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Use the mind map opposite to quickly
find your way to the most relevant
information for your needs.
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Abortion
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apply to abortion?
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Health!

Do you believe
abortion should
be legal?
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Have you ever
had an abortion?

Resolution
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As a female, do you
know how the Global
Strategy on Women,
Children & Adolescents
can help you?

Are you a
Mother?

NO

You are
so lucky! You
should fight for
others to have
this right!

Do you believe that
prisoners should
have SRHR?

NO
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NO

YES

Are you
an SRHR
activist?
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Pg 90

YES

NO

NO

ICPD+ Pg 60
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Have you had
sex before?
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Have you ever been
imprisoned for this
behaviour?

NO
YES

YES

YES

NO
CSE
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NO

Do you know how
to hold leaders
accountable?

Do you know what
Resolution 275 is?

YES

CSE Pg 32

NO

YES

NO
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Was it legal?
Are you a Youth?

YES

NO

Great! Do you know
what the SDGs are?

Do you
believe in a
human rights
approach?

NO

YES
NO

Human
rights Pg 25
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ARV
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Acquired Immunodeficiency Syndrome
Antiretroviral treatment
African Union
Behaviour Change Communication
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Convention of the Elimination of all forms of Discrimination Against Women
Country Coordination Mechanism
Comprehensive Sexuality Education
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East and Southern Africa
Female Genital Mutilation
Global Fund on HIV/AIDS, TB and Malaria
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Introduction
How accountable are you? How do you hold others accountable? These essential questions confront those of
us who engage in the Sexual and Reproductive Health
and Rights (SRHR) field.
Kofi Annan said, “Ignorance and prejudice are the
handmaidens of propaganda. Our mission, therefore,
is to confront ignorance with knowledge, bigotry with
tolerance, and isolation with the outstretched hand of
generosity.” Applying this narrative to that of achieving
better Sexual and Reproductive and Health and Rights,
this toolkit hopes to engage diverse audiences from different contexts, by providing practical and thought-provoking learning outcomes.
Accountability is an essential element in addressing
stigma, inequality, patriarchy and discrimination in the
context of SRHR. Thus, together with the AIDS Foundation of South Africa, Accountability International has
devised this toolkit, which outlines the foundation of
practical strategies to be employed in addressing these
social issues.

The learner is able to understand the background of
each commitment, its scope and its applicability to the
SRHR field.
In its entirety the toolkit aims to unpack a complex
narrative by providing analysis, discussions on SRHR,
intersecting issues, and further navigating into the
various SRHR instruments. We aimed to bring awareness of the issues in SRHR and the relevant employed
strategies, mandates and protocols in existence to hold
leaders and individuals accountable, as well as advocate
towards better standards and quality of living.
We hope this toolkit will be useful to you for trainings,
workshops, seminars and discussion sessions on SRHR.
Every effort has been made to ensure the correctness
and accuracy of the content of this document. Any omission or error is that of the authors alone and feedback
and questions should be directed to project manager at
Accountability International, Phillipa Tucker at
phillipa@accountability.international

This toolkit begins with unpacking the complex narratives that exist for a variety of communities, from youth
to people living with disabilities and people living with
HIV to people who use drugs. It is based on the premise
that if we are better able to understand the barriers
that exist to inclusion and equality, we are better able to
ensure human rights and accountability for all.
The curriculum then goes on to examine several
cross-cutting issues, including Coronavirus Disease
(COVID-19), gender inequality, peace and security and
poverty.
The section on Accountability Literacy provides the
learner with a foundation in good governance, accountability, the role of transparency and data and how to get
accountability in the real world. Closely following on this
section is an analysis of the various types of commitments that exist, their strengths and weaknesses and
how the learner can engage with each for the benefits
of human rights and accountability.
In the final sections, the toolkit unpacks twelve of the
African and four of the global commitments that are
crucial tools in getting countries to reach the as yet unattained Sustainable Development Goals (SDG) targets.

www.accountability.international
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FOCUS ON PEOPLE

LEARNING GOALS

Understand the four most important groups
needing SRHR.
TIME
30 Minutes

8

Be able to define each of the four groups.

Have a rudimentary understanding of the
challenges being faced by each of these groups.

Many people experience worst health than they would
otherwise purely because of where they are born,
or because of their age, race, religion or because
they underlying health issues. Others experience
health issues because their behaviour is randomly
criminalised in some societies in this century.
For example women who are criminalised because
they have sex outside of marriage, or people who are
criminalised because they use drugs, or young girls who
are criminalised because they are pregnant after being
forced to marry, but they are still under age of consent.
The legal context of each and every country is very
important in understanding the rights of individuals.
Often these rights, which are protected under the
Universal Declaration of Human Rights are infringed upon
by national laws that demonstrate local conservative
views. In some former colonies, legal pluralism exists
(where parallel or traditional laws also exist in parallel

Marginalisation
The act of discriminating against
individuals or groups on the
basis of personal characteristics
such as sex, gender, age,
ethnicity, religion or belief,
health status, disability, sexual
orientation, gender identity,
education or income, or living in
various geographic localities.
This acts as a barrier to the
person being able to achieve a
state of wellbeing, to live fully
and freely and to access their
human rights.

to colonial legal systems). These customary or traditional
laws may be more or less prohibitory and oppressive
than the colonial laws. But seldom do counties meet or
exceed the universal standards required, but they should
constantly strive to do so.
As a result of these shortcomings, many people suffer
worse health outcomes than they would otherwise and
with regards to HIV and AIDS and sexual and reproductive
health even more so. In many places representatives of
these communities are not included in decision-making
spaces because of the stugma and discrimination they
face. This exclusion and marginalisation makes it even
more difficult for these groups to get the services they
deserve and need.
Read on to learn more about the different groups that
are commonly affected by restrictions to adequate
healthcare and human rights generally.

Criminalisation

Inclusion

Inclusion is not just about being
The use of coercive force by
able to participate in decisioncourts, parliaments and law
enforcement agencies to police, making conversations, but about
being able to influence the
control and punish a variety of
outcomes in our favour.
behaviours, some of which do
no harm to others but are only
Tokenistic participation where
considered criminal because of
people are present but unable
conservative moral positions, but
infringe on an individual’s bodily to set the agenda, influence the
outcomes or even bring evidence
autonomy.
to support their arguments is
insufficient.
Activities that fall under this
include (but are not limited to)
It is important for marginalized
consensual sexual relations
between persons of the same or people to set their own agendas’
and lead these spaces, using
opposite sex, within or outside
their own data for there to
of marriage, willful and/or
be inclusive and sustainable
unintentional transmission of
development.
HIV, abortion, sex work, and the
use of drugs.

www.accountability.international
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Focus on People
The UNAIDS Gap Report (2014) succinctly underlines the
way that “AIDS does not exist in isolation, nor does it only
relate to health. Treating AIDS as an isolated issue brings
only partial benefits… Some populations do not have
access because they are marginalized, others because
of harmful gender norms, poverty, legal and social
inequalities...
Where HIV services are available, uptake is dependent on
the quality of services as well as the levels of stigma and
discrimination by service providers. In many instances,
marginalized populations face complex life challenges,
risks and obstacles on multiple fronts. But these are
often taboo within a society which collectively looks the
other way”. 1

been neglected until now and what needs to be done
to address the challenges to bring them the required
access. 2
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

The GAP Report identifies 12 groups of people that have
been left behind in the HIV response, why they have

10
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Adolescent girls and young women
Children and pregnant women living with HIV
Displaced persons
Gay men and other men who have sex with men
Migrants
People aged 50 years and older
People living with HIV
People who inject drugs
People with disabilities
Prisoners
Sex workers
Transgender people

Youth
Africa’s commitment to youth development and welfare
was amply manifested in 2006 with the adoption by
African Heads of State and Government of the African
Youth Charter. The charter provides a framework for
developing and implementing more tangible youth
policies and programmes.3
This State of the African Youth Report was prepared as
one of the key documents to inform African leadership at
the 2011 Summit on the status of youth in the continent,
and to facilitate debate on plans for subsequent actions
for further developing the continent’s youth.
Although some progress has been made, the number of
maternal deaths is still high. Evidence shows that for very
young adolescents in low and middle-income countries,
the risk of maternal death and obstetric fistula is twice
as high than women who are older. Young people also
have the highest rates of sexually transmitted infections
(STI’s) as well.4

young people demonstrate that efforts to improve
accountability to young people around prevention and
treatment of HIV, must expand and persist.
Child marriage continues to remain a huge problem
across the continent. Africa accounts for 17% of 700
million women alive currently that were married before
their 18th birthday.8 Child marriage affects girls and
women’s quality of life at social and economic level as
well as their health not being able to fully realise their
sexual and reproductive health rights. Regionally, African
Union members states have agreed to end child marriage
through several policy instruments.

Notes:

Despite the increased needs for SRHR, Youth-friendly
reproductive health services often remain pilot form in
Africa and are always dependent on the support of nongovernmental development partners. These services
have not been consistently scaled up by the public sector,
and there is a dire need for this to be prioritized. 5
There is a huge unmet need for contraception among
young people which is directly related to maternal
mortality. Evidence shows that more than 60% of
adolescents in Sub-Sahara Africa who wish to avoid
unwanted pregnancy, do not have access to modern
contraception. Unsafe abortion contributes significantly
to maternal mortality among young girls, with an
estimated 36,000 women and girls dying each year as a
result of this.6
Knowledge about HIV is still one of the key challenges
among young people in the region. There is a high need in
comprehensive knowledge of HIV. This lack of knowledge
correspondents with low levels of condom use, although
we have to say slowly some progress has been made.
Data shows that young women’s knowledge on HIV has
risen in all African regions.7 This progress is still fragile.
Recent data also shows that in countries like Uganda
and Angola, an increased number of infections among

www.accountability.international
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Women and Girls
The easy answer for why we should focus on women
and girls is because a gap exists between the
opportunities and resources available to men and boys
and those available for women. According to USAID,
“1 in 3 girls around the world will experience genderbased violence in their lifetimes. 1 in 5 girls in the
developing world who enroll in primary school never
finish and 1 in 7 girls in the developing world are forced
into marriage before their 15th birthday.”9
Many countries have fallen behind on delivering on the
Sustainable Development Goals, as they did with the
Millennium Development Goals, despite some successes
in some countries. The Swedish Ministry of Health
identifies “Important causes are the growing population,
continuing high fertility rates, poor sanitation and
hygiene, malnourishment, a lack of gender equality,
violence against women and children, high levels of HIV,
poor capacity in health and medical care, and violence
and conflict.10 Another important cause of ill health
among children and mothers is the difficulty to reach
the most vulnerable population groups. Although young
people make up a large proportion of the population,
their social, economic and political status is low, and they
have limited influence in society.”

12

Women and girls require enabling environments, by
which we mean empowering policy, programming and
implementation, that enables them to have complete
control over their bodies (bodily autonomy). When it
comes to sex, sexuality and reproduction, many gaps
exist in policy, programming and implementation, and
result in women’s and girls’ lack of universal rights, access
to comprehensive and quality SRHR, including who they
love, who they have sex with, whether they become
parents, etc.11
For the period between 2010 and 2015, the fertility
rate in Africa stood at an average of 4.7 children per
woman which is above the replacement fertility rate of
2.5 children per woman. In 2013, 1.5 million new HIV
infections occurred in sub-Saharan Africa.12
Furthermore, UNAIDS estimates that in sub-Saharan
Africa, adolescent girls and young women made up for
one in four of all new HIV infections.13 Lastly, the African
continent continues to have maternal mortality rates
that remain extremely high despite several advances
since the 1990s.14
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Indicator: Maternal mortality ratio

0-70 maternal deaths per 100,000
live births
71-140 maternal deaths per 100,000
live births
141-280 maternal deaths per 100,000
live births
281-560 maternal deaths per 100,000
live births
>561 maternal deaths per 100,000
live births
No data

Source: Munyati, B. (2017). AAI Scorecard on Women and Girls SRHR in Africa. Cape Town: AIDS Accountability International.

Some sample statistics that affect African women
and girls are:
59 percent of Malawian women use any (a) contraceptive
method, as compared to only 61.3 percent of
Ugandan women and 20 percent of Liberian women.15
As in the case of Africa, a majority violence against
women remains high as can be seen from the following
percentage of women that have experience violence:
Burkina Faso (19.8), Cabo Verde (21.5), Cameroon (54.6),
Central African Republic (35.3), Comoros (14.0), Côte
d’Ivoire (35.6), Democratic Republic of the Congo (63.7),
Egypt (47.4), Equatorial Guinea (62.8), Gabon (52.4),
Ghana (36.6), Kenya (38.5), Liberia (44.0), Malawi (28.2),
Mali (38.3), Morocco (35.3), Mozambique (33.4), Nigeria
(27.8), Rwanda (30.7), Rwanda (41.2), Sao Tome and

Principe (33.4), Sierra Leone (55.5), Tunisia (31.7), Uganda
(56.1), United Republic of Tanzania (38.7), Zambia (53.2)
and Zimbabwe (29.9).16
Most countries in Africa have between 41 and 60 percent
of women having at least 4 antenatal care (ANC) visits
(Cameroon (58.1), Comoros (47.6), Côte d’Ivoire (42.8),
Democratic Republic of the Congo (46.3), Egypt (42),
Guinea (45.6), Kenya (48.6), Malawi (54.2), Mauritania
(48.4), Mozambique (52.5), Nigeria (46.8), Sierra Leone
(55.6), Sudan (47.2), Togo (54.9), and Tanzania (56.1).
Lastly, the following countries: Burundi (33.1), Central
African Republic (38.1), Madagascar (35.9), Mali (29.1),
Morocco (29.9), Senegal (39.9), and Uganda (39.7) have
between 20 to 40 percent of women attending at least 4
antenatal care (ANC) during their pregnancy. 17

www.accountability.international
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Migrants, Refugees and Internally
Displaced Populations
Migrants, refugees and internally displaced people all
suffer multiple barriers to accessing their HIV, health
and human rights access. These barriers can be as
simple as not having documentation to support their
accessing a health clinic, to being illegal in a country
and at risk of not only xenophobia but also exploitation
and trafficking.
Lack of access to HIV programming that caters to this group
specifically results in their vulnerability to contracting
HIV, not accessing testing, treatment, care and support,
nor being able to prevent further transmission.

Shockingly, in Europe, only Portugal and the United
Kingdom provide ARV no matter a persons migrant
status. In developing countries, where local populations
cannot access treatment, migrants and refugees have an
even harder time of it.
The Gap Report states that “there are approximately
231.5 million international migrants. Combined with
some 740 million internal migrants, this means that
there are about 1 billion people on the move at any given
time.” 18

Added to this is the complexity posed by language
and continued treatment whilst on the move. Intimate
partners of migrants are also at a higher risk of various
negative HIV and SRHR health outcomes.
Mandatory testing for HIV in some countries adversely
affects migrants as they move across borders, and for
refugees this is also problematic. When people who
are migrating are also HIV positive, gay, poor, have
Tuberculosis, are sex workers etc, their access is severely
restricted and programmes are not designed to reach
them, and their specific needs. Linguistic exclusion
should not be under-estimated.
Availability of antiretroviral therapy among specific population groups in selected countries in Europe

100%
80%
60%
40%
20%
0%

People who
inject drugs

Government

Gay men and other
men who have sex
with Men

Migrants
(generally)

Undocumented
migrants (specifically)

Civil Society

Source: European Centre for Disease Prevention and Control, World Health Organization Regional Office for Europe.
Surveillance report: HIV/AIDS surveillance in Europe 2012. Stockholm: European Centre for Disease Prevention and Control; 2013.
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Prisoners

People Living with HIV
In 2019 there are 36 million people living with HIV, yet
their HIV, health and human rights needs are being
systematically neglected. 19
Many people who are HIV positive still do not have access
to ART despite considerable gains in recent years. This is
because many governments do not provide programmes
which reach the people who require it most. Socioeconomic barriers exclude many from HIV treatment,
but care and support as well.
One of the most significant barriers to people with
HIV seeking and securing healthcare and other basic
rights is the criminalisation of HIV transmission or nondisclosure, or of other aspects of being, such as being
gay, transgender, a drug user or a sex worker.

able to be transparent with their health care workers
which in turn affects health outcomes. This is particularly
obvious when one considers trans diverse people and
the need for trans-specific health care.
Similarly young people living with HIV, who are not able
to access contraceptives and barriers methods nor
ARVs can be at risk of unwanted pregnancies, sexually
transmitted infections and transmitting HIV. Although
Africa has traditionally not been the leader in HIV
criminalisation there has been an insidious creep in
recent years as cases have come before the courts and/
or new legislation is being proposed.

The lack of freedom around bodily autonomy and the
legal constraints on individuals results in them not being
Countries with laws or recorded prosecutions for HIV non-disclosure, exposure or transmission

Laws or recorded prosecutions for HIV

Source: Global Network of People Living with HIV, HIV Justice Network. Advancing HIV justice: A progress report on achievements and challenges in global advocacy against HIV
criminalization. Amsterdam / London: Global Network of People Living with HIV / HIV Justice Network: 2013.

www.accountability.international
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People Living with HIV
The latest data on new infections by region from
UNAIDS 2019 estimates on new infections:
EECA region: up 29% overall, but if you take out Russia
from the analysis, new infections are down 4% in the
region
MENA region: up 10%, if you remove Iran and Sudan, then
new infections are up 33% in the region
Latin America: up 7%. If you remove Brazil, then new
infections are down 5% in the region
Asia Pacific: down 9%, without China and India, the decline
would have been 18%
WCA: down 13%, without Nigeria, the decline would be
23%
ESA: down 28%, without South Africa, the decline would
be less at 21%
ESA countries with the greatest percent increase in
new infections: Angola (6%), South Sudan (35%) and
Madagascar (193%). The countries with the lowest
decreases were Zambia and Tanzania (-13%) and Mauritius
and Mozambique (-7%)

Asia Pacific countries with the greatest percent increase in
new infections: PNG (26%), Afghanistan (49%), Bangladesh
(56%), Pakistan (57%), Philippines (203%)
Latin America countries with the greatest percent increase
in new infections: Uruguay (9%), Costa Rica and Brazil
(21%), Bolivia (22%), Chile (34%)
Caribben countries with the greatest percent increase in
new infections: Belize (7%) and Jamaica (0%)
MENA countries with the greatest percent increase in
new infections: Lebanon and Algeria (29%), Yemen (35%),
Jordan (53%), Egypt (196%)
EECA countries with the greatest percent increase in new
infections: Uzbekistan (32%), Kazakhstan (35%), Bosnia
and Herz (56%), North Macedonia (88%), Montenegro
(129%)
Western and Central Europe countries with the greatest
percent increase in new infections: Iceland (20%),Bulgaria
(73%), Poland (88%), Slovakia (106%), Czechia (129%)

WCA countries with the greatest percent increase in new
infections: Nigeria (5%), Niger (11%), Gambia (20%), Eq
Guinea (30%), Mali (51%)

16
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People Who Inject/Use Drugs
The Gap Report states that “there are an estimated
12.7 million people who inject drugs, and 13% of them
are living with HIV. On average only 90 needles are
available per year per person who injects drugs, while
the need is about 200 per year.” And “that people who
inject drugs are 28 times more likely to have HIV than
the general population.”20

Notes:

In countries where opioid substitution therapy is not
provided we clearly see both higher HIV infection rates
amongst injecting drug users, as well as higher criminal
rates and rates of incarceration of injecting drug users.
Drug users are too frequently cornered not criminalisation
either because the drug they use is illegal, or because of
the lifestyle required to access the drugs. Incarceration,
whether detention or imprisonment places drug users
and HIV positive people are a greater risk of lack of
adherence to both HIV and co-infection medications
(for example tuberculosis). The weak referral systems
in most countries and weak intake systems leave HIV
positive people as a serious health disadvantage.
Fordham, the Executive Director of the International Drug
Policy Consortium recently wrote that “The latest UN’s
World Drug Report estimates that the number of drug
use-related deaths soared to 585,000 in 2017 alone. The
terrible truth is that most of these deaths could have
been prevented if harm reduction and other health
services had been available to those in need.
The death toll from punitive approaches rises dramatically
if extrajudicial killings, other unlawful killings and the use
of the death penalty for drug offenders are added to this
number.” 21
What few are prepared to acknowledge is what
Fordham referred to as the “white mans war on brown
peoples indigenous herbs”, and that this war on drugs
has catalysed more suffering than good. Add to the
criminalisation of drug use, issues of sex work, being
gay, age (young or old) and various other factors and we
see the multiple layers of oppression and inequality that
happen.

www.accountability.international
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People Living with Disabilities
and Disability Identifying People
According to the World Report on Disability, there are
around 785 to 975 million people living with disability,
of which between 2.2% to 3.8% “experience significant
difficulties in functioning” 22

Where environments are not enabling the quality of
life outcomes can differ considerably for people with
disabilities (or disability identifying people) and their
geographic location, nationality, socio-economic status,

Services that people with disabilities need versus what they receive

Services that people with disabilities need versus what they receive
Health services

Welfare services

Counselling

Educational
services

Vocational training

90.5

79.5

64.6

58.1

47.3

23.3

15.2

Namibia

Namibia

Namibia

Namibia

76

52.1

51.2

41.1

40.8

43.4

72.9

Namibia
93.7

92

23.6

27.4
5.2

Zimbabwe

Zimbabwe

Zimbabwe

Zimbabwe

Zimbabwe

83.4

69

52.7

43.9

45

61
5
Malawi
79.3

10.7

Needed

5.6

Malawi

Malawi

Malawi

62.6

51.2

47

35.1

14.3

17.8

Zambia

Zambia

8.4
Zambia

20.3

Malawi

76.7

Zambia

Received
Source: UNAIDS, (2014). The Gap Report. www.unaids.org/en/resources/campaigns/2014gapreport
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8.4
Zambia

legal status, age, religion, caste, ethnicity, gender,
race etc. can all place a significant role in whether the
disability is a significant barrier to accessing HIV, health
and other human rights. Children of sex workers, drug
users, undocumented people and other criminalised
groups can face further exclusions as a result of their
parents criminalisation and thus have less chances of
being enabled with disabilities that can be mitigated with
therapy.
It is common knowledge that people who have mental
disabilities are more likely to be targeted in assault and
abuse, and as such are more vulnerable to violence of this
sort. This and stigma, discrimination ,lack of awareness
and general exclusion all place disability identifying
people at greater risk of getting HIV, and at lower
chances of receiving adequate HIV prevention, testing,
treatment, care and support and health care generally.
These barriers also obviously have similar consequences
of employment, housing, education, social inclusion and
other opportunities.
Disability-identified people or those deemed by others to
be impaired, often experience stigma and discrimination
from able-bodied people, and even each other. This
however is a limited understanding of the advantages
and disadvantages of the diverse ways in which the
human body can exist and function, and Critical Disability
Studies are interrogating the wisdom and accuracy of
such approaches.
Cripping is the word that describes the taking back of the
word “cripple” from being a negative to being a positive
aspect of one’s life. It is complex, and readers should
seek resources online to learn more, but one aspect
is that people who are differently bodied (mentally, or
physically) can actually experience some advantages
over those who are not.

