in the provision of intrapartum and 
postnatal care, with lapses in clinical practice having been reported to result in maternal and neonatal 
deaths. The report listed 29 maternal deaths in healthcare facilities in 2017, with the majority occurring 
in Hhohho (10) and Lubombo (8).61 Meanwhile, 19 per cent of maternal mortality in the country has 
been estimated to be HIV-related: this is the second highest rate in the world, after South Africa.62

The 2014 MICS revealed antenatal care (ANC) coverage of 99 per cent. Most ANC is provided by a 
nurse/midwife (87 per cent) while 12 per cent of women receive care from a medical doctor. Skilled 
health providers attended 99 per cent of women living in urban areas and 98 per cent of women in 
rural areas. Ninety six per cent of mothers received ANC more than once and 76 per cent received 
ANC at least four times. Overall, 37 per cent of women with a live birth in the two years preceding 
the survey had their first ANC visit during the first trimester of their last pregnancy, with a median of 
4.0 months of pregnancy at the first visit among those who received ANC.63

In Eswatini, 87.7 per cent of births were delivered in health facilities in 2014 (up from 80.4 per cent 
in 2010), with 59 per cent in public health facilities, 28 per cent in private health facilities and 10 per 
cent at home. Overall, 90 per cent of women who gave birth in a health facility stay 12 hours or more 
in the facility after delivery.64

60 United Nations Country Team, MDG Report, 2015, at http://sz.one.un.org/content/dam/unct/swaziland/docs/
Swaziland_UNCT_MDG%20REPORT%202015-16092015.pdf.

61 Ministry of Health, Sexual and Reproductive Health: 2017 Annual Program Report, 2018.
62  WHO, Trends in maternal mortality: 1990 to 2015: estimates by WHO, UNICEF, UNFPA, World Bank Group and the United 

Nations Population Division, 2015, at http://apps.who.int/iris/bitstream/handle/10665/194254/9789241565141_
eng.pdf;jsessionid=194CBE65C205CE9DE916EBDF1063FD12?sequence=1.

63 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

64 Ibid.
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Skilled personnel delivered 88.3 per cent of births in the two years preceding the 2014 MICS, a 
significant improvement from the 82 per cent figure in 2010.65 A nurse or midwife assisted at delivery 
with 70 per cent of births in the two years before the survey. Doctors assisted with the delivery of 18 
per cent of births.66 

While there is inadequate capital-related investment in general, there are significant equity issues 
that need to be addressed in the health sector to achieve healthcare infrastructure development. 
For instance, there were an average of 26 healthcare facilities per 100,000 population in 2013, with 
regional figures ranging from 17 in Shiselweni to 34 in Manzini. Distance to the nearest facility is a 
common factor that affects health-seeking behaviour, and therefore access, particularly for vulnerable 
women and children.67

Recent years have seen a worrying rise in the number of still births recorded in Eswatini, from 41 in 
2013 to 101 in 2017 (see Figure 11). Figures have been rising steadily both for deaths in delivery and 
labour (fresh still birth), and in the days and weeks prior to delivery (macerated still birth). The Ministry 
of Health states that congenital syphilis is a major cause of still births and that there is a need to 
intensify syphilis screening and treatment for pregnant women. Meanwhile, it states that the number 
of fresh still births may be an indication of poor quality of care during labour and delivery.68

Figure 11: Still births by year, 2013-2017

65  Ibid.
66  Ibid.
67 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_

Health_Budget_Brief(2).pdf.
68 Kingdom of eSwatini Ministry of Health, Sexual and Reproductive Health 2017 Annual Program Report, 2018.
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Infant and child health
Both infant and under-five mortality rates have been falling in recent years, with the under-five 
mortality rate recording the biggest drop, from 104 per 1,000 live births in 2005-2010 to 67 per 1,000 
in 2009-2014.69 Health management information system (HMIS) figures correlated this fall, from 371 
deaths in 2014 to 270 in 2017.70 

Compared to other countries in the region, under-five mortality in Eswatini has been falling faster over 
the last 10 years, and it fell below the figure in Lesotho in 2010. However, it is still about 50 per cent 
higher than the rates in Botswana, Namibia and South Africa.71

Figure 12: Under-five mortality in Southern Africa, 2004-2016

Source: World Development Indicators 

With regard to the 2014 figure, 20 children per 1,000 died in the first month of life and 50 in the first 
year of life.72 This means that three-quarters of under-five deaths occur in the first year. Diseases of 
the digestive tract, pneumonia and perinatal conditions cause most deaths in the first year. In 2017, 
336 children were admitted to healthcare facilities for treatment for pneumonia and 7 per cent of 
them died.73

69 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_
Health_Budget_Brief(2).pdf.

70 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
71 Data on under-five mortality 2004-2016, from http://databank.worldbank.org/data/source/world-development-

indicators#, accessed 15 August 2018.
72 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

73 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
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The most common causes of death among under-fives in 2017 were diseases of the digestive tract, 
pneumonia, malnutrition and tuberculosis. The country experienced a downward trend in diarrhoea cases 
from the 81,949 reported in 2016 to 64,795 cases in 2017. An assessment conducted by the Integrated 
Management of Newborn and Childhood Illness programme in 2017, revealed that only 8.5 per cent of 
health facilities in Eswatini did not have oral rehydration treatment corners for diarrhoea cases.74

There are significant disparities in infant and child mortality in Eswatini. Infant mortality rates range 
from 37 deaths per 1,000 live births in Hhohho to 78 deaths per 1,000 live births in Shiselweni. Under-
five mortality rates range from 45 deaths per 1,000 live births in Hhohho to 92 deaths per 1,000 live 
births in Shiselweni.75 In Lubombo and Shiselweni, higher proportions of children admitted to hospital 
die (9 per cent each, compared to a national average of 7 per cent).76

Figure 13: Neonatal, post-neonatal and child mortality by area, MICS 2014

In 2016, Shiselweni also recorded the highest under-one and under-five deaths in health facilities in 
Eswatini, and also received the lowest allocation for health services.77

While between the 2010 and 2014 MICS under-five and under-one mortality fell in all regions, neonatal 
mortality increased slightly in Shiselweni, Lubombo and Manzini. Manzini and Lubombo saw very significant 
falls in mortality between one week and one year, while in Shiselweni there was very little change.

74 Ibid.
75 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

76 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
77 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_

Health_Budget_Brief(2).pdf.
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Figure 14: Under-five mortality by area, 2010 and 2014 MICS

Overall, 86 per cent of newborns receive a health check either following birth in a health facility or 
at home. Postnatal care visits predominantly occur after the first week (57 per cent), five per cent 
occur after six days and three per cent on the first or second day. As a result, a total of 90 per cent 
of all newborns receive a postnatal health check. Ninety-five per cent of health facility deliveries 
are followed by health checks (97 per cent of public health facility births and 92 per cent for private 
facilities). Eighty eight per cent of mothers receive postnatal health checks. The main providers of the 
first postnatal visit for mothers are doctors, nurses or midwives (92 per cent), while 8 per cent are by 
community health workers and 1 per cent by traditional birth attendants.78

Immunization
In Eswatini, the Government procures 100 per cent of national vaccines and injection supplies. The 
Ministry of Health has prioritized immunization for all eligible populations, including children less than 
five years of age and women of childbearing age (15-49 years). It also has a designated programme 
to coordinate immunization services in the country. All immunizations provided under the National 
Immunization Schedule are administered at no cost to the beneficiaries.79 

Funding for immunization services rose significantly in 2017/18 but is due to fall slightly in the 2018/19 
budget (see Figure 15).80

78 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

79 Ibid.
80 Data provided by Government, 2018.
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Figure 15: Funding for immunization, 2015/16 to 2018/19 (government figures)

In 2014, 75 per cent of children in Eswatini were fully immunized. This was lower than the 83.1 per 
cent figure recorded for 2010. The figure for measles immunization also fell over the same period, 
from 97.8 per cent to 91.4 per cent.81 In 2014, the full immunization rate varied from 70.4 per cent in 
Hhohho to 78.7 per cent in Manzini.82

Administrative figures for 2017 showed that Eswatini had surpassed its target for pentavalent 3 
coverage that year: 87 per cent coverage, compared to a target of 80 per cent (which was achieved 
in 2015). However, this is still below the WHO-recommended figure of 90 per cent. Meanwhile, the 
figures for oral poliovirus 3 (OPV3) and measles and rubella 1 (MR1) were both below even the 80 per 
cent target (72 per cent and 78 per cent respectively). 83

Two new vaccines were introduced in 2016: Inactivated polio vaccine for prevention of poliomyelitis 
and measles rubella vaccine for prevention of measles and rubella. These contributed to achieving 
vaccination rates of 81.1 per cent and 81 per cent, respectively.84

The Immunization Unit, which focuses on immunizing children, received a budget of E38.11 million 
in the 2017/18 budget. This represents a 33.4 per cent decline from the E57.22 million estimated 

81 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_
Health_Budget_Brief(2).pdf.

82 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

83 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
84 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_

Swaziland_--_2017_--_Health_Budget_Brief(2).pdf.
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expenditure in 2016/17, which could not achieve full immunization coverage.85 Eswatini experienced 
stock-outs of BCG, measles and polio vaccines in 2017.86 In a context of already-falling immunization 
rates, more resources are needed to ensure full immunization coverage, including operational and 
transportation costs, to reach the hardest-to-reach areas.87

There are clear regional inequities in access to immunization in 2017. With the exception of Penta 
1 and Penta 3 vaccines, all vaccines were more frequently accessed in Hhohho and Manzini than in 
Shiselweni and Lubombo. BCG and OPV3 coverage were particularly low in the latter two.88

Figure 16: Immunization rates by area, Government figures for 2017

Some children reportedly do not get vaccinated because of inaccessibility of health facilities, lack 
of transport money and caregivers being elderly among other social, economic and environmental 
factors.89 The Government’s policy thrust should focus on sustaining the gains recorded whilst making 
sure that real public investments are equitably and efficiently spent to achieve better health outcomes 
for all, including increasing the budget for outreach programmes for immunization.90

85 Ibid.
86 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
87 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_

Health_Budget_Brief(2).pdf.
88 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
89 WHO, Swaziland commemorates the Africa Vaccination Week, 12 May 2018, at http://www.afro.who.int/news/

swaziland-commemorates-africa-vaccination-week.
90 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_

Health_Budget_Brief(2).pdf.
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Infants and HIV
Eswatini is making progress towards PMTCT of HIV. PMTCT has been integrated into the maternal, 
newborn, children and adolescent health (MNCAH) programme since its inception, and is managed 
collaboratively with the national AIDS programme through the HIV/sexual and reproductive health 
(SRH) integrated service delivery models.91 The Health Sector Response HIV/AIDS Plan (2014-18) 
prioritizes the scale-up of PMTCT and emphasizes preventing new HIV infections among children 
while keeping their mothers alive through intensifying the implementation of all four prongs of PMTCT. 
Special attention is placed on scaling up family planning services to avert unintended pregnancies 
among women and adolescent girls living with HIV and developing standard operating procedures to 
integrate family planning into HIV care.92 PMTCT guidelines have helped to stabilize the MTCT rate 
at 2 per cent to 3 per cent for the country since 2011. Availability of PMTCT guidelines in healthcare 
facilities increased from 63 per cent in 2013 to 84 per cent in 2017. The 2013 figures are disaggregated 
by region and reveal that availability varied from 51 per cent in Manzini to 77 per cent in Shiselweni. 
No such disaggregation was reported for 2017.93

The proportion of pregnant women who test positive for HIV during antenatal care and are subsequently 
enrolled in ART is high, varying between 90 per cent and 97 per cent between 2013 and 2017. In 
2017, the figure was 93 per cent.94

Updated guidelines published in 2015 stated that all infants exposed to HIV should be tested for the 
virus 6-8 weeks after birth.95 Ministry of Health figures indicate that in 2017, 8,597 infants exposed 
to HIV were seen at 6-8 weeks, and of these 6,030 were tested and received results,96 amounting to 
coverage of 71 per cent. The National Multi-sectoral HIV and AIDS Framework included the target of 
reducing MTCT from 2 per cent in 2011 to 1 per cent in 2015 and maintaining the 1 per cent into 2018. 
By the end of 2017, the 1 per cent target had been achieved.97 

91 Sandile Ginindza, Desk Review Report for RMHCAH & N Programs: As part of the Joint RMNCAH&N Programs 
Review, Sexual and Reproductive Health Program (SRHP), Ministry of Health, Swaziland 2018, Draft of 10 June 
2018.

92 Ministry of Health, HIV: 2017 Annual Program Report, 2018.
93 Sandile Ginindza, Desk Review Report for RMHCAH & N Programs: As part of the Joint RMNCAH&N Programs 

Review, Sexual and Reproductive Health Program (SRHP), Ministry of Health, Swaziland 2018, Draft of 10 June 
2018.

94 Ibid.
95 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
96 Ministry of Health, HIV: 2017 Annual Program Report, 2018.
97 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
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Figure 17: Positivity rate for HIV at 6-8 weeks, 2013-2017, HMIS

Coverage of ART is high among young children, as can be seen in Figure 33 in the HIV prevention, 
care and treatment section. Meanwhile, Figure 35 in the same section  shows that viral load is lower 
among children than adults.

While PMTCT continues to be rather successful in Eswatini, there are still mothers who transmit 
HIV to their babies especially during breastfeeding, which generally continues after the 6-8 week 
window. Indeed, the proportion of children testing positive for HIV at 18 to 24 months is higher than 
the figure at 6-8 weeks. It is for this reason that a special focus has been placed on the treatment 
of children living with HIV, through establishing early infant diagnosis, early initiation of ART and 
psychosocial support for children and their families. However, the proportion of women collecting 
results for early infant diagnosis at 18 to 24 months is also low: this reduces the rate of early initiation 
of ART treatment for those children testing positive for HIV.98

Food security and nutrition
The Swaziland National Nutrition Council Act of 1945 established the Council under the Ministry 
of Health. The Council is mandated with promoting food and nutrition activities and advising the 
Government accordingly. It is mandated to ensure that the strategies developed to improve the 
nutritional status of the Swazi nation are put in place. This is done to enable adequate food and 
nutrition service delivery, coordination and collaboration of food and nutrition activities, and resource 
mobilization for the sustainability of food and nutrition services. Nutrition-specific interventions being 
implemented in the country to address malnutrition issues include integrated management of acute 

98 Ministry of Health, HIV: 2017 Annual Program Report, 2018; Ministry of Health, Child Health: 2017 Annual Program 
Report, 2018.
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malnutrition, integrated community-based growth monitoring and promotion, infant and young child 
feeding practices, nutrition and HIV, and the promotion and prevention of micronutrient deficiencies.99

Food security
About 77 per cent of Swazis rely on subsistence farming for their livelihoods. High dependence on 
rain-fed maize production, very low income levels of rural smallholders and high prices of food and 
agricultural inputs (such as seeds and fertilizers), together with high rates of HIV and AIDS among 
wage earners, are the main drivers of food insecurity in the country.100

On top of this, the effects of the 2014-2016 El Niño-induced drought are still being felt. The 2017 
Annual Vulnerability Analysis Assessment stated that about 177,000 people (19.4 per cent of the 
population) would be food insecure during the lean season, due to a combination of reduced income 
opportunities and poor agricultural performance leading to high reliance on purchases and relatively 
high food prices. The regions with the highest projected proportion of people vulnerable to food 
insecurity were Lubombo (35 per cent) and Shiselweni (28 per cent). Lower figures were anticipated 
for Manzini (17 per cent) and Hhohho (5 per cent). Meanwhile, dietary diversity was also identified 
as particularly poor in Shiselweni and Lubombo (see Figure 18).101 The 2018 Vulnerability Analysis 
Assessment (see Figure 19) revealed a sharp reduction in low dietary diversity, but also in high dietary 
diversity, with much higher numbers in the medium level in all regions in the country.102 

Figure 18: Dietary diversity by area, 2017 Vulnerability Analysis Assessment

99 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

100 WFP, Swaziland, at http://www1.wfp.org/countries/swaziland, accessed 17 May 2018.
101 Kingdom of Swaziland, Swaziland Annual Vulnerability Assessment Report 2017, July 2017, at http://www.ipcinfo.

org/fileadmin/user_upload/ipcinfo/docs/Swazi%20VAC%20Annual%202017%20Report_Final.pdf.
102 Kingdom of Swaziland, Swaziland Annual Vulnerability Assessment 2018, Presentation, June 2018.
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Figure 19: Dietary diversity by area, 2018 Vulnerability Analysis Assessment

Stunting
Chronic malnutrition is a major concern in Eswatini, though it has been falling in recent years: stunting 
affected 23.0 per cent of children under five according to the 2017 Comprehensive Survey,103 and 
25.5 per cent in the 2014 MICS,104 which in turn was a significant reduction from 30.9 per cent in 
MICS 2010.105 The reduction in stunting has been attributed to the current multi-sectoral efforts to 
address chronic malnutrition. Such efforts should be strengthened further to reduce this prevalence 
to normal levels. Above 30 per cent is ‘high prevalence’ and above 20 per cent ‘medium prevalence’ 
according to WHO standards.106 The country’s high malnutrition rates can be attributed to poor infant 
and young child feeding practices, as well as poor household food security.107

Figure 20 shows the disparity between regions. In 2017, Manzini (24.9 per cent) and Shiselweni (24.8 
per cent) had the highest rates. However, Shiselweni’s rate had fallen sharply over the past seven 
years, while the rate in Manzini had stagnated (the reason for this is not immediately apparent). The 
rate in Hhohho, at 19.7 per cent, was the only rate below the WHO cut-off rate for concern (20.0 per 
cent prevalence). 

