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INTRODUCTION                         

 

 This article provides a comprehensive and insightful overview of women’s health on the African 

continent, bringing to light unique challenges, and key issues pertaining to the well-being of 

women in Africa.  The issue of women’s health remains of paramount importance for a number 

of key reasons. In view of this, it makes sense to engage in an in-depth perusal as a first step to 

analyzing pressing issues on women’s health. To understand what is taking place with women’s 

health in Africa, this paper looks at a number of key variables: population, age structure, median 

age, mother's mean age with their first born, maternal mortality, infant mortality, life expectancy, 

fertility rate, contraceptive rate, current health, physician density, hospital bed density, HIV rates 

for women, obesity rates for women and the percentage of underweight children per country. 

These variables are touted as critical to determining the status of women’s health in society.   

 

These key health variables play an important role in deciphering women’s health and are   

analyzed using World Factbook data from 55 African countries from five African subregions: 

Northern Africa, West Africa, East Africa, Central Africa, and Southern Africa. The World 

Factbook provides basic intelligence data on the history, people, government, economy, energy, 

geography, environment, communications, transportation, military, terrorism and transnational 

issues for 266 world entities and countries. Overall, the goal  is to construct a coherent aggregate 

and logical argument to understand women’s health in that region of the world.  

 

This is the first known comprehensive assessment of statistical data on the African continent and 

thus takes a critical step in analyzing what deficiencies exist in women’s health. It harbors 

implications that extend beyond a mere statistical focus through a critical exploration of solid 

and relevant statistical data. The purpose of this paper is an important step in laying out what 

areas to focus on: finances, policy recommendations, and social and medical policies to alleviate 

or eradicate women’s disadvantaged health position. An agenda that addresses these disparities 

can now be set forth with a vigorous and extensive analysis on women’s health in Africa that 

derives a picture that paints women across various African countries in a precarious position. 

There are some disparities and some variations expected across different regions of Africa, in 

terms of the statistical data.  

 

The prospective important findings from the analysis in this paper will set the stage for this rich 

data, which provides concrete evidence of exactly what is taking place and how this information 

compares across countries. The issue of women’s health from a comprehensive perspective has 

long been considered an important issue but has never gotten due process. A logical explanation 

is that such an undertaking is too overwhelming and extensive, with 54 countries and five 

regions that are not easily or inexpensively covered. The reason for the disparity in women’s 

health disparities across countries is based on economic, social, and political challenges and is 

parlayed into differences in the quality of healthcare received. Nelms et al (2006) spoke in their 
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article about healers that often bridge the gap between no health care and that received from 

formal settings.  

 

This is a rare study that aims to provide a comprehensive analysis across all African countries 

regarding women’s health. It represents the first main release of information in one location on 

certain key factors that are related to women’s health in that region of the world. Yes, The focus 

of some studies on this topic has engaged in a discussion that has been monolithic in focus on a 

particular geographic area in Africa (Hyder et al, 2005;  Pick et al, 1997) - these perspectives 

were undoubtedly important - but across Africa, encompassing all African countries has 

unequivocally never be done until now. The preceding discussion begs three main questions: 

 

The present study will examine women’s health across Africa and attest to the importance of a 

detailed discussion on the importance of women’s health to a society’s overall well-being. 

What does the projected future look like for women’s health in Africa and indeed across the 

world? For sure, it is evident that future women’s health includes women’s reproductive rights 

and health (Hom, 2003; Coburn et al, 2015; Yaya et al, 2021), which remains a key component 

of what serves as an explanation for other aspects of their health (Mocumbi et al, 2012).  

 

LITERATURE REVIEW AND STATISTICAL DATA 

 

It is important to note two key focus in this section of the paper. First, it explores the many issues 

that are related to women’s health on a national level. This will entail looking at variables such 

as infant mortality, maternal mortality,....it does capture the very essence of what is clearly a 

comprehensive picture or what encompasses the parameters of a sturdy health system and as 

such lays out a clearly defined path on what would need to be focused on to solve health 

deficiencies on a local, national, and international level. Second, it sorts out the key data that 

plays an important role in sorting out factors that promote a pattern of what are key health care 

variables to focus on when doing studies on women’s health. 

 

(a) Infant Mortality 

 

Infant mortality, its causes and its effects, has long been a source of concern for women’s health 

in African countries (Devries, 1985). While other factors related to women’s health have been 

dissected, most authors and researchers believe that infant mortality and the devastating statistics 

in parts of Africa lies at the heart of what constitutes a depravity in women’s health and the 

health of their children. Infant mortality has been dissected from various angles and a myriad of 

legitimate causes have ben advanced for its very important status. Guyatt et al (2001) concluded 

that malaria and the lingering side effects has a negative impact on infant mortality. A more 

recent study by Heft-Neal et al (2018) found a robust relationship between the air quality in a 

region and infant mortality, finding a negative relationship, that is the higher the level of air 
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quality, the lower the infant mortality rates, which one could proclaim as an obvious and 

expected pattern. This result was also seen in a previous study by Kudamatsu et al (2012), where 

there was ample evidence as it relates to improved air quality and the positive impact it could 

have on decreased infant mortality.  In a predictable fashion, Abrahams et al (2011) found that a 

better diet for mothers resulted in lower rates of infant mortality. Ester et al (2011) in a 

comprehensive study using data from WHO, World Bank, UNICEF and UNDP found important 

relationships with several factors. More specifically, the authors observed a direct and positive 

relationship with infant mortality rates and maternal mortality rate and an inverse relationship 

was observed with prenatal care coverage, births assisted by skilled health personnel, gross 

national income per capita, per capita government expenditure on health, social security 

expenditure, adult literacy rate, net primary school enrolment rate, population with access to safe 

drinking water (in urban and rural areas) and with population with access to basic sanitation in 

rural areas (Ester et al, 2011). 