What is however necessary is to understand that people
who are differently abled, if not provided with an
enabling environment can be exposed to a human rights
abuses, and the stigma and discrimination they face can
limit their access to education , healthcare, employment,
housing, and even place them at greater risk of physical,
verbal and sexual abuse and violence.
It is vital for all people to remember that “Individuals with
disabilities and disability identities have the right to exist,
to make our own choices, and to be expected, included,
and welcomed in all societal spheres.
Individuals who are disability identified have ownership
of our own bodies, minds, ideas, thoughts, and feelings.”24
Persons who live with disability have the same sexual
and reproductive health needs as other people. 25
In 2006, the Convention on the Rights of Persons with
Disabilities (CRPD) was adopted. It aims “to promote,
protect and ensure the full and equal enjoyment of all
human rights and fundamental freedoms by all persons
with disabilities, and to promote respect to their inherent
dignity”. 26
Despite the fact that 160 states signed 27 this convention,
and that disability is referenced in many parts of the
SDGs, 28 people with disabilities continue to face multiple
challenges that are limit or deny their access their human
rights.
It is thus important to be aware that disability is not just a
health matter, but rather is it a complex condition which
affects the way people interact and make decisions.29 As
well, it is crucial to be aware that people with disabilities
have the same human rights, and the same needs as all
people.

For example, people with autism “often have exceptional
memories, and can remember information they read
weeks ago. They are also less likely to misremember
something… and often outperform others in auditory
and visual tasks, and also do better on non-verbal tests
of intelligence.”23 Honesty, punctuality, attention to
detail have also been documented as traits that people
with autism have in greater quantities than non-autistic
people.

www.accountability.international

19

LGBTIQGNC + WSW + MSM
In many parts of Africa, people who are lesbian, gay,
bisexual and trans diverse suffer immense stigma and
discrimination. Gender and sexual norms exist which
are strictly controlled by patriarchal societies. Sexuality
is not always openly discussed, and religion and culture
are used as a tool to oppress LGBT Africans.
In some communities, men are allowed to enjoy and
express their sexuality, whereas women are taught that
their sexuality is not to be expressed. These ideas about
sexuality play out in society which is detrimental to both
heterosexual people and people who have same sex
desires.
Fear has been the most potent and convincing weapon
that patriarchal, religious and cultural institutions,
together with states, have used to make people believe
that same sex desires or other identities are “abnormal”
and will threaten the very existence of African humanity.
This has led to extreme stigma, in turn leading to
discrimination to the point where some African states

have sought to strengthen the already existing laws
which criminalize homosexuality.
It is within this climate that LGBTI organisations and
progressive human rights organisations work to
champion the human rights of all sexualities and gender
diversity.
LGBT rights are laid out in many national, regional and
International laws, resolutions and codes which speaks
to equality, non-discrimination, dignity, non-violence and
protection of the law. The United Nations Declaration
of Human Rights (1948) sets out fundamental human
rights to be universal protected, including the following,
and promotes the teaching thereof to expand the
understanding of, respect for realization of these human
rights.
In 2014, the African Commission on Human and Peoples’
rights adopted the landmark Sexual Orientation and
Gender Identity (SOGI) resolution 275 on “protection

Which areas of your life in your country are aﬀected by not having
gender congruent (same gender as presen9ng) iden9ty
documents?
Alimony
Divorce
Gas/hea2ng/electricity
Water accounts
Family planning
Public transport
Bank card/credit card payments
Life/unemployment insurance
Foreign Travel
Jus2ce Courts
Tradi2onal and cultural prac2ces
Police
Educa2on
Health
0
Botswana

0,5
Namibia

1
Swaziland

1,5

2
Zambia

2,5

3

Zimbabwe

Source: Southern African Trans Forum (2016). Southern Africa Trans Diverse Situational Analysis: Accountability to reduce barriers to accessing health-care.
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3,5

against Violence and other Human Rights Violations
against Persons on the basis of their real or imputed
Sexual Orientation or Gender Identity”
The AIDS epidemic has opened up space to discuss
sexuality more openly, particularly heterosexuality and
gradually started to speak about same sex desire of
men who have sex with other men (who may or may not
identify as gay).
This has been discussed from an epidemiological point
only and not really from a human rights or empowering
position. There has been very little discussion and
research done of HIV amongst lesbian women, women
who have sex with other women and transgender and
intersex persons.

of respondents reported it to the authorities and a mere
19% received medical attention. 22% of respondents
reported having experienced attempted or completed
rape by an intimate partner, yet only 14% reported it to
the authorities and only 17% received medical attention.31

Notes:

In addition to the terms LGBTIQ/GNC, it is important to
note that the terms MSM and WSW exist and are useful
for including those people who do not identify as lesbian
or gay, but who still have same-sex sex.
Identifying as gay is not a necessity for same-sex sex, as
there are a large proportion of people who engage in sex
with people of the same sex but do not identify as gay.
Indeed, MSM and WSW have given some indication that
sexuality and sexual acts do not happen according to
your sexual identity however this is still a difficult concept
for a lot of people to understand.
Many people tend to think that MSM is synonymous
with being gay, when in fact it is not. MSM and WSW is
the term which comes the closest to describing sexual
diversity and sexual desire.30
Discrimination and violence against LGBTIQ Africans are
all too common. This violence is mostly influenced by
religious beliefs, cultural norms, and political bias. Trans
identifying people experience an enormous amount of
violence. In the Southern African Trans Forum (SATF)
Situation Analysis from 2016, 53% of respondents
reported experiencing physical violence in the past 12
months because of being trans diverse/ GNC.
Yet only 24% reported it to the authorities, and only 30%
received the necessary medical care. 34% of respondents
reported experiencing sexual violence, including
attempted or completed rape, in the last 12 months; 16%
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Prisoners and people who pass through
places of detention

According to the UNAIDS Gap Report, “30 million
people spend time in prisons or closed settings every
year and 10 million are incarcerated at any given point
in time.” 32
A 2014 study found that nearly half of all black males and
forty percent of white males had been arrested by the
age of 23 years old in the USA.33 In the United Kingdom,
these figures are thirty percent of all men.34
The reality is that almost all people who enter prisons
and other places of detention, whether youth detention
or adult, will be released back into their communities.
Usually within a few months, or at least 3 years. Thus, bad
health outcomes for prisons lead to bad health outcomes
for the broader community and society in general.
Because so many prisons are overcrowded, especially in
Africa, and provide little or no sanitation, bad nutrition
and little to no healthcare, the impact is felt not just by
those imprisoned but by their families and communities
as well. Many international Guidelines exist that instruct
what living conditions are suitable for people who are
placed in prisons:
•
•
•
•
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The International Guidelines on HIV/AIDS and Human
Rights (OCHR and UNAIDS).
WHO Guidelines on HIV Infection and AIDS in Prison.
UNODC Comprehensive Package of HIV Prevention,
Treatment, and Care in Prisons.
UNODC’s Guidelines for HIV and TB Treatment in
Prison Settings in Southern Africa

•

•

•

United Nations Rules for the Treatment of Women
Prisoners and Non-custodial Measures for Women
Offenders (the Bangkok Rules)
Southern African Development Community (SADC)
Standard Minimum Guidelines for the Treatment
and Management of Detainees
The Mandela Rules (which include extensive revisions
and additions to the UN’s Standard Minimum Rules
for the Treatment of Prisoners.)32

A 2014 report by SAFAIDS and Accountability
International found that “In each of the six countries
examined, the basic necessities are lacking for prisoners,
either permanently or intermittently. This lack creates
not only an unhealthy living environment but is a direct
abuse of the prisoners’ human rights.”36 The countries
were Lesotho, Malawi, South Africa, Swaziland, Zambia
and Zimbabwe.
“Each of the six countries requires an overhaul of
the national law as well as the judicial system and
policy to improve the basic necessities of the enabling
environment, but as also as a means to improve disease
control. …
Overall, the six countries remain with exceptionally high
occupancy levels, even though some can be seen to have
attempted to lower them, such as Swaziland and Lesotho.
South Africa and Swaziland have the highest percentage
of people in prison and have done so consistently over
the period analysed.”37
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Sex Workers
Studies have shown that sex workers continue to face
gross human rights violations and abuse due to the
criminal nature of their work. This more commonly
involves unlawful arrests and detention, violence,
extortion as well as societal exclusion. In fact, in one
study38, it found out that ‘… majority of countries
in the world have punitive laws against sex work…
and virtually throughout Africa, this occupation is an
explicit criminal offence.’ 39

grassroot organising, media campaigns, street activism,
and more funding for sex workers have supported and
built the visibility of sex workers.

Notes:

Because of this criminalisation, the impact on HIV and
health access cannot be ignored.40 Historically, sex
workers have borne societal brunt as being ‘carriers’
or reservoirs’ of diseases and generally blamed for HIV
crises. Whereas there are many reasons to engage in
sex work, poverty and unemployment are often largely
cited as a driving force. But even despite this, sex work
is also seen as providing financial independence, and
improves the economic circumstances of sex workers.41
While majority of sex workers are female there is a
sizeable population of male and trans sex workers.42
Apart from societal stigma, male and transgender sex
workers face further on account of homophobia and
transphobia.
Access to justice for most sex workers is often
hampered by police and local authorities. This is
in addition to arbitrary raids, forced HIV and STI
screenings, and with attempts at proposed subsidiary
laws to ban sex work.43
Underlying all this, however, are narratives of resilience
and resistance. Sex work organising in the continent is
organised regionally, with many countries now having
national sex workers movement with Kenya, and South
Africa being the more visible one. Additionally, local

ASS ESS YOURS ELF:

Name and describe three of the most important communities that
require access to SRHR in Africa?

Explain why each of the groups faces challenges to accessing adequate SRHR.
What do these five groups have in common?
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CROSS-CUTTING ISSUES

LEARNING GOALS

Understand the basics of human rights
TIME
30 Minutes
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Be able to understand some basic cross cutting
issues

Human Rights

All human beings are deserving of human rights by
virtue of their being human. It does not matter what
race, sex, nationality, ethnicity, language, sexual
orientation, gender identity, religion, or any other
status, all human beings are said to have inalienable
human rights.
These rights extend to both positive (right to education,
sanitation, health) and negative rights (freedom from
torture, freedom from slavery, freedom from detention
without due process).
In the field of sexual and reproductive health and rights,
basic human rights have been essential in expanding
access to a broader group, and hopefully one day to all
human beings.

We all know that in order for SRHR to be achieved, we
require good governance and part of parcel of good
governance is accountability, transparency, democracy
and freedom of speech.
Among these, accountability has been earmarked as
one of the keys to improving state responsiveness
to developmental needs in Africa and at the heart of
improving development through accountable authorities
is the demand for a “talk, more action” approach from all
stakeholders.44

Notes:

This is not the reality yet, but issues such as sex, gender
identity, sexual orientation, religion remain significant
barriers to quality SRHR services and care in many parts
of the world.
Across Africa, human rights are inconsistently supported.
Political leadership, economic growth or shrinkage,
religious ideals, and many other factors all impact
whether people are able to have their basic human rights
and access to SRHR. Legal, policy and regulatory barriers
also pose a barrier to accessing SRHR, and efforts
continue to work both with the health sector as well as
with education, justice, employment, etc., to improve
equal access.

www.accountability.international
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Gender Inequality

25%

87%

Uganda:

Ghana:

Proportion of de jure
children who have
birth certificates

Pregnant
women had
four or more
antenatal care
visits for the
most recent
live birth

17.2

25%

Tanzania:

Median age of
its first sexual
intercourse for
women aged
25-49 years

Liberia:

Proportion of de jure children
who have birth certificate

60%
Zambia:

Malawi:

Births five years proceeding to
2013 assisted by skilled provider

Total fertility Rate is 2.6 per
women

South Africa:

Source: Demographic Health Survey 2014 – 2015

Gender inequality does not only affect women’s and
girls’ access to SRHR, but to all forms of social spaces,
whether it be education (including comprehensive
sexual education), employment, sanitation, housing,
financial security, land ownerships and every other
aspect of life, including access to clean and safe water,
adequate food and nutrition, and tragically safety and
security of the person. That in 2019 these basic human
rights are not afforded to every woman and every girl
is shocking and unacceptable.
Gender equality and the empowerment of women and
girls is not possible without sexual and reproductive
health and rights. The power difference between men and
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Total fertility Rate is 2.6 per women
women and boys and girls remains the most significant
barrier to a prosperous Africa population. Repeatedly
we have seen “cultural” and “historical” arguments been
used to justify the gender inequality across the continent.
Yet these arguments for the subjugation of females are
usually spurious and based on a distorted understanding
of Africa’s cultural heritage.
The IPPF report “Sexual And Reproductive Health And
Rights - The Key To Gender Equality And Women’s
Empowerment” perfectly captures the needs on SRHR
regarding gender equality:
• “Sexual and reproductive health and rights must be
included in the post 2015 sustainable development
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Source: Shiftproject.org

•

•

•

framework and in governments’ national plans within
gender and health ministries;
Investment in the full range of sexual and
reproductive health and rights services must
be continued and increased and the post-2015
sustainable development financing framework must
prioritize the sexual and reproductive health of
women and girls;
Men and boys must be involved as partners in
programmes on sexual and reproductive health and
rights, gender equality and the empowerment of
women and girls;
Governments must invest in the collection of robust
data. This includes working with UN agencies to

•

increase data collection and disaggregate data by sex
and age and increase examination of links between
sexual and reproductive health and rights and the
empowerment of women and girls;
Domestic laws to protect women and girls from
sexual and gender-based violence in line with
international obligations must be enforced. Sexual
violence must be addressed as part of women’s
political participation, peace building and post
conflict reconstruction.” 45
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Coronavirus Disease (COVID-19)

The Coronavirus disease (COVID-19) pandemic began
in late 2019 and by mid-2020 had killed more than
four hundred thousand people around the globe, with
no signs of slowing down. Typically, experts estimate
global influenza-related respiratory deaths (flu) deaths
at between 290 000 to 650 000 per annum, but with the
emergence of COVID-19, there was quickly a realization
that this new disease required specialized a specialized
response to save as many lives as possible. Many
healthcare systems did not have the required skills,
staff, or equipment to respond effectively to prevent
COVID-19 related deaths.
Coronavirus disease brings with it two substantial impacts
on the work of SRHR activists. The first is the medical or
health impact in terms of mortality and morbidity of
people infected with COVID-19. Morbidity refers to the
long term impact of a disease on a person’s ability to
continue life as it was before becoming ill (their health
and wellbeing), so for example, the ability to continue
working, parently, contribute to the community etc.
The second form of impact is the societal and
governmental responses such as lockdown, social
distancing, closing schools, and slowing economies.
Then, in turn, there are the consequences of these
actions which include (but are not limited to): job loss,
incomplete education, mental health issues, lack of
access to regular health needs and medications and
violence (both state violence and violence by members
of the public).
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The following are just some of the issues to have on our
radar in the field of SRHR specifically:
Lockdown and limited freedom of movement lead to an
increase in the sexual, physical and emotional assault
of babies, children, youths, young women and older
women and the elderly by parents, boyfriends, husbands
and other family members or even neighbours. Being
forced to live in closed quarters with people who are
discriminatory and violent has caused substantial sexual,
mental and physical harm to LGBTIQ people, sex workers,
people living with disabilities, drug users and many other
vulnerable or marginalized people. Workplaces and
schools function as vigilance systems and prevent some
violence from occurring as perpetrators fear being found
out or revealed by workplace colleagues or by teachers.
These places also function as spaces for support and
protection.
Children especially are unable to access helplines due
to restricted access to mobile phones and the internet,
as well as a lack of awareness of such support systems.
Access to antenatal care, childbirth support, postartum
and newborn care (including breast and bottle feeding
support), safe abortion, a broad range of contraceptive
choices, antiretrovirals, hormones for trans people, and
many other healthcare access issues arise with lockdown,
interrupted supply chains, and reduced healthcare
workers for non-essential services.
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The COVID-19 pandemic is exposing many underlying
inequalities in socio-economic systems in Africa, of which
sexual and gender-based violence is a primary one.
Gender discrimination should be considered in every
response to this unprecedented public health crisis.
The pandemic is still in its early stages, which allows
countries the opportunity to address sexual and genderbased violence, empower women, girls, and LGBTIQ
persons, and include them in finding solutions. Agencies
such as UN Women and UNFPA have already developed
guidelines to incorporate gender considerations
into national responses to COVID-19.[10] Primarily,

governments must ensure that services to prevent and
treat SGBV, such as emergency helpline services and
domestic violence shelters, remain available not just to
women and girls who are considered socially acceptable,
but also to other groups who are discriminated against,
for example, women who use drugs, trans-diverse people
who sell sex, and queer people who are homeless. The
LGBTIQ community must be equally included in the
provision of services to combat both SGBV and COVID-19,
and this must be up front and central and not done in an
ad hoc manner.

www.accountability.international
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Access to Safe Abortion
When attempting to understand whether women have
access to safe abortions, we can start by assessing the
legality of abortions. For this indicator, we classify the
legal status into five categories.
These categories include the following:
• Without restrictions, as to reason
socioeconomic reasons

•
•
•
•

To prevent mental health (and all the reasons below)
To preserve physical health (and to save a women’s
life)
To save the life of a woman
Prohibited altogether, or no explicit legal expectation
to save life of a woman.46

and/or

Indicator: Legality of abortions

Without restriction, as to reason and/
or Socioeconomic reasons
To prevent mental health (and all the
reasons below)
To preserve physical health (and to save
a woman’s life)
To save the life of a woman
Prohibited altogether, or no explicit legal
expectation to save life of a woman
No data
Source: Munyati, B. (2017). AAI Scorecard on Women
and Girls SRHR in Africa. Cape Town: AIDS Accountability
International.

Across Africa, only five countries (Cape Verde,
Mozambique, South Africa, Tunisia and Zambia) permit
abortion without restriction, as to reason and/ or
socioeconomic reasons.
In complete contrast, 12 countries in Africa completely
prohibit abortion to the extent of not providing an
explicit legal expectation to save life of a woman. These
countries include Angola, Central African Republic,
Congo, Democratic Republic of the Congo, Egypt, Gabon,
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Guinea-Bissau, Madagascar, Mauritania, São Tomé and
Príncipe and Senegal.47
Furthermore, we can notice from the map that the
number of have higher restrictions towards abortions
are likely to be in central and western Africa.
This include Tanzania, Uganda, Somalia, Ivory Coast, Mali
and Nigeria that only provide an abortion to save the life
of the woman.48
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Indicator: Measures to improve access to safe abortion services

Yes
No
No data

Source: Munyati, B. (2017). AAI Scorecard on Women and Girls SRHR in Africa. Cape Town: AIDS Accountability International.

The indicator shows countries’ attempt to improve access
to safe abortion services. As can be noticed from the map,
the majority of countries that has programmes in place
aimed at improving access to safe abortion services are
likely to be countries that have liberal abortion policies.
This is evident in the case of Tunisia and Zambia.49

This indicator allows us to confirm that the adoption of
policy is not sufficient to ensure that women’s sexual and
reproductive health and rights are realised.
This should be followed by the provision of services/
measures to ensure the successful implementation of
policies.51

Despite countries like South Africa having a liberal policy
towards abortion, there are no measures put in place to
access safe abortions.
Furthermore, it can be noticed that the majority of
countries in East and parts of Northern Africa equally do
not have measures in place to ensure improved access
to abortions services. In the case of West Africa, most of
countries have no data on the availability of services for
abortion services in the country.50

Notes:
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Comprehensive Sexuality Education (CSE)
According to UNFPA, CSE “enables young people
to protect their health, well-being and dignity. And
because these programmes are based on human rights
principles, they advance gender equality and the rights
and empowerment of young people”.52,53
Comprehensive Sexuality Education is more than
about sex, and sexuality; it is about young people being
enabled to learn about their bodies, learn and exercise
their right to choose whether to engage in sexual activity
(from kissing to intercourse), and when is the best time
for them as individuals to commence with sexual activity,
and with whom and how. CSE teaches not just the
biology of the body but the skills to protect, decide for
oneself, and stand by whatever principles and decisions
the adolescent chooses.

been this form of education available to children and
adolescents, and rightly so, as they require information
to make healthy and happy choices for themselves.
Good CSE must include information on sexual violence,
sexual orientation and gender identity, gender inequality,
options on contraception access to abortion and other
topics that some might find awkward, but which kids will
learn about anyway, either in a supportive environment
with facts (CSE) or in a hidden and secretive way with
loads of misinformation (friends, internet etc.)
Not having CSE allows for people who predate on children
(paedophiles) to thrive because it makes children more
vulnerable to sexual violence if they don’t know what is
right and what is wrong.