103 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
104 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

105 UNICEF, Health Budget Swaziland 2017/2018, 2017, at https://www.unicef.org/esaro/UNICEF_Swaziland_--_2017_--_
Health_Budget_Brief(2).pdf.

106 WHO, Nutrition Landscape Information System: Interpretation Guide, 2010.
107 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
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Figure 20: Stunting by area, 2010-2017

When considered against the pseudo-survival rates for school education,108 it can be seen that Hhohho 
has both the lowest stunting rate and the highest likelihood of children completing their schooling. 
Meanwhile, Shiselweni has a poor stunting rate and a low pseudo-survival rate.

Table 4: Stunting and pseudo-survival rates

STUNTING (2017) PSEUDO-SURVIVAL RATE IN EDUCATION (2015)

Hhohho 19.7 45

Manzini 24.9 41

Shiselweni 24.8 28

Lubombo 22.1 31

According to the 2014 MICS, the stunting rate is 27.3 per cent in rural areas and 19.0 per cent in urban 
areas. For children whose mothers have no education, stunting is 32.6 per cent, while it is only 5.0 
per cent for those with mothers who have tertiary education. Stunting becomes more prevalent after 
age one. The stunting rate also varied from 30.2 per cent in the poorest households to 9.2 per cent 
in the richest.109

108  Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 
A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.

109 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.
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Wasting and underweight
Wasting is much less prevalent than stunting in Eswatini. The 2014 MICS survey found that 2.0 per 
cent of the country’s under-fives were wasted, including 0.4 per cent who were severely wasted. 
Meanwhile, 5.8 per cent of children were underweight and 1.6 per cent severely so.110 Administrative 
figures gave wasting and underweight prevalence of 0.3 per cent and 6.3 per cent in 2017.111

The Comprehensive Nutrition and Health Survey of 2017 reported a global acute malnutrition (GAM) 
rate of 2.5 per cent among 6 to 59-month olds, and a severe acute malnutrition rate of 0.6 per cent. 
GAM was lowest in Shiselweni and Manzini (2.0 per cent each) and higher in Lubombo (2.5 per cent) 
and Hhohho (3.2 per cent). There are several reasons for this. Reportedly availability of basic services, 
such as supplementary feeding centres, therapeutic feeding centres and access to safe water 
and improved sanitation, as well as access to health care services (health facilities and rural health 
motivators), coupled with availability of food assistance and appropriate breastfeeding practices, 
appeared consistently higher in Shiselweni and Manzini than Hhohho and Lubombo. While food 
assistance was higher in Lubombo region, prevalence of malnutrition was higher than in Shiselweni 
and Manzini112 (though Lubombo saw the highest reduction in GAM between 2014 and 2017). 

For Eswatini as a whole, the 2017 Comprehensive Survey figures were higher than those from the 
2014 MICS.113 The 2014 and 2017 figures are shown in Figure 21.

Figure 21: Wasting by area, 2014 and 2017

110 Ibid.
111 Ministry of Health, Child Health: 2017 Annual Program Report, 2018.
112 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
113 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.
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In 2017, malnutrition was also more prevalent among households that did not treat their drinking 
water (2.8 per cent) than those that did treat their drinking water (2.1 per cent). It was more prevalent 
in households with lower maternal educational attainment, in rural households, and in households 
that had seen their harvests fail because of drought. These patterns support the argument that 
malnutrition can be most effectively controlled in areas where food assistance is provided along with 
adequate health, water and sanitation services as well as appropriate practices related to infant and 
young child feeding.114

Micronutrients
Eswatini’s 1997 salt iodisation regulations state that the potassium iodate content in salt should be 
more than 15 parts per million at household level. MICS 2014 found that there was no salt in five 
per cent of households. In 66 per cent of households, salt was found to contain at least 15 parts per 
million (ppm) or more of iodine. Use of iodised salt ranges between 62 per cent in Lubombo and 70 
per cent in Shiselweni. About 73 per cent of urban households were found to be using adequately 
iodised salt, compared to 62 per cent in rural areas.115

Vitamin A deficiency is a major public health problem in Eswatini and other African countries, hitting 
young children and pregnant women hardest. It has also been identified as the leading cause of 
preventable blindness in children and increases the risk of disease and death from severe infections. 
In pregnant women, vitamin A deficiency causes night blindness and may increase the risk of maternal 
mortality. To try and curb these and other conditions, vitamin A supplementation is supposed to be 
provided for all children below the age of five years. Vitamin A supplementation is currently not 
meeting national targets. In 2017, 78 per cent of children were receiving supplementation, against a 
national target of 90 per cent.116

Breastfeeding and complementary feeding
Almost all mothers breastfeed in Eswatini, and the few cases of non-breastfeeding are linked to 
challenges related to not enough milk, medical reasons (primarily HIV-related), work and cosmetic 
reasons. Exclusive breastfeeding is also prevalent. Breastfeeding rates increased between 2010 and 
2014, and again between 2014 and 2017.117

The exclusive breastfeeding rate in Eswatini increased significantly from 44.1 per cent in 2010 to 
63.8 per cent in 2014,118 and then to 70.3 per cent in 2017.119 All regions saw significant increases. 
However, this positive trend is contradicted by Ministry of Health figures, which show a slight 
decrease nationally in exclusive breastfeeding rates between 2015 and 2017.120 

114 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
115 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

116 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
117 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
118 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at https://mics-surveys-

prod.s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

119 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
120 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
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Figure 22: Exclusive breastfeeding rate by area, 2010-2017

In 2014, only 48 per cent of babies are breastfed for the first time within one hour of birth (with 81 
per cent of breastfeeding within one day of birth). The first-hour figures ranged from 40 per cent in 
Shiselweni to 57 per cent in Lubombo.121 The 2017 figures saw a significant increase to 57.3 per cent 
nationwide and ranging from 45.4 per cent in Hhohho to 73.1 per cent in Shiselweni. The increased 
rates around the country may partly be the result of investment by the Government and its partners 
in the Baby Friendly Hospitals Initiative programme, as well as the training of rural health motivators 
at community level in growth promotion monitoring that includes a component on breastfeeding.122

The impact of breastfeeding appears to have been affected by the drought. The 2017 Comprehensive 
Survey reported that the shortage of food during the drought had deprived breastfed children of the 
benefits of breastfeeding, leading to some showing signs of malnutrition (despite no changes to 
breastfeeding patterns in the first months of the children’s lives). Focus group participants observed 
that the breastfeeding children of mothers living in food insecurity were not strong and showed signs 
of wasting and poor growth. This situation led to children stopping breastfeeding earlier than planned.123

The 2014 MICS figures revealed that complementary infant and young child feeding was particularly 
problematic. More than half (56.5 per cent) did not have the minimum meal frequency and dietary 
diversity recommended by the WHO.124 This situation was aggravated by the drought. Between 2014 
and 2017 the minimal dietary diversity fell to just 13 per cent; minimal meal frequency from 81.2 per 
cent to 76.3 per cent; and minimal acceptable diet from 39.2 per cent to 9.7 per cent (use of bottles 
to feed infants and young children remained the same at 31 per cent).125

121 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

122 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
123 Ibid.
124 SPRI, Multidimensional Child Poverty in Swaziland, March 2018.
125 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
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The Ministry of Health has expressed concerns about awareness raising on feeding practices. Its 
2017 Nutrition Report states that it lacks capacity to capacitate all healthcare facilities to reinforce 
practices among mothers.126

Overweight
The 2014 MICS survey found that 9.0 per cent of children under the age of five in Eswatini were 
overweight. Overweight was three times as common for the richest quintile (18 per cent) than the 
poorest (6 per cent).127

Nutrition policy environment
The Swaziland National Nutrition Council was established by an Act of Parliament in 1945 and is 
mandated to promote food and nutrition activities and to advise the government accordingly. The 
Council seeks to improve the nutrition and health status of the nation for all vulnerable groups at all 
levels of society by providing an effective, comprehensive, decentralised, coordinated, sustainable 
and enabling environment for the provision of food and nutrition services in Swaziland.128

In general, Eswatini has several challenges to improving nutritional status. As mentioned above, there 
is a lack of financial resources in the Ministry of Health to capacitate healthcare facilities to support 
appropriate feeding practices for small children. Another problem is that not all nutrition indicators are 
captured by the routine HMIS.129 In general, the Ministry of Health lacks the required human resources 
to improve the nutritional status of children, while there are few non-governmental organizations 
(NGOs) working on nutrition (the exception to this is World Vision).130

Water, sanitation and hygiene 
Water supply
According to the 2016/17 Eswatini Household Income and Expenditure Survey, 30.0 per cent of 
households have functional access to water through the Swaziland Water Services Corporation grid. 
Meanwhile, 11.8 per cent of households access water from functional community taps. A total of 
75.6 per cent of households use improved sources of water. Of those that do not, 12.9 per cent use 
appropriate measures to treat their unimproved water sources.131

The 2016/17 Eswatini Household Income and Expenditure Survey found that improved sources of 
drinking water are much more common in urban areas (92.5 per cent) than rural areas (67.4 per 
cent). The region with the lowest rate is Shiselweni (65.7 per cent), followed by Lubombo (71.9 per 

126 Ministry of Health, Nutrition Report, 2017.
127 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

128 Ministry of Health, National Child Health: 2017 Annual Program Report, 2018.
129 Ibid.
130 Information provided by UNICEF, August 2018.
131 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 2018.
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cent). Hhohho and Manzini both have figures of above 79 per cent.132 The Comprehensive Survey 
also found that Shiselweni region had fewer households accessing tap water but more households 
accessing water from open wells or springs.133 Table 5 shows a fairly high degree of correlation 
between functional access to water and stunting, which is an indicator of long-term nutritional status.

Table 5: Correlation of water supply and stunting

WATER SUPPLY (2015/16) STUNTING (2014) STUNTING (2017) WASTING

Hhohho 79.0 23.5 19.7 3.2

Manzini 79.5 24.5 24.9 2.0

Shiselweni 65.7 28.0 24.8 2.0

Lubombo 71.9 26.9 22.1 2.5

The drought has continued to affect water resources and water supply infrastructure in Eswatini. 
The 66.2 per cent figure from 2017 compares to 72 per cent use of protected sources in the 2014 
MICS,134 and the fall may be attributed to drought.135 As Figure 23 shows, the largest falls were seen 
in Hhohho and Manzini, the two regions with the highest water supply levels in the 2014 MICS: while 
these were still higher in 2017, the gaps were much narrower.

Figure 23: Water supply by area, 2014 and 2017

132 Ibid.
133 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
134 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

135 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.

120

100

80

60

40

20

0
Total Hhohho Manzini Shiselweni Lubombo Rural Urban

MICS 2010 Comprehensive Survey  2017

72.0
76.8

67.6

79.8

56.4

65.7 63.4

95.8

please supply 
data for all 
bars



42

SYNTHESIS OF SECONDARY DATA ON CHILDREN AND ADOLESCENTS IN ESWATINI

Access to adequate water, sanitation and hygiene remains a challenge, in a context where low 
access to drinking water, precarious household health environments and poor feeding practices are 
widespread across the country. The rural areas of Lubombo and Shiselweni continue to experience 
low access to domestic water supply as protected springs and boreholes produced low yields. In 
general, the drought’s impact on potable water supply has affected rural and urban domestic supply; 
this impact is also felt at health facilities and schools, particularly in the above two regions. However, 
rainfall between December 2016 and February 2017 took Mbabane city and adjacent areas out of an 
earlier urban water crisis.136

The 2018 Annual Vulnerability Assessment reveals the extent to which water sources around the 
country are exposed to hazards. More than 20 per cent of water sources are found not to be safe, 
with the highest number (more than a third) found in Shiselweni. Nearly 60 per cent of health hazards 
associated with water sources in the country are connected to waste water discharge, with this figure 
again particularly high in Shiselweni.137

According to the 2017 Comprehensive Survey, most households (56.8 per cent) spent less than 10 
minutes to collect water from their water point. Meanwhile 13.7 per cent took more than 30 minutes 
to collect water from source with Shiselweni reporting the highest proportion of households in this 
category (22.2 per cent), followed by Lubombo (15.7 per cent), Hhohho (12.8 per cent) and Manzini 
(6.2 per cent).138

Sanitation
The 2017 Comprehensive Survey indicated that overall 68.3 per cent of households had access to 
improved toilet facilities. Access varied significantly by region, from 88 per cent in Manzini to 57.8 
per cent in Lubombo.139 Though different definitions of “improved sanitation” were used in MICS 

136 Ibid.
137 Kingdom of Swaziland, Swaziland Annual Vulnerability Assessment 2018, Presentation, June 2018.
138 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017.
139 Ibid.

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%
No Yes Solid waste(clinical, 

hazardous substance, 
toxic contamination

Waste water discharge Sewage discharge

Water source, health hazard If yes, what are they

Hhohho Manzini Shiselweni Lubombo Total



43

YOUNG CHILD SURVIVAL AND DEVELOPMENT

2014, the regional differences were the same, with the highest figure for Manzini and lowest for 
Lubombo140 (see Figure 24).

