M t'ahty

= g

l.-“:;:' i

i;

__'I-

A 14
‘*-‘bi—: :
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Elemants of monitoring

anviromnment Assessment
Data gathering capacties | Strong | Falr | Weak
Chiality of recant Surny

information | Strong | Fair  Weak
Statsical bcking capacles. | Strong | Fair | Wesk
Statistical analysls capacities | Strong | Fair | Weak
Capacilty io incorporate slatatical

analysis into policy, planndng

and resource allocation

mechanism Strong | Fair Weak
Moniloning and avaluation

mschanisms Sirang | Fair | Weak

Status and Trends

l n P90 A the Waereld Summit for Children, the govs

ard Plan of Action B0 bene it Childeen, An initiative was

srnment of Swaziland committed 10 a8 Declaration

ther implemented in which the country cormmbtbed to
reduce the infant and under-five mortality rate by one
third between VI and 7000 reduee severe and miodor-
ate Forms of malratrition on children less than 5 yaars of
age, provide unlversal deoess to sale drinking water ansd
sanitary msans of excreta Ji.luF‘\-l.Mi. By this L L 2INEL
thiese goals had not been attained
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Infant Mortality Rate per 100 000 Live Births

aouree LU repar, 2000

Under five morality increassd from 80 per [0 in 1991 1o
16 per 1000 in 1997 and (o 122 per TND in 2000 (MICS
ZULHA,
1991 bo 78 per 1000 in 1997, rising from 8757 per 1000 in 2000

Intent mortality rate also rose from 72 per XN in
(ML, 20061), Underwerght prevalimde = 1 percent, amimg
wihich the stunting prevakmoe s 30 peroent. Actess b sale
drinking water 15 an estimated 51 percent. Sanitation s 71
percent. Birth weight below 2.5 kg is 5 percent while the
exclusive breasi-feeding rate is an estimated 31.2 peroenl

(WS, 24, Dhiphthena, pertussis and fetanag immuniza-
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tion coverage is 77.2 percent. Measles immunization cov-
erage by age 1 is 72.3 percent (CSO, Multiple Indicator
Cluster Survey, 2000).

Chart 4 Infant and Under 5 Mortality
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The increase in child mortality in the last decade is mainly
accounted for by increased mother-to-child HIV infec-
tions, and the continued prevalence of water-borne and
other infectious childhood diseases.

Major Challenges

* The advent of HIV/AIDS and its high prevalence
accounts for a significant proportion of the increase in
infant and child mortality. Childhood diseases such as
diarrhea, water-borne disease, malnutrition and other
infections also contribute to high child mortality.

4 Inadequate skills to deal with major causes of
morbidity and mortality among infants.

* The need to promote universal access to reproduc-
tive health care to prevent unwanted pregnancies.

* The lack of safe water and sanitation for the rural
majority .

Goal

Mortality

Supportive Environment

L 4 Swaziland adopted the IMCI strategy in 1999 as a
means to increase the capacity for the management of the
major Killer diseases in children, i.e. ARIs, diarrhea, mea-
sles, malaria, and malnutrition.

L 4 A policy guide on the prevention of mother-to-
child transmission of HIVV/AIDS has been developed.

Priorities For
Development Assistance

* Human resource capacities are critical; the country
has few pediatricians and very few people properly
trained on the IMCI strategy.

* Support is needed towards the scaling up of safe
water and proper sanitation in the rural areas where there
is a high prevalence of water borne diseases relating to
poor sanitations.

L 4 Support for nutrition and food security for moth-
ers and children, particularly OVCs.

4 Support for sustained immunization programmes.

4 Support for the prevention of mother to child
HIV/AIDS transmission.

* General support for OVCs.
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