All content is age appropriate, so what a 6-year-old
should learn would differ from what a 17-year-old should
learn.
CSE has been occurring for decades, both within school
systems, with godmothers and fathers, from parents and
grandparents, and from other community leaders and
family members. The idea is not new, there has always
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Poverty
Poverty can be defined as the complete lack of
resources or insufficient resources that a person
needs such as money, food, clothing, housing, and so
on. However, this definition fails to acknowledge that
poverty is multidimensional.
This means that poverty is related to different aspects of
people’s lives and that besides having a low income, or
no income at all, poverty also refers to:
Barriers to accessing education;

•
•
•
•
•
•

Vulnerability to ill-health and lack of adequate and
quality health care;
Greater potential exposure to all forms of violence
from both state and non-state actors;
Experiences of discrimination and stigmatization;
Social exclusion, including exclusion from family;
Mistreatment by state institutions;
Lacking status under the law; and
Barriers to expressing one’s individual choices and
identities, such as sexual orientation and gender
identity.54
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Global Distribution of the Extreme Poor by Region and Country, 2015.
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Poverty(cont)
Previous research studies analyzing the relationship
between health outcomes and poverty, showed that poor
people are denied access to adequate information and
health services, which always results in having the worse
health outcomes. Not having money creates barriers
to access, and in this vicious cycle, “poverty breeds illhealth, and ill-health keeps poor people poor”.55

Notes:

Various public and private systems are highly
heteronormative and patriarchal. Understanding
poverty beyond material possessions and money, sheds
light on various forms of exclusion, ill-being, and multiple
restrictions or denials on people’s capacity and freedom
to express themselves or to access services.
There is a mutual reinforcing relationship between
sexual and reproductive rights and the right to health, as
well as rights to housing, food and employment. Limited
or denied access to any of these rights, pushes people
closer to poverty, and in fact, the “lack of sexual rights in
itself constitutes poverty”.56
The lack of access to basic needs caused by poverty
causes around 18 million deaths annually.57 According
to the World Poverty Clock (an assessment tool which
monitors the progress against the 2030 Agenda for
Sustainable Development) there are 587,319,418 people
living in extreme poverty. Even though SDG 1 speaks to
“Ending Extreme Poverty,” poverty remains an enormous
problem globally.
The data on the African continent shows that countries
are either unable to reach the SDGs’ target to escape
poverty by 2030 at the current poverty rate (e.g. in Mali,
Angola, Kenya), or shockingly that the poverty is rising
across African states (e.g. in Chad, Nigeria, Zambia, South
Africa).58
Likewise, alarming regional highlights from 2018 show
that the largest populations, with an estimate of 560
million people affected by poverty in many ways at the
same time (i.e. insufficient income, lack to education,
limited access to healthcare, etc.), live in Sub-Saharan
Africa.59

34

Accountability International / Accountability on African SRHR Instruments

Environmental Health
With regards to environmental health there are many
factors that contribute to reduced health outcomes
and impinge on people basic human rights.
Some of include issues that fall under the scope of an
urban environment, such as adequate, safe transport,
that also encourages physical mobility as a form of
exercise for improved health outcomes. Slums, with
inadequate foundations, dangerous structures, flooding
and stagnant water pooling as well as risk of collapse all
cause housing to be an environmental cause for concern.

Closely related is the need for proper water and sanitation
in homes, offices, schools, hospitals and other places
where humans are. Air, water, noise and light pollution
are all challenges in the fight for a healthy environment
for all. Sadly, those with the least financial resources are
least able to access a healthy environment as they are
only able to live in poor settlements where infrastructure
is un or under-developed.61
In addition to these issues there is a need to ensure
that within workplaces, schools and homes, that toxins,
poisons and harmful chemicals
are no longer de rigeur and
that when necessary that they
properly managed and along
with hazardous waste products.
This includes pesticides used in
agriculture.62

Source: Sustainable Cities Health at the Heart of Urban Development, WHO, 2018.
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Economic Development
Economic development and sexual and reproductive
health and rights are very tightly linked to each other.
Access to contraceptives has been one of the most
acknowledged triggers in women being able to joint he
working force and play a part in developing economies.
IPPF states that “For example, Nigeria would gain the
equivalent of US$13.9bn per year if young women had
the same employment rates as men.” This would be
US$28 trilllion on a global scale according to McKinsey
research.64

Data shows that women invest 90 per cent of their
income back into their families, whilst men only invest 30
to 40 percent66, so investing in women’s education and
employment is an excellent way to alleviate poverty.

Being able to choose if, when and how many children to
have and space them in a manner that is suitable to her,
allows women to not only complete their own education,
work and have an independent income, but also allows
them to ensure that their bodies and that of their infants

According to research by Stenberg et al, “evidence also
tells us that children who lose their mother are more
likely to die before the age of 2 than those who don’t, and
if they do survive, they are more likely to be socially and
economically disadvantaged for the rest of their lives.” 67

and children all have the nutritional, water, educational
and other health needs that they require. Parents who
have fewer children have higher income levels and are
better able to support their immediate family and their
community, thereby contributing to ending poverty.65

If we meet the
need for modern
contraception and
provide all pregnant
women and newborns
with quality care, we
can reduce maternal
deaths by 73% and
newborn deaths by 80%.

Evidence shows
that girls and
women reinvest
more of their
earned income
in their families
than men.

Fully closing the
gender gap in
workplaces would
add up to $28
trillion in annual
GDP by 2025.

Every additional year
of school for a girl
increases her future
earnings by 10-20%

Growing evidence
shows that
corporations led
by women are
more focused on
sustainability.
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Increasing access
to resources and
closing the gender
gap in agriculture
could life 100-150
people out of
hunger.

Peace and Security
During times of conflict, sexual violence is one of the
most used weapons of war.
“Rape committed during war is often intended to
terrorize the population, break up families, destroy
communities, and, in some instances, change the
ethnic make-up of the next generation. Sometimes
it is also used to deliberately infect women with HIV
or render women from the targeted community
incapable of bearing children. Even after conflict
has ended, the impacts of sexual violence persist,
including unwanted pregnancies, sexually transmitted
infections and stigmatization. Widespread sexual
violence itself may continue or even increase in the
aftermath of conflict, as a consequence of insecurity
and impunity. And meeting the needs of survivors –
including medical care, HIV treatment, psychological
support, economic assistance and legal redress –
requires resources that most post-conflict countries
do not have.” 68

is seen as a failure to hold the ground on WPS, against
a conservative Trump led USA, Putin-led Russia and Xi
Jinping’s China.

Notes:

Statistics show the sheer enormity of the problem:
•

•

•
•
•

In Rwanda, between 100,000 and 250,000 women
were raped during the three months of genocide in
1994.
UN agencies estimate that more than 60,000 women
were raped during the civil war in Sierra Leone (19912002),
more than 40,000 in Liberia (1989-2003),
up to 60,000 in the former Yugoslavia (1992-1995),
and at least 200,000 in the Democratic Republic of
the Congo since 1998.69

At the Security Council level the existing Women, Peace
and Security international policy framework is composed
of the following: 1325 (2000), 1820 (2008), 1888 (2009),
1889 (2009), 1960 (2010), 2106 (2013), 2122 (2013), 2242
(2015), and most recently 2467 (2019).
These all speak to the need to increase the involvement
of survivors in the prevention and resolution of conflicts,
in the development of pre, during and post conflict
solutions to rape and sexual violence, and the need to
place the issue higher on the agenda and consider it as
a war crime and not as collateral damage of war and
conflict. The latest one sadly lost the use of the language
of sexual and reproductive health and rights and as such

www.accountability.international
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Intersectionalities
The term “intersectionality” was coined by Kimberlé
Crenshaw in 1989 and plays a crucial role on shedding
light on explaining various ways in which inequalities,
discrimination and oppression occur. In doing so, it
sheds lights on the interconnected nature of social
categorizations70 such as race, class and gender, and the
structural drivers that have been (usually consciously)
created to create the barriers to full autonomy and
human rights realization.
This is based on Crenshaw’s intersectionality theory
which takes into account the fact that people have
multiple identities, which co-exist and shape one’s
unique experiences (e.g.: of discrimination) such as
race, disability, sexual orientation, gender identity, and
nationality. Crenshaw takes care to explain that it is the
invisibilising of marginalized people’s needs by society
that is problematic, and not the people themselves. The
focus on intersectionalities is not on the traits of the
people themselves but how discrimination, exclusion

DISCRIMINATORY

and invisibilisation have been institutionalized by
society to limit equality. Intersectionalities is a means to
understand the fact that it is vital to create an enabling
environment that allows all people equal access and that
the goal is not to attempt to make all people the same.
Social and structural factors such as gender-based
inequalities, racial discrimination, discriminatory cultural
norms and expectations, forced economic dependence
on a partner, and so on have a negative impact on girls
and women’s sexual and reproductive health and rights.71
The ability of marginalized populations to access their
sexual and reproductive health and rights is usually
influenced by the interplay between these social
categorizations (i.e.: race, class) and other social,
political, economic and/or legal aspects (i.e.: abortion is
criminalized).

DISABLISM

XENOPHOBIA

JUSTICE SYSTEM

UNEQUAL
DISTRIBUTION
OF RESOURCES

SHORTAGE OF
ACCOUNTABILITY

RACISM
NO POLITICAL
REPRESENTATION

HOMOPHOBIA

STIGMA AND
DISCRIMINATION

LESPHOBIA

TRANSPHOBIA

VIOLENCE
CRIMINALISATION

MISOGYNY

CULTURAL
AND
RELIGIOUS
NORMS

LACK OF
POLITICAL
INCLUSION

LACK OF
EVIDENCE

LACK OF EQUAL
ECONOMIC
OPPORTUNITY

SHORTAGE OF
ACCOUNTABILITY

GENDER
INEQUALITY

ALCOHOL
ABUSE

IMPLICIT
BIAS
Source: Accountability International (Tucker)
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Note s

ASS ESS YOURS ELF:

Name four issues that affect many of the people not accessing
SRHR.
Which of these issues is the most important for you?
What do we mean by intersectionalities?

www.accountability.international
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ACCOUNTABILITY LITERACY

LEARNING GOALS

Understand what accountability is
TIME
60 Minutes

40

Be able to explain the various types of
accountability

Recognise what mechanisms can be used to get
accountability
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What is Accountability?
Accountability is a general principle that refers to
the relationship between the government and the
governed in a democracy.
Accountability is a governance principle that is
fundamental to representative democracy, i.e. where
politicians are elected into government to take
collectively binding decisions on behalf of citizens. It is
a fundamental principle because it gives meaning to the
notion of ‘limited government’. We elect government to
take binding decisions, but it is not allowed to take any
kind of decisions in whatever way it chooses because the
constitution restricts the scope of its power as well as
defines the process for taking legitimate decisions.
But there is also a more political approach to accountability,
which is when government is held accountable for not
following and realizing the political program on which
it was elected. Since we elect government by choosing
between parties on the basis of how they promise to
improve our society – and we pay them taxes to do so –
we have a right to hold them accountable for corruption
of those resources and/or for spending them differently.
This is the approach to accountability that is most
relevant to Accountability International since, as we say,
we identify gaps between commitment and performance
and hold them accountable to poor performance.

The origins of accountability
The notion of accountability stems from the argument
that Government power is legitimate only if it is limited
and conditional. The terms of those limitations and
conditions will be detailed in a ‘social contract’ between
the ‘sovereign’ and the ‘subjects’. If Government abuses
the powers given to it by the ‘contract’ it should be held
accountable and sanctioned.
The notion of accountability is thus not unique to
democracy. Dictators and even a king, for example in
Swaziland, can have stakeholders and constituents
whose demands and expectations need to be reflected
in political decisions or the rulers will be sanctioned in
one way or another. But here we focus this discussion on
countries that are more or less democratic.

72

•

Firstly, in a democracy each citizen is party to the
‘contract’ with the government, however powerless
that person may be in real terms. This means that
also the poor and marginalized have a right to
demand accountability from their Government.

•

Secondly, democracy introduces an additional
set of restrictions on Government power in the
form of a Bill of Rights that apply to all citizens.
For the most part, these rights specify what the
government must not do, i.e. violate citizens’ civil
and political rights. Newer constitutions also specify
what the Government must do (under certain
conditions) in order to realize a better life for the
poor by acting on a set of the socio-economic rights.

•

The third component that is unique to discussions
on accountability in the context of democratic
governance, is that a government is elected to
represent the people from competing parties on the
basis of a programme or a manifesto on how they
will use their power if they get elected. If a party is
elected to realize political programme A but instead
puts all resources towards realizing programme B,
the government can be held accountable even if it
has broken no formal constitutional rules or violated
no rights. Demands for accountability can have
not only a legal or constitutional basis, but also be
based on the fact that government has not fulfilled
stated commitments that were, at least in part, the
reasons for a particular party being entrusted with
government power in the first place.

Notes:

Accountability in democratic governance
Democracy adds three central components to the
discussion.
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Types of Accountability
Accountability is a complex concept with many
variations that apply differently to different political
contexts. In this section we will expand on the theory
somewhat by introducing distinctions between
different types of accountability.

Vertical accountability
The notion of ‘vertical accountability’ refers to the
political basis for accountability that was referred to
above. It captures a power that is held by citizens in
order to counter the powers held by government. It is
a power that citizens can and should use when they are
dissatisfied with government’s performance in realizing
the political programme for which it was elected into
office. It is the bottom-up version of accountability.
The most common way of using this power is for
citizens to vote for another party in the next election,
or to not vote at all, so as to force the incumbent party
out of government. This power is not necessarily only
expressed through the actual ballot on the day of

elections. Through regular opinion polls, Government
is often aware of trends in public opinion and can spot
an opinion that seems to grow strong enough in the
electorate to potentially punish it in the next election.
With such information Government can shift its policy
according to public opinion. In other words, government
improves its performance so as to avoid an anticipated
sanction. Such political shifts represent accountability
in action, even if there is no defining moment or public
event that will define it as such.
But there are other ways of affecting this form of
accountability. In some of countries where Members of
Parliament are directly elected by local constituencies,
a constituency can withdraw its mandate if a sufficient
majority finds that the MP has not been a good
representative of local demands. Another form would
be when, as is possible in only a few political systems, a
minority of voters demand a binding referendum on a
particular question.

GOVERNMENT

Free & Fair elections
Access to internet
Mobile phone usage
Political freedom
Access to information
Freedom to petition & march
Freedom to associate & organise
Multi-party democracy
Independant news & media
Political engagement

THE PEOPLE (NOT ONLY CITIZENS)
Source: Accountability International (Tucker)
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Horizontal accountability
If vertical accountability is a power-relation between
Government and the people, horizontal accountability
is a power-relation between different institutions and
organs of the State.
This form of accountability is largely irrelevant in relation
to a Government’s failure to implement a particular
political programme; it rather refers to the legal and
constitutional basis for accountability that was discussed
above.

the Courts can intervene only in grave cases of abuse of
power, and then only if asked to do so. It is important
to note though that all democratic systems have some
amount of horizontal accountability, even if it is relatively
weak.
The notion of horizontal accountability applies also to
other state institutions; the Office of the Ombudsman is
one example.

A more familiar reference to this power-relation is
the notion of ‘checks and balances’; the ways in which
the powers of the Executive, Legislative and Judicial
institutions are set up so as to ensure good governance
and avoid the domination of one over the others.
Some democracies are structured on this principle, but
most other democracies are not; it is more common
that Government dominate over Parliament and that

CHECKS & BALANCES HORIZONTAL ACCOUNTABILITY
Parliament or the legislature
has the power to make and
change laws.

Judiciary or legal courts: the
power to enforce and
interpret laws

Executive government: has
the power and obligation to
enforce laws and deliver on
laws.

The executive government, the judiciary and
parliment exist solely to serve the public and
ensure that all quality public services are
provided to all people in a country.

www.accountability.international
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Types of Accountability(cont)
Top-down accountability
Although vertical and horizontal accountability have
very different institutional designs, they both share the
fundamental purpose of enforcing limits on Government
power.

When Government holds its bureaucracy to account one
can argue that it does so as a representative of citizens.
But individual or groups of citizens can also demand
accountability for power abuse by bureaucracies through
the Office of the Ombudsman.

But the notion of accountability in the context of political
governance is not only a critical principle for controlling
Government; it is also an essential governance principle
in order for Government to ensure that its policies and
programmes are implemented according to its political
directives.
In other words, a lack of accountability in the response to
AIDS may not only be reflected in the inability by citizens
or Parliament to put sufficient pressure on Government
to perform well, but also in the inability of Government to
prevent corruption and inefficiencies by the Government
Ministries, agencies, companies and civil society
organizations that play some role in the implementation
of the response. This form of governance dysfunction
often undermines responses to AIDS.

Government uses data, reporting, standardisation, line management, deadlines and
budgets to ensure its policies and decisions are implemented by government ministries and departments according to its will.
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Getting Accountability: Who and How?
The notion ‘accountability jurisdiction’ refers back to
the image of a ‘contract’ between the sovereign and
the subjects. It identifies the actors that legitimately
can demand accountability and in what circumstances
this can be done. For instance, the Judiciary cannot
claim accountability through the ballot box, and
neither can non-citizens since they do not have the
vote. And an aggrieved citizen cannot directly demand
accountability for having her civil rights trampled on;
the courts must do it for her.

Civil Society organisations

Citizens

By this same means additional stakeholders can play a
role
• National civil society organizations;
• Regional and global civil society organizations and
networks;
• Global agencies (UN or Bretton Woods);
• Other states, through inter-state collaborations (such
as the EU or AU).

Each citizen, however ‘powerless’, is part of contract and
has some power to hold their government accountable.
The Bill of Rights usually forms the central core of this
contract. The contract is based not only on formal
rules but also on the content of a political programme/
manifesto. This contract covers not just Negative rights/
Freedoms from (civil & political rights but also Positive
rights/Rights to (socio-economic rights).
Although, it is best for citizens themselves to ensure
accountability from their own governments and leaders, it
has to be acknowledged that bottom-up or citizen-based
power is often lacking due to a lack of provision of basic
socio-economic rights and thus others have to act on
behalf of these citizens. The argument is therefore that all
concerned stakeholders in the global community should
claim the right to legitimately demand accountability on
behalf of disempowered citizens: Accountability to the
poor is replaced by what may be, for the time being, the
second-best solution – accountability for protecting the
interests of the poor.
Thus, it becomes less about the stakeholder’s legal status
and citizenship and more about who is best able to
ensure an effective campaign that ensures accountable
leadership implements the desired outcome.
All too often this results in national governments rejecting
the claims of non-citizens for better leadership; however,
it is currently internationally recognised as a means to
contest political leadership when it does not deliver
on its promises and obligations. Thus, we can state
that accountability jurisdiction has become politically
contested and that global accountability activism is
based on a human rights and equality argument not on
legal constitutionalism.

Civil society organizations too do not hold rights as
individuals do, and they cannot vote. It would be part of
a ‘political mapping’ analysis to determine whether the
constitution in a particular country allows for civil society
to make presentations to Parliament and whether CSOs
organizations can act as legal entities in relation to the
judicial system. If CSOs have few legal/constitutional
means for demanding accountability they can of course
still act politically.

Globalization
The disrespect for national boundaries as barriers for
legitimate activism is seen as a progressive undoing of
an unequal and unfair world-system of state power that
keeps some countries poor and/or shields corrupt and
oppressive Governments from accountability for abusing
power against its citizens. The concept of “Glocal” plays
an important role in that what happens in one country
can trigger the same issue in another, and that what
happens at the local level is a global issue.
Global accountability activism insists on and tries to
formulate global standards against which to assess
government performance and use of power.

Notes:
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Getting Accountability: Who and How?
Human Rights
Similar to the discussion on jurisdiction, global
human rights activism is based on the argument
that governments and other can and should be held
accountable for delivering basic socioeconomic rights. In
other words, the global norm is that Government should
not only avoid abusing civil or political rights, but actively
ensure the realization of a better life for the poor.
The fact that there is no legal/constitutional basis for
making such demands in most countries is to some extent
countered by any international treaties and declarations
that Governments may have signed onto. The fact that
most of those commitments have no legal/constitutional
standing in the respective countries only highlights the
rationale for and importance of global activism.

Loss of political support.
Electoral
Government gets voted out of office. This is the most
direct democratic sanction. It can refer to whole
Governments or to individual Members of Parliament in
systems where MPs are elected on a constituency basis.
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Critical public opinion
A considerable loss of support for Government as
expressed in surveys in-between elections. Governments
cannot govern effectively on an issue if its policy runs
counter to a strong and critical public opinion, at least
not in political systems that are somewhat competitive.
Government would be inclined to shifting its policy so as
not to be sanction with electoral loss in the next election.
Peer review mechanism
This works as a means to ensuring leaders are held
accountable by their peers such as other ministers of
health.

Constitutional obstruction
Legislative criticism
When Parliament refuses to pass Bills that will give effect
to Government policy. In all democracies, Parliament has
some role in scrutinizing the Executive, but such regular
scrutiny should not be understood as ‘sanctioning’ in this
context. Sanctions can take two main forms. They can
be ‘constitutional’ in the sense that Parliament refuses
to pass a proposed Bill unless it is revised according to

Accountability International / Accountability on African SRHR Instruments

Parliament’s wishes. Or sanctions can be ‘political’ in
that the relevant Parliamentary Committee, in addition
to its ordinary scrutiny of a Bill, demands that the
relevant Minister or other high official appear before
the Committee to answer a number of critical questions.
Both types of sanction can be very costly for Government
politically.

Performance monitoring
But it is of course globalised civil society that is making
the most of political shaming as a sanction for poor
Government performance, especially with the use of
Internet. Various forms of scorecards and indices are
effective in communicating poor performance both in
relation to certain absolute targets and relative to the
performance by other like states.

Judicial orders
When a High Court directs Government to alter either
the content of policy or the process with which it is being
developed and/or implemented due to a conflict with
legal/constitutional provisions.

Political campaigning.
Media criticism
When investigative journalism exposes poor performance
and/or when Government is taken to task on the editorial
pages of major newspapers and other news media. This
sanction is, in and of itself, unlikely to cause a change
in policy or to improve Government performance, but it
may mobilize sufficient political pressure to trigger other
sanctions.

Civil activism
This involves actions and campaigns by civil society
organizations that expose poor performance by
Government. As in the case of media, most civil activism
will not directly affect policy or performance, but their
political cost to Government increase with the support
and exposure they get. With sufficient pressure they may
cause a loss of political support or trigger constitutional
obstructions.
Naming and shaming
The other novelty is the use of ‘political shaming’ at
the regional/international level as a sanction for poor
performance. This form of sanction is not used exclusively
by civil society, but it features also in international politics
between states, for example the peer-review process
within the African Union.
We should note that while the sanction may appear
muted in the final report of any inter-state peer-review
process, the political shaming may nevertheless have
been considerable throughout the process of discussing
preliminary findings and negotiating the text of the final
report.
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The Accountability Process
Increasing accountability

Transparency

In order for accountability to become a constructive
governance principle in the response to health needs
it cannot be reduced to a simplistic ‘blame game’
between government and stakeholders. Accountability
International explains accountability as a governance
‘mechanism’ in three steps, as depicted in below.
1. Transparency
The dialogue on accountability cannot
start unless all stakeholders have access
to accurate, comprehensive, up-to-date
and methodologically sound data on
the status of health provision in their
countries, as well as what policy, programming and
implementation is being done.
2. Dialogue
The meaningful involvement of civil
society and government, supported
by regional and continental structures
and funding partners, is vital in order
to analyse the data and determine
whether performance is on-track to achieve relevant
commitments, goals and targets.
3. Action
The accountability process does not
stop at transparency and dialogue but
are steps which in turn need to inform
decisions taken by leaders as to which
actions need to be taken to improve
the health response. These actions again need to be
monitored and transparent bringing us full circle.

Action

73
Figure 1. Three-step process of accountability - Source: Accountability International.

International development agencies, funding partners,
civil society organisations, government staff, private
enterprise and private individuals, both citizens and noncitizens, all have a role and responsibility to ensure that
the health needs of all people are realised in all areas of
the continent and understanding how accountability can
be used is fundamental to our success and sustainability
in the area of work.