Figure 24: Access to improved sanitation by area, 2014 and 2017

While in 2017 the Ministry of Health was reported to have sensitized communities on the importance 
of having toilets, there were still some key challenges. For example, some people were unable to 
dig deep latrines that met standards because they were sick or weak, while some individuals were 
reluctant to build the latrines.141 Meanwhile, disposal of infant faeces appears to be a concern in 
Eswatini. The 2016/17 household survey found that the faeces of only 50.3 per cent of children aged 
0-2 years are disposed of safely.142

Hygiene
In the 2017 Comprehensive Survey, most households (72.4 per cent) reported having washed their 
hands with soap or ash at critical times, after toilet, and before and after serving and eating meals. The 
highest was Manzini at 86 per cent, followed by Lubombo at 76 per cent. The lowest was reported at 
51 per cent in Shiselweni. A total of 1.2 per cent of respondents believed there was no need to wash 
hands at any given time.143

140 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

141 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017. 
142 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 

2018.
143 Government of Swaziland, Swaziland Comprehensive Survey Report, 2017. Government of Swaziland et al, Multiple 

Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.s3.amazonaws.com/MICS5/Eastern%20
and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%202014%20MICS%20Final%20Report_English.pdf.
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When these results are compared with the MICS 2014 findings on the physical presence of soap 
or other cleaning agents, it can be seen that Lubombo and Manzini appear to have the best hand 
washing knowledge and practice, while Hhohho and Shiselweni may require different interventions 
to improve hygiene. 

Figure 25: Hygiene practice by area, 2014 and 2017

When compared by region for the 2014 and 2017 surveys against reported disease among under-
fives and malnutrition, no specific correlations are obvious. However, there may be scope for further 
research into health and challenges associated with access to water.

Table 6: Reported childhood disease, handwashing practice and nutrition, 2014 and 2017

DIARRHOEA

ACUTE 
RESPIRATORY 

INFECTION FEVER

POOR HAND-
WASHING 

(2014)

POOR HAND-
WASHING 

(2017)
STUNTING 

(2014)
STUNTING 

(2017) WASTING

Hhohho 12.6 4.5 10.8 48.3 30.0 23.5 19.7 3.2

Manzini 16.4 13.1 20.6 30.2 14.0 24.5 24.9 2.0

Shiselweni 20.4 9.3 27.7 33.7 49.0 28.0 24.8 2.0

Lubombo 16.6 10.0 24.4 16.1 24.0 26.9 22.1 2.5

The drought has reportedly also affected menstrual hygiene. Before the drought, during menstruation, 
individuals would commonly use pieces of cloth or toilet paper. The cloths would often be washed and 
reused while the toilet paper was discarded in the pit latrine. However, as a result of water shortages 
caused by the drought, women had resorted to just wiping themselves during the menstrual cycles 
instead of washing.144

144  Ibid.

MICS 2010 Comprehensive Survey  2017
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Birth registration and documentation
Registering children at birth is the first step towards securing their recognition before the law, 
safeguarding their rights and ensuring that any violation of these rights does not go unnoticed. 
Universal birth registration is also part of a system of vital statistics, which is essential for sound 
economic and social planning. Birth registration is therefore not only a fundamental human right, 
but also key to ensuring the fulfilment of other rights. The MICS 2014 results show that the births 
of 54 per cent of children under-five years have been registered. About 21 per cent possessed birth 
certificates that were seen by the interviewer, 16 per cent were said to be in possession but were 
not seen by the interviewer whilst 17 per cent did not have birth certificates but reported having 
registered the birth with the Registrar General’s Office.145 

A total of 73.5 per cent of children under two years of age reportedly did not have birth certificates.146 
The Ministry of Home Affairs’ report on vital statistics for 2016 stated that only 8.3 per cent of children 
received birth certificates in the prescribed two months.147 Lack of birth registration may result in 
denial of public services. For example, a child needs a birth certificate to enter school or obtain a 
passport.148

One barrier to birth registration is legislation that discriminates against Swazi women who marry 
foreign citizens. Under the constitution, children derive citizenship from the father, unless the birth 
occurs outside marriage and the father does not claim paternity, in which case the child acquires the 
mother’s citizenship. Even if he is a naturalised Swazi citizen, their children carry the father’s birth 
citizenship and have no legal claim to the mother’s Swazi citizenship.149

A 2015 study identified several challenges in the civil registration and vital statistics (CRVS) system. 
Firstly, the CRVS process and the office responsible for it, rest on the basis of several pieces of 
legislation that are in urgent need of revision, harmonisation and amendment. Secondly, there are 
several challenges in the Office of the Registrar General that require reconfiguration to improve CRVS 
service delivery. Thirdly, the centralised nature of the CRVS certification process may delay the issuing 
of civil registration certificates. Fourthly, there is limited use of information and communications 
technology (ICT) and a lack of appropriate infrastructure to fully embrace or support ICT in CRVS 
processes. Fifthly, there is no advocacy and communication strategy to lobby support and create 
demand for CRVS services and develop broader understanding of the CRVS process. Sixthly, negative 
public perceptions of the CRVS process are a major contributor to the low registration rates of vital 
events. Finally, the vital statistics that are currently collected are not compiled and analysed to the 
detriment of the greatly needed demographic statistics and indicators.150

145 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at https://mics-surveys-
prod.s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

146 SPRI, Multidimensional Child Poverty in Swaziland, March 2018.
147 Ministry of Home Affairs, Annual Vital Statistics Report, January – December 2016.
148 United States Department of State, 2016 Country Reports on Human Rights Practices: Swaziland, 3 March 2017, 

at https://www.state.gov/j/drl/rls/hrrpt/2016/af/265308.htm.
149 Ibid.
150 Ministry of Home Affairs, The Civil Rggistration and Vital Statistics Assessment for Swaziland, January 2015.
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Early childhood development
The 2014 MICS indicated that during the three days preceding that survey, 39 per cent of children 
aged 36 to 59 months were engaged with an adult household member in four or more activities to 
promote learning and school readiness (33 per cent for boys and 44 per cent for girls). MICS 2014 also 
revealed that in Eswatini just 6 per cent of children aged 0 to 59 months lived in households where 
at least three children’s books were available for the child (12 per cent in urban areas and 4 per cent 
in rural areas). There is a positive correlation between the proportion of children with three or more 
children’s books with higher maternal educational attainment and greater household wealth. Sixty-
seven per cent of children aged 0 to 59 months play with two or more items (74 per cent in urban 
areas and 65 per cent in rural areas). The survey also shows that 17 per cent of children aged 0 to 59 
months were left with inadequate care in the week preceding the survey: 11 per cent in the care of 
other children and 6 per cent left alone.151

The Government is concerned about the number of young children left in the care of other young 
children and has initiated the formulation of an Early Childhood Care and Development Policy (2017). 
The implementation of this policy reportedly remains a challenge.152

Pre-school education 
A lot more needs to be done to ensure that children are ready for school. MICS 2014 showed that 
29.5 per cent of children aged 36 to 59 months were attending an organized early childhood education 
programme. Attendance is much higher in urban areas (42.6 per cent) than in rural areas (26.2 per 
cent).153 

The MICS 2014 figures are lower than those in MICS 2010, equating to a fall in attendance of pre-
school between 2010 and 2014 of 3.5 percentage points. Lubombo, where the rate fell by 9.8 
percentage points (from 49.2 per cent to 39.4 per cent), accounts for most of this drop (see Figure 
26). Other significant drops were in children attending in rural areas (32.4 per cent to 26.2 per cent), 
children whose mothers had no educational attainment (33.6 per cent to 17.9 per cent) and children 
from the poorest and second poorest income quintiles (by 8 and 5.9 percentage points respectively). 
Taken together, these figures appear to indicate that the urban elite is increasingly dominating pre-
school education.

151 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

152 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 
Rights of the Child 2006 – 2017, 2017.

153 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.
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Figure 26: Preschool attendance by area, 2010 and 2014

The Government provides little funding to early childhood care, development and education. Therefore, 
provision is offered through private and independent centres that are poorly regulated and receive 
little public support. As a result, reliable data on the enrolment rates is difficult to find. However, it 
appears that less than half of learners attend any formal form of early childhood education.154 

UNICEF’s 2017/18 Education Budget Brief reported that pre-school education funding in Eswatini is 
minimal, and that between 2015/16 and 2019/20 the entire budget for the sector has been allocated 
for recurrent expenditure, including salaries. There is no investment (for example) in building facilities 
to meet the needs of young children. The lack of financial support from the Government also means 
that cost is a major deterrent to placing children in pre-school.155 The 2014 MICS shows that only 27 
per cent of children from the poorest wealth quintile attended pre-school, compared to 48.4 per cent 
from the richest quintile.156

Administrative figures for 2015 suggested that 41.8 per cent of children in the target age group 
were attending early childhood care and education. The insufficient focus and support for the sector 
remains a major source of inequality, affecting outcomes. It means that 58.2 per cent of the children 
enter primary school when they are not ready for school. In this context, the highest numbers of 
school repeaters are in the first grade of primary school.157

154 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.

155 UNICEF, Education Budget Brief, 2018.
156 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

157 UNICEF, Education Budget Brief, 2018.
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Pre-school education is important for the readiness of children to attend school. Pre-school is defined 
in Eswatini as the education that is a year before entry into Grade 1. According to the Household 
Income and Expenditure Survey of 2016/17, 21.4 per cent of children were participating in organized 
learning a year before primary school age. This data is not disaggregated in any way in the preliminary 
report.158 The 2014 MICS found that overall 61 per cent of children who were currently attending 
the first grade of primary school attended pre-school the previous year. The proportion was 81 per 
cent for children residing in urban areas compared to 57 per cent for their counterparts in rural areas. 
However, some groups of children had particularly low engagement in the year before Grade 1: 
these included children of household heads with no educational attainment (38.1 per cent), children 
in Lubombo region (43.3 per cent) and children from the poorest income quintile (44.1 per cent).159 

Effective investment at this early level could prevent learning backlogs from forming and help to 
increase throughput/completion rates to higher levels; this would eventually enable greater access 
to secondary and higher education. The Ministry of Education and Training has for some time 
contemplated establishing Grade 0 in state schools in the country, as articulated in the 2013 to 2018 
Government Programme of Action. However, this has not yet been implemented.160

The Government has over the years trained early learning teachers at teacher training colleges and 
there appears to be a sufficient number. However, their geographical coverage is unknown, so it is not 
clear how widely spread they are, and in addition, due to budgetary constraints, they have not been 
recruited to teach at the appropriate level. Due to a shortage of qualified primary school teachers, 
some have been deployed in primary schools, thus causing a mismatch between their qualifications/
competencies and their deployment settings.161

The Ministry of Education and Training is aware of the gaps in early childhood development. The 2018-
2022 Education and Training Sector Plan includes as one of its goals: “To prioritize the expansion 
of equitable access to early learning to accommodate all children in Eswatini aged 0 to 8 years to 
quality early childhood care, development and education (ECCDE) and ensure the full integration of 
the nation’s most vulnerable children. This includes ensuring that all children aged 0 to 8 have equal 
opportunity to access quality ECCDE services; ensuring the harmonisation of standards for high quality 
ECCDE; registering all ECCDE centres and providers of ECCDE services to ensure compliance with 
basic minimum standards and packages; sensitizing communities and especially parents in particular 
and the public in general to the issue of holistic child development; developing and adopting a school 
readiness programme and ensuring the establishment of sufficient additional ECCDE posts to meet 
agreed provisioning norms; and ensure adequate and appropriate resources including infrastructure 
to accommodate all children in all schools with Grade 0.162

158 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 
2018.

159 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

160 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.

161 Information provided by UNICEF, August 2018.
162 Ministry of Education and Training, National Education and Training Sector Policy, 2018.
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Violence and abuse
Violence against children
MICS 2014 indicated that 88 per cent of children aged 1 to 14 years had been subjected to at least 
one form of psychological or physical punishment by household members during the previous month. 
About 66 per cent of respondents to the household questionnaire believed that physical punishment 
is a necessary part of child rearing. The figures revealed little change since 2010.163

Figure 27: Percentage of children subjected to various types of discipline, 2010 and 2014 MICS

163 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.
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In 2007, UNICEF supported a national study that documented patterns of violence against girls and 
young women. The study found that 33 per cent of respondents experienced some form of sexual 
violence before the age of 18, including attempted unwanted intercourse, unwanted touching, coerced 
intercourse and forced touching of the perpetrator. The same study showed that one in four women 
had experienced some form of physical violence, and three in ten experienced emotional abuse, as 
a child. Sexual violence against women does not stop when they grow up. According to the study, 
about half (48 per cent) of female respondents experienced some form of sexual violence in their 
lifetime. Also, almost 21 per cent reported they had experienced some form of sexual violence in the 
preceding 12 months. According to the study, over half of all incidents of child sexual violence were 
not reported to anyone and less than 1 in 7 resulted in a female seeking help from available services. 
Females indicated the primary reason for not reporting sexual violence was that they were not aware 
that what they had experienced was abuse. Many also reported a fear of abandonment if they told 
anyone about the violence they had experienced. These numbers suggest a lack of understanding of 
what sexual violence is and how and where to report such incidents. In regard to physical violence, in 
only 20 per cent of cases did females seek help from available services, despite the fact that nearly 1 
in 4 resulted in injury that was serious enough to consult a doctor.164 No more recent data is available.

The community level risk factors within the school community that were identified include the 
perceived lack of parental involvement in the school community; norms around the sexualisation 
of female students within the school; and the corporal punishment of school children.165 Corporal 
punishment by teachers and principals is legal and routinely practised. School rules and regulations 
allow a teacher to administer up to four strokes with a stick on the buttocks to a student under the age 
of 16 and up to six strokes to students aged 16 and older. Reportedly, teachers often exceeded these 
limits with impunity. In 2015, the Ministry of Education and Training introduced less severe disciplinary 
standards and the Minister warned that teachers who beat pupils would be held accountable for such 
abuses. Despite this policy change, there were no reports of teachers being punished and the abuses 
continued in 2016.166

UNICEF’s 2016 study on violence against children in Eswatini identifies that the factors making 
children susceptible to violence were similar in the family, at school and in the community. Children 
are vulnerable across all points in their lives, though types of violence differ (for example, adolescent 
girls were seen as being particularly vulnerable to sexual violence because of biological changes while 
other data points to younger children being more at risk for violent discipline). Across all settings, 
orphans and children with disabilities were considered by focus group participants to be particularly 
vulnerable to all types of violence. In the home and in the community, out-of-school children were also 
perceived to be at higher risk of violence. In schools and in the community, poverty and low socio-
economic status put children at risk.167 

A common risk factor for perpetrating violence is being in a position of power over children, whether 
as a parent or caregiver in the home, as a teacher in school or as a community leader. The perpetrator’s 
own childhood experiences of violence and perpetrator beliefs were identified as risk factors for 
violence perpetrated in the home and in schools. Within the home, identified perpetrator attributes 

164 UNICEF, A National Study on Violence against Children and Young Women in Swaziland, October 2017.
165 UNICEF, National Study on the Drivers of Violence Affecting Children in Swaziland, Draft, July 2016.
166 United States Department of State, 2016 Country Reports on Human Rights Practices: Swaziland, 3 March 2017, 

at https://www.state.gov/j/drl/rls/hrrpt/2016/af/265308.htm.
167 UNICEF, National Study on the Drivers of Violence Affecting Children in Swaziland, Draft, July 2016.
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included mental ill-health and anger problems. It was suggested by participants that perpetrators of 
violence in the community were selective of their victims and often targeted those who had additional 
vulnerabilities and that, unlike other settings, these perpetrators were more likely to be male.168

Within the home, frequently mentioned risk factors included domestic violence; the family context 
(such as employment); the family structure (who makes up the household); family stress (such as 
poverty); the keeping of ‘family secrets’; and the quality of relationships between parents and children. 
In particular, not living with biological parents was perceived by many to almost guarantee negative 
differential treatment - this would at the least be emotionally abusive, but would also be likely to 
result in a child being given a disproportionate number of household chores and harsher punishment 
(the potential reasons why children may not be living with parents are given in the section on children 
without parental care). At the interpersonal level, factors identified in the 2016 Violence Affecting 
Children report that drove violence in the community were normative attitudes towards children; a 
community code of silence around violence against children; peer pressure among adolescents; and 
community myths about HIV and violence.169