We can note from this discussion of the role of
accountability in the health response in Africa that
various components make up a fully accountable system,
and that all stakeholders have a role to play. It begins
before the promise, before the commitment by ensuring
that the correct commitments made, that it is signed, and
ratified and that elected leaders then ensure that policy,
programming and implementation follow.
Thereafter transparency, dialogue and action are all
necessary to ensure the on-going monitoring and
evaluation of existing programmes and that new
commitments and policies are correctly rolled out.
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Dialogue
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Note s

ASS ESS YOURS ELF:

Write a definition of accountability.
What three types of accountability exist according to classical
governance theory?
Name three mechanisms that can be used to get accountability
from a government.
www.accountability.international
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OUR COMMITMENTS

LEARNING GOALS

Understand what kinds of commitments exist
TIME
45 Minutes

50

Be able to identify weaknesses and strengths of
commitments
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What’s in a Commitment?
Fundamental to the discussion on accountability as a
tool for improved health in Africa is the need for a “less
talk, more action” approach from all stakeholders.
As demonstrated by the list below, over 22 various
commitments on Sexual and Reproductive Health
and Rights (SRHR) exist in a plethora of declarations,
charters, and conventions. Albeit these political
commitments play a vital role in determining the
forward movement of the health movement, the
sheer number of them, in addition to the fact that few
governments are held accountable to these promises,
results only in these commitments becoming toothless
and useless as tools for improving governance.
How these commitments become ineffectual and
impotent is a slow and complex issue but suffice to say
here that leaders who makes promises and receive kudos
for doing so but never roll out policy, programming and
implementation, and never monitor or evaluate these
programmes and re-adjust for maximum benefit are
indeed solely political animals seeking re-election and
status and not civil servants in the true sense of the word.
As an example of the extensive commitments made
and the increasing speed and frequency in which they
are made, the list below includes all African government
commitments on SRHR since 1979 but does not include
national nor regional commitments. Although it is
accurate to say that not all 55 countries have signed all
of these commitments, and that fewer yet have ratified
them, it would point to a pre-occupation with making
promises, from all stakeholders.
1. 1948 Universal Declaration on Human Rights
2. 1966 International Covenant on Civil and Political
Rights (ICCPR) and International Covenant on
Economic, Social and Cultural Rights (ICESCR)
3. 1979 The Convention on the Elimination of All
Forms of Discrimination against Women (CEDAW),
UN General Assembly
4. 1981 The African Charter on Human and Peoples’
Rights (Banjul Charter)
5. 1990 African Charter on the Rights and Welfare of
the Child (ACRWC or Children’s Charter)
6. 1990 Convention on the Rights of the Child
7. 1993 The World Conference on Human Rights
(Vienna)
8. 1993 Declaration on the Elimination of Violence
against Women (DEVAW)

9. 1994 International Conference on Population and
Development (ICPD)
10. 1995 Beijing Declaration and Platform for Action,
Fifth World Conference on Women
11. 1997 SADC Declaration on Gender & Development
12. 2000 Millennium Development Goals
13. 2000 United Nations Security Council Resolution
(UNSCR) 1325
14. 2000 Constitutive Act of the African Union
15. 2001 Abuja Declaration on HIV/AIDS, TB and other
related infectious diseases
16. 2001 UNGASS: Declaration of Commitment on HIV/
AIDS. United Nations General Assembly Special
Session
17. 2003 Maseru Declaration on HIV and AIDS/ Maputo
Declaration on Gender Mainstreaming/ Maputo
Declaration on HIV/AIDS, TB, Malaria
18. 2003 The Protocol Relating to the Peace and
Security Council (PSC) of the African Union
(especially around violence)
19. 2004-2005 Protocol to the African Charter on
Human and People’s Rights on the Rights of Women
in Africa (Maputo Women Protocol)
20. 2004 Solemn Declaration on Gender Equality in
Africa (SDGEA)
21. 2005 Continental Policy on Sexual and Reproductive
Health and Rights, (Maputo Plan of Action related)
22. 2006 Maputo Plan of Action, Plan of Action on
Sexual and Reproductive Health and Rights 20072010 (renewed till 2015)
23. 2007 High Level Meeting on Sexual and
Reproductive Health Policies in Africa (Barcelona)
24. 2007 Africa Health Strategy: 2007 - 2015
25. 2008 Addis Ababa Declaration
26. 2008 Southern African Development Community
Gender and Development (SADC–GAD)
27. 2008/2009 Campaign on Accelerated reduction of
Maternal Mortality in Africa (CARMMA/MPOA)
28. 2009 African Union Gender Policy
29. African Women’s Decade 2010 – 2020
30. 2010 UN Secretary-General’s Global Strategy for
Women’s and Children’s Health, (New York) General
Assembly meeting
31. 2012 ACHPR General Comment No. 1 (Article 14)
32. 2013 Agenda 2063
33. 2014 ACHPR General Comment No. 2 (Article 14)
34. 2014 ACHPR Resolution 275: Protection against
Violence and other Human Rights Violations against
Persons on the basis of their real or imputed Sexual
Orientation or Gender Identity
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35.
36.
37.
38.
39.

2015 Sustainable Development Goals (SDGs)
2016 Revised Maputo Plan of Action 2016-2020
2017 Joint General Comment ACHPR & ACERWC on
2018 AU Gender Strategy
Various Regional Economic Communities (REC)
commitments
40. Various national commitments
Indeed, it is not just governments but bi and multi-lateral
organisations, civil society organisations, as well as
funding partners that have invested significant financial

and human resources in developing these commitments.
The procedure of each is a long one and requires time,
political buy-in, lobbying, and much, much more to arrive
at a final document for country representatives to sign.
The question is whether anything happens at country
level once the commitment is signed. Usually ratification
is the next step, thereby making the commitment a part
of national legislation, however as we will see next there
are subtleties between signing, ratifying and acceding to
these commitments.

What Kind of Commitment?
Usually when a government representative signs a
commitment great media exposure and support for
the leader follows. What is seldom revealed is whether
the country and the representative have done one of
the following:

Simple signature
This means that the commitment is not immediately
understood to be a part of the country’s national
legislation and that it still has to be ratified. The simple
signature has historically been used to ensure that
government staff did not overstep their powers of
authority and often offers good media and political
exposure with none of the real implications of having to
implement the law once back home. Usually the content
of the commitment will go before the national parliament
for approval before it has any meaning. Simple signature
only shows the good faith of the country to refrain from
defeating the objective of the commitment but does
not oblige them to actively pursue the objective of the
commitment.

this possibility. A definitive signature has the power of
both a simple signature and ratification all at the same
time, and thus does not require the commitment to be
tabled at the national parliament. Few commitments
offer this type of signing yet, however there is a move
towards this globally.

Signing with reservation
This is when a country simple signs a commitment but
specifies which precise sections it will not include in its
own commitment. Controversial issues such as territory
boundaries, financial and time commitments, as well as
moral and religious issues are usually the subject of most
reservations.

Accession
Very few commitments allow for acceding. Acceding
is based on the understanding that if a state does not
express tacit disagreement within a certain period of time
after a commitment comes into effect, it is automatically
understood to have simply signed the commitment.

Ratification
This is the process whereby the national government
gets the approval of the national parliamentarians
for a commitment it has signed, effectually making it
national law, and thus a more effective and implemented
commitment. The state is not bound by the content until
such time as it is ratified at home.

Notes:

Definitive signature
This form of signing a commitment is becoming
increasingly popular but still very few commitments offer
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The Problem with Commitments

Over the years, Accountability International has used
quantitative and qualitative approaches to measure
the performance of these various stakeholders against
their promises and in so doing has developed an
expertise in determining how commitments, if they
are going to be made, can be improved.

haemorrhage, and pregnancy-related sepsis which
together kill more than half of all mothers. Another
instance is the tendency to ignoring HIV and STI treatment
(10% of South Africans receive correct medication for
STIs and the linkages between HIV and STIs is obvious)
because it’s just not as “interesting” a topic.

These are some of our recommendations in designing
commitments.

Many commitments do not include a
quantitative element

Many commitments are not sufficiently
future forward
By this we mean that they are not liberal and ambitious
enough in the long term.
For example, the progress on lesbian, gay, bisexual and
transgender (LGBT) rights in Africa is moving rapidly;
given that this movement is galvanizing, will the details
of commitments being made now with regard to LGBT
demands be outdated in five years? Commitments
can also often get carried away with current and/or
controversial issues and not reflect what is really easily
yet desperately important to a country to improve. For
example: focusing on abortion, dry sex or other less
statistically significant but more headline catching areas
of work often outweighs subjects like hypertension,

Asking leaders to commit to a reduction in maternal
mortality is easy and any reduction can be viewed as
being successful. On the other hand, asking leaders to
commit to reducing maternal mortality by two thirds
(2/3) is a measurable commitment and progress can be
determined using statistics.

Commitments do not have time-bound deadlines
Similarly, to above, commitments are easy to avoid
fulfilling and not pressing on the agenda of leaders if
no deadline is promised. Including a deadline improves
performance and assists in holding leaders accountable.

Commitments do not mention quality
It is all very well to commit to and achieve putting all girls
through primary education but if the standards are so
low that they complete with only alphabetization and not
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The Problem with Commitments(cont)
numerical literacy we have achieved nothing except the
lowering of standards for all. Commitments need to have
quality and standards as part-and-parcel of the deal.

Commitments have no teeth without the money
to back them up
Many commitments have been made on SRHR and
without money to ensure all players get involved they
become toothless instruments. Funding is required
by governments in order to roll out commitments. It is
also needed by civil society in order to engage with the
new commitment and understand how to use it as an
advocacy and accountability tool.
Other instruments such as regional and continental
bodies (for example the Southern African Development
Community (SADC) and the African Union Commission
(AUC)) also require resources to ensure adherence to the
commitment through capacity building, advocacy and
campaigning.

Commitments can allow leaders (politicians as
well as funding partners and civil society) to look
good yet do nothing
They are seen to be doing something and given
recognition for achieving development when in fact it is
just smoke and mirrors but no real action at clinic level is
required. We need to ensure that this does not happen
and that signing a commitment does not replace real
action steps to rolling out development. Defined goals,
and active watchdogs (funding partners, civil society and
media) help to avoid this happening.

Commitments can be a vacuum for limited
resources
As they draw on financial as well as human resources
in government, civil society and funding partners and
development agencies, new commitments can indeed
have adverse effects and take time and efforts away
from implementing what has already been committed to
in another declaration.

process of having commitments. It is better to have one
good promise and see it achieved than five unachieved
undermining the power that a true commitment is meant
to have. Holding leaders accountable to their promises is
easier if all promises are valid, important and enforced.

Conditions under which governments sign
commitments need to be ideal
Sometimes due to pressure, governments sign on to a
commitment but do so “with reservations” (specifying
that certain paragraphs or sections do not apply to their
governments or country’s commitment). This results in
a disempowered commitment and the lost ground is
impossible to catch up, and usually in important areas
of work such as human rights and LGBT for example.
Countries should be encouraged to sign but not forced
to do so if it will be with reservations.

Commitments can be misinterpreted
As occurred in Namibia, a promise to roll out family
planning to all women can be understood to mean that
all women living with HIV should be sterilized if proper
guidelines and training at not in place at all levels
throughout the bureaucratic system.
Language needs to be clear and careful. Writers
need to be wary of how conservative governments,
funders, religious and faith-based groups, civil society
organizations etc. will interpret the wording and possibly
implement it.

We need to be sure that what we are asking for
really is the best thing to do!
For example, re-entry of girls into schools post giving birth
is not a well-understood area. Do we truly understand
what is best yet? Has sufficient research been done?
Have we fully and thoroughly investigated what is being
done in other regions of the world, and do we thus know
without doubt what we want governments to implement
or will we regret our recommendations in time to come?

Having commitments with no teeth undermines
all other commitment

Government needs to be included into the
drawing up of the recommendations early in the
process

If a commitment is left unfulfilled and unattained, they
become toothless, and this has a knock-on effect for
other commitments. Every commitment that is made
and then ignored and not attained undermines the entire

In many countries government still sits with more
knowledge of what is really happening on the ground
and what can be realistically rolled out than any other
group, including civil society and funding partners. They
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need to be consulted and their political buy-in secured
from the early stages of the design of the commitment,
if not the start.

The impact and roll out of some commitments
cannot be tracked, and progress cannot be
ascertained
This renders them useless tools for development may
render such commitments as more of burden than a
blessing. Using hard data is the best way to objectively
track progress and being aware of what data is already
available at country, provincial and municipal level is vital
to designing a commitment.

Using existing data indicators is vital

Thereafter, several years of data collection and analysis
need to happen before a trend can be spotted which
tells us how much progress or regress is being made and
accountability can be introduced.

Ensuring that the commitment covers budget
allocation and expenditure and tracking is also
important
Lack of budget is one of the most frequent (and it would
seem logically justifiable) reasons for non-delivery
(by both government and civil society). The roles of
implementing partners in the commitment should be
clearly spelled out to reflect that government must do
their job Civil society needs to understand that it is the
responsibility of an accountable government to provide
services whether it is health or education or housing,
and that when civil society becomes a service provider
and does governments work for them we undermine the
long term accountability mechanisms at play.
Civil society may need to step in during emergencies
and provide support but should always be holding
government accountable for what they need to be doing
as part of their job. This means that civil society needs
to know whether they are requesting a paragraph in a
commitment to secure their future funding and jobs or
whether it really and honestly is applicable!

We need to treat our elected bureaucrats as they
civil servants they are

Introducing a new indicator into a national demographic
health survey can take up to ten years before it is
included, and the corresponding methodology is robust.

Too many players (especially civil society) shows too
much reverence for African government leaders and do
not understand or engage with the very basic idea that
these leaders are elected by the populace and need to
serve our needs and not their own politics, careers, or
financial agendas. Their salaries are paid by the people
and “when the people will lead, the leaders will follow”.

ASS ESS YOURS ELF:

What are the five ways that a commitment can be signed onto?
What limitations do commitments have?

Identify four pitfalls to avoid if you are planning on making a
new commitment.
www.accountability.international
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GLOBAL COMMITMENTS

LEARNING GOALS
TIME
45 Minutes

56

Be able to identify the four most relevant
global commitments on SRHR

Be able to explain why these four commitments
are relevant to African SRHR work
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Sustainable Development Goals
Geographical Relevance

Relevant Communites

Global

GREENLAND
(DENMARK)

SVALBARD
(NORWAY)

ALASKA (USA)

ICELAND

CANADA

RUSSIA

SWEDEN

FAROE
ISLANDS

FINLAND

NORWAY

ESTONIA
LATVIA
LITHUANIA

DENMARK

UNITED
KINGDOM

IRELAND

BELGIUM

BELARUS

POLAND

NETHERLANDS

GERMANY
SLOVAKIA

FRANCE

LIECHTENSTEIN

AUSTRIA

MOLDOVA

BOSNIA
AND
HERZEGOVINA

SERBIA

AZORES
(PORTUGAL)

GEORGIA

MACEDONIA

ITALY

ARMENIA

ALBANIA

AFGHANISTAN

IRAN

IRAQ

LEBANON

TUNISIA

MOROCCO

GUATEMALA

REPUBLIC

MAURITANIA

PUERTO
RICO (USA)

SAINT KITTS AND NEVIS

CAPE
VERDE

MONSERRAT
GUADELOUPE
DOMINICA

HONDURAS

MARTINIQUE

EL SALVADOR

SAINT VICENT

NICARAGUA

GUINEA-BISSAU
TRINIDAD AND TOBAGO

COSTA RICA

VENEZUELA

PANAMA

MALI

LIBYA

GUINEA

SIERRA LEONE

TOGO
BENIN

NIGERIA

CENTRAL
AFRICAN
REPUBLIC

ERITREA

GABON
CONGO

OMAN

MYANMAR
(BURMA)

w/ disabilities

TAIWAN

GUAM

VIETNAM

ADAM
AND NICOBAR
ISLANDS (INDIA)

PHILIPPINES

SRI
LANKA

SOMALIA

MALAYSIA

RWANDA

INDONESIA

BURUNDI
SEYCHELLES

PAPUA
NEW
GUINEA
SOLOMON
ISLANDS

COMOROS

ZAMBIA

BOLIVIA

MALAWI

ZIMBAWE

NAMIBIA

MAYOTTE
(FRANCE)

VANUATU

MOZAMBIQUE

FIJI

MADAGASCAR

AUSTRALIA

SWAZILAND

SOUTH
AFRICA

LESOTHO

Women

√

Girls

√

Youth

NEW CALEDONIA
(FRANCE)

ARGENTINA

FRENCH SOUTHERN AND ANTARTIC LANDS (FRANCE)

FALKLAND
ISLANDS (UK)
SOUTH
GEORGIA (UK)

√

MAURITUS
REUNION
(FRANCE)

BOTSWANA

URUGUAY

Persons living

LAOS

THAILAND

YEMEN

TANZANIA

ANGOLA

CHILE

√
JAPAN

BANGLADESH

INDIA

UNITED
ARAB
EMIRATES

CAMBODIA

UGANDA
KENYA

DEMOCRATIC
REPUBLIC
OF THE CONGO

CABINDA
(ANGOLA)

PARAGUAY

Sex Workers

NEPAL

QATAR

ETHIOPIA

SOUT SUDAN

EQUATORIAL
GUINEA
SAO
TOME

BRAZIL

SAUDI
ARABIA

SUDAN

BIOKO (EQUATORIAL
GUINEA)

ECUADOR

PERU

CHAD

CAMEROON

FRENCH
GUIANA

KASHMIR

DJIBOUTI

SURINAME

COLOMBIA

√

BHUTAN

EGYPT

BURKINA
FASO

CÔTE GHANA
LIBERIA D’IVOIRE

GUYANA

NIGER

SENEGAL
THE GAMBIA

BARBADOS

LGBT

PAKISTAN
KUWAIT

ALGERIA
WESTERN
SHARAH

HAITI DOMINICAN
JAMAICA

√

ISRAEL
JORDAN

CANARY ISLANDS
(PORTUGAL)
THE BAHAMAS

CUBA
BELIZE

SOUTH
KOREA

CHINA

TURKMENISTAN

SYRIA

CYPRUS

MADEIRA ISLANDS
(PORTUGAL)

AZERBAIJAN

TURKEY

GREECE
MALTA

MEXICO

NORTH
KOREA

UZBEKISTAN
BULGARIA

MONTENEGRO

SPAIN

People in Prisons

ROMANIA

CROATIA

PORTUGAL

MONGOLIA

HUNGARY

SWITZERLAND
SLOVENIA

UNITED STATES OF AMERICA

KAZKAHSTAN

UKRAINE

CZECH
REPUBLIC

LUXEMBOURG

√

NEW
ZELAND

HEARD ISLAND
(AUSTRALIA)

Background
The Millennium Development Goals (MDGs) were the
output of a meeting in 2000 where 189 heads of states
adopted a declaration in which a need of collective
responsibility was expressed to work towards “a more
peaceful, prosperous and just world”. As the MDG came
to an end in 2015 the Sustainable development goals
were being developed as a framework that forms part
of the post 2015 agenda. As the MDGs were planned to
conclude in 2015, the Sustainable Development Goals
(SDGs) were developed under the aegis of the Rio+20
Conference outcomes, in June 2012, as a framework
for the post 2015 development agenda.74
The SDGs were to be an “inclusive and transparent
intergovernmental process open to all stakeholders, with
a view to developing global sustainable development
goals to be agreed by the General Assembly.”75 And so, in
order to ensure inclusivity, an inter-governmental Open
Working Group (OWG), consisting of 70 countries, was
created to develop the SDGs for endorsement by the UN
General Assembly. 17 SDGs were submitted to the 68th
General Assembly Session in September 2013.76

2015 development agenda.77 The HLP identified a range
of topics and policy gaps relevant to research in Africa.78
In particular, it was noted that for Africa to best leverage
the demographic dividend, its post-2015 Development
Agenda should make sustainable development a core
priority; it was also stressed that there needed to be
concerted investments made in youth, children and
women, in education and universal access to affordable
quality healthcare.79

Notes:

Building on the work of the Task Team, a High-level Panel
of Eminent Persons (HLP) was convened and submitted a
report to the Secretary General that forms part of the post
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Sustainable Development Goals(cont)
Reviewing the Millennium Development Goals
The African Union’s report on how the continent square up to meeting its MDG commitments by the 2015
deadline noted:
• Poverty was falling, albeit slowly, but with a real risk of reversals from shocks – particularly disasters and
persistent conflict which were obstructing the path to food security; Africa’s productivity, as measured by
output per person employed, was on the rise, while the continent’s growth has been relatively strong but not
rapid or inclusive enough to create adequate decent employment opportunities.
• High primary enrolment rates were boosting youth literacy, while there were improvements in girls’ enrolment
and achieving gender parity – and yet, improving primary education completion rates remained a challenge;
• There were uneven gains in the share of women in wage employment in the non-agricultural sector – yet
• Africa was leading the way in women’s representation in national parliaments;
• There was impressive progress in reducing child mortality – but challenges abounded in maternal health
despite tremendous progress;
• There was a downward trend in incidences of HIV/AIDS, malaria and tuberculosis, while access to safe drinking
water and sanitation was improving slowly, but progress remains skewed towards urban areas;
• There was notable progress in technology indicators, and Africa’s progress on environmental targets exceeded
global performance – and North Africa maintained the lowest slum prevalence among developing regions; and
• There was a worrying wide gap between trade and official development assistance commitments and delivery,
while debt sustainability was a growing concern. (African Union, 2015).

Main objective
The SDG’s were to be an “inclusive and transparent
intergovernmental process open to all stakeholders, with
a view to developing global sustainable development
goals to be agreed by the General Assembly”,80,81

Goals 3, 5 and 10 are most usually associated with SRHR,
but because SRHR cannot be separated from the real
lived experiences of people, we include a brief version of
all 17 goals here too.82

Source: http://www.mfwa.org/funding-opportunity-and-awards-on-sdgs-reporting-in-ghana-best-story-gets-ghc-10000/
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Goal 3: Good Health and Wellbeing

GOOD HEALTH
AND WELL-BEING 3.1 By 2030, reduce the global Maternal Mortality Ratio to less than 70 per 100,000
live births.

3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical
diseases and combat hepatitis and other communicable diseases.
3.7 By 2030, ensure universal access to SRH care services, including for family
planning, information and education, and integration of reproductive health
into national strategies and programmes.
3.8 By 2030, Achieve universal health coverage, including financial risk protection,
access to quality essential health-care services and access to safe, effective,
quality and affordable essential medicines and vaccines for all.
Goal 5: Gender Equality

GENDER
EQUALITY

5.1 By 2030, End all forms of discrimination against all women and girls everywhere
5.2 By 2030, Eliminate all forms of violence against all women and girls in the
public and private spheres, including trafficking and sexual and other types
of exploitation
5.3 By 2030, Eliminate all harmful practices, such as child, early and forced
marriage and female genital mutilation
5.6 By 2030, Ensure universal accesses to sexual and reproductive health and
reproductive rights as agreed in accordance with the Programme of Action of
the International Conference on Population and Development and the Beijing
Platform for Action and the outcome documents of their review conferences.

REDUCED
INEQUALITIES

Goal 10: Reduced Inequalities
10.2 By 2030, Empower and promote the social, economic and political inclusion
of all, irrespective of age, sex, disability, race, ethnicity, origin, religion or
economic or other status.
10.3 By 2030, Ensure equal opportunity and reduce inequalities of outcome,
including; by eliminating discriminatory laws, policies and practices and
promoting appropriate legislation, policies and action in this regard.

Source: Womens scorecard

Relevance to SRHR
For Africa, the post Development Agenda should also
reflect Africa’s priorities and development programmes
and should also place “sustainable development at

the core” Some of the priority areas included: need for
investment in children, Youth and women; investments
in education and health; and need to provide universal
access to affordable and quality healthcare.
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ICPD +25
Geographical Relevance

Relevant Communites

Global

GREENLAND
(DENMARK)

SVALBARD
(NORWAY)

ALASKA (USA)

ICELAND

CANADA

RUSSIA

SWEDEN

FAROE
ISLANDS

FINLAND

NORWAY

ESTONIA
LATVIA
LITHUANIA

DENMARK

UNITED
KINGDOM

IRELAND

BELGIUM

BELARUS

POLAND

NETHERLANDS

GERMANY
SLOVAKIA

FRANCE

LIECHTENSTEIN

AUSTRIA

MOLDOVA

BOSNIA
AND
HERZEGOVINA

SERBIA

AZORES
(PORTUGAL)

GEORGIA

MACEDONIA

ITALY

ARMENIA

ALBANIA

AFGHANISTAN

IRAN

IRAQ

LEBANON

TUNISIA

MOROCCO

GUATEMALA

REPUBLIC

MAURITANIA

PUERTO
RICO (USA)

SAINT KITTS AND NEVIS

CAPE
VERDE

MONSERRAT
GUADELOUPE
DOMINICA

HONDURAS

MARTINIQUE

EL SALVADOR

SAINT VICENT

NICARAGUA

GUINEA-BISSAU
TRINIDAD AND TOBAGO

COSTA RICA

VENEZUELA

PANAMA

MALI

LIBYA

GUINEA

SIERRA LEONE

TOGO
BENIN

NIGERIA

CENTRAL
AFRICAN
REPUBLIC

ERITREA

GABON
CONGO

OMAN

MYANMAR
(BURMA)

w/ disabilities

TAIWAN

GUAM

VIETNAM

ADAM
AND NICOBAR
ISLANDS (INDIA)

PHILIPPINES

SRI
LANKA

SOMALIA

MALAYSIA

RWANDA

INDONESIA

BURUNDI
SEYCHELLES

PAPUA
NEW
GUINEA
SOLOMON
ISLANDS

COMOROS

ZAMBIA

BOLIVIA

MALAWI

ZIMBAWE

NAMIBIA

MAYOTTE
(FRANCE)

VANUATU

MOZAMBIQUE

FIJI

MADAGASCAR

AUSTRALIA

SWAZILAND

SOUTH
AFRICA

LESOTHO

FRENCH SOUTHERN AND ANTARTIC LANDS (FRANCE)

FALKLAND
ISLANDS (UK)

NEW
ZELAND

√

Girls

√

Youth

HEARD ISLAND
(AUSTRALIA)

Background
In 1994, the United Nations convened the International
Conference on Population and Development (ICPD) was
held in Cairo, Egypt, and “consider[ed] the broad issues of
and interrelationships between population, sustained
economic growth and sustainable development,
and advances in the education, economic status and
empowerment of women” (UNFPA, 1994) and was
“explicitly given a broader mandate on development
issues than previous population conferences, reflecting
the growing awareness that population, poverty,
patterns of production and consumption and the
environment are so closely interconnected that none
of them can be considered in isolation”(United Nation,
2014).
Delegations from 179 States made a more concrete
Programme of Action (PoA) for the next 20 years which
addresses a wide range of population and development
themes until 2014 and beyond.
The ICPD’s Plan of Action (PoA) for the following 20
years and beyond 2014 focused on the family, internal
and international migration; prevention and control of
HIV/AIDS; technology, research and development; and
partnership with the non-governmental sector. The PoA
provided estimated of the levels of national resources

60

Women

NEW CALEDONIA
(FRANCE)

ARGENTINA

SOUTH
GEORGIA (UK)

√

MAURITUS
REUNION
(FRANCE)

BOTSWANA

URUGUAY

Persons living

LAOS

THAILAND

YEMEN

TANZANIA

ANGOLA

CHILE

√
JAPAN

BANGLADESH

INDIA

UNITED
ARAB
EMIRATES

CAMBODIA

UGANDA
KENYA

DEMOCRATIC
REPUBLIC
OF THE CONGO

CABINDA
(ANGOLA)

PARAGUAY

Sex Workers

NEPAL

QATAR

ETHIOPIA

SOUT SUDAN

EQUATORIAL
GUINEA
SAO
TOME

BRAZIL

SAUDI
ARABIA

SUDAN

BIOKO (EQUATORIAL
GUINEA)

ECUADOR

PERU

CHAD

CAMEROON

FRENCH
GUIANA

KASHMIR

DJIBOUTI

SURINAME

COLOMBIA

√

BHUTAN

EGYPT

BURKINA
FASO

CÔTE GHANA
LIBERIA D’IVOIRE

GUYANA

NIGER

SENEGAL
THE GAMBIA

BARBADOS

LGBT

PAKISTAN
KUWAIT

ALGERIA
WESTERN
SHARAH

HAITI DOMINICAN
JAMAICA

√

ISRAEL
JORDAN

CANARY ISLANDS
(PORTUGAL)
THE BAHAMAS

CUBA
BELIZE

SOUTH
KOREA

CHINA

TURKMENISTAN

SYRIA

CYPRUS

MADEIRA ISLANDS
(PORTUGAL)

AZERBAIJAN

TURKEY

GREECE
MALTA

MEXICO

NORTH
KOREA

UZBEKISTAN
BULGARIA

MONTENEGRO

SPAIN

People in Prisons

ROMANIA

CROATIA

PORTUGAL
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SWITZERLAND
SLOVENIA

UNITED STATES OF AMERICA

KAZKAHSTAN

UKRAINE

CZECH
REPUBLIC

LUXEMBOURG

√

and international assistance required and calls on
governments to make those resources available. Since
then, several African countries have made significant
progress on the implementation of the ICPD PoA. This
has been done through the creation of related policies
in population, health, environment and development
in Africa (ECA, 2009). Despite this progress there still
remains several challenges on the African continent.83
In 2012, the Global Youth Forum Conference was held
in Bali, Indonesia as a review and follow up to the
implementation of the ICPD beyond 2014.
This conference on Youth highlighted the importance of
Youth development through their ability to “stay healthy,
have access to comprehensive education; their existence
in families; access Youth rights and wellbeing; including
their sexuality; transition to decent work; and leadership
and meaningful participation.”
The outcome of this conference, the ‘Bali Global Youth
Forum Declaration,’ provided recommendations from
youth with an emphasis on the ensuring accountability,
transparency and implementation with particular focus
on marginalised groups including SOGIE, drug users,
refugees and sex workers.84
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In 2013, the African Regional Conference on Population
and Development was held in Addis Ababa, Ethiopia to
review progress made and adopt a common position
on the implementation of ICPD Beyond 2014. It was at
the conference that African leaders further reaffirmed
their commitment to address issues of population and
development generally and in particular those of young
people.
This desire was highlighted by the conference theme
which was: “Harnessing the Demographic Dividend: The
Future we want for Africa” resulting in the endorsement
and adoption of “Addis Ababa Declaration on Population
and Development in Africa Beyond 2014”.85

report said that deep investments were required in
education and reproductive health, to enable young
women to delay childbearing, and acquire the training
that would prepare them for productive work in the
shifting economic environment.88

Notes:

In 2014, the UN released its ICDP Beyond 2014 Global
Review Report which warned that despite the fact that
the number of people living in extreme poverty in
developing countries had fallen dramatically from 47%
in 1990 to 22% in 2010, growing inequalities between the
bottom billion living in the 50-60 of the world’s poorest
countries and the rest of the world would undo the
significant gains in health and longevity made over the
past two decades.86 The report highlights the fact that
development gains from the past 20 years cannot be
sustained unless governments tackle the inequalities
that hurt the poorest and most marginalised. The report
argued that to sustain these gains, governments must
pass and enforce laws to protect the poorest and most
marginalised, including adolescent girls and women
affected by violence as well as rural populations.87
The report marked clear progress on the ICDP PoA:
fewer women were dying in pregnancy and childbirth;
skilled birth attendance had increased by 15% worldwide
since 1990; more women had access to education, work
and political participation; more children were going to
school, and fewer adolescent girls were having babies.
Population growth has also slowed partly as a result of
the new approach, which emphasized individual decisionmaking in population trends. And yet, the report warned
that life expectancies continue to be unacceptably low,
with 800 women a day still dying in childbirth and 222
million women without access to contraception and
family planning. Adolescent girls in particular were at
risk in the poorest communities. While more girls were
finishing primary school, they were facing challenges
in accessing and completing secondary education. The
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ICPD +25(cont)
The UN Population Fund’s latest Annual Report states
that for East and Southern Africa, “Young people make
up the largest and fastest-growing share of the region’s
population. How governments in the region invest in
their health, education and capabilities in the years
ahead will determine whether the region will reap a
demographic dividend. Investments in the human capital
of region’s young people and women entails expanding
access to sexual and reproductive health services,
including contraception and HIV prevention. About one
in four women wants to prevent a pregnancy but is not
using a modern method of family planning. Nearly half
of all new HIV infections worldwide occur in the region.
An estimated 640 adolescent girls and young women are
infected with HIV every day. A further challenge for the
region is the high rate of gender-based violence. About
one in two women has experienced physical or sexual
violence.” (UNPF 2016).
Its assessment for the rest of Sub-Saharan Africa was
that: “A woman in West and Central Africa is 120 times
more likely to die from pregnancy-related complications
than a woman in a developed country. In the region, one
woman in six uses modern contraception, contributing
to an average fertility rate of more than five children per
woman. High fertility rates are buoyed in part by high
rates of child marriage and adolescent pregnancy, which
in turn increase the economic and social vulnerability of
girls and undermine investments in their education and
prevent them from realizing their full potential.
The region has the world’s highest child marriage rates,
with an average of two of five girls married before age
18. About 6 per cent of girls give birth before age 15.
Low rates of educational attainment affect future job
prospects. Jobs for young people are scarce, and the
World Bank estimates that over the next 10 years, only
one in four young people in the region will secure paid
employment.” (UNPF 2016).
Today, the implementation of the ICPD Beyond 2014
remains critical in attaining the demographic dividends
for all African countries. It is for this reason that member
states to the African Union through related policies such
as the Common Africa Position on the Post 2015 and
the African Agenda 2063 have echoed the importance
of integrating demographic dimensions into all
development programs (UNFPA, 2015).
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Main objective
“The objective is to raise the quality of life for all people
through appropriate population and development
policies and programmes aimed at achieving poverty
eradication, sustained economic growth in the context
of sustainable development and sustainable patterns
of consumption and production, human resource
development and the guarantee of all human rights,
including the right to development as a universal and
inalienable right and an integral part of fundamental
human rights.. Particular attention is to be given to
the socio-economic improvement of poor women in
developed and developing countries. As women are
generally the poorest of the poor and at the same time
key actors in the development process, eliminating
social, cultural, political and economic discrimination
against women is a prerequisite of eradicating
poverty, promoting sustained economic growth in the
context of sustainable development, ensuring quality
family planning and reproductive health services, and
achieving balance between population and available
resources and sustainable patterns of consumption
and production.”

Relevance to SRHR
Since then, several African countries have made significant
progress; fewer women were dying in pregnancy and
childbirth; skilled birth attendance had increased by
15 % worldwide since 1990; more women had access
to education, work and political participation; more
children were going to school, and fewer adolescent girls
were having babies. Population growth has also slowed
partly as a result of the new approach, which emphasized
individual decision-making in population trends.
But also, more needs to be done the UNFPA report 2016
stated: “Investments in the human capital of region’s
young people and women entails expanding access
to sexual and reproductive health services, including
contraception and HIV prevention. The sub-Saharan
African region has the world’s highest child marriage
rates, and about 6 % of girls give birth before age 15.” 89
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Global Strategy on Women, Children
and Adolescents Health (WHO)
Geographical Relevance

Relevant Communites

Global

GREENLAND
(DENMARK)

SVALBARD
(NORWAY)

ALASKA (USA)

ICELAND

CANADA

RUSSIA

SWEDEN

FAROE
ISLANDS

FINLAND

NORWAY

ESTONIA
LATVIA
LITHUANIA

DENMARK

UNITED
KINGDOM

IRELAND

BELGIUM
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AND
HERZEGOVINA

SERBIA
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VENEZUELA

PANAMA

KUWAIT

LIBYA

MALI

NIGER

GUINEA

SIERRA LEONE

BENIN

NIGERIA
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ERITREA
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REPUBLIC
OF THE CONGO
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(BURMA)
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TAIWAN

GUAM
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ISLANDS (INDIA)
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SRI
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RWANDA
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TANZANIA

PAPUA
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GUINEA
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ISLANDS
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ANGOLA

ZAMBIA

BOLIVIA

MALAWI

ZIMBAWE

NAMIBIA

MAYOTTE
(FRANCE)

VANUATU

MOZAMBIQUE

FIJI

MADAGASCAR

AUSTRALIA

SWAZILAND

SOUTH
AFRICA

Women

LESOTHO

√

Girls

√

Youth

NEW CALEDONIA
(FRANCE)

ARGENTINA

FRENCH SOUTHERN AND ANTARTIC LANDS (FRANCE)

FALKLAND
ISLANDS (UK)
SOUTH
GEORGIA (UK)

√

MAURITUS
REUNION
(FRANCE)

BOTSWANA

URUGUAY

Persons living

LAOS

THAILAND

YEMEN

BURUNDI

CABINDA
(ANGOLA)

CHILE

x
JAPAN

BANGLADESH

OMAN

CAMBODIA

UGANDA
KENYA

EQUATORIAL
GUINEA
SAO
TOME

PARAGUAY

Sex Workers

NEPAL

INDIA

UNITED
ARAB
EMIRATES

ETHIOPIA

SOUT SUDAN

BIOKO (EQUATORIAL
GUINEA)

BRAZIL

PERU

KASHMIR

QATAR

DJIBOUTI

TOGO

SURINAME

COLOMBIA
ECUADOR

SAUDI
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SUDAN

BURKINA
FASO
CÔTE GHANA

LIBERIA D’IVOIRE

GUYANA

x

BHUTAN

EGYPT

CHAD

SENEGAL
THE GAMBIA

BARBADOS

TRINIDAD AND TOBAGO

COSTA RICA

LGBT

PAKISTAN

JORDAN

GUATEMALA

x

ISRAEL

ALGERIA
WESTERN
SHARAH

THE BAHAMAS

CUBA

SOUTH
KOREA

CHINA

TURKMENISTAN

TURKEY

TUNISIA

MADEIRA ISLANDS
(PORTUGAL)
CANARY ISLANDS
(PORTUGAL)

MEXICO

NORTH
KOREA

UZBEKISTAN
BULGARIA

MONTENEGRO

PORTUGAL

People in Prisons

ROMANIA

CROATIA

AZORES
(PORTUGAL)

MONGOLIA

HUNGARY

SWITZERLAND
SLOVENIA

UNITED STATES OF AMERICA

KAZKAHSTAN

UKRAINE

CZECH
REPUBLIC

LUXEMBOURG

FRANCE

x

NEW
ZELAND

HEARD ISLAND
(AUSTRALIA)

Background

THE GLOBAL
STRATEGY
FOR WOMEN’S,
CHILDREN’S AND
ADOLESCENTS’
HEALTH
(2016-2030)

The previous Global Strategy managed to get many
political leaders on board with financially committing
to health for every woman and every child, and
the broad-based stakeholder engagement that the
strategy brought yielded good results in improving the
good quality health services and education, sanitation,
water and clean air, and good nutrition. Many do
still not have even these basic needs met. In order to
ensure the achievement of the SDGs and accelerate
the achievement of equal access to quality health, a
new strategy was put in place in 2016.

Main objective
The strategy describes the objectives as:
“Survive: end preventable deaths by; reducing global
maternal mortality; new born mortality; under-five
mortality; end epidemics of HIV, tuberculosis, Malaria,
neglected tropical diseases and other communicable
diseases and reducing by one third premature mortality
from non-communicable diseases and promoting mental
health and well-being.

Source: The Global Strategy For Women’s, Childrens, and Adolescents’s Health
(2016-2030) UNWOMEN, Every Woman Every Child, Geneva, 2015

Thrive: Ensure health and well-being by ending all forms
of malnutrition and addressing the nutritional needs of
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Global Strategy on Women, Children and
Adolescents Health (WHO)(cont)
children, adolescent girls, and pregnant and lactating
women; ensuring universal access to sexual and
reproductive health-care services and rights; ensuring
that all girls and boys have access to good-quality early
childhood development; reducing pollution-related
deaths and illnesses; achieving universal health coverage.
Transform: expand enabling environment by: eradicating
extreme poverty; ensuring that all girls and boys
complete free, equitable and good-quality primary and
secondary education; eliminating all harmful practices
and all discrimination and violence against women and
girls; achieving universal and equitable access to safe
and affordable drinking water; enhancing scientific
research; providing legal identity for all; enhancing the
global partnership for sustainable development.” 90

8. Research and innovation
9. Accountability for results, resources and rights. 91

Relevance to SRHR
Health systems strengthening brings collateral benefits.
Employment opportunities in health and social care can
drive broader socioeconomic development, improve
gender equality and lead to youth empowerment. A
higher quality health care worker will meet the needs of
more women. Commodities are an integral part of strong
and resilient health systems, if women have access to
contraceptives, they will be able to plan their families
according to their needs. Accountability ensures that
decision makers have the information required to meet
the health needs and realize the rights of all women,
children and adolescents and to place them at the heart
of related efforts.

The Strategy has 9 Action Areas:
1.
2.
3.
4.
5.
6.
7.

64

Country leadership
Financing for health
Health system resilience
Individual potential
Community engagement
Multisector action
Humanitarian and fragile settings
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Beijing +25
Geographical Relevance

Relevant Communites

Global

GREENLAND
(DENMARK)
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UNITED STATES OF AMERICA
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x
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HEARD ISLAND
(AUSTRALIA)

Background

SUMMARY REPORT

THE BEIJING DECLARATION
AND PLATFORM FOR ACTION
TURNS 20

More than twenty years ago, in 1995, at the Fourth
World Conference on Women a vision for a more
equal world was set out in the Beijing Declaration and
Platform for Action. Back then, women’s rights activists
highlighted the need for gender equality, and informed
the world of the human rights that were systematically
being denied to women globally. These activists
highlighted the need for law and policy to change so
that women and girls would be treated equally, have
better access to rights and to do so they demanded
that both formal and informal institutions needed to
change dramatically.92

Main objective
The main objective of the 1995 The Beijing Declaration
and Platform for Action was:

Source: UNWOMEN The United Nations, Fourth World Conference on Women,
Beijing, China - September 1995 Action for Equality, Development and Peace.

“The Platform for Action is an agenda for women’s
empowerment. It aims at accelerating the implementation
of the Nairobi Forward-looking Strategies for the
Advancement of Women and at removing all the
obstacles to women’s active participation in all spheres
of public and private life through a full and equal share
in economic, social, cultural and political decisionmaking. This means that the principle of shared power
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Beijing +25(cont)
and responsibility should be established between
women and men at home, in the workplace and in the
wider national and international communities. Equality
between women and men is a matter of human rights
and a condition for social justice and is also a necessary
and fundamental prerequisite for equality, development
and peace.
A transformed partnership based on equality between
women and men is a condition for people-centred
sustainable development. A sustained and long-term
commitment is essential, so that women and men can
work together for themselves, for their children and
for society to meet the challenges of the twenty-first
century.”93
In 2019, we can look to the Beijing Declaration and
Platform for Action Turns 20 Summary Report to
provide an analysis of how countries are performing
at implementing the Beijing Declaration and Platform
for Action. It looks at the success and challenges being
faced at country level. The strengthening gender
equality and the empowerment of women in the post-

2015 development agenda through the integration of a
gender perspective, as mandated in the Economic and
Social Council resolution 2013/18.94

Relevance to SRHR
Health covers physical, mental and social well-being
as well as the absence of sickness and infirmity, and is
determined by the social, political and economic context
of people’s lives, as well as by biology (World Health
Organisation). Health is an important area of inequality
between women and men due to their different and
unequal access to and use of basic health resources. At
the same time, women are exposed to certain health risks
associated with sexuality and reproduction. Increase
women’s access throughout the lifecycle to appropriate,
affordable and quality healthcare, information and
related services will make them healthier. Strengthen
preventative programmes that promote women’s health
will prevent lots of diseases by taking a gender-sensitive
approach women will be better prevented and treated
for sexually transmitted diseases, HIV/AIDS, and sexual
and reproductive health issues.

Notes:

ASS ESS YOURS ELF:

What are the four most important global commitments on SRHR?
What is the objective of each of these commitments?

What objective do these commitments all have in common?
66
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AFRICAN COMMITMENTS

International
Conference on
Population and
Development
(ICPD) Programme
of Action (PoA)

1994
2000
2006
2014
2015
2016

Millenium
Development
Goals
(MDGs)
.

ICPD
Beyond
2014

MPOA
2016 - 2030

S
MPOA
2007 - 2015

R
H
R

Sustainable
Development
Goals

LEARNING GOALS
TIME
45 Minutes

Be able to identify the four most relevant
global commitments on SRHR

Be able to explain why these four commitments
are relevant to African SRHR work
www.accountability.international
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Minimum Standards for HIV and AIDS, TB, Hepatitis B and C,
and Sexually Transmitted Infections Prevention, Treatment,
Care and Support in Prisons in the SADC Region

Geographical Relevance

Relevant Communites

Southern African
Africa Region
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(FRANCE)

BOTSWANA

SOUTH
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√

x

Women

x

Girls

x

Youth

Background
The Minimum Standards for HIV & AIDS, TB, Hepatitis B
& C and STIs Prevention, Treatment, Care and Support
in Prisons in the SADC Region (Minimum Standards)
were developed in 2009, as a response to various
drivers.
Article 3 of the SADC Protocol on Health demands that
member states, “identify promote, coordinate and
support activities which have the potential to improve the
health of the SADC population” and that they “coordinate
regional efforts on epidemic preparedness, mapping,
prevention, control and the eradication, where possible,
of communicable and non-communicable diseases.”
(SADC Secretariat, 2009).