Meanwhile, risk factors for violence at community level for abuse in the home include the 
interrelatedness of community members. This may dissuade individuals from acting when they 
suspect a child is being abused, so that ‘family secrets’ are reinforced at community level. In addition, 
lack of confidentiality when individuals report abuse to the police may also reduce reporting and 
some of those who reported to the police did describe retaliatory actions against them. Furthermore, 
community social norms around the punishment of children, and the misinterpretation of children’s 
rights, both increase the risk to children of harm within their homes. Taboos around discussing the 
sexual abuse of boys by men also emerged in the study.170

At a structural level, poverty was seen as making individual children more vulnerable to violence, as, 
for example, it can prevent families from sending their children to school particularly in the context 
that schools require fees and/or top-up fees and often payment for books. Being out of school is 
experienced by many as abusive, particularly when other children in the same household are given 
the money to attend school. Meanwhile, poverty results in differential treatment and ostracisation of 
children within the school environment, including verbal abuse and name-calling. Poverty was also 
identified as creating stress in the family home, where violence against children increased as well 
as other risk factors such as alcohol abuse. In schools, poverty marked children as different and was 
perceived to increase the risk of bullying and vulnerability to sexual exploitation by adults. Poverty also 
impacts the stress on child protection systems, both formal and informal mechanisms.171

Child trafficking and sexual exploitation
The United States reported that in 2016 girls were victims of sex trafficking, while orphans and other 
vulnerable children were victims of commercial sexual exploitation at truck stops and in bars and 
brothels.172 The 2016 violence against children study revealed that another group at risk of trafficking 
for the purposes of domestic labour or sexual exploitation are children living near borders. Reportedly 

168 Ibid.
169 Ibid.
170 Ibid.
171 Ibid
172 United States Department of State, 2016 Country Reports on Human Rights Practices: Swaziland, 3 March 2017, 

at https://www.state.gov/j/drl/rls/hrrpt/2016/af/265308.htm.
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there are high levels of ignorance in many border communities about what constitutes ‘trafficking’ of 
children and many fail to recognize that this can be undertaken by relatives of the child consenting 
to their child moving to stay with another relative. Child sexual exploitation is reportedly prevalent in 
border areas, with desperate children and/or their families ‘taking advantage’ of the proximity of large 
numbers of truck drivers crossing the border as a source of income.173

The CPWA includes a specific provision criminalising “mistreatment, neglect, abandonment or 
exposure of children to abuse.” Offenders convicted under these provisions are liable to imprisonment 
for a term of not less than five years, while persons convicted of violating the child labour provisions of 
the law are liable to a fine of not less than E15,000 ($1,011), a prison term of not less than two years 
or both. Provisions of older law address child prostitution as “defilement of a ward” or “unlawful 
carnal connection with a girl,” and pornography under “obscene publications”. Statutory law sets the 
age of sexual consent at 16, while criminal law states that a girl under the age of 14 may not consent 
to sexual intercourse. The penalties for conviction of statutory rape and prostituting a girl are from six 
to 25 years’ imprisonment, up to 24 lashes with a whip and a fine of E1,000 ($67). Penalties for child 
pornography are up to six months’ imprisonment and a fine of E100 ($6.74). The People Trafficking 
and People Smuggling (Prohibition) Act prescribes up to 25 years’ imprisonment for conviction of 
trafficking, including the prostitution of children.174

Child marriage and harmful cultural practices
The minimum age in law for marriage is 16 for females and 18 for males. Efforts are being made to 
fix the age to 18 years for both genders through the Marriages Bill. The legal framework protecting 
children against marriage has been strengthened through a number of measures, notably the passing 
of the CPWA. Child marriages are outlawed in the new child protection framework.175 

The minimum age of marriage in Eswatini is 18 years. However, girls may marry at 16 with parental 
consent and approval from the Ministry of Justice. The Government recognizes civil marriages as well 
as marriages under traditional and customary law. Under traditional law, marriages are permitted for 
girls as young as 13.176

The 2014 MICS found that among girls and women aged 15 to 49 years, about 1 per cent were 
married before age 15, while about 9 per cent of women aged 20 to 49 years were married before age 
18. Of all girls and women aged 15 to 49 years who were in union, 12 per cent were in polygamous 
unions.177

173 UNICEF, National Study on the Drivers of Violence Affecting Children in Swaziland, Draft, July 2016.
174 United States Department of State, 2016 Country Reports on Human Rights Practices: Swaziland, 3 March 2017, 

at https://www.state.gov/j/drl/rls/hrrpt/2016/af/265308.htm.
175 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
176 Girls not Brides, Child Marriage around the World: Swaziland, 2018, at https://www.girlsnotbrides.org/child-

marriage/swaziland/, accessed 8 June 2018.
177 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.
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The inability of the country to widen advocacy on the provisions of the CPWA, on a consistent basis, 
to stimulate discussions and reflection on these issues and hence redefine values of the masses on 
these issues remains a challenge.178

A small number of respondents in the 2016 study on violence against children referred to cultural 
practices within the community that they believe continue to be practiced in some areas (or among 
some clans) in Eswatini that place children at increased risk of abuse. These include child marriage 
and Kulamuta (having sexual relations with the younger female relations of one’s wife).179

Child protection system
Key policy and legal frameworks that guide the child protection system in Eswatini include the 
Constitution of the Kingdom of Swaziland 2005, the Swaziland National Children’s Policy 2009, the 
National Plan of Action (NPA) for Children 2011-2015 and the Children’s Protection and Welfare Act 
of 2012 (CPWA). These national strategic documents and legislation are founded on the rights and 
principles as set out in the Convention on the Rights of the Child, ratified by the country in 1995. 

The CPWA is a comprehensive Act that extends the provision of section 29 of the Swaziland 
Constitution and other international and regional child rights instruments, protocols and standards on 
the rights of children, including rights on the protection, welfare, care and maintenance of children. 
The Act further outlines the responsibilities of parents, family and the state to fulfil these rights. Both 
the National Children’s Policy 2009 and National Plan of Action for Children 2011-2015 are currently 
under review, with the objective of developing strategic documents that address the most current 
needs of children. 

The Act establishes institutions to promote child protection and ensure the safety of children, 
particularly the Department of Social Welfare (DSW),180 who reports to a specific government Minister 
designated as responsible for children’s issues, who is not specified in the Act.181 The Department is 
currently located in the Deputy Prime Minister’s Office (DPMO), which lists its functions, inter alia, 
as “child care and protection services”. The DPMO also houses the National Children’s Services 
Department (formerly the National Children’s Coordinating Unit), which inter alia is responsible for 
coordination of psychosocial support services to children in difficult circumstances and coordination 
of the legal framework of child protection.182

178 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 
Rights of the Child 2006 – 2017, 2017.

179 UNICEF, National Study on the Drivers of Violence Affecting Children in Swaziland, Draft, July 2016.
180 Article 22.
181 Article 2.
182 Deputy Prime Minister’s Office website, at http://www.gov.sz/index.php?option=com_

content&view=category&id=87, accessed 6 August 2018.
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Children and the justice system
The justice system
Eswatini has a dual legal system with two distinct court systems: traditional courts (known as Swazi 
National Courts) and common law courts. The court system includes the Supreme Court, a High Court, 
and specialized Courts, Subordinate and Swazi courts or tribunals exercising a judicial function.183

Traditionally, the family plays a key role in the resolution of disputes and is important for mediating 
and settling conflicts.184

The Government has sought to align customary law and international child rights through the 
constitutional and legislative regulation of customary law. Both the Constitution and the CPWA recognize 
the validity of customary law, subject however to the laws being consistent with the Constitution. 
The CPWA recognizes and protects the rights of children to refuse harmful cultural and religious 
practices. At the same time, positive customary practices that are protective of children and promote 
their rights are recognized, respected and promoted through the CPWA. Similarly, the CPWA embeds 
traditional dispute resolution mechanisms into the child justice system. The CPWA recognizes and 
formalises Umphakatsi Child Justice Committees, comprised of the chief and community members 
in rural areas, which are responsible for all restorative justice processes involving children in conflict 
with the law. In addition, the Act promotes the use of restorative justice for child offenders, including 
family group conference and victim-offender mediation, which are based on traditional structures.185

Traditional courts are empowered to administer customary law only “insofar as it is not repugnant 
to natural justice or morality” or inconsistent with the provisions of any civil law in force, but some 
traditional laws and practices violate civil laws, particularly those involving women’s and children’s 
rights.186 Children and adolescents in rural areas are more likely to be brought before customary law 
“justice delivery” processes and systems than their urban-based peers, who are more likely to be 
brought before the formal court systems.187

Children in conflict with the law
Under the CPWA, the age of criminal responsibility has been increased to 12 years. Where there is 
any doubt about the age of the child, the Act requires that an age assessment be conducted by a 
social worker, supported by professionals such as medical officers. No child below the prescribed 
age of criminal capacity may be arrested or detained. However, once they come into contact with 
the system and are found to lack capacity, they receive a range of supportive services, including 
counselling or therapeutic services.188

183 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 
Rights of the Child 2006 – 2017, 2017.

184 Ibid.
185 Ibid.
186 United States Department of State, 2016 Country Reports on Human Rights Practices: Swaziland, 3 March 2017, 

at https://www.state.gov/j/drl/rls/hrrpt/2016/af/265308.htm.
187  Information provided by UNICEF, July 2018.
188 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
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The numbers of children in pre-trial detention are not routinely available.189 If a child is arrested or 
detained, under the CPWA, police officers arresting the child are required to follow a number of 
protective procedures. The Act further stipulates that the detention of a child is subject to prescribed 
conditions. No child may be held for longer than 48 hours before appearing before a magistrate for a 
preliminary inquiry. A preliminary inquiry must be held by a magistrate to determine if a social worker 
has conducted a social assessment, if the matter can be diverted to refer to a prosecutor for charges 
to be instituted, or to transfer the matter to the Children’s Court.190

In 2017, there were 308 children in post-trial detention in Eswatini, of whom 227 were boys and 81 
were girls.191 The Swazi Observer newspaper and Save the Children reported in 2017 that juvenile 
prisoners faced inhuman and degrading treatment at juvenile centres, including physical assault and 
strip searches of female juvenile prisoners.192 The Swazi Observer also reported that some parents 
were paying for their children to be housed in these centres with other children who had been 
convicted of crimes, reportedly in the hope of improving their attitudes and behaviour.193

Part XIV of the CPWA deals with restorative justice and diversion which embeds and regulates a 
number of traditional justice remedies and procedures into the statutory child justice system. These 
provide an opportunity for parental and community involvement in dealing with children in conflict 
with the law in a manner that is protective of children’s rights; their diversion from the formal justice 
system; the provision of therapeutic services; and mechanisms for children to take responsibility for 
their action and make amends to their victims.194 

Child participation in the justice system
Information about the numbers of child witnesses and victims is not routinely available in Eswatini.195

Specialized Children’s Courts have been established under the CPWA to create a safe, enabling and 
supportive space for children’s participation in the justice system, whether as offenders, victims or 
witnesses. However, these are limited to pilot initiatives, as seen by the creation of a One Stop Centre 
where victims of sexual violence access justice from collaborating stakeholders from the Ministry 
of Justice and Constitutional Affairs, the Ministry of Health and the DPMO. There are structural, 
coordination and technical challenges engulfing this initiative.196

Every magistrate’s court is a Children’s Court and has the jurisdiction to hear and determine criminal, 
child protection and civil matters in accordance with the CPWA. The Chief Justice is required to 
designate magistrates to preside over Children’s Court proceedings, and the courts should, as far 

189 Information provided by UNICEF, July 2018.
190 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
191 Data provided by Swaziland Correctional Services to UNICEF, 2017.
192 United States Department of State, 2016 Country Reports on Human Rights Practices: Swaziland, 3 March 2017, 

at https://www.state.gov/j/drl/rls/hrrpt/2016/af/265308.htm.
193 Sicelo Maziya, Parents pay for their children to be incarcerated at Vulamasango, Swazi Observer, 13 May 2017, at 

https://www.pressreader.com/swaziland/observer-on-saturday/20170513/281840053590641.
194 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
195 Information provided by UNICEF, July 2018.
196 Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
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as possible, be staffed by specially trained personnel. A court other than a Children’s Court is only 
authorised to try cases involving children where the child is accused of murder or an unlawful sexual 
act or where the sentence exceeds the jurisdiction of the Children’s Court. Swaziland needs assistance 
in establishing children courts, as it does not yet have dedicated children’s courts.197

In terms of the CPWA and the Criminal Procedure and Evidence Act, the procedures required to 
be followed in the Children’s Court and the rules governing children’s evidence in all matters are 
different, specifically so as to enable children’s full participation, protection and respect for their well-
being and dignity.198

There is very little information easily available about inequities faced by different groups of children 
in the justice system, including girls. Children from low-income families are constrained by the fact 
that the legal aid framework to improve access to justice for those with limited resources is still under 
development. Currently the only legally prescribed legal aid is offered to those accused of murder 
or attempted murder. Some of the barriers to access to justice for children and adolescents in rural 
areas may be a) limited knowledge and awareness of legal processes they can use to access justice; 
b) physical distance to police stations, courts or civil society organizations that offer legal assistance; 
and c) financial constraints, given the higher levels of poverty in rural areas.199

Education
Primary education
Net enrolment rates (NER) at primary school have consistently been above 90 per cent, reaching 94.4 
per cent in the 2015 Annual Education Census.200 The 2016/17 household budget survey found that 
91.4 per cent of the official primary school-aged population were attending primary school.201 According 
to MICS 2014, the vast majority of children starting Grade 1 (93 per cent) go on to reach Grade 6.202 
The high primary school attendance rates in Eswatini are mainly because of the Government’s free 
primary education (FPE) programme.203

Education management information system (EMIS) data suggests that children tend to start school 
late in Eswatini, as there are more 11-year-olds enrolled in school than seven-year-olds (see Figure 
28) despite population figures showing more younger children than older ones. It appears, according 
to Central Statistical Office (CSO) population projections, that virtually all will have enrolled in school 
at least by age 11.204

197 Ibid.
198 Ibid.
199 Information provided by UNICEF, July 2018.
200 Ministry of Education and Training, Annual Education Census Report 2015 (education statistics), at http://emis.

co.sz/images/AEC2015-Report.pdf.
201 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 

2018.
202 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

203 UNICEF, Education Budget Brief, 2018.
204 Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 

A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.
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Figure 28: Enrolment against total population projections, by school grade

Repetition
The greatest inefficiency in the education system appears to be the high level of repeats at primary 
level. In 2015, the primary school repetition rate was on average 15.7 per cent across Grades 1 to 
7. This leads to a very high number of over-age learners in the system: by the end of Grade 7, 68 
per cent of learners are older than 13 and 29 per cent are older than 16. More than 70 per cent of 
secondary-aged learners are still at primary school. Less than 10 per cent of learners are estimated 
to complete primary school without any repeats.205 A 2015 Ministry of Education and Training report 
stated that despite improvements in the repetition levels, at 37,698 the number of repeaters in 2014 
could take up a whole grade.206 

Repeated repetition eventually leads to dropout: as learners fail to progress to higher grades, they 
grow frustrated and disinterested in school and eventually drop out altogether.207

The Grade Repetition and Its Implications for the Swaziland Primary School System study, 
commissioned by UNICEF in 2017, revealed a myriad of factors that contribute to grade repetition in 
Grades 1, 3 and 6. These include lack of parental support, insufficient grasp of English by learners, 
learners’ failure to meet schools’ set criteria for promotion and large class size. Other factors 
include lack of learner motivation and commitment to their school work, effects of poverty, issues 
emanating from special education needs, perceived difficult curriculum, pressure to excel in national 
examinations, inappropriately qualified teachers and learner immaturity for the grade level. The lack 
of parental support was attributed by some to be a direct consequence of FPE and dwindling learner 

205 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.

206 Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 
A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.

207 Ibid.
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commitment due to the introduction of positive discipline.208 Another cause is the lack of sufficient 
investing in early childhood education (particularly for first grade repeaters): this lack of investment 
means the Government will incur further expenses to keep these repeaters in school, whereas the 
money could have been used to prepare children for school.209

The findings further revealed that the Ministry’s guidelines on repetition policy in schools are not 
adhered to and that schools used different criteria to decide on promotion and repetition, which 
were not in line with Ministry policies. The non-compliance of schools with Ministry policies could 
be attributed to teachers’ inadequate knowledge of the policies and the Ministry’s non-enforcement 
of existing policies. Hardships experienced by teachers in rural areas seem to spill over into learners 
being delayed in their education.210

Grade repetition was believed to have both positive effects (such as generally improving learner’s 
academic performance) and adverse effects (such as wasting resources and lowering learners’ self-
esteem) on the learner, parent and the education system.211 The Ministry of Education and Training’s 
2013 EMIS report considered the cost of the FPE grant of E560 per Grade 1 child, and estimated that 
the 40,370 primary repeaters in 2013 would have cost the state E23 million, without even considering 
personnel and other costs, or the fact that the Grade 1 FPE grant is the lowest of all grades. According 
to this report, this amount would be enough to establish 46 classrooms at a cost of E500 000 each, 
or to pay the salaries of 160 teachers with degrees for a year, at E12,000 per teacher per month.212

Financing
Despite primary education receiving a significant proportion of government education funding, there 
are concerns about the fact that employment costs are projected to rise, progressively whittling down 
capital investments. This will see the share of capital spending in the sub-sector shrink by over 13 
percentage points from 15.1 per cent in 2016/17 to an average of 2 per cent between 2017/18 and 
2019/20.213

Quality of education
What remains, however, is the need for continuous improvements in the quality of primary education 
and the ensuring of equity and inclusivity, given that some parents prefer sending their children to 
private schools where the quality is considered better.

Eswatini scored better in both reading and mathematics than all other Southern African Development 
Community (SADC) countries in the Southern and Eastern African Consortium for Measuring 
Education Quality (SACMEQ) 2007, a test conducted in 15 countries in southern and eastern Africa 
at Grade 6 level. This performance does not seem consistent with a poor-quality education system. 
However, it is possible that Eswatini performed well on SACMEQ precisely because of its high 

208  Ministry of Education and Training and UNICEF, Grade Repetition and Its Implications for the Swaziland Primary 
School System, December 2017.

209  UNICEF, Education Budget Brief, 2018.
210  Ministry of Education and Training and UNICEF, Grade Repetition and Its Implications for the Swaziland Primary 

School System, December 2017.
211  Ibid.
212  Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 

A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.
213  UNICEF, Education Budget Brief, 2018.
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repetition rates: a system with such stringent selectivity is bound to “weed out” weaker students 
by Grade 6, leaving only relatively well-performing learners in the system to participate in the test. 
The SACMEQ results in Eswatini also suggest that there is not a sharp social gradient in test results: 
the performance differential between the poorest and the richest quarter of children participating in 
the test is only around 20 points in mathematics and 40 points in reading (100 points is the standard 
deviation across all SACMEQ countries). In contrast, these differentials are a massive 120 and 180 
in South Africa, and even in Botswana as high as 70 and 110 points for the two tests respectively. 
Thus, Eswatini’s performance in Grade 6 is encouraging in the regional context, both in terms of the 
levels of performance and the relatively good performance amongst children from poor households 
who reached Grade 6. However, this still leaves Eswatini far behind developed countries and Latin 
American middle-income countries.214 Meanwhile, within Eswatini, urban schools generally perform 
better than rural schools, as they are better resourced and can attract better teachers. In general, girls 
perform better than boys, though the difference is rather small215 (and, as seen above, in science and 
mathematics, boys perform better).

Secondary and vocational education
The 2016/17 household budget survey found that 51.25 per cent of the official secondary school-aged 
population were attending secondary school.216 

MICS 2014 indicates that 86 per cent of the children who were attending the last grade of primary 
school in the previous school year were found to be attending the first grade of secondary school 
in the school year of the survey.217 The fall off at the end of primary and beginning of secondary 
education is evident in Figure 29, which shows a sharp reduction every year between 2009 and 2016 
in children studying in Grade 7, the pre-secondary year.218

214 Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 
A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.

215 Information provided by UNICEF, August 2018.
216 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 

2018.
217 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

218 Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 
A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.
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Figure 29: Enrolment by school grade, 2011-2016, EMIS data

The low enrolment rates into secondary school highlight the inequalities existing in the sector that 
affect the outcomes for children, as well as the impact of the Government’s investment in primary 
education. For instance, the NER into lower secondary education averaged 27.7 per cent in 2015, 
falling to below 15 per cent for upper secondary school. Thus, while primary education is free, the 
cost for secondary education could be a major barrier to access. This implies that FPE may not achieve 
its full objective of building a sustainable human capital base for the country if 88.2 per cent of the 
children graduating from FPE fail to enrol for upper secondary education.219

However, more broadly, a total of 70 per cent of secondary school-aged learners are still at primary 
school. These low throughput rates are a major impediment to the country’s growth. Throughput 
rates are impacted by a lack of qualified teachers, the limited public funding towards early childhood 
development, inadequate funding of secondary education, the impacts of high (though stabilizing) 
rates of HIV and the lack of sufficient social welfare transfers to support learners to stay in school.220

Gender parity for primary school is 1.01, indicating no difference in the attendance of girls and boys at 
primary school. The indicator increases from 1.01 at primary to 1.19 for secondary education indicating 
that girls were attending at a higher rate than the boys. At secondary level, the disadvantage of girls 
is particularly pronounced in urban areas (0.86), as well as among children living in the wealthiest 

219 UNICEF, Education Budget Brief, 2018.
220 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 

UNICEF, March 2018.
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households (0.95).221 Table 7 provides EMIS numbers for the total number of school-age boys and 
girls enrolled at primary and secondary school between 2009 and 2016.222

Table 7: Gender ratio in school enrolment, 2009-2016

YEAR FEMALE MALE TOTAL GENDER RATIO 
(FEMALE: MALE)

2009 151,492 162,838 314,330 1:1.075

2010 158,283 170,846 329,129 1:1.079

2011 158,053 171,194 329,247 1:1.083

2012 157,734 170,638 328,372 1:1.082

2013 158,660 171,924 330,584 1:1.083

2014 161,683 174,111 335,794 1:1.077

2015 164,175 176,288 340,463 1:1.074

2016 164,134 175,834 339,968 1:1.071

Contributing factors to low enrolment and retention rates include the cost of lower secondary 
education. This is particularly true for orphans and vulnerable children. While the Government pays 
for tuition, exams and books under the orphans and vulnerable children (OVC) grant for secondary 
education, this is not enough to meet current costs. In addition, the OVC grant does not cover other 
costs – hostel, uniforms, transport, educational trips and extra learning aids.223

Other factors include the need to support the family in household chores and high teenage 
pregnancies.224 A 2016 study of the experiences of schoolgoing among early mothers described 
strained family relationships during motherhood, and particularly rejection and lack of support from 
fathers. Even though some participants were from poor family backgrounds, they experienced a sense 
of happiness regarding motherhood and wanted assistance from their families to take care of their 
babies as they continued with their education. They felt their teachers did not support them, as they 
blamed them for their lack of an education future. The participants also experienced feelings of regret 
and guilt concerning their adjustment to early motherhood. The study concludes that interventions 
for early mothers should recognize and facilitate the critical support role of family and community 
members, including mothers, guardians, teachers and fathers, to school-going early mothers.225

Another barrier to secondary education is that, because there are much fewer secondary schools than 
primary schools, distance to the nearest school is a major factor. This suggests a need for increased 
capital investment, targeting secondary school infrastructure development.226

221 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

222 Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 
A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.

223  UNICEF, Social Protection Budget Brief, 2018.
224  United Nations in Swaziland, UNDAF 2016-2020.
225  Kayi Ntinda, Slungile K. Thwala and Thulile P. Dlamini, Lived experiences of school-going early mothers in Swaziland, 

Journal of Psychology in Africa, 2016, Vol. 26 No 6 X-XX.
226 UNICEF, Education Budget Brief, 2018.
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Quality
Besides the cost, inadequate secondary infrastructure is also a major barrier to enrolment. There is 
only one secondary school to every three primary schools, and secondary schools face significant 
infrastructure shortfalls, particularly in the facilitation of science subjects. For example, there are 
only 252 computer labs across the country, serving 63,185 learners. Therefore, there is the need for 
improved investment in information communication technologies, in line with the country’s desired 
vision of being a first world country by 2022.227

Science, technology, engineering and mathematics
The draft National Development Strategy (2018) calls for the strengthening of science and technology 
education at all levels of the education system and its continual upgrading in line with developments 
in science and technology. It also calls for adequate science, mathematics and technology posts to be 
available at all schools, colleges and universities.228 Science and mathematics, when well taught and 
learned, contribute positively towards development. Therefore, the Education Sector Policy (2018-
2022) and the Education Sector Strategic Plan 2010-2022 recognize the need to acquire and train 
science and mathematics teachers in order to fulfil the country’s aspirations.229

Nevertheless, learners have been performing sub-optimally at national examinations for several 
decades in science and mathematics, at primary and secondary level. The reasons for this include the 
poor quality of teaching due to teachers’ lack of confidence and skill in providing effective activities 
for learners to construct targeted knowledge and develop desirable competencies. Many science and 
mathematics teachers are unable to create conducive classroom environments that would cultivate 
quality learning among children. Inspection reports from the Ministry of Education and Training reveal 
that a high percentage of classroom practice by teachers still lacks the aspect of learner-centrednesss 
and is predominantly teacher-centred as it mainly comprises teacher-talk even where the learners 
should be provided with opportunities to think for themselves, solve problems and carry out hands-on 
activities.230

The Ministry of Education and Training has also argued that Eswatini’s shortage of appropriately 
qualified teachers is a major cause for concern. Specifically, the Ministry raised concern over a 
shortage of mathematics and science teachers at secondary schools, citing that, on average, there is 
only one mathematics teacher for every 84 learners enrolled at secondary school.231

In addition, there is a significant gender disparity in performance in these topics, as can be seen in 
Figure 30.232

227 Ibid.
228 Government of Swaziland, Draft National Development Strategy, 8 March 2018.
229 Ministry of Education and Training, 2017 MoET Draft Proposal to UNICEF for Science and Mathematics Workshops, 

2017.
230 Ibid.
231 Servaas van der Berg, Chris van Wyk, Heleen Hofmeyr and Thomas Ferreira, Out-Of-School Children in Swaziland: 

A Report to the Swaziland Ministry of Education and Training and UNICEF-Swaziland, 7 May 2018.
232 Ministry of Education and Training, 2017 MoET Draft Proposal to UNICEF for Science and Mathematics Workshops, 

2017.
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Figure 30: Performance in science and mathematics by gender

In this context, the 2018-2022 Education Sector Policy includes a goal that inclusive opportunities 
are available for the studying of science, technology, engineering and mathematics (STEM) and 
future vocational and academic specialization in one or more of these subjects, and support for 
career options in these fields. This involves having adequate resources, adequately trained teachers, 
active promotion of studying STEM subjects and ensuring that girls and women are appropriately 
represented amongst STEM learners.233

Vocational education, training and skills building
Like in other African countries, in Eswatini technical and vocational education and training (TVET) lacks 
prestige. There is a notion that TVET is for slow learners or non-gifted children, who cannot compete 
academically, and for those who lack the intellectual capacity to pursue a university course. This then 
means that the public classifies TVET as low status. This is one of the reasons why TVET education 
in the country is not well supported and given the attention that it deserves.234

In this context, in May 2010, the Government launched the National Technical and Vocational Education 
and Skills Development (TVETSD) Policy. This followed a review of the TVET system by the Ministry 
of Education in 2005. The vision for TVETSD is to “develop a quality, relevant and sustainable TVETSD 
system as an integral part of the social and economic strategy for the Kingdom of Swaziland”.235 The 
framework of the TVETSD Policy is currently under development.236

233  Ministry of Education and Training, National Education and Training Sector Policy, 2018.
234  Ministry of Education and Training, Technical and Vocational Education and Training Skills Development Policy and 

Strategy, 2010.
235  Ibid.
236  UNESCO, World TVET Database, 2012.
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It is difficult to analyse the professional and vocational technical education sector in Eswatini, because 
EMIS lacks information on the sector, including non-formal education institutions.237 In 2014, the 
World Bank reported that in 2013 TVETSD was being delivered through 70 TVET institutions, of 
which 27 were public, 29 private, for-profit, and 14 run by NGOs, churches and communities (private 
but not for profit). These institutions offered 415 training programmes in 60 areas ranging from 
vocational programmes – such as sewing, farming and carpentry – to highly technical and professional 
programmes such as business management, computer programming and education. Fifty five per 
cent of the training programmes were short-term (less than 12 months) and many were vocational. At 
the time of the survey, the institutions employed 767 trainers and enrolled 6,881 trainees (of whom 
56 per cent were female). The general completion rate was around 80 per cent.238

A pre-vocational education programme is offered at senior secondary level but is a separate entity 
from the Swaziland General Certificate of Secondary Education. It was designed to provide learners 
with skills that would help them continue with post-secondary education, find work or start their own 
business. Eswatini also offers alternative education opportunities for (young) adults and/or school 
children who have not been able to complete their schooling, notably through the Sebenta National 
Institute for adult basic literacy.239

The 2014 World Bank assessment also revealed the fragmentation and lack of coordination of the 
country’s current TVET system. The principal weaknesses included, firstly, low efficiency of the 
system, especially in the public sector, with great variation in institutional size and trainee-trainer 
ratio among the TVET institutions. Secondly, there was a limited range of training programmes 
needed in the labour market for skills in fields such as mechanical, electric and electronic engineering 
and food processing technology was not sufficiently supplied. Thirdly, there was a lack of strong 
quality assurance mechanisms at both national and institutional levels, and particularly among public 
TVET institutions. Fourthly, investment in TVET in the country is very limited, with 76 per cent of 
TVET institutions claiming not to receive any government financial support except for the salaries 
of trainers. The assessment made it clear that urgent attention needed to be given to strengthening 
alignment between current TVET provision and labour market requirements, particularly in priority 
industries such as tourism, food processing, manufacturing and mining. Many of the issues that 
surfaced from this assessment can be attributed to the absence of sound regulatory and national 
qualification frameworks.240 No more recent assessments are available to indicate if any of these 
problems have been addressed.