Minimum Standards for HIV and AIDS,
TB, Hepatitis B and C, and Sexually
Transmitted Infections Prevention,
Treatment, Care and Support in Prisons
in the SADC Region

Source: SADC Secretariat. (2009). Minimum Standards for HIV & AIDS, TB, Hepatitis
B & C, and STIs Treatment, Care and Support in Prisons in the SADC Region.
Gaborone: SADC Secretariat.
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Given the UNAIDS 90-90-90 strategy, working to ensure
prisons become safer health settings seems an obvious
necessity within SADC. Article 9 of the same protocol also
requires member states to “cooperate, harmonise and
where appropriate standardise policies...” and Articles 10
and 12 focus on harmonisation of HIV, AIDS, STIs and TB
policies in particular.95 As a result of these commitments,
and advocacy from key stakeholders, the SADC Ministers
of Health, in 2009, tasked the SADC Secretariat with
evaluating the HIV situation in SADC prisons. The
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Minimum Standards set minimum requirements for
SADC prisons to treat, care and support the five disease
areas.96

Main objective
The main purpose of the Regional Minimum Standards
is to establish the minimum requirements for prisons to
effectively prevent, treat and control HIV and AIDS, TB,
Hepatitis B and C, and STIs. The Minimum Standards also
serve as a harmonisation framework for responses to
these communicable diseases across all SADC prisons.
They draw on international evidence-based standards,
which have been adapted to the regional situation. They
therefore have been refined to fit the epidemiological,
social and political conditions characteristic of the SADC
region, and they are derived from the SADC Minimum
Standards related HIV testing and counselling, TB,
STIs and Prevention of Mother-to-Child Transmission
(PMTCT).
They are based on six guiding principles: the need for
high level political commitment, universal access to
public health, adherence to the ethics of confidentiality,
need to respect all human rights of prisoners and those
in detention, equity of distribution of services across

prison and the general population and finally the need
to treat prisoners with compassion and solidarity.
The Minimum Standards are based on the foundation of
an ‘Enabling Environment’. That enabling environment
for prevention, treatment, care and support on HIV, TB,
Hepatitis B and C and sexually transmitted infections
(STIs), rests on a myriad of factors, not least of which
are the basic necessities, such as shelter, water,
food, sanitation, medical care and human rights. The
commitment also encompasses more complex ideas of an
enabling environment, such as a legal framework; policy
development; the need to reduce prison populations; and
lastly the need for awareness raising, which are dealt with
below. Also incorporated in the Minimum Standards are
standards for managing the health needs and treatment
of prisoners on admission, during their prison term and
on release, as well as Workplace Wellness for prison staff
and M&E. The review below, however, focuses primarily
on the issues of an enabling environment, as without
this, the more detailed standards set by the commitment
cannot be met.97
Below is a synopsis of the Minimum Standards.

Enabling Environment

Basic necessities, such as shelter, water, food, sanitation, medical care and
human rights are a necessity.

Legal Framework:

Remove impeding laws that hinder access for vulnerable populations

Policy Development:

Policy to address disease control

Reducing Prison Populations:

Reduce pre-trial detention times and increased non-custodial sentencing

Awareness Raising

Social mobilisation for prison health

Admission

At admission, all new prisoners should be evaluated

Prevention:

A comprehensive health assessment

Treatment:

Treatment must be continued or offered

Care and Support:

Prisoners must be provided with information

During prison term

Prevention, treatment, care and support must be available to all

Prevention:

Prisoners must be offered a spectrum of prevention interventions

Treatment:

Prisoners must be offered a spectrum of treatment interventions

Care and Support:

Information and education on health issues

Release

On release or transfer, prevention, treatment, care and support must be available to all

Prevention:

A comprehensive health assessment

Treatment:

Continuity of treatment must be a priority

Care and Support

Co-operation and co-ordination between prisons and public health

Source: SAfAIDS And AIDS Accountability International (Tucker, Wallace-Karenga, Eghtessadi and Chingandu), (2015). Prisons In Southern Africa: A Discussion Paper. http://www.
aidsaccountability.org/wp-content/uploads/2016/03/AAI-SAFAIDS-Prison-Discussion-paper-Final-PDF.pdf
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Minimum Standards for HIV and AIDS, TB, Hepatitis B and C,
and Sexually Transmitted Infections Prevention, Treatment,
Care and Support in Prisons in the SADC Region(cont)
Relevance to SRHR
The standards contain all kind of requirements to help
to promote the SRHR for prisoners, such as: Prisoners
and detainees should be provided with information
education and communication (IEC) materials, behaviour
change communication (BCC) and other materials for the
prevention of infectious diseases; Prison health services
should provide education on how prisoners infected with
HIV, TB, Hepatitis B and C, or STIs can best manage their

health; PMTCT services for all pregnant, HIV-positive
female prisoners and detainees according to national
policies and guidelines.

Notes:
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Resolution 275
Geographical Relevance

Relevant Communites

Africa
MALTA

TUNISIA

MOROCCO

ALGERIA

LIBYA

EGYPT

WESTERN
SHARAH

MAURITANIA

CAPE
VERDE

MALI

NIGER

CHAD

SENEGAL
THE GAMBIA
GUINEA-BISSAU

GUINEA

SIERRA LEONE

DJIBOUTI

TOGO

CÔTE GHANA
LIBERIA D’IVOIRE

ERITREA

SUDAN

BURKINA
FASO
BENIN

NIGERIA
CAMEROON

CENTRAL
AFRICAN
REPUBLIC

BIOKO (EQUATORIAL
GUINEA)

UGANDA
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EQUATORIAL
GUINEA
SAO
TOME

GABON
CONGO

ETHIOPIA

SOUT SUDAN

DEMOCRATIC
REPUBLIC
OF THE CONGO

√

LGBT

x

Sex Workers

x

Persons living
w/ disabilities

SOMALIA

BURUNDI
SEYCHELLES

TANZANIA

COMOROS

ZAMBIA

MALAWI

ZIMBAWE

NAMIBIA

People in Prisons

RWANDA

CABINDA
(ANGOLA)

ANGOLA

x

MAYOTTE
(FRANCE)

MOZAMBIQUE
MADAGASCAR

MAURITUS
REUNION
(FRANCE)

BOTSWANA

x

Women

x

Girls

x

Youth

SWAZILAND

SOUTH
AFRICA

LESOTHO

Background
Over the last years there has been increased pressure
from African lesbian, gay, bisexual, trans and intersex
activists to recognise same sex relations, human rights,
dignity and respect for Africans who are sexually divers.
Resolution 275 is a commitment by Africa’s highest
human rights body, The African Commission on Human
and Peoples’ Rights, on the Protection against Violence
and other Human Rights Violations against Persons on
the basis of their real or imputed Sexual Orientation or
Gender Identity (55th Ordinary Session, Angola, 2014.)

Main objective

Deeply disturbed by the failure of law enforcement
agencies to diligently investigate and prosecute
perpetrators of violence and other human rights
violations targeting persons on the basis of their imputed
or real sexual orientation or gender identity;
Condemns the increasing incidence of violence and other
human rights violations, including murder, rape, assault,
arbitrary imprisonment and other forms of persecution
of persons on the basis of their imputed or real sexual
orientation or gender identity;
Specifically condemns the situation of systematic
attacks by State and non-state actors against persons on
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Resolution 275(cont)

RESOLUTION 275
1. #Resolution275 “condemns the increasing incidence of violence and other human rights violations, including murder,
rape, assault, arbitrary imprisonment and other forms of persecution of persons on the basis of their imputed or real
sexual orientation or gender identity. ”
2. #Resolution275 “specifically condemns the situation of systematic attacks by State and non-state actors against persons
on the basis of their imputed or real sexual orientation or gender identity. ”
3. #Resolution275 “calls on State Parties to ensure that human rights defenders work in an enabling environment that is
free of stigma, reprisals or criminal prosecution as a result of their human rights protection activities, including the rights of
sexual minorities.”
4. #Resolution275 “strongly urges States to end all acts of violence and abuse, whether committed by State or non-state
actors, including by enacting and effectively applying appropriate laws prohibiting and punishing all forms of violence
including those targeting persons on the basis of their imputed or real sexual orientation or gender identities, ensuring
proper investigation and diligent prosecution of perpetrators, and establishing judicial procedures responsive to the needs
of victims.”
5. #Resolution275 is built on the foundation of “Article 2 of the African Charter on Human and Peoples’ Rights (the African
Charter) which prohibits discrimination of the individual on the basis of distinctions of any kind such as race, ethnic group,
colour, sex, language, religion, political or any other opinion, national and social origin, fortune, birth or any status.”
6. #Resolution275 references Article 3 of the African Charter which “entitles every individual to equal protection of the law;
and Articles 4 and 5 of the African Charter which entitles every individual to respect of their life and the integrity of their
person, and prohibits torture and other cruel, inhuman and degrading treatment or punishment. ”
7. The African Commission in #Resolution275 said that they were “alarmed that acts of violence, discrimination and other
human rights violations continue to be committed on individuals in many parts of Africa because of their actual or imputed
sexual orientation or gender identity.”
8. #Resolution275 makes note that such “violence on the actual or imputed sexual orientation or gender identity includes
‘corrective’ rape (lesphobic rape), physical assaults, torture, murder, arbitrary arrests, detentions, extra-judicial killings and
executions, forced disappearances, extortion and blackmail.”
9. #Resolution275 makes note that the African Commission on Human Rights is “alarmed at the incidence of violence
and human rights violations and abuses by State and non-State actors targeting human rights defenders and civil society
organisations working on issues of sexual orientation or gender identity in Africa.”
10. #Resolution275 states “Deeply disturbed by the failure of law enforcement agencies to diligently investigate and
prosecute perpetrators of violence and other human rights violations targeting persons on the basis of their imputed or
real sexual orientation or gender identity. ”

Source: Accountability International, Resolution 275 campaign, 2018.

the basis of their imputed or real sexual orientation or
gender identity;
Calls on State Parties to ensure that human rights
defenders work in an enabling environment that is free
of stigma, reprisals or criminal prosecution as a result
of their human rights protection activities, including the
rights of sexual minorities; and
Strongly urges States to end all acts of violence and
abuse, whether committed by State or non-state actors,
including by enacting and effectively applying appropriate
laws prohibiting and punishing all forms of violence
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including those targeting persons on the basis of their
imputed or real sexual orientation or gender identities,
ensuring proper investigation and diligent prosecution
of perpetrators, and establishing judicial procedures
responsive to the needs of victims.

Relevance to SRHR
The resolution is a major step and the most powerful
pan-African LGBT commitment, it will give them better
protection within the community but also in Healthcare
settings, so they can access the services they need.
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SADC Regional Strategy for HIV Prevention, Treatment And
Care And Sexual And Reproductive Health And Rights Among
Key Populations
As the result of a series of consultations that took several
years, the SADC Regional Strategy for HIV Prevention,
Treatment And Care And Sexual And Reproductive
Health And Rights Among Key Populations was finalised
in October 2017.
The Strategy is based on a few guiding principles:
1. Fundamental rights for all persons to equitable
health services;
2. Political commitment is a necessity to ensure
universal access;
3. Effective partnerships are necessary between
governments, civil society, key populations and the
private sector.
4. Respect for diversity is paramount and is reflected in
the strategy;
5. Participation, inclusion and equity: the inclusion of
key populations and the allocation of resources to
ensure ongoing participation are vital;
6. Evidence-informed programmes of the highest
standard are key to achieving the strategies goals,
and these programmes must be based on evidence;
7. Do no harm: No member of a key population group
should be in any way put at risk of harm int he
development and implementation of the strategy. 98

The Four outcomes or key results areas are:
Key Result Area 1: Stigma and discrimination against
key populations, particularly at service provision points
is eliminated.
Key Result Area 2: Violence against key populations is
significantly reduced.
Key Result Area 3: SRH and HIV prevention, treatment,
care and support programmes are scaled up for key
populations and especially young key populations as per
the core package of services, and are evidence informed
and results-oriented.
Key Result Area 4: A reduction in legal, policy, and
cultural barriers which impede key populations’ access
to HIV and SRH services.
Which aim to achieve the following in the long term:
1. Increase or ensure availability of SRH and HIV
prevention, treatment and care services to all key
populations within the SADC region;
2. Design and implement holistic strategies covering
the policy, legal, institutional and facility level in the
SADC region;
3. Increase access to quality and comprehensive HIV
and SRH services for key populations in all Member
States (MS) such that 90% of members of key
populations are accessing services; and
4. Ensure adequate and sustainable resource
mobilisation and utilisation for HIV and SRH services
for key populations.
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The Southern African Development Community’s (SADC)
Regional Strategy for Sexual and Reproductive Health
and Rights (SRHR) 2019–2030, and Scorecard
In November 2018 the Southern African Development
Community’s (SADC) Regional Strategy for Sexual and
Reproductive Health and Rights (SRHR) 2019–2030,
and Scorecard was approved by the Southern Africa’s
Ministers of Health and/or HIV & AIDS.
The purpose of the strategy is to “provide a policy
and programming framework for Member States to
accelerate the attainment of sexual and reproductive
health and rights for all people living in SADC.” 99
The strategy is deeply linked to the following:
• The ICPD framework,
• the SDGs,
• the 2016 Political Declaration on HIV/AIDS ,
• the Maputo Plan of Action 2016– 2030,
• the SADC SRHR Strategy 2005–2016,
• Lancet-Guttmacher Commission on Accelerating
Progress: SRHR for All, and
• the Manifesto of the global SheDecides movement100
The commitment is one which has a broad beneficiary
base, making it one of the best commitments to SRHR
globally. Beneficiaries include: “Adolescent girls and
Young Women, Women of a reproductive age, Men and
Boys, Key populations including sex workers, people
who inject and use drugs, prisoners, MSM and LGBTQI,
Migrants, Refugees, Mobile Populations, People living
with Disabilities and victims of sexual exploitation.”101
The following indicators have been identified as
necessary to track the outcomes of the strategy:
1. Maternal mortality reduced to less than 70 deaths
per 100,000 live births. (SDG 3.1.)
2. Newborn mortality reduced to 12 per 1,000 births in
every country. (SDG 3.2.)
3. HIV and AIDS as a public health threat is ended by
2030. (SDG 3.3.)
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4. Sexual and gender-based violence and other harmful
practices, especially against women and girls, are
eliminated. (SDG 5.1; SDG 5.2.; SDG5.3)
5. Rates of unplanned pregnancies and unsafe abortion
are reduced.
6. Rates of teenage pregnancies are reduced.
7. Universal access to integrated, comprehensive SRH
services, particularly for young people, women, and
key and other vulnerable populations, including in
humanitarian settings, is ensured. (SDG 3.7; SDG 5.6)
8. Health systems, including community health
systems, are strengthened to respond adequately to
SRH needs. (SDG 5.6)
9. An enabling environment is created for adolescents
and young people to make healthy sexual and
reproductive choices that enhance their lives and
well-being. (SDG 4.7; SDG 5.6)
10. Barriers, including policy, cultural, social and
economic, that serve as an impediment to the
realization of SRHR in the region, are removed. (SDG
5.1; SDG 5 c)102
Four core strategies to drive progress to achieve the ten
outcomes are proposed, as follows:
A. Innovative leadership that boldly accelerates the
SRHR regional agenda.
B. Alignment of Member States policy and legal
frameworks with global and regional commitments,
and international human rights standards.
C. Universal health coverage and strengthened health
systems in Member States to incorporate the
essential SRHR package.
D. Monitoring and evaluation for strengthened,
evidence-based impact.103
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Agenda 2063
Geographical Relevance

Relevant Communites
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SAO
TOME

ETHIOPIA
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√
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Background

Agenda 2063
The Africa We Want

In May 2013, Africa’s plan for the next fifty years was
agreed upon by the African Union and expressed
through the document called Agenda 2063. The
Agenda 2063 is a strategic framework for the socioeconomic transformation of the continent over the
next 50 years. Its builds on and seeks to accelerate
the implementation of past and existing continental
initiatives for growth and sustainable development.
The Agenda consists of seven aspirations for the African
people and its diaspora:
•
•

•
Final Edition, April 2015

Popular version

•
•
•

Source: Agenda 2063: The Africa We Want, Popular Edtion: 2015,
African >Union Commission, Addis Abeba

A Prosperous Africa, based on inclusive growth and
sustainable development
An integrated continent, politically united, based on
the ideals of Pan Africanism and the vision of Africa’s
Renaissance.
An Africa of good governance, democracy, respect
for human rights, justice and the rule of law.
A Peaceful and Secure Africa.
Africa with a strong cultural identity, common
heritage, values and ethics
An Africa whose development is people driven,
relying on the potential offered by people, especially
its women and youth and caring for children
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Agenda 2063(cont)
•

An Africa as a strong, united, resilient and influential
global player and partner.104

•

Main objective
The purposes for developing the ten-year plan are to:
•

Identify priority areas, set specific targets, define
strategies and policy measures required to
implement the first ten-year plan of Agenda 2063.
Bring to fruition of the Fast Track programmes and
initiatives outlined in the Malabo Decisions of the
AU to provide the big push and breakthroughs for
Africa’s economic and social transformation.
Provide information to all key stakeholders at the
national, regional and continental levels the expected
results / outcomes for the first ten years of plan and
the roles.

•

•

•

Assign responsibilities to all stakeholders in the
implementation, monitoring and evaluation.
Outline the strategies required to ensure availability
of resources and capacities together with citizen’s
engagement in the implementation of the First Ten
Year Plan.105

Relevance to SRHR
There are not yet direct concrete actions related to SRHR
but the underlying principles like respect for human
rights, will also includes SRHR. If the process is more
bottom-up it means that people are essential, and they
can demand their rights and use their capacity to full fill
their rights

Principal policy environment that guides SRHR implementation in Africa
Policy

Description

Maputo Protocol

The Maputo Protocol is the leading document that promotes and protects gender
equality in Africa. It provides for women to have all rights and freedoms that men
have and obliges all governments to act to provide these rights and freedoms to all
women. Examples include non-discrimination, equal employment, right to peace
and participation in political processes, as well as health and reproductive rights.

Maputo Plan of Action
2016-2030

The Continental Policy Framework on Sexual and Reproductive Health and Rights
adopted by the 2nd Ordinary Session of the Conference of African Ministers of
Health. It is judged to be more progressive in advancing women’s rights than the
SDGs and ICDP (Munyati, 2016)

The Programme of Action of the International Conference on Population and
Development, was first adopted in 1994, with 179 Governments placing individuals
at the centre of the development agenda. This programme of action placed human
rights and dignity including that of women’s access sexual and reproductive health
International Conference
and rights as a priority. 20 years on, the ICPD has been reviewed against its initial
on Population and
principles and objectives to assess progress made. This assessment coupled with
Development Beyond 2014
identification of emerging challenges has allowed for the reaffirmation by African
countries to the ICPD Beyond 2014 and the Addis Ababa Declaration on Population
and Development (UNFPA, 2015) (African Union, United Nations Population Fund,
United Nations Economic Commission for Africa, 2013)

Sustainable Development
Goals (Agenda 2030)

The Sustainable Development Goals are set of 17 goals and 169 targets which detail
the global development agenda. The SDGs aim at continuing the work started by
the Millennium Development Goals and finishing what was not completed. “They
seek to realize the human rights of all and to achieve gender equality and the
empowerment of all women and girls.” The central pillars of achieving the SDGs are:
the economic, social and environmental. (United Nations, 2017)
Source: Accountability International, Resolution 275 campaign, 2018.
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Maputo Plan of Action(2016 – 2030)
MPOA 2007 – 2015
1. Integration of HIV/STI, malaria and SRH services
into PHC.
2. Strengthening of community-based STI/HIV/AIDS
and SRHR services.
3. Family planning repositioning as key strategy for
attainment of MDGs.
4. Youth-friendly SRHR services positioned as key
strategy for youth empowerment, development
and wellbeing.
5. Incidence of unsafe abortion reduced.
6. Access to safe motherhood and child survival
services increased.
7. Resources for SRHR increased.
8. SRH commodity security strategies for all SRH
components achieved.
9. Monitoring, evaluation and coordination mechanism.

MPOA 2016 - 2030
1. Improving political commitment, leadership and
good governance.
2. Instituting health legislation and policies for
improved access to RMNCAH services.
3. Increasing health financing and investments
4. Ensuring gender equality, women and girls
empowerment and respect of human rights.
5. Improving SRHR information, education and
communication through.
6. Investing in SRHR needs of adolescents, youth
and other vulnerable and marginalized populations.
7. Optimizing the functioning of health system and
improving human resource for RMNCAH.
8. Improving partnerships and multi-sectoral
collaborations for RMNCAH.
9. Ensuring accountability and strengthening
monitoring and evaluation, research and innovation.
10. Increase health financing and investments.