To respond to some of these concerns, the 2018-2022 National Education and Training Sector Policy 
discusses the urgent need to reposition and market TVET for a sustained flow of skilled graduates 
in the technical and vocational fields. This requires broader and deeper public-private partnerships 
between the Ministry of Education and Training and other education and training establishments, and 
private sector engagement for development of employability skills and entrepreneurship including the 
introduction of learnerships. To facilitate sub-regional coordination, the SADC Framework for Technical 
and Vocational Education and Training (2012-2016) will continue to be applied, where appropriate. The 

237 SADC, Norms and Standards Peer Review Assessment Report: Swaziland.
238 World Bank, Assessing Swaziland’s Technical and Vocational Education and Training System to Improve Economic 

Growth, 2014.
239 Government of Swaziland, Evaluation of the process, impact, efficiency and effectiveness of the Swaziland child 

friendly schools (CFS) programme, Inqaba and recommendations for future strategies, July 2015.
240 World Bank, Assessing Swaziland’s Technical and Vocational Education and Training System to Improve Economic 

Growth, 2014.
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Ministry will also adopt the SADC Qualifications Framework (2011) and recommendations regarding 
the recognition and accreditation of prior learning. The current TVET policy will be updated to address 
the structure, regulation, coordinated training and competency-based standards, the development 
of employability skills including entrepreneurship, a national qualifications framework and projected 
demand and supply of TVET graduates, as well as the capacity of TVET staff.241

Out-of-school children and child labour
According to the United States Department of Labor, in 2016, local chiefs continued to force children 
to engage in agricultural and domestic work, under the terms of a 1998 Administrative Act that 
was declared null and void by the Supreme Court in 2000. Penalties for refusing to perform this 
work included evicting families from their village and confiscating livestock. Children in Eswatini are 
also engaged in the worst forms of child labour, including in forced domestic work and livestock 
herding. Significant gaps in laws remain, including the lack of a compulsory education age, and social 
programmes do not adequately address child labour in domestic work and livestock herding.242

There is a dedicated child labour unit with educated employees within the Ministry of Labour and Social 
Security, and, in 2015, three investigators were allocated to implement child labour programmes. The 
Ministry has further appointed a task team on child labour and is considering a proposal to employ 
regional child labour officers to investigate and report to the national child labour unit. There is a need 
to strengthen and invest in widening the inspectorate, innovative income generation and advocacy 
interventions to support communities.243

Education management information system
The Ministry of Education and Training has a unit specifically dedicated to running and developing 
an EMIS. Since 2008, when the system was established, government funding has been neither 
adequate nor consistent. Until 2017, there was no dedicated government budget for EMIS and this 
imposed significant constraints. EMIS software and hardware are not maintained consistently and 
the unit suffers from staffing gaps, including in ICT. While the officers responsible for EMIS are 
capable of describing how the current system operates to develop annual statistical books, they have 
not developed a policy providing guidelines for the EMIS cycle, including emergency procedures, 
procedures for reviewing and updating questionnaires, and the links with general education policy 
or plans, or a strategy to increase utilization of the data by policy officers, administrators, regional 
authorities or schools. As the server and computers used are aging, they cannot keep pace with the 
additional data being collected and no trend analysis has been possible for several years. Inefficiencies 
in the design of EMIS, including lack of automation of many tasks, create significant additional 
workload - at high financial cost to the Ministry - while directly contributing to many of the delays in 
producing EMIS reports (currently with a two-year lag). Addressing these inefficiencies should reduce 
the time for producing reports while significantly reducing the human resources required, who can be 
retasked to more strategic activities. It would also prevent a catastrophic failure that could potentially 
lead to the irreversible loss of all EMIS data for the last 10 years.244

241  Ministry of Education and Training, National Education and Training Sector Policy, 2018.
242  United States Department of Labor, 2016 Findings on the Worst Forms of Child Labor, 2017, at https://www.dol.

gov/agencies/ilab/resources/reports/child-labor/swaziland.
243  Government of Swaziland, The Kingdom of Swaziland’s Periodic Report on the United Nations Convention on the 

Rights of the Child 2006 – 2017, 2017.
244 UNICEF ESARO, Joint Mission Travel Report ICT and BEGE, 12-16 February 2018.
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The Ministry has short-term aspirations for an improved data collection system in which information 
and indicators would be available within six months of data collection. In the long term, it aspires 
to develop a school administration system platform to collect individual children’s data to make the 
Government much more responsive to the individual needs of each learner, including strengthening 
the ability of schools and local government to identify at-risk students and take proactive measures 
as needed.245

HIV prevention, care and treatment
It is estimated that 220,000 people in Eswatini were living with HIV in 2016.246 Among those aged 15 
to 49, the HIV and AIDS prevalence rate in Eswatini is 27.7 per cent, the highest in the world.247 HIV 
and AIDS are depleting the country’s working age population and, as a result, life expectancy stood 
below 55 years in 2016, one of the lowest in the world. 

HIV prevalence peaks at 54.2 per cent among females aged 35 to 39 years and 48.8 per cent among 
males aged 45 to 49 years (see Figure 31). The disparity in HIV prevalence by sex is most pronounced 
among young adults: HIV prevalence among 20 to 24-year-olds is five times higher among women 
(20.9 per cent) than males (4.2 per cent).248

Figure 31: HIV prevalence by age group and gender, SHIMS 2016/2017

245 Ibid.
246 UNAIDS, Swaziland Data, at http://www.unaids.org/en/regionscountries/countries/swaziland, accessed 19 June 

2018.
247 WHO, Prevalence of HIV among adults aged 15 to 49: Estimates by country, 2016, at http://apps.who.int/gho/data/

node.main.622?lang=en.
248 ICAP and Government of Swaziland, Swaziland HIV Incidence Measurement Survey 2: A Population-Based Hiv 

Impact Assessment Shims2 2016–2017, Preliminary Findings, November 2017.
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Nevertheless, the number of new cases of HIV every year has been falling since 1996, when it stood 
at an estimated 23,000. In 2016, 8,800 persons were estimated to be newly living with HIV. The 
number of AIDS-related deaths every year is also falling steadily, from 10,000 in 2005 to 3,900 in 2015 
and 2016.249

There is no significant variation in HIV prevalence between regions, with figures ranging from 29.4 per 
cent in Lubombo to 25.7 per cent in Hhohho.250

Figure 32: HIV prevalence by region, SHIMS 2016/2017

A survey carried out in 2017 found that 30 per cent of adolescent girls and women aged 15 to 22 
years were sexually active compared to 80 per cent of their counterparts who were out-of-school. 
Therefore, HIV incidence and prevalence is almost four times higher among out-of-school adolescent 
girls and women than those in school.251

249 UNAIDS, Swaziland Data, at http://www.unaids.org/en/regionscountries/countries/swaziland, accessed 19 June 
2018.

250  ICAP and Government of Swaziland, Swaziland HIV Incidence Measurement Survey 2: A Population-Based Hiv 
Impact Assessment Shims2 2016–2017, Preliminary Findings, November 2017.

251 Sitakhela Likusasa Impact Evaluation, cited in NSF.
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Although intergenerational sex between adolescent girls and young women aged 15 to 24 and older 
men has declined from 14.4 per cent in 2011252 to 8.7 per cent in 2017,253 it is still a significant problem 
that contributes to HIV infections. Adolescent girls and young women engage in sex with older men 
who are in age groups with higher HIV prevalence. This is shown by the higher HIV prevalence 
among females aged 15 to 19 and 20 to 24 (7.2 per cent and 20.9 per cent respectively), compared 
to the prevalence for males aged 15 to 19 of 3.9 per cent and 4.2 per cent for those aged 20 to 24. 
On the other hand, HIV prevalence starts increasing at a higher rate when men reach  the age of 25, 
which could imply that these men start engaging in sex with women within their age groups who 
already have higher HIV prevalence. Adolescent girls and young women are vulnerable to risky sexual 
interactions partly due to gender norms which make it difficult for them to negotiate safe sex, poverty 
and unemployment and low knowledge on HIV prevention.254

A worrying sign is that condom use during high risk sex has declined in recent years. Among females 
aged 15 to 24, it fell from 69.6 per cent in 2014 to 61.8 per cent in 2017, while among males the fall 
was from 94.8 per cent in 2014 to 74.7 per cent in 2017.255

ART coverage is continuing to rise, from 33 per cent of persons living with HIV in 2010 to 78 per cent 
in 2016.256 In 2017, there were 2,987 females and 1,694 males aged 15 to 19 in Eswatini who were 
undergoing ART.257 This reflects the sex-specific HIV prevalence rates in the different age groups as 
highlighted above.

Figure 33: Children and young people on ART, by gender and age group, 2017

When considering coverage against the estimated number of persons living with HIV, it can be seen 
that males aged 15 to 19 are in fact better covered than females in the same age group.258

252 Comprehensive HIV Epidemiological and Prevention Response Analysis report 2017, cited in NSF.
253 SHIMS 2, cited in NSF.
254 National Strategic Framework.
255 MICS and SHIMS 2 figures, cited in NSF.
256 UNAIDS, Swaziland Data, at http://www.unaids.org/en/regionscountries/countries/swaziland, accessed 19 June 

2018.
257 Kingdom of eSwatini Ministry of Health, HIV 2017 Annual Program Report, 2018.
258 Ibid.
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Figure 34: Percentage coverage of ART among those aged 0-14 and 10-19, HIMS data, 2017

Among all those living with HIV, prevalence of viral load over 1,000 copies/ml is lowest among those 
aged 15 to 24, followed by those aged 0 to 14.259 Prevalence of viral load is generally used as a proxy 
for ART coverage, and so it suggests that for children and young people, ART coverage is higher than 
for older age groups.

Figure 35: Prevalence of viral load over 1,000 copies/ml by age group and sex, SHIMS 2016/2017

259 ICAP and Government of Swaziland, Swaziland HIV Incidence Measurement Survey 2: A Population-Based Hiv 
Impact Assessment Shims2 2016–2017, Preliminary Findings, November 2017.
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Government spending on HIV-related services has been rising somewhat in recent years, both to 
cover the costs of drugs and the costs of the key institutions that implement HIV policy.260

Figure 36: Government HIV-related spending, 2015/16-2018/19

The Ministry of Health reports that adolescents appear to be underserved by current HIV services. 
They have significantly worse access to, and coverage of, ART than adults, high risk of loss to follow-
up, suboptimal adherence and special requirements for comprehensive care, including psychosocial 
support, and sexual and reproductive health care. It has called for national programmes to track 
children and adolescents who are lost to follow-up and investigate why they stopped treatment.261 
UNAIDS has posited that their access to HIV services continues to be impaired by limited support 
for youth interventions. In addition, there is a lack of disaggregated data for adolescents in EMIS and 
HMIS.262

Awareness
There are growing concerns about the awareness of adolescents about HIV. Comprehensive 
knowledge about ways of preventing HIV infection among young people declined from 58.2 per cent 
in 2010 to 49.1 per cent in 2014 among females and from 53.6 per cent to 50.9 per cent among males 
in the same period.263 Further, knowledge levels among children aged 10 to 14 years is estimated at 
34.6 per cent with a slight difference between males (33.8 per cent) and females (35.6 per cent).264 

260 Government figures provided in 2018.
261 Kingdom of eSwatini Ministry of Health, HIV 2017 Annual Program Report, 2018.
262 UNAIDS, Swaziland Results, at http://www.unaids.org/en/regionscountries/countries/swaziland, accessed 19 June 

2018.
263 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

264 SHIMS 2, cited in NSF.
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This underscores the relevance of a dynamic life skills programme for in- and out-of-school youth. 
Data is not immediately available on the budget for the prevention of HIV, rather than treatment 
and care. However, less than 0.1 per cent of the budget is spent on the AIDS information centre, 
compared to 80 per cent to buy drugs.265

Since 2015, a comprehensive sex education programme has been introduced in Eswatini’s secondary 
schools. It is being gradually rolled out and, by the end of 2017, it covered 93 per cent of secondary 
schools. However, in Eswatini’s context of frequent early sexual debut, and the fact that 70 per cent 
of 13 to 15-year-olds are still at primary school, this means that the programme may not be effective 
at protecting at-risk young people.266

Through the Ministry of Sports, Culture and Youth Affairs and its partners, the comprehensive life skills 
education concept has been adapted at community level, leading to greater involvement and reach for 
young people who are out-of-school. For example, part of this intervention has seen HIV prevention 
messages and information about gender-based violence being disseminated during traditional events 
that bring young people before the King (Umhlanga and Incwala).267

The Ministry of Health’s Health Promotion Programme also runs radio and television shows about 
HIV. A 2016 survey found radio is a more effective medium for raising awareness, with 90 per cent of 
respondents aware of HIV radio programmes but only 21 per cent aware of television programmes: 
this is mainly due to a lack of access to television.268

HIV and violence
The high levels of HIV infection also impact on violence against children across all settings. As a result 
of HIV infection and related illnesses, many children live with (and care for) dying parents. This is also 
the key reason for the high number of child-headed households and child orphans, who are particularly 
vulnerable to abuse and are more likely to have to work to support the family. One of the most 
identifiable ways that HIV impacts on violence against children is through the changing dynamics of 
family structure. As described above, maternal and paternal death and children undergoing frequent 
caregiver changes increase the risk of violence across different types and settings of violence. In 
addition, the absence of older, experienced women to guide younger women in a variety of areas, 
including in the care of children, can also has a negative impact. Finally, children whose parents have 
died of HIV-related illnesses or who are living with HIV and who are able to attend school, may also 
be subjected to stigma within the school environment.269

265 Derived from data provided to UNICEF by Ministry of Health on 2018/19 budget for Health Budget Brief 2018. 
266 Information provided by UNICEF, June 2018.
267 Ministry of Health, Global AIDS Response Progress Report, 2014, at http://www.unaids.org/sites/default/files/

country/documents/SWZ_narrative_report_2014.pdf.
268 Siphepho J. S. et al., ‘The Effectiveness of Media Programmes on HIV and AIDS in Swaziland’ J. Harmoniz. 

Res. Med. and Hlth. Sci. 2015, 2(4), 183-192, at https://www.researchgate.net/publication/305323749_the_
effectiveness_of_media_programmes_on_HIV_and_AIDS_in_Swaziland.

269  UNICEF, National Study on the Drivers of Violence Affecting Children in Swaziland, Draft, July 2016.
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Adolescent and youth health
According to the 2016 State of the Youth Report, youth in Swaziland experience a broad range of 
sexual and reproductive health challenges, in particular, youth within the younger age category of 15 
to 24.270

A 2016 study confirmed the continuance of risky sexual practices; premarital sex and low condom use 
among Swazi youth. These findings are comparable to previous findings from nationwide behavioural 
surveys in Swaziland that reveal that a substantial number of in-school youth are sexually active and 
yet rarely use condoms, particularly during their first sexual encounter. This poses a serious concern, 
given that these young people are more vulnerable to sexually transmitted infections and HIV due to 
possible abrasion and tearing of their immature reproductive tracts, particularly on their first sexual 
encounters. 271

Adolescent fertility did decline slightly from 89/1,000 to 87/1,000 between 2010 and 2014, but this 
decrease is quite small and does not signify great success in efforts to substantially reduce early 
pregnancies. The group’s specific vulnerabilities are largely related to age: physiological vulnerability, 
high susceptibility to peer pressure, tendencies toward risk-taking behaviour, lower ability to 
negotiate safer sex practices and difficulty in accessing sexual and reproductive health information 
and services.272

MICS 2014 found that adolescent girls are the least likely to use contraceptives, with only 46.2 per 
cent using modern methods. MICS found that nearly 24.3 per cent of adolescent girls and young 
women aged 15 to 19 years had an unmet need for contraception compared with 15 per cent of all 
women.273 

The reasons for the low contraceptive use in Eswatini include lack of knowledge of contraception 
and sources of supply, low quality and limited availability of family planning services, cost of modern 
methods, services, travel time, health concerns and side effects, objections from husbands or other 
family members and concerns about moral and social acceptability.274

A 2016 study found that positively shaping family values, peer influence, community influence, 
attitudes towards condom use and promoting awareness of sexual and reproductive health rights are 
key policy areas to increase uptake of sexual and reproductive health services among youth aged 15 
to 24 years.275

270 Ministry of Sport, Youth and Culture Affairs, State of the Youth Report, 2015, at http://swaziland.unfpa.org/sites/
default/files/pub-pdf/Youth%20Report%202015%20with%20covers.pdf.

271 Ministry of Health, Socio-cultural Factors Influencing Utilization of Sexual and Reproductive Health Services Among 
Youth in Swaziland, 2016.

272 Ministry of Sport, Youth and Culture Affairs, State of the Youth Report, 2015, at http://swaziland.unfpa.org/sites/
default/files/pub-pdf/Youth%20Report%202015%20with%20covers.pdf.

273 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

274 National Population Unit of the Ministry of Economic Planning and Development, Towards Maximising the 
Demographic Dividend in Swaziland, 2017.

275 Ministry of Health, Socio-cultural Factors Influencing Utilization of Sexual and Reproductive Health Services Among 
Youth in Swaziland, 2016.
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In 2017, the Ministry of Health reported a need for increased uptake of comprehensive information 
and integrated sexual and reproductive health and HIV services for adolescents and the youth. The 
Ministry and partners have made many interventions to ensure access to adolescent- and youth-
friendly health services and ensure adolescents make informed decisions about their health. There 
are data limitations for this area particularly at outpatient level, as data is not stratified by age.276

Efforts are being made to address some of these issues. As mentioned in the HIV section above, 
comprehensive sexuality education has been introduced in schools and communities through teacher 
training and peer education under the Inqaba pillar of HIV and AIDS, gender and life skills. The life 
skills education curriculum includes comprehensive and age-appropriate sexuality education. The 
Ministry of Health is also coordinating partners to improve access to SRH information and services in 
the community, and the Ministry is also implementing the Integrated Youth Friendly Health Services 
Programme, which is a package of healthcare services targeted specifically at young people and 
emphasizes sexual and reproductive health. Healthcare workers have also been trained to understand 
the diversity, sexual reproductive health and rights, and dynamism of young people, and to provide 
services in an accessible and non-judgemental way. The package includes SRH information and 
education, life skills, family planning, as well as information on gender issues.277

All these interventions have led to some improvement in sexuality education and behaviour change 
amongst youth. There is a gradual increase in age at sexual debut and in the proportion of adolescents 
reporting to be abstaining from sexual activity. This suggests that some interventions may have 
dissuaded some adolescents from sexual intercourse. The likelihood of a girl giving birth before age 
18 has decreased slightly, though early motherhood is still prevalent. Related to delayed fertility is 
also high use of contraception, especially for the peak years of the fertility curve for ages 25 to 30 
years, though younger, poorer and less educated girls and women continue to face more challenges 
in meeting their reproductive health needs.278

According to MICS 2014, about 3 per cent of boys and men aged 15 to 59 years and less than 1 
per cent of girls and women aged 15 to 49 smoked a cigarette for the first time before age 15. For 
drinking alcohol, the figures were 6 per cent and 2 per cent respectively.279

276 Ministry of Health, Sexual and Reproductive Health 2017 Annual Program Report, 2018.
277 National Population Unit of the Ministry of Economic Planning and Development, Towards Maximising the 

Demographic Dividend in Swaziland, 2017.
278 Ibid.
279 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.
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EQUITABLE  
CHANCES IN LIFE

Children without parental care 
One of the consequences of the HIV epidemic has been the extremely high number of children living 
without appropriate family care in Eswatini.280 However, a 2016 qualitative study gave several additional 
reasons why children may be living without parental care. These include parental abandonment 
(particularly by fathers); a mother leaving to find work leaving a child in the care of another woman; 
both parents moving to find work, leaving the child in the care of relatives; a mother’s remarriage 
causing her to leave her child with her parents (the maternal grandparents of the child); one or both 
parents bringing children with them to a new marriage; the child being a product of their father’s 
extra-marital affair but living with the wife of their father (i.e. not the child’s mother); the child living 
with their mother who has a string of live-in boyfriends; death of the mother – so that they then would 
be cared for by another wife of their father (polygamy); and death of both parents resulting in either a 
child-headed household or the child living with extended family members.281

In this context, over the years, there has been a continuous increase in the number of orphans 
and vulnerable children in Eswatini. In 2012, the number of orphans and vulnerable children was 
estimated at 181,000.282 These are children who have lost either or both parents, either parent is 
chronically ill, or an adult in the age range 18 to 59 in the household either died after being chronically 
ill or was chronically ill in the year prior to the survey. Overall, 33 per cent of children are living with 
neither biological parent. A considerable proportion (20 per cent) of children are single or double 
orphans. Thirteen per cent have at least one parent living abroad.283 The 2016/17 Eswatini Household 
Income and Expenditure Survey found that 2.3 per cent of those aged 17 years or under were double 
orphans (among those aged 18 to 21, the figure was 11.0 per cent, suggesting that adolescents might 
be close to this figure).284

280 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 
2018.

281 UNICEF, National Study on the Drivers of Violence Affecting Children in Swaziland, Draft, July 2016.
282 This number will be updated when the full results of the 2017 Census are available.
283 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

284 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 
2018.
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A total of 60 per cent of all children in Eswatini are classified as vulnerable and 71 per cent of these 
are orphans or vulnerable children.285 The 2010 child poverty study reported that double orphans are 
not at higher risk of poverty than the general population. Single orphans, however, were poorer than 
double orphans and non-orphans. The reason for the statistically significant differences in poverty 
rates between single and double orphans, and non-orphans or children in general, appears to have 
been “selective placement”. This happens when an extended family places a double orphan in a 
better-off household, which is more able to support the child. However, no evidence was found of 
selective placement of single orphans. This was presumed to be because the fact they made up 10 
per cent of the population, there were too many for selective placement to function.286

However, according to the 2016/17 Eswatini Household Income and Expenditure Survey, only 19 per 
cent of households received orphan and vulnerable child grants.287

MICS 2014 revealed that 54 per cent of these children had parents who were chronically ill, 12 per 
cent of households have a chronically ill adult and 4 per cent of the children had experienced an adult 
death in the household. The survey results also show that about four per cent of all children have lost 
both parents. The ratio of school attendance of orphans to non-orphans is 1:1 for 10 to 14-year-olds 
whilst it is 0.97 for 6 to 17-year-olds. Although school attendance is high, the urban-rural comparison 
reveals that school attendance in urban areas is slightly lower, at 87 per cent compared to 96 per cent 
in rural areas among 6 to 17-year-olds.288

The social protection system
Overview
Eswatini’s social protection system suffers from the lack of a coherent articulated vision, no 
comprehensive national social protection strategy, coordination among different stakeholder is 
inadequate and implementation capacity remains limited. The various social protection schemes 
would gain in efficiency with more transparent targeting, rationalised delivery mechanisms, robust 
management information systems, comprehensive grievance procedures and coherent monitoring 
and evaluation frameworks.289 A strengthening project, being supported by the European Union and 
partners, is currently working on a framework to create a comprehensive, effective and efficient 
national social protection system.290

285 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.
s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

286 Swaziland Statistical Office (CSO and UNICEF Swaziland. Child Poverty Study 2013, 2013.
287 Central Statistical Office, Eswatini Household Income and Expenditure Survey 2016/17: Key Findings Report, May 

2018.
288 Government of Swaziland et al, Multiple Indicator Cluster Survey: final report, 2016, at httpMICS-surveys-prod.

s3.amazonaws.com/MICS5/Eastern%20and%20Southern%20Africa/Swaziland/2014/Final/Swaziland%20
2014%20MICS%20Final%20Report_English.pdf.

289 Kingdom of Swaziland and European Union, 11th EDF National Indicative Programme (2014-2020) for Co-operation 
between the Kingdom of Swaziland and the European Union, 2014, at https://ec.europa.eu/europeaid/sites/devco/
files/nip-swaziland-20140619_en.pdf.

290 UNICEF, Social Protection Budget Brief, 2018.
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The 2017/18 budget allocated a combined total of E552 million, representing a nominal increase of 
28.7 per cent from the E428.96 million allocated in the 2016/17 financial year. In real terms, the Social 
Welfare allocation increased by 20 per cent from E398.21 million to E477.87 million in the 2017/18 
financial year (see Figure 37). The increase in the allocation is because of proposed increases in the 
elderly grant and the OVC education grant in secondary school. However, despite the current and 
the proposed near-term increases in the allocation to social protection services, expenditure remains 
below 1 per cent of GDP and 2.5 per cent of total expenditure.291

Figure 37: Social protection expenditure, 2015/16 to 2019/20

Social welfare is the dominant activity of Eswatini’s social protection programme. Social protection 
allocation accounted for 98 per cent of the total budget in the 2017/18 financial year, up from 97.5 
per cent in 2016, and is expected to average 97.9 per cent in 2018/19 through to 2019/20. The 
other programmes, social security and child welfare, account for the remaining 2 per cent, with child 
protection accounting for just 0.3 per cent in 2017/18.292

291  Ibid.
292  Ibid.
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Figure 38: Social protection spending by sub-sector, percentages, 2017

Assistance currently in place
The DPMO directs and manages the key social welfare grants in the country, primarily through DSW. 
The DSW received almost 90 per cent of the DPMO’s budget (E359m out of E405m) in 2016/17. Of 
this amount, the vast majority (96 per cent in 2016/17) is allocated to social welfare grants, primarily 
the aging persons (elderly) grant and the OVC grant for secondary learners.293

293 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.
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Figure 39: Allocations to social welfare grants, 2013/14 to 2017/18

The elderly grant supplies a fixed amount per month to all persons over 60; this amounted to E171 
million in 2016/17. The allocation increased significantly from E240 to E400 per month in 2017/18. The 
elderly grant currently is not subject to any enforced eligibility criteria/means testing.294

Together with the disability grant, which was only received by 4,744 beneficiaries in August 2018, 
the elderly grant reached 64,989 households in 2015/16 (22 per cent of all households in the country). 
Of the 64,989 households reached, 21,555 are not poor (33 per cent). Among labour-constrained 
households living in extreme poverty, 19,903 households (57 per cent) were reached by one of these 
two grants, leaving 8,515 households excluded from any social transfer. For those households living 
in moderate poverty and with adequate dependency ratios, the figures were less.295

While 33 per cent of the social transfers go to households that are not poor, the poorest and most 
vulnerable households are covered to a slightly higher extent. However, categorical programmes 
such as the elderly grant and the disability grant do not take household size into account. This means 
that an elderly person living in a one-person household receives a monthly transfer of E400, to be 
spent on one person. Meanwhile, an elderly person in a poor seven-person household (the average 
size of extremely poor households) has to share the transfer with six other household members. This 
results in an additional income of only E57 per person per month, which is insufficient to have any 
poverty reduction impact. In other words, many of the extremely poor households reached by these 
grants do not benefit much from this programme.296

294  Ibid.
295 Bernd Schubert, Quantitative assessment of the social assistance system in Eswatini, DPMO/DSW and UNICEF, 

Draft, 24 August 2018.
296 Ibid.
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Though not strictly considered a form of direct social assistance, the OVC grant for secondary learners 
is a bursary which covers part of children’s secondary and high school fees in public schools (an 
average of just over E2,000 per learner in recent years). In 2017, it benefitted approximately 55,000 
learners, but the number of recipients has been falling since 2010, when it stood at over 112,000. The 
total OVC secondary grant has been fairly stable at around E110 million in recent years.297 

However, the grant is not sufficient as it does not cover the full cost of fees in many schools and, 
more importantly, the other costs (transport, uniforms and so on) of attending school.298 According to 
national data, 28 per cent of beneficiaries of the programme in 2015/16 were not poor, 49 per cent 
were moderately poor and 23 per cent were extremely poor. The grant reached only 26 per cent 
of the 47,723 children aged 12 to 18 years living in extremely poor households.299 All of this likely 
contributes to the high rates of secondary school drop out in Eswatini.300 

Table 8: Orphans and vulnerable children grants, 2009-2017

FINANCIAL YEAR NUMBER OF OVCS TOTAL VOLUME OF SCHOOL FEES SIZE OF GRANT PER OVC

2009  89,706  98,720,350  1,100 

2010  112,219  103,703,664  924 

2011  87,713  121,340,405  1,383 

2012  87,551  115,320,376  1,317 

2013  77,014  115,646,523  1,502 

2014  61,998  108,610,825  1,752 

2015  53,564  109,714,800  2,048 

2016  52,632  108,034,458  2,053 

2017  55,572  114,292,643  2,057 

A donor-funded OVC child grant pilot has also been underway in the country since 2016, which 
provides cash transfers to up to 12,000 children: the amount transferred varying between E100 and 
E200 depending on the age of the child. This pilot is said to have shown promising results but will 
expire in September 2018 and there is no plan to extend or expand it.301

In addition to the social welfare programmes managed through the DPMO, a range of ring-fenced 
social security funds fall under the Ministry of Labour and Social Security, including the public sector 
National Pension Fund, the Motor Vehicle Accident Fund and the Phalala Medical Referral Fund. These 
ring-fenced funds tend to accumulate either large surpluses that cannot be redirected or deficits for 

297 Information provided by Department of Social Welfare.
298 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 

UNICEF, March 2018.
299 Bernd Schubert, Quantitative assessment of the social assistance system in Eswatini, DPMO/DSW and UNICEF, 

Draft, 24 August 2018.
300 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 

UNICEF, March 2018.
301 Ibid.
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which the Government will eventually be liable. There have therefore been efforts to design a more 
integrated social protection system (potentially including DSW’s social welfare grants) as part of the 
National Social Security Strategy, but it appears that limited progress has yet been made in this 
regard.302

Gaps and limitations
There is a clear need for a more extensive social welfare safety net given the rates of poverty and 
OVCs in the country. In the current social protection system, benefit levels vary between programmes. 
They bear little relation to the poverty needs and are exacerbated by the fact that benefit increases 
are distributed in a discretionary manner.303 A World Bank study found that the low level of benefits 
and delayed payments were the main causes of the limited impact of social welfare programmes in 
Eswatini; and hence recommended an increase in assistance of this kind.304 

There is no systematic mechanism that would have activated benefit increases in correlation with 
price inflation. Currently there is no social safety net in place for persons who are unable to work but 
of employable age.305 While the elderly grant does undoubtedly indirectly benefit many children, it is 
estimated that 55 per cent of poor children do not live with an elderly person and hence do not benefit 
from this grant.306 The secondary school OVC grant is an in-kind grant which only benefits about 40 
per cent of poor children and is insufficient to meet the full costs of schooling, not to mention other 
learner needs.307

With regard to specific programmes, the elderly grant is not linked in any way to the social work 
activities of DSW. Social workers are not involved in the registration of beneficiaries and do not 
engage or know them. There are no lists of grant beneficiaries in the regional DSW offices. This 
means that the programme does not include activities to link beneficiary households to social services 
in order to improve access to social services.308

Social workers are involved in the needs assessment and registration of persons living with disabilities. 
They also receive and follow up on requests for wheel chairs and crutches. However, as the approval 
of new beneficiaries has been suspended for a number of years, the number of poor persons living 
with disabilities, who are excluded from social assistance, is growing.309

The education grant does not contribute to the living costs and the costs for books, uniforms, clothing 
and transport of the beneficiaries. Social workers insist that for the poorest children this is a serious 
flaw of the programme. In addition, schools are not satisfied with the volume of the bursary and 
demand a topping up from the beneficiaries, which the poorest children are unable to pay.310