Source: Munyati, BM, For better, for worse? In sickness and in health? An Investigation Into The New Mpoa And Whether It Improves Accountability On Srhr In Africa., 2016

Background
The Maputo Plan for Action for the Operationalisation
of Sexual and Reproductive Health and Rights
Continental Policy Framework, commonly known as
the Maputo Plan of Action (MPOA).
As a result of the state of SRHR in Africa, various
governments, regional economic communities such as
the Southern Africa Development Community (SADC)
and the African Union Commission (AUC) responded to
the call to act with the development of policy on SRHR,
not least of which was the International Conference on
Population and Development (ICPD) in 1994.
In 2005 the African Union Conference of Ministers of
Health adopted the Continental Policy Framework on
Sexual Reproductive Health and Rights (SRHR) and
in 2006 adopted the Maputo Plan of Action for its
implementation.106,107

Main objective
The Maputo plan aimed to achieve universal SRHR in
Africa by 2015. It was a “ short term plan for the period

up to 2010 built on nine action areas: Integration
of sexual and reproductive health (SRH) services in
primary healthcare (PHC), repositioning family planning,
Youth-friendly services, unsafe abortion, quality safe
motherhood, resource mobilisation, commodity security
and monitoring and evaluation.108,109 Following a review
of the MPOA in 2015, it was updated in 2016 with the
Revised Maputo Plan of Action which runs until2030. It
aims to take Africa forwards towards the goal of universal
access to comprehensive sexual and reproductive health
services.110

Relevance to SRHR
The whole MPOA is related to SRHR issues. The revised
MPOA aims to operationalise measures for combatting
HIV/AIDS, expanding contraceptive use, reducing levels of
unsafe abortion, ending early and forced child marriage,
eradicating female genital mutilation, preventing genderbased violence and ensuring access for youth to SRH.111
The Revised MPOA mandates the investment in the
SRHR needs of adolescents and youth (as well as other
vulnerable and marginalised population) by improving
access to and uptake of quality of Reproductive, Maternal,
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Maputo Plan of Action(2016 – 2030)(cont)
New-born, Child and Adolescent Health (RMNCAH)
information and services. This includes HPV vaccination
and family planning through provision of youth-friendly
adolescent SRH services.112

accountable. Not least was a multi-year project by
Accountability International that saw the scorecarding
of the MPOA performance of all African countries. The
MPOA Scorecard and the online database can still be
located online.113,114

Many stakeholders have worked to make the MPOA an
effective commitment that can be used to hold leaders
OPPOSITE: Source - Munyati, BM, For better, for worse? In sickness and in health? An Investigation Into The New Mpoa And Whether It Improves Accountability On Srhr In Africa., 2016 115

Notes:
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Commitments to SRHR in SDGS & MPOA 2

SDGS VERSUS MPOA 2
Indicates that MPOA exceeds SDGs

GOOD HEALTH & WELLBEING/UNIVERSAL ACCESS TO HEALTH
3.1 By 2030, reduce the global Maternal
Mortality Ratio to less than 70 per 100,000 live
births.

1.2 Integrate maternal, newborn, child and
adolescent health into other health services

3.3 By 2030, end the epidemics of AIDS,
tuberculosis, malaria and neglected tropical
diseases and combat hepatitis and other
communicable diseases.

4.1 Target children, adolescents and youth, both
in and out of school with age-appropriate and
culturally sensitive comprehensive education

3.7 By 2030, ensure universal access to SRH
care services, including for family planning,
information and education, and integration of
reproductive health into national strategies and
programmes.

6.1 Strengthen primary health care systems
by linking comprehensive, quality RMNCAH,
HIV&AIDS, Malaria/TB services especially at all
levels of the health system.
2.3 Implement national policies, strategies and
action plans to end unintended pregnancies and
unsafe abortion.
6.5 Address the rising burden of reproductive
cancers, including breast, cervical and prostate
cancers, by investing in prevention strategies
including the HPV vaccine and routine
screening, early treatment at the primary care,
and reliable referrals to higher levels of care

3.8 By 2030, Achieve universal health coverage,
including financial risk protection, access to
quality essential health-care services and access
to safe, effective, quality and affordable essential
medicines and vaccines for all.

5.1 Improve access to and uptake of quality SRH
services for youth and adolescents including
HPV vaccination

GENDER EQUALITY
5.1 By 2030, End all forms of discrimination
against all women and girls everywhere

2.4 Develop legal frameworks, strategies and
programmes that deal with GBV

5.2 By 2030, Eliminate all forms of violence
against all women and girls in the public and
private spheres, including trafficking and sexual
and other types of exploitation

3.1 Protect the rights of women, youth and
adolescents and address sexual and gender
based violence

5.3 By 2030, Eliminate all harmful practices, such
as child, early and forced marriage and female
genital mutilation

3,2 Eradicate female genital mutilation/cutting
and other harmful traditional practices

5.6 By 2030, Ensure universal accesses to sexual
and reproductive health and reproductive rights
as agreed in accordance with the Programme
of Action of the International Conference on
Population and Development and the Beijing
Platform for Action and the outcome documents
of their review conferences.

2.2 Develop and implement legal and policy
frameworks that prevent child marriages
2.1 Remove legal, regulatory and policy
barriers limiting access to SRH commodities,
programmes and services

REDUCED INEQUALITIES
10.2 By 2030, Empower and promote the
social, economic and political inclusion of all,
irrespective of age, sex, disability, race, ethnicity,
origin, religion or economic or other status.
10.3. By 2030, Ensure equal opportunity and
reduce inequalities of outcome, including; by
eliminating discriminatory laws, policies and
practices and promoting appropriate legislation,
policies and action in this regard.

SEXUAL MINORITIES

Assuring the sexual and reproductive health and rights of persons based on their sexual orientation and gender identity and expression
(SOGIE) remains categorically not mentioned in both the Sustainable Development Goals (SDGs) and the Maputo Plan of Action (MPOA).
Specifically, within the SDGs, relevant entry points to addressing SOGIE needs exist: Target 3.7, Target 3.8, Target 5.2 and Target 10.3.
Therefore, it is important that countries at country level ensure the following:
1.
2.
3.

Regardless of SOGI, all healthcare services including those targeted at sexual and reproductive health must be inclusive (Target 3.7).
Ensure that the attainment of gender equality and elimination of violence against women and girls (including those that identify
themselves as lesbian, bi and trans women) is guaranteed (Target 5.2).
Abolish discriminatory laws, policies and practices against all persons (Target 10.2).
www.accountability.international
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Catalytic Framework on HIV, TB
and Malaria
Geographical Relevance

Relevant Communites
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2000 - The Abuja Declaration on Roll
Back Malaria in Africa committed
Africa to undertake health systems
reforms to eliminate malaria

LESOTHO

2003

2006

The Maputo Declaration on Malaria,
HIV/AIDS, TB and Other Related
Infectious Diseases reaffirmed
Abuja Commitments and noted
the significant progress made in
mobilising resources to respond to the
three diseases.

The “Abuja Call for Accelerated
Action Towards Universal Access
to HIV/AIDS, Tuberculosis and
Malaria Services in Africa” reinforced
action by AU Member States against
the three diseases. The Abuja Call
translated political declarations into
concrete action.

2010

2012

2012

In 2010, a five-year review of the
“Abuja Call” acknowledged the
progress achieved while recognising
the need to address the remaining
gaps. The Call was thus extended to
2015 to coincide with the end of the
MDGs

Heads of State and Government
adopted the AU Roadmap on Shared
Responsibility and Global Solidarity
for AIDS, TB and Malaria Response to
further advance the fight against the
three diseases.

AIDS Watch Africa revitalised as an
Africa-led instrument to stimulate
leaders into action and mobilise
the resources needed to address
AIDS, TB and Malaria in an effective,
sustainable and accountable manner.

2013

2014

2015

In the “Abuja + 12 Declaration”
the African Heads of State and
Government committed to key actions
towards the elimination of AIDS,
Tuberculosis and Malaria in Africa by
2030.

The Luanda Declaration by African
Ministers of Health came up with key
commitments including Universal
Health Coverage; African Medicines
Agency; Preventing NCDs; MNCH,
Africa CDC and Accountability
mechanisms to assess progress.

The Abuja Call and AU Roadmap
reviewed and extended to 2030.

2001 - The Abuja Declaration declared
the AIDS epidemic as a state of
emergency on the continent. It also
pledged to allocate 15% of the national
budgets to health by 2015.

Source: African Union. (2016). Catalytic Framework to End AIDS, TB and Eliminate. Addis Ababa: African Union.
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Background
The African continent has made significant progress
in responding to AIDS, TB and Malaria since the 2000
Abuja Declaration on Roll Back Malaria and 2001 Abuja
Declaration on HIV/AIDS, Tuberculosis and Other
Related Infectious Diseases.
Despite the significant progress, Africa still confronts the
world’s most acute public health threats. AIDS remains
one of the leading causes of death in Africa, killing 800,000
people on the continent in 2014, and an estimated 1.4
million people were newly infected with HIV in 2014.112 An
African child still dies almost every minute from malaria.
The TB response will need to reach about 1.3 million
people in Africa. It is in this context of the fragile gains
and enormous unmet challenges that African leaders,
in the 2013 Abuja Declaration, committed to accelerate
efforts to control and end AIDS, tuberculosis and malaria
in Africa by 2030.117

Which include Universal and equitable access to
prevention, diagnosis, treatment, care and support;
Access to affordable and quality assured medicines,
commodities and technologies; Health financing;
Research and development & innovation; Promotion of
human rights and gender equality

Notes:

The document spells out the roles and responsibilities
for various stakeholders, including: The African Union
Commission, Regional Economic Communities and
Regional Health Organisations, Member States, Partners,
Academic and Research Institutions, Communities, NonGovernment Organisations, Civil Society Organisations
and Faith based Organisation.118

Main objective
The main goal of the Framework is to end AIDS and
tuberculosis and eliminate malaria in Africa by 2030, with
specific objectives of each element:
• To eliminate malaria incidence and mortality, prevent
its transmission and re-establishment in all countries
by 2030;
• To end the AIDS as a public health threat by 2030;
• To end TB deaths and cases by 2030.119

Relevance to SRHR
The Framework does not specific talks about SRHR, but it
supports different conditions to support access to SRHR.
The framework uses a business model for investing for
impact, and has three investment area’s:
• Health system strengthening;
• Generation and use of evidence for policy and
programming interventions;
• Advocacy and capacity building.120
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Maputo Protocol
Geographical Relevance

Relevant Communites
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Main objective
The Maputo Protocol was aimed to have the ability to
change harmful vices such as gender inequality and
disadvantages of women in Africa. It further encourages
member states to promote and protect the rights off all
women and girls.122

Relevance to SRHR

Background
The Maputo Protocol was originally adopted by
the “Assembly of the African Union” in Maputo,
Mozambique on July 11, 2003. The official document
is titled “Protocol to the African Charter on Human
and People’s Rights on the Rights of Women in Africa.”
The Maputo Protocol is a treaty instrument that is
binding on all countries that ratify it. It went into effect
in November 2005, after the minimum 15 of the 53
African Union member countries ratified it.121
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States Parties shall ensure that the right to health of
women, including sexual and reproductive health is
respected and promoted. This includes:
a. the right to control their fertility;
b. the right to decide whether to have children, the
number of children and the spacing of children;
c. the right to choose any method of contraception;
d. the right to self-protection and to be protected
against sexually transmitted infections, including HIV/
AIDS;
e. the right to be informed on one’s health status
and on the health status of one’s partner, particularly
if affected with sexually transmitted infections,
including HIV/AIDS, in accordance with internationally
recognised standards and best practices;
f.
the right to have family planning education.123
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Indicator: Ratification of the Maputo Protocol

Signed and Ratified
Signed but not ratified
Not signed (and thus also not
ratified)

Ratification of the Maputo Protocol
The African Charter on Human and Peoples’ Rights on
the Rights of Women in Africa, a declaration also known
as the Maputo Protocol is a key document for women’s
rights in Africa as it addresses several issues that pertain
to women’s sexual and reproductive health and rights
as it addresses matters of: elimination of harmful
tradition practices, right to dignity, right to education and
reproductive health (African Union, 2003). The Maputo
Protocol was adopted at the 2nd ordinary session of the
Assembly of the Union in July 2003. The indicator shows
the extent to which African countries have adopted
the Maputo Protocol. Whether countries have ratified
it remains a critical measure of their commitment to
women.124

It remains vital to hold governments accountable
to the Maputo Protocol, especially when we see the
recent retrogressive stances on the full realisation of
universal access to sexual and reproductive health and
rights, examples of which are denying women access
to abortion, not providing the basics of maternal health
and preventing girls from completing school if they get
pregnant.
We need to ensure accountability is to the Maputo
Protocol is at the top of the agenda for all African leaders,
because as per the Maputo Protocol, the provision
of human rights remains paramount in guaranteeing
women’s sexual and reproductive health (African Union,
2003).
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Addis Ababa Declaration on Population
and Development in Africa Beyond 2014
Geographical Relevance

Relevant Communites
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SHARAH

MAURITANIA

CAPE
VERDE

MALI

NIGER

CHAD

SENEGAL
THE GAMBIA
GUINEA-BISSAU

GUINEA

SIERRA LEONE

DJIBOUTI

TOGO

CÔTE GHANA
LIBERIA D’IVOIRE

ERITREA

SUDAN

BURKINA
FASO
BENIN

NIGERIA
CAMEROON

CENTRAL
AFRICAN
REPUBLIC

BIOKO (EQUATORIAL
GUINEA)

UGANDA
KENYA

EQUATORIAL
GUINEA
SAO
TOME

GABON
CONGO

ETHIOPIA

SOUT SUDAN

DEMOCRATIC
REPUBLIC
OF THE CONGO

x

LGBT

x

Sex Workers

x

Persons living
w/ disabilities

SOMALIA

BURUNDI
SEYCHELLES

TANZANIA

COMOROS

ZAMBIA

MALAWI

ZIMBAWE

NAMIBIA

People in Prisons

RWANDA

CABINDA
(ANGOLA)

ANGOLA

x

MAYOTTE
(FRANCE)

MOZAMBIQUE
MADAGASCAR

MAURITUS
REUNION
(FRANCE)

BOTSWANA

√

Women

√

Girls

√

Youth

SWAZILAND

SOUTH
AFRICA

LESOTHO

diseases (Goal 6) and towards achieving universal
access to HIV and AIDS services by 2010.

Background
The Addis Ababa declaration was set up by
representatives of governments, multilateral agencies,
development partners, civil society, professional
associations, education, training and research
institutions, care and support organizations and
people living with HIV and AIDS, in a meeting in January
2008, to address the human resource constraints that
were impeding progress towards the realization of
the Millennium Development Goals to reduce child
mortality (Goal 4), to improve maternal health (Goal
5), and to combat HIV and AIDS, malaria and other

84

As part of the regional review on the implementation
of progress being made toward the implementation
of the International Conference on Population and
Development Programme of Action, the African
Regional Conference on Population and Development
was held from 30th September to 4th October 2013 in
Addis Ababa, Ethiopia. This conference was themed
“Harnessing the Demographic Dividend: The Future
we want for Africa”. The conference brought together
representatives from African government, civil society
and youth organisations, and agreed on priorities,
challenges and emerging issues for the African region.
From the 24th-25th September, youths from across
Africa came together during the Youth Pre-conference
to identify their priorities. This was followed by the
CSO Pre-conference to be held on 26th-27th September
(also tasked with identification of priorities).
These two events resulting in the youth and CSO
statements were presented before the experts prior
to the Ministerial meeting from 30th– 4th September
2013. The Ministerial meeting was represented by

Accountability International / Accountability on African SRHR Instruments

53 African countries who adopted the Addis Ababa
Declaration on Population and Development in Beyond
2014, which consists of 88 commitments that set out
concrete actions and Africa’s priorities on population in
the development agenda post 2015. All countries, except
Chad, adopted the Declaration.

Notes:

Furthermore, 16 member states had reservations on
three commitments (17, 18 and 35) of the Addis Ababa
Declaration; these were:
Algeria

Benin

Burundi

Central African Republic

Congo

Djibouti

Democratic Republic of
Congo

Eritrea

Ethiopia

Gabon

Mali

Mauritania

Niger

Sierra Leone

Sudan

Tunisia

Main objective
To move forwards the agenda to reach the MDG by
2010 that task shifting is needed as a response to health
workforce shortages, as well as health system’s needs, is
being implemented in different ways and to a variety of
extents in many countries, often informally.125

Relevance to SRHR
All MDG’s 4,5 and 6 are related to SRHR for all people,
they acknowledge that there is an urgent need for rapid
increases in access to essential health services, especially
for the poor, and that improvements in the performance
of health systems, including significant strengthening
of human resources for health, are necessary to deliver
services which are accessible, safe, efficient, effective,
equitable and sustainable.126
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Abuja Declaration and the Africa
Scorecard on Domestic Financing for
Health, 2018
Geographical Relevance

Relevant Communites

Africa
MALTA

TUNISIA

MOROCCO

ALGERIA

LIBYA

EGYPT

WESTERN
SHARAH

MALI

MAURITANIA

CAPE
VERDE

NIGER

CHAD

SENEGAL
GUINEA-BISSAU

GUINEA

SIERRA LEONE

DJIBOUTI

TOGO

CÔTE GHANA

ERITREA

SUDAN

BURKINA
FASO

THE GAMBIA

NIGERIA

BENIN

CENTRAL
AFRICAN
REPUBLIC

LIBERIA D’IVOIRE

CAMEROON
BIOKO (EQUATORIAL
GUINEA)

GABON

DEMOCRATIC
REPUBLIC
OF THE CONGO

CONGO

LGBT

x

Sex Workers

x

Persons living
w/ disabilities

BURUNDI
SEYCHELLES

TANZANIA

COMOROS

ZAMBIA

MAYOTTE
(FRANCE)

MALAWI

MOZAMBIQUE

ZIMBAWE

NAMIBIA

x

RWANDA

CABINDA
(ANGOLA)

ANGOLA

People in Prisons

SOMALIA

UGANDA
KENYA

EQUATORIAL
GUINEA
SAO
TOME

ETHIOPIA

SOUT SUDAN

x

MADAGASCAR

MAURITUS
REUNION
(FRANCE)

BOTSWANA

x

Women

x

Girls

x

Youth

SWAZILAND

SOUTH
AFRICA

LESOTHO

Background

Africa Scorecard on Domestic
Financing for Health, 2018
#1
Member State

#2

Benchmark:

1

Algeria

2

Benin
Botswana

5

Burkina Faso

6
7

2

>$86.3 per
capita V

as % of GDP
> 5% GDP

3

$206

Burundi
Cabo Verde, Republic of

#5

a % of
the Govt
budget 5

% GDP trend
2001-2015

>15% X

Government

6

4.98%

10.67%

100%

70.58%

$52

1.40%

3.73%

100%

47.51%

$6

0.80%

3.37%

100%

20.14%

$215

3.29%

8.82%

$9

1.54%

$9

3.20%

Per Capita

9

Green if spending here
pushes spending above
target in #1 or #2

29.40%

0.03%

$0.46

2.77%

$4.76

34.23%

49.72%

GDP
growth rate
2001-2016
0.01%
0.13%
0.25%

15.4% (2013)

$1.27

0.02%

25.8% (2014)

$1.32

0.22%

15.5% (2016)

11.77% 100%

40.52%

38.82%

20.66%

100%

67.81%

25.70%

3.11% 100%

14.46%

77.64%

7.90%

$3.63

0.29%

No data

12.77%

43.73%

43.51%

$0.92

0.26%

9.2% (2011)

100%

23.46%

61.65%

14.89%

$2.52

0.32%

10.07%

10.82%

3.29%
0.61%

4.08%

100%

10 Chad

$8

1.07%

6.28%

11 Comoros

$8

1.08%

3.80%

100%

13.40%

76.53%

12 Congo, Republic of

$25

1.48%

3.08%

100%

43.22%

45.66%

13 Côte d'Ivoire

$16

1.19%

$0.18

6.48%

$7.65 (2014)

$7.45 (2013)

11.12%

0.06%
0.21% (2014)

9.4% (2012)

100%

21.83%

51.83%

26.34%

$7.95

0.57%

14.0% (2014)

4.95%

100%

16.49%

44.24%

39.27%

$0.84

0.18%

8.8% (2010)

$45

2.40%

4.07%

$9.10 (2014)

100%

54.62%

22.36%

23.01%

$47

1.25%

4.18%

100%

30.08%

69.66%

0.25%

0.63%

1.26%

100%

23.53%

75.02%

1.45%

$7

0.76%

1.83% 100%

22.97%

52.38%

0.52% (2014)

No data

24.65%

1.91%

$7

1.09%

5.98%

99.8%

26.87%

57.66%

1.58%

7.00%

100%

58.91%

40.27%

0.82%

$42.54

$15

3.14%

10.62%

100%

46.56%

25.62%

27.82%

$1.23 (2013)

15.30%

$2.71 (2014)

22

$28

2.06%

7.08%

$4

0.78%

No data
0.49% (2014)

100%

34.95%

39.48%

25.57%

2.73%

100%

17.15%

57.96%

24.89%

Guinea-Bissau

$12

2.15%

9.51%

100%

31.26%

37.16%

31.58%

$10.09 (2013)

1.46% (2013)

25

Kenya

$23

1.73%

6.29%

100%

33.10%

48.21%

18.68%

$5.00 (2013)

0.41% (2013)

26

Lesotho

$52

4.75%

9.31% 100%

56.82%

16.85%

26.33%

27

Liberia

$5

2.68%

7.41%

1.13%

21.66%

$0.75

70.93%

Libya
Madagascar

$10

2.37%

15.61% 100%

45.15%

28.17%

26.68%

Malawi

$10

2.67%

10.77%

99.7%

28.65%

17.55%

53.50%

$0.00

$7

0.96%

4.46%

100%

16.55%

47.08%

36.37%

$3.14 (2014)

34
35

$21

Morocco
Namibia

37

Niger

2.54%

$69

Mozambique

36

1.81%

$232
$2

2.39%
1.88% (2014)

$266
$5

No data

1.51%

5.53%

100%

39.02%

52.25%

8.73%

100%

45.81%

51.48%

2.72%

7.75%

100%

43.29%
8.09%

55.71%

0.99%

6.85%

85.06%

12.93%

100%

62.98%

27.75%

9.27%

4.59%

100%

21.02%

53.22%

25.76%

38

Nigeria

$16

0.59%

5.30%

101%

16.53%

73.73%

9.94%

39

Rwanda

$12

1.69%

6.21%

100%

21.37%

34.48%

44.15%

40

Sahrawi Republic (Western Sahara)

3.66%

10.68%

100%

37.19%

13.73%

1.26%

4.20%

100%

31.75%

56.54%

11.71%

$477

3.29%

10.03%

100%

96.99%

2.54%

0.46%

$10

1.64%

7.86%

100%

8.96%

38.41%

52.63%

41 São Tomé and Príncipe
42

Senegal

43

Seychelles

44

Sierra Leone

45

Somalia

46

No data
$59
$11

No data

No data

South Africa

$252

4.39%

$6

0.54%

47

South Sudan

48

Sudan

$47

1.97%

49

eSwatini (formerly Swaziland)

$151

4.56%

50

Tanzania, United Republic of

51 Togo

0.38% (2014)

$7.65
$4.63

0.66%

No data
18.1% (2016)

0.16%

23.3% (2011)

No data

0.08%
0.29% (2014)

1.5% (2013)
14.9% (2016)
No data

$8.73 (2013)

0.54% (2013)

14.6% (2012)

$7.98 (2014)

0.74% (2014)

20.5% (2016)

$17.63

0.12%

No data

31.6% (2016)
No data

100%

53.55%

44.01%

2.43%

1.64%

100%

21.14%

64.73%

14.13%

No data

18.09%

100%

31.14%

66.92%

1.94%

No data

No data

14.91% 100%

64.70%

19.55%

15.75%

No data

28.6% (2012)