302 Ibid.
303 Government of Eswatini, Draft Social Assistance Policy, June 2018.
304 World Bank, Swaziland: Using Public Transfers to Reduce Extreme Poverty, 2012.
305 Government of Eswatini, Draft Social Assistance Policy, June 2018.
306 World Bank, Swaziland: Using Public Transfers to Reduce Extreme Poverty, 2012.
307 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 

UNICEF, March 2018.
308 Bernd Schubert, Quantitative assessment of the social assistance system in Eswatini, DPMO/DSW and UNICEF, 

Draft, 24 August 2018.
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An improved social welfare system should more directly target those with the greatest need and also 
identify cases where it is most likely to have a significant impact through alignment to other policies. 
For example, an extended child grant could target those in early childhood education which could, if 
combined with other interventions at this level, improve throughput rates in primary and secondary 
schools. A case management system is currently being developed for DSW which could serve as a 
key input for (i) determining the appropriate welfare transfers, (ii) means testing benefits to the most 
needy, and (iii) integrating welfare with other government interventions.311

More broadly, social welfare expenditure should be better targeted towards the poor through the 
introduction of effective means testing and case management, alongside expanded child grants.312

The DPMO faces structural and systemic challenges in its ability to implement the current set of social 
assistance programmes. There is need to strengthen institutional arrangements, including structured 
decision-making processes to enhance accountability, and explicit collaboration with sectoral ministries 
with clear delineation of responsibility for programmes. A unit with dedicated staff focussing on 
policy development, monitoring and evaluation and separate from the delivery mechanism, should be 
established, as well as a grievance mechanism. A strong budgeting and financial management unit is 
required to provide clear and reliable medium-term expenditure projections and ensure adequate and 
reliable budget availability and execution to deliver results. Clearer delineation of responsibilities of 
different actors is required to ensure a shared vision and prevent duplication and operation in silos.313

In terms of the administration of the current systems, several challenges have been encountered 
including lack of integration, fragmentation, questionable sustainability, insufficient monitoring and 
impact data, and deficiencies in the quality of service delivery. Different targeting and identification 
methods are used for implementing programmes. The lack of standardized information systems, 
including availability of disaggregated data, increases the challenges to implementing and managing 
programmes effectively and with accountability. Skilled programme personnel are rare, while 
programme implementers and service providers are not well-versed in the policies that they are 
tasked to administer. This also generates issues surrounding human resource accountability and 
responsibility within the social development/welfare sector and undermines effective communication 
with target populations.314

311 Khethiwe Mavundla and Dawid-Willem Pienaar, Fiscal Space for Children: An Analysis of Options in Swaziland, 
UNICEF, March 2018.

312 Ibid.
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KEY ISSUES THAT 
STAKEHOLDERS NEED 
TO ADDRESS

Young child survival and development
Maternal and child health

• Regional inequity: In 2016, Shiselweni recorded the highest under-one and under-five 
deaths in health facilities in Eswatini, and also received the lowest allocation for health 
services. There was also serious inequity in access to healthcare facilities, with regional 
figures ranging from 17 per 100,000 in Shiselweni to 34 in Manzini. Infant mortality rates 
range from 37 deaths per 1,000 live births in Hhohho to 78 deaths per 1,000 live births in 
Shiselweni. Under-five mortality rates range from 45 deaths per 1,000 live births in Hhohho 
to 92 deaths per 1,000 live births in Shiselweni. 

• There has been a rise in stillbirths from 41 in 2013 to 107 in 2017. In 2018, the Ministry of 
Health suggested this may be a result of congenital syphilis or of poor quality of care during 
labour and delivery.

• Immunization rates not meeting WHO targets in 2017, and particularly low for OPV3 (72 
per cent) and MR1 (78 per cent). This is partly because the immunization budget fell 33 per 
cent from 2016/17 to 2017/18 and Eswatini experienced stock-outs of BCG, measles and 
polio vaccines in 2017. More resources are required to ensure full immunization coverage, 
including operational and transportation costs to reach the hardest-to-reach areas. With the 
exception of Penta 1 and Penta 3 vaccines, all vaccines were more frequently accessed in 
Hhohho and Manzini than in Shiselweni and Lubombo.

• Though prevention of mother-to-child transmission of HIV is rather successful, some 
mothers still transmit HIV to their babies especially during breastfeeding, which generally 
continues after the 6-8 week window.

Food security and nutrition
• Though malnutrition is reducing, levels are still high (stunting was 23 per cent and wasting 

was 2.5 per cent in 2017). This can be attributed to poor infant and young child feeding 
practices, as well as poor household food security.

• Regional disparities persist for stunting: Hhohho is the only region below the WHO cut-off 
rate for concern (20 per cent prevalence). Shiselweni and Manzini have the highest rates, 
though Shiselweni has seen a large fall between 2014 and 2017. Also significant disparities 
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particularly affect the poorest quintiles and those with lower maternal education rates. 
Wasting, by contrast, is higher in Lubombo and Hhohho than Shiselweni and Manzini. 

• In 2017, malnutrition was also more prevalent among households that relied on untreated 
drinking water (2.8 per cent) than those that did not (2.1 per cent). It was more prevalent 
in households with lower maternal educational attainment, in rural households and in 
households that had seen their harvests fail because of drought. These patterns imply that 
malnutrition can be most effectively controlled in areas where food assistance is provided 
along with adequate health, water and sanitation services as well as appropriate practices 
related to infant and young child feeding.

• Vitamin A deficiency is a major public health problem in Eswatini. hitting young children and 
pregnant women hardest. In 2017, 78 per cent of children were receiving supplementation, 
compared to a national target of 90 per cent.

• Exclusive breastfeeding rates are generally good (though Ministry of Health administrative 
figures show a slight fall from 69 per cent in 2015 to 65 per cent in 2017). However, there is 
some evidence that the drought and associated malnutrition among mothers have reduced 
the effectiveness of breastfeeding.

• Complementary infant and young child feeding is particularly problematic, with more 
than half of households (56.5 per cent) not having the minimum meal frequency and dietary 
diversity recommended by the WHO: this situation was aggravated by the 2014-2016 El 
Niño drought. Between 2014 and 2017, minimal dietary diversity fell to just 13 per cent; 
minimal meal frequency from 81.2 per cent to 76.3 per cent; and minimal acceptable diet 
from 39.2 per cent to 9.7 per cent (use of bottles to feed infants and young children remained 
the same at 31 per cent). The Ministry of Health’s 2017 Nutrition Report states that it lacks 
capacity to capacitate all healthcare facilities to reinforce practices among mothers.

Water, sanitation and hygiene
• Regional disparities: The 2016/17 Eswatini Household Income and Expenditure Survey 

found that improved sources of drinking water are much more common in urban areas (92.5 
per cent) than rural areas (67.4 per cent). The region with the lowest rate is Shiselweni 
(65.7 per cent), followed by Lubombo (71.9 per cent). Meanwhile, the 2017 Comprehensive 
Survey also found that Shiselweni had fewer households accessing tap water and more 
accessing water from open wells or springs.

• The drought has continued affecting water resources and water supply infrastructure in 
Eswatini. The 66.1 per cent figure from 2017 compares to 72 per cent use of protected 
sources in the 2014 MICS, and the fall may be attributed to the drought. The largest falls 
were seen in Hhohho and Manzini, the two regions with the highest water supply levels in 
the 2014 MICS: while these were still higher in 2017, the gaps were much narrower.

• The rural areas of Lubombo and Shiselweni continue experiencing low access to domestic 
water supply, as protected springs and boreholes produced low yields. In general,the 
drought has affected rural and urban drinking water supply, for households, health facilities 
and schools, particularly in the above two regions.

• More than 20 per cent of water sources are found not to be safe, with the highest number 
(more than a third) found in Shiselweni. Nearly 60 per cent of health hazards associated with 
water sources in the country are connected to waste water discharge, with this figure again 
particularly high in Shiselweni.

INTRODUCTION
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• According to the 2017 Comprehensive Survey, 13.7 per cent took more than 30 minutes to 
collect water from source with Shiselweni reporting the highest proportion of households 
in this category (22.2 per cent), followed by Lubombo (15.7 per cent), Hhohho (12.8 per cent) 
and Manzini (6.2 per cent).

• In the 2017 Comprehensive Survey, most households (72.4 per cent) reported having 
washed their hands with soap or ash at critical times, after toilet, and before and after 
serving and eating meals. The highest was Manzini at 86 per cent, followed by Lubombo 
at 76 per cent. The lowest was reported at 51 per cent in Shiselweni. When these results 
are compared with the MICS 2014 findings on physical presence of soap or other cleaning 
agents, it can be seen that Lubombo and Manzini appear to have the best hand washing 
knowledge and practice, while Hhohho and Shiselweni may require different interventions 
to improve hygiene. 

Birth registration
• A total of 73.5 per cent of children under two years of age reportedly did not have birth 

certificates. 

• Lack of birth registration may result in denial of public services. For example, a child needs 
a birth certificate to register for examinations or to obtain a passport.

• The civil registration and vital statistics system requires updating, increased capacity and 
stronger advocacy capacity.

Early childhood development
• MICS 2014 revealed that just 6 per cent of children aged 0 to 59 months lived in households 

where at least three children’s books were available for the child.

• Child care: The Government is concerned about the high number of young children left in 
care of other children (11 per cent, with 6 per cent left alone).

• Pre-school attendance fell from 2010 to 2014 by 3.5 percentage points, with the most 
significant falls in Lubombo (9.8 percentage points), rural areas (32.4 per cent to 26.2 per 
cent), children whose mothers had no educational attainment (33.6 per cent to 17.9 per 
cent) and children from the poorest and second poorest income quintiles (by 8 and 5.9 
percentage points respectively). Taken together, these figures appear to indicate that the 
urban elite is increasingly dominating pre-school education.

• Government provides little funding to early childhood care, development and education. 
Pre-school education funding in Eswatini is minimal and, between 2015/16 and 2019/20, 
the entire budget for the sector has been allocated for recurrent expenditure, including 
salaries. Therefore, provision is offered through private and independent centres that are 
poorly regulated and receive little public support. Effective investment at this early level 
could prevent learning backlogs from forming and help to increase throughput/completion 
rates to higher levels; this would eventually enable greater access to secondary and higher 
education.



85

KEY ISSUES THAT STAKEHOLDERS NEED TO ADDRESS

Adolescent protection, learning and development
Violence and abuse

• MICS 2014 indicated that 88 per cent of children aged 1 to 14 years had been subjected to 
at least one form of psychological or physical punishment by household members during 
the previous month. About 66 per cent of respondents to the household questionnaire 
believed that physical punishment is a necessary part of child rearing. The figures revealed 
little change since 2010.

• The problem of violence at school is aggravated by lack of parental involvement in the 
school community; norms around the sexualisation of female students within the school; 
and the continuing use of corporal punishment of school children.

• Children living near borders are at particular risk of trafficking for the purposes of domestic 
labour or sexual exploitation. Reportedly there are high levels of ignorance in many border 
communities about what constitutes ‘trafficking’ of children and many fail to recognize that 
this can be undertaken by relatives of the child consenting to their child moving to stay 
with another relative. Child sexual exploitation associated with lorry drivers is reportedly 
prevalent in border areas.

• Child marriage: Girls may marry at 16 with parental consent and approval from the Ministry 
of Justice and Constitutional Affairs. The Government recognizes civil marriages as well 
as marriages under traditional and customary law. Under traditional law, marriages are 
permitted for girls as young as 13 years.

Children and the justice system
• There are insufficient data on children in the justice system. For example, the number of 

children in pre-trial detention is not routinely available. 

• Very little information is easily available about inequities faced by different groups of children 
in the justice system, including girls. Children from low-income families are constrained by 
the fact that the legal aid framework to improve access to justice for those with limited 
resources is still under development. Barriers to justice for children and adolescents in rural 
areas may be a) limited knowledge and awareness of legal processes; b) physical distance 
to police stations, courts or providers of legal assistance; and c) financial constraints, given 
the higher levels of rural poverty.

• Reports indicate that juvenile prisoners faced inhuman and degrading treatment at 
juvenile centres, including physical assault and strip searches of female juvenile prisoners.

Basic education
• In 2015, the primary school repetition rate was on average 15.7 per cent across Grades 1 to 

7. This leads to a very high number of over-age learners in the system: by the end of Grade 
7, 68 per cent of learners are older than 13 and 29 per cent are older than 16. Repeated 
repetition eventually leads to dropout: as learners fail to progress to higher grades, they 
grow frustrated and disinterested in school and eventually drop out altogether.

• The increased employment costs in the education sector have reduced the funding available 
for capital investment.
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• Low enrolment rates into secondary school highlight the inequalities existing in the sector 
that affect the outcomes for children, as well as the impact of the Government’s investment 
in primary education. Orphans and vulnerable children can generally not afford to continue 
into secondary education, despite the grants available.

• Early motherhood, distance from secondary schools and poor quality of infrastructure can be 
barriers to continuing education.

HIV prevention, care and treatment
• Despite falls in new cases since 1996, the HIV and AIDS prevalence rate in Eswatini is 27.7 

per cent, one of the highest in the world.

• An evaluation cited in the National HIV and AIDS Strategic Framework states that HIV 
incidence and prevalence is almost four times higher among out-of-school adolescent 
girls and women than those in school.

• Adolescents have significantly worse access to and coverage of ART than adults, higher 
risk of loss to follow-up, suboptimal adherence and special requirements for comprehensive 
care, including psychosocial support, and sexual and reproductive health care.

• A 2016 study confirmed the continuance of risky sexual practices; premarital sex and low 
condom use among Eswatini youth. Among females aged 15 to 24, condom use fell from 
69.6 per cent in 2014 to 61.8 per cent in 2017, while among males the fall was from 94.8 
per cent in 2014 to 74.7 per cent in 2017. These findings are comparable to previous findings 
from nationwide behavioural surveys in Swaziland that reveal that a substantial number of 
in-school youth are sexually active and yet rarely use condoms, particularly during their first 
sexual encounter.

• Comprehensive knowledge about ways of preventing HIV infection among young people 
declined from 58.2 per cent in 2010 to 49.1 per cent in 2014 among females and from 53.6 
per cent to 50.9 per cent among males in the same period. Further, the knowledge level 
among adolescents aged 10 to 14 years is estimated at 34.6 per cent with little difference 
between males (33.8 per cent) and females (35.6 per cent). A comprehensive sex education/
life skills education programme is being rolled out at secondary level, but as 70 per cent of 
13 to 15-year-olds (secondary-age pupils) are still at primary school, this is not meeting the 
needs of the target audience.

Equitable chances in life
• The number of orphans and vulnerable children was estimated at 181,000. While double 

orphans (2.3 per cent of the population) have equivalent vulnerability rates to the general 
population, single orphans are more vulnerable: this is because double orphans are more 
likely to be placed with wealthier families.

• Inequitable benefits: In the current social protection system, benefit levels vary between 
programmes. They bear little relation to the poverty needs and are exacerbated by the fact 
that benefit increases are distributed in a discretionary manner.

• There is no systematic mechanism to activate benefit increases in correlation with price 
inflation. Currently there is no social safety net in place for persons who are unable to work 
but of employable age.
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• The Deputy Prime Minister’s Office faces structural and systemic challenges in its 
ability to implement the current set of social assistance programmes, which include lack of 
integration, fragmentation, questionable sustainability, insufficient monitoring and impact 
data, and deficiencies in the quality of service delivery. There is a need to strengthen 
decision-making processes and division of responsibilities. 
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