$11

2.16%

7.43%

100%

35.30%

28.06%

1.86%

5.72%

100%

28.00%

56.82%

$11.05

36.64%

0.19%

$0.70 (2014)

27.3% (2015)
No data

No data

15.18%

11.9% (2014)
0.11% (2014)

21.9% (2016)

52

Tunisia

$145

3.80%

13.57%

100%

56.30%

43.27%

0.42%

$11.13 (2014)

0.26% (2014)

21.1% (2012)

53

Uganda

$6

0.98%

5.61%

100%

13.43%

46.71%

39.86%

$1.09 (2013)

0.16% (2013)

13.5% (2016)

54

Zambia

$25

1.96%

6.79%

100%

36.56%

39.16%

24.28%

$4.56 (2011)

0.27% (2011)

55

Zimbabwe

$20

2.15%

8.15%

87.1%

20.82%

41.97%

With the support of:

24.26%

$0.12

0.01%

African Union. (2016). Africa Scorecard on Domestic Financing for Health
(Supported by the African Union
and the Global Fund).
Notes on theFoundation
scorecard:
The Africa Scorecard on Domestic Financing for Health is an advocacy tool for member
states to use in ﬁnancial planning and expenditure tracking.
This Scorecard is based on 2015 health ﬁnancing data - the latest data currently available.
The Scorecard will be updated annually and released following the
Summit in July each year.
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•

8.6% (2014)

No data

14.06%

$10

•

33.2% (2015)

0.57%

No data

No data

The primary goal is to arrest and reverse the accelerating
rate of HIV infection, TB and ORID and to achieve this, the
following are the guiding objectives:

23.1% (2013)
0.00% (2014)

$2.10

49.09%

15.5% (2016)
15.4% (2016)

0.20%

No data
$2.06
$2.07 (2014)

Main objective

No data
9.9% (2014)
0.00%

$20.25 (2014)

$0.03 (2014)

In 2001, African heads of state met and guaranteed
to set a target of at least 15% of their annual budget
in order to improve the health sector. It was also
during this time that they urged donor countries to
“fulfil the yet to be met target of 0.7% of their GNP as
official Development Assistance (ODA) to developing
countries”. This became known as the Abuja
Declaration.127,128

20.3% (2013)

No data

No data

No data

No data
16.3% (2015)
48.6% (2013)

No data

9.95%

1.22% 100%

5.62%

0.78%

No data

28

Mauritius

13.7% (2010)
No data

$8.43

29

Mauritania

0.06%

No data
15.1% (2009)

No data

30
32

No data

9.2% (2011)

0.58%
0.25% (2013)

24

No data since 2011

12.8% (2009)

No data

$117

100%

No data
12.5% (2015)

$198.44

21 Gambia

33

No data

0.80%

5.04%

$66

31 Mali

No data

0.89% (2013)

$13.66

0.70%

17 Equatorial Guinea

Ghana

12.2% (2013)
18.4% (2009)

$3

16 Egypt

Guinea

12.5% (2015)

$1.97

8.36%
29.56%

0.74%

Z

37.2% (2011)

36.54%

$2

23

>15% in LIC
+ LMIC
>18% in UMIC

42.20%

$9

Gabon

D

Annual GDP Tax revenue as
growth rate 11 a % of GDP? 12

28.24%

$99

19 Ethiopia

Fiscal space
10

55.10%

Cameroon

20

as a % of GDP

#11

100%

Central African Republic

18 Eritrea

#10

How much does govt spend on
health C (Capital expenditure, 2015)

Households & Development
employers 7 & Y
Partners 8

45.63%

#9

7.17% 100%

8

15 Djibouti

#8

Out of 100%, unless indicated

9

14 Democratic Republic of the Congo

#7

Source of spending, as a % of total health
spending B (Current expenditure, 2015)

A

as % of GDP
over time 4

#6

W

(Countries must meet
both #1 & #2)

Angola

3
4

#4

How much does government spend on health
(Current expenditure, 2015)

1

Per capita

#

#3

AU Heads of State

16.1% (2011)
21.4% (2012)

No data
Target met

•

To advocate for optimal translation of earlier
commitments of African Leaders into social and
resource mobilization for sustainable programming
of Primary Health Care.
To develop policies and strategies aimed at preventing
HIV, Tuberculosis and other related infections, and
at controlling the impact of the epidemic on socioeconomic development in Africa.
To establish sustainable mechanisms for national
and external resource mobilization for prevention,
and treatment of the persons living with HIV/AIDS.

Target not met
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•

To ensure that we attend to the needs of vulnerable
groups such as children, the youth, women and persons
with disabilities, workers and mobile populations.129

However, with time the Abuja Declaration has come to
be understood to be an overly simplistic measure of
government commitment to health, and so it needs to be
unpacked and the nuances of the commitment of 15%
understood well in order for activists to best leverage it.130
Source: African Union. (2016). Africa Scorecard on Domestic
Financing for Health (Supported by the African Union
Foundation and the Global Fund).

Relevance to SRHR
The priority areas of the framework were related
to Improvement of Information, Education and
Communication; Protection of Human Rights including,
enacting relevant legislation to protect the rights of people
infected and affected by HIV/AIDS and TB, Strengthening
existing legislation to: address Human Rights violations
and gender inequities; and respect and protect the rights
of infected and affected people, assist women in taking
appropriate decisions to protect themselves against HIV./
AIDS.

Notes:

Source: African Union. (2016). Africa Scorecard on Domestic Financing for Health
(Supported by the African Union Foundation and the Global Fund).
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Africa Union Roadmap on Harnessing the
Demographic Dividend
Geographical Relevance

Relevant Communites

Africa
MALTA

TUNISIA

MOROCCO

ALGERIA

LIBYA

EGYPT

WESTERN
SHARAH

MAURITANIA

CAPE
VERDE

MALI

NIGER

CHAD

SENEGAL
THE GAMBIA
GUINEA-BISSAU

GUINEA

SIERRA LEONE

DJIBOUTI

TOGO

CÔTE GHANA
LIBERIA D’IVOIRE

ERITREA

SUDAN

BURKINA
FASO

NIGERIA

BENIN

CAMEROON

CENTRAL
AFRICAN
REPUBLIC

BIOKO (EQUATORIAL
GUINEA)

UGANDA
KENYA

EQUATORIAL
GUINEA
SAO
TOME

GABON
CONGO

ETHIOPIA

SOUT SUDAN

DEMOCRATIC
REPUBLIC
OF THE CONGO

x

LGBT

x

Sex Workers

x

Persons living
w/ disabilities

SOMALIA

BURUNDI
SEYCHELLES

TANZANIA

COMOROS

ZAMBIA

MALAWI

ZIMBAWE

NAMIBIA

People in Prisons

RWANDA

CABINDA
(ANGOLA)

ANGOLA

x

MAYOTTE
(FRANCE)

MOZAMBIQUE
MADAGASCAR

MAURITUS
REUNION
(FRANCE)

BOTSWANA

x

Women

x

Girls

√

Youth

SWAZILAND

SOUTH
AFRICA

LESOTHO

Background

AU ROADMAP
on

HARNESSINGTHE
DEMOGRAPHIC
DIVIDENDTHROUGHIN
INVESTMENTS
YOUTH
In response to AU Assembly Decision
(Assembly/AU/Dec.601 (XXVI)
on the 2017 theme of the year

Source: Agenda 2063: The Africa We Want, Popular Edtion: 2015,
African >Union Commission, Addis Abeba
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To effectively implement the Africa Union Assembly
Decision (Assembly/AU/Dec.601 (XXVI) of January 2016
to devote the theme of the year 2017 to “Harnessing
the Demographic Dividend through investments in
Youth”, the African Heads of State and Government
requested the Commission, in collaboration with
other stakeholders to: Develop a roadmap with key
deliverables and milestones, to guide Member States
and the Regional Economic Communities (RECs) on
concrete actions to be undertaken in 2017 and beyond.
Investments made today in the youth, who represent
Africa’s greatest asset, will determine the development
trajectory of Africa over the next 50 years and position
the continent towards realizing the “Africa We Want,” a
strong, united and influential global player and partner
as envisioned in Agenda 2063.
This roadmap has therefore been developed bearing
in mind the urgent necessity to transform the potential
of Africa’s large youth population, often referred to as
the youth bulge, into a demographic dividend. It is also
to help usher African countries towards the ambitious
yet critical aspirations and goals of the complementary
Agenda 2063 and the 2030 Agenda for Sustainable
Development. The demographic dividend can be defined

Accountability International / Accountability on African SRHR Instruments

as the benefit that can arise when a country has a
relatively large proportion of working-age population
due to declining fertility, and effectively invests in their
health, empowerment, education and employment
through public action and private sector involvement.131

Notes:

Main objective
The overall objective of the roadmap is to guide and
facilitate the implementation of the theme of the year
2017 by Member states, Regional Economic Commissions
(RECs) and partners through key deliverables, milestones
and concrete actions as stated by the Assembly Decision
(Assembly/AU/Dec. 601(XXVI). In particular, the roadmap
spells out the necessary areas for key investments (labeled
as pillars), that are needed for countries to maximize
their potential to harness a demographic dividend in the
decades ahead. Under each pillar, key actions and areas
of investments have been defined in line with relevant
and strategic AU policy instruments and frameworks to
position countries towards harnessing the demographic
dividend and ensuring the full implementation of both
Agenda 2063 and the 2030 Agenda for Sustainable
Development.132

Relevance to SRHR
One of the thematic pillars is health and wellbeing, which
includes: Establish and promote integrated adolescent
and youth friendly health services in public and private
health facilities, school clinics and other venues, with
adequate services for sexual and reproductive health.
Prioritize national investments to ensure universal access
to family planning services, including expanding the use
of modern contraceptives as stated in the Extended
Maputo Plan of Action on Sexual and Reproductive
Health and Rights (2016-2030).
It also talks about scaling up age-appropriate and
culturally sensitive comprehensive education on
sexual and reproductive health in order to avert many
complications and challenges associated with unintended
pregnancies, sexually transmitted infections and its
consequent impact on the development and wellbeing
of young people, for in and out of school youth and
implement innovative behavioural change programmes
using new media and technology.

www.accountability.international
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Ministerial Commitment on
comprehensive sexuality education and
sexual and reproductive health
services for adolescents and young
people in Eastern and Southern African
Geographical Relevance

Relevant Communites

Southern African
Africa Region
Region

DEMOCRATIC
REPUBLIC
OF THE CONGO
CABINDA
(ANGOLA)

SEYCHELLES

TANZANIA

COMOROS

ANGOLA

ZAMBIA

MALAWI

ZIMBAWE

NAMIBIA

LGBT

x

Sex Workers

x

Persons living
w/ disabilities

MADAGASCAR

MAURITUS

LESOTHO

Background
In response to the projected growth of young people
aged 10-24 years in Eastern and Southern Africa from
158 million to 281 million by 2050 and the impact of
SRH issues on young people, 21 countries in the region
came together to affirm their commitment to providing
CSE and SRH services to adolescents and young people.
“On December 7, 2013, ministers and their representatives
from 21 countries in Eastern and Southern Africa came
together to endorse and adopt the UN commitment for
Eastern and Southern Africa with its recommendations
for bold action in response to HIV and the education/
health challenges experienced by young people.
Recognising the urgency of the situation facing young
people, education and health ministers have now
committed to addressing young people’s realities by

90

x

MOZAMBIQUE

SWAZILAND

SOUTH
AFRICA

People in Prisons

MAYOTTE
(FRANCE)

REUNION
(FRANCE)

BOTSWANA

√

x

Women

x

Girls

x

Youth

ramping up sexuality education and health services in
their countries.” (UNESCO, 2013)

Main objective
The Ministerial Commitment on comprehensive sexuality
education and sexual and reproductive health services
for adolescents and young people in Eastern and
Southern African (ESA) had as one of its targets for the
end of 2015 the establishment and implementation of
a good quality CSE curriculum in each country. Mediumterm (by 2020) targets were also established with regard
to education (75% of all schools and teacher training
institutions provide CSE) and access to services so as
to reduce HIV and EUP rates, as well as eliminate GBV
and child marriage. Achieving the 2020 target of 75%
of educational institutions providing CSE requires a
scale-up of provision within each of the countries. the
ESA Commitment has, in many countries, acted as a
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Source: UNESCO, 2013. Ministerial Commitment on comprehensive sexuality education and sexual and reproductive health services for adolescents and young
people in Eastern and Southern African

catalyst for action regarding scaling up CSE. Programme
which aims to contribute towards reductions in new HIV
infections, early and unintended pregnancies, genderbased violence and child marriages133

Relevance to SRHR

strengthening the collaboration between the Ministry
of Education (MoE) and Ministry of Health (MoH) in the
planning and delivery of CSE; Improving collaboration
between different stakeholders, both governmental and
non-governmental; Mobilizing donors around a common
agenda and scaleup plan.

The ESA Commitment has, in many countries, acted as a
catalyst for action regarding scaling up CSE.
Other positive impacts include:
Providing an opportunity for advocacy; Providing a policy
framework with set short- and long-term targets to
facilitate the scale-up of CSE; Helping to fast-track the
process of strengthening CSE in existing strategies, and
especially in coordinating mechanisms; Facilitating and
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ASS ESS YOURS ELF:

Name four African commitments to SRHR.

Which two commitments are focused on youth?

Explain the difference between the Maputo Protocol and the
Maputo Plan of Action.
Which two commitments focus only on one marginalized
community?

Note s
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Conclusion
Well done! You have reached the end of this
ACCOUNTABILITY ON AFRICAN SRHR INSTRUMENTS
Curriculum!
You should now have knowledge and understanding
about six different areas regarding how to get
accountability on sexual and reproductive health and
rights in Africa.
Focus on people: You should have a better understanding
of which groups are the most left behind in accessing
SRHR, and the kinds of barriers they face. You should
also have a better understanding of who these people
are and what their needs are and what the common
threads are that cause these challenges to exist.
Cross-Cutting Issues: From participating in the training,
you should have a basic understanding of human rights.
You have an introductory knowledge to systematic
challenges such as gender inequality, poverty, peace and
security and environmental development. You will also
have some understanding of the profound impact that
Coronavirus Disease (COVID-19), a lack of access to safe
abortion, and restrictions on comprehensive sexuality
education (CSE) have on accessing SRHR. This section
also unpacked what intersectionality is and how it affects
SRHR access.
Accountability Literacy: You now have a comprehension
of what accountability is and what it is not. You should
be able to explain the various types of accountability
as understood by classical governance theory and
you improved your know-how on how to demand
accountability and what mechanisms are available to
use.
About Commitments: In this section, you improved your
comprehension of what role global, regional and national
commitments play in advancing the development
agenda. You should be able to engage with the strengths
and weaknesses of various types of commitments or
promises made by various stakeholders and you should
be able to avoid demanding new commitments in future
that have pitfalls or weaknesses.
Global and African Commitments: You should now have
a good expertise on the Global and African commitments
that are most applicable to SRHR access in Africa. You

should have a good awareness of why these commitments
are important and useful to advancing SRHR for all
Africans and especially those who are marginalized. You
should have a good working knowledge of the difference
between the Maputo Plan of Action and the Maputo
Protocol, and the importance of Resolution 275 for LGBT
persons. As the learner, you are now able to understand
the background of each commitment, its scope and its
applicability to the SRHR field.
In participating in this training and applying your newfound expertise to your own work, you will be better
placed to play a role in not only being accountable yourself,
but in demanding accountability from others. Going back
to Kofi Annan’s quote: “Ignorance and prejudice are the
handmaidens of propaganda. Our mission, therefore,
is to confront ignorance with knowledge, bigotry with
tolerance, and isolation with the outstretched hand of
generosity.”
You now have a good comprehension of the fact that
accountability is an essential element in addressing
stigma, inequality, patriarchy and discrimination in the
context of SRHR. You should also realise that through
the constant and continued application of your learning
here, to both your work and personal environment, that
you will be able to create a more enabling, inclusive, and
just society where all human beings are able to access
their human rights and realise their full potential!
Feedback
The creators would like to thank you for participating in
this training and welcome your feedback to phillipa@
accountability.international or MarisaCraig@aids.org.za
Resources
Please find other resources on our online channels:
How to influence decision-making processes:
https://bit.ly/2AIHow_to_influence
Our full library: http://bit.ly/AI_Library
Sex Rights Africa Network Resources
www.sexrightsafrica.net/resources
TrainersLab Resources: www.trainerslab.net/toolbox/
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Glossary/definitions
Androgynous
A term used to describe an individual whose gender
expression and/or identity may be neither distinctly
“female” nor “male,” usually based on appearance.
Biological Sex
Is defined by primary and secondary sex characteristics
identified at birth. ‘Sex’ refers to the biological and
physiological characteristics that define men and women.
Cisgender / Cismen / Ciswomen
People whose gender identity matches their sex at birth.
This has a more positive connotation than ‘normal’ or
‘non-trans diverse’.
Gender
Refers to the socially constructed roles, behaviours,
activities and attributes that a given society considers
appropriate for men and women. To put it in another way
– male and female are sex categories, while masculine
and feminine are gender categories.
Gender Diversity
The range of different gender expressions that spans
across the historically imposed male-female binary.
Referring to “gender diversity” is generally preferred to
“gender variance” as “variance” implies an investment
in a norm from which some individuals deviate, thereby
reinforcing a pathologizing treatment of differences
among individuals.
Gender Expression
How one demonstrates and showcases their gender
of identity through the ways they dress, behave, carry
themselves and interact socially.
Gender Identity
Refers to an individual’s innate sense of being male or
female, man or woman, both or neither. It usually, but
not always, matches the gender expected of the person’s
sex assigned at birth. However, in the case of trans
diverse people, their innate gender identity often does
not match the expected gender of the sex assigned to
them at birth.
Gender Non-Conforming (GNC)
Refers to a gender identity and expression by an
individual which does not match typical masculine or
feminine gender norms.
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Gender and Sex
The term ‘sex’ refers to biologically determined
differences, whereas ‘gender’ refers to differences in
social roles and relations. Gender roles are learned
through socialization and vary widely within and between
cultures. Gender roles are also affected by age, class,
race, ethnicity, and religion, as well as by geographical,
economic, and political environments.
Hate Crime and Violence Against LGBT People
Any incident, which may or may not constitute a criminal
offence, perceived as being motivated by prejudice and
hate. The perpetrators seek to demean and dehumanize
the targeted person or group, whom they consider
different from themselves based on their actual or
perceived race, ethnicity, gender, age, sexual orientation
or identity, disability, health status, nationality, social
origin, religious convictions, culture, language or other
characteristics.
Intersex
A term referring to a variety of conditions (genetic,
physiological or anatomical) in which a person’s sexual
and/or reproductive features and organs do not conform
to dominant and typical definitions of “female” or “male”.
Such diversity in sex characteristics is also referred to
as biological “variance”, a term which risks reinforcing
pathologizing treatment of differences among individuals.
LGBT/LGBTIQGNC
We use the short and well-known “LGBT” to refer
to Lesbian, Gay, Bisexual, Trans, Intersex, Queer and
Gender Non-Conforming people (LGBTIQGNC). LG and
B in this context are sexual orientations, while the “T” is
a gender identity and “I” is a biological variant. They are
clustered together in one abbreviation due to similarities
in experiences of marginalization, exclusion and
discrimination in a heteronormative and heterosexist
society, in an effort to ensure equality before the law and
equal protection by the law. It is important to recognize
that LGBT persons are not a homogenous group and
that their issues, experiences and needs may differ
significantly in several respects.
Reproductive Health
“is a state of complete physical, mental and social
wellbeing and not merely the absence of disease or
infirmity, in all matters relating to the reproductive system
and to its functions and processes. Reproductive health
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therefore implies that people are able to have a satisfying
and safe sex life and that they have the capability to
reproduce and the freedom to decide if, when and how
often to do so. Implicit in this last condition are the rights
of men and women to be informed and to have access
to safe, effective, affordable and acceptable methods of
family planning of their choice, as well as other methods
of their choice for regulation of fertility which are not
against the law, and the right of access to appropriate
health-care services that will enable women to go safely
through pregnancy and childbirth and provide couples
with the best chance of having a healthy infant”.

Transphobia
This term refers to the fear of, rejection of, or aversion
to anybody on the basis of them being or perceived to
be trans diverse. These phobias are often expressed as
stigmatizing attitudes or discriminatory behaviour.

Sexual and Reproductive Health and Rights
Sexual and Reproductive Health and Rights is in the
context of the Continental Policy Framework on Sexual
Reproductive Health and Rights 2005 endorsed by the
AU Assembly in January 2006.134
Sexual Diversity/Sexually Diverse People
A catch-all term used by some to include lesbian,
gay, bisexual, trans diverse, intersex and gender nonconforming persons, as well as people who are asexual
(not interested in having sex at all) or pansexual (attracted
to all genders). The term usefully blurs the lines between
the various groups and speaks to the fluidity of sexuality
and gender.
Sexual Orientation
A person’s lasting emotional, romantic, sexual
or affectional attraction to others (heterosexual,
homosexual, pansexual, bisexual or asexual).
Trans
Trans is an umbrella term that includes all the various
identities within the transgender spectrum: transgender,
agender, transsexual, gender fluid, cross-dressing, drag
kings and queens, third gender, genderqueer, nonbinary, genderfuck, genderless, non-gendered, twospirited, bigender, and transman and transwoman.
Transitioning
A person who is transitioning is in the process of
seeking or undergoing some form of medical or surgical
treatment to bring their body (sex characteristics) and
gender identity into closer alignment. Not all trans diverse
people wish to or undergo sex/gender reassignment
procedures.
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Copyright Notice/Creative Commons
Accountability
International
follows
the
recommendations provided by Creative Commons
(creativecommons.org) to stimulate and facilitate
the dissemination of the ratings and other tools we
develop.
Therefore, Accountability International under this
license gives you the right to remix, tweak, and build
upon our work non-commercially; as long as you credit
us and that you license your new creations under the

identical terms. Others can download and redistribute
this work just like the by-nc-nd license, but they can
also translate, make remixes, and produce new stories
based on our work.
All new work based on ours will carry the same license,
so any derivatives will also be non-commercial in
nature.

Contact Details
Cape Town Head Office

Feedback

54 Shortmarket Street

Please send feedback to: MarisaCraig@aids.org.za

Greenmarket Square
Cape Town

Resources

8000
South Africa

1. Sex Rights Africa Network Resources
www.sexrightsafrica.net/resources

Stockholm Administration Office
Impact Hub, Luntmakarsgatan 25;

2. TrainersLab Resources

111 37

www.trainerslab.net/toolbox/

Stockholm
Sweden
Brussels Innovation Hub
Rue l’Arbre Benit 44
Bruxelles
Belgium
1050
Email: info@accountability.international
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