 

The top three countries with the highest infant mortality rates in Africa are as follow: Somalia 

(86.53/1,000), Central African Republic (82.97/1,000), and  Equatorial Guinea (78.33/1,000). 

The top three countries with the lowest infant mortality rates in Africa are as follows: Tunisia 

(11.87/1,000), Libya (11.22/1,000), and  Seychelles (10.6/1,000).  

 

(b) Maternal Mortality 

 

Early studies on maternal mortality rates in Africa have lamented the plight and long-term 

destruction of their high rates (Boerma, 1987). More recent authors have looked overall at the 

factors that determine the reasons for higher mortality rates (Alvarez et al, 2009; Bour et al, 

2004). In the case of the former, Alvarez et al (2009) saw it as a human rights issue and a major 

global health challenge that needed rectifying through a consensus of two main factors - namely 

a strong health system and skilled delivery attendants. In the case of the latter, Bour et al (2004) 

found that births attended by skilled health personnel and life expectancy at birth strongly 

correlate with maternal mortality. Gross national product (GNP) per capita and health 

expenditure per capita also have strong association with maternal mortality and follows a line of 

argument on how intervening factors impact health care for women. A recent article presented an 

uplifting picture of maternal mortality rates in Africa, noting  that the main reason for the decline 

in maternal deaths has been the success of the antiretroviral treatment programme for HIV-

positive women, as well as  a decline in deaths owing to obstetric hemorrhage (Moodley et al, 

2018). 

 

The top three countries with the highest maternal mortality rates in Africa are as follows: Sudan 

(1,150/100,000), South Sudan (1,150/100,000), and Chad (1,140/100,000). The top three 

countries with the lowest maternal mortality rates in Africa are as follows: Tunisia (42/100,000), 

Egypt (37/100,000), and Burundi (31/100,000).  
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C) Population and Age Structure 

 

Africa has been largely confirmed as the birth of the first human beings, the homosapiens, which 

has been widely credited and sorted out as the first human beings on earth (Holfelder et al, 

2021).  It is the continent with the greatest disparity in genetic diversity among humans, resulting 

in iterating population structures (Holfeder et al, 2021). In Africa, 90% of the population is 

concentrated within a mere 21% of the land surface, underscoring the spatial disparity. 

Furthermore, the average per-person travel time to settlements housing over 50,000 inhabitants 

stands at approximately 3.5 hours, with Central and East Africa exhibiting the most extensive 

and time consuming journeys. The analyses highlight large inequities in access, the isolation of 

many rural populations and the challenges that exist between countries and regions in providing 

access to services (Linard et al, 2012). The key to advancing the rural portions of Africa, which 

often have very sharp contrasts to urban areas is access to transportation and advanced 

infrastructure. These two factors are of paramount importance.  Mellor (2014) reinforces this 

argument by emphasizing that rural areas in Africa remain a source of concern, especially as it 

relates to a healthy development of the overall population. The advancement in rural areas would 

cover key factions, namely: advanced educational opportunities for both males and females, 

poverty eradication, especially for women and children, access to adequate health services for 

women and children, and clean water and adequate housing. These factors are key to moving the 

disadvantaged portions of Africa across various countries in Africa. Studies have shown that the 

African population does not include a lot of migrants and is said to be less than 4% (Gambino et 

al, 2014). The population of African countries has been aging  in the last decade (Pillay et al, 

2013) mirroring what has been taking place on the global platform. In another longitudinal study 

by Nkalu et al (2019) results show that environmental hazards in terms of carbon dioxide (CO2) 

emission from solid fuel consumption reduce life expectancy (LEX) by 1 month and 3 weeks 

with a statistically significant result. Also, income, as proxied by GDP, extends LEX by 1 year 6 

months with statistically insignificant result, while population growth (POPG) equally extends 

LEX by 5 years 5 months due to increase in human resource/manpower which enhances 

agricultural productivity in Africa. 

 

The top three countries with the highest population rates in Africa are as follows: Nigeria 

(206,139,589), Ethiopia (114,963), and  Egypt (102,334,404). The top three countries with the 

lowest population rates in Africa are as follows: Gambia (241,668), São Tomé & Principe 

(219,159), and Seychelles (98,347).  

 

(d) Life Expectancy 

 

A study by  Djoumessi (2022) analyzed the impact of economic implications of malnutrition and 

are examined through the vicious cycle of Poverty-Malnutrition-Low productivity- further 
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malnutrition•The results of the two-way fixed effect panel model demonstrate the impact of 

malnutrition on infant mortality, with mild or moderate malnutrition distinctly contributing to a 

reduction in the survival of infants. Conversely, the study reveals an association between severe 

malnutrition and an alarming increase in the mortality rates of children under the age of 5. 

Furthermore, this investigation delves into the complex relationship between malnutrition and 

life expectancy revealing a moderated effect on overall lifespan. Conducted across a sample of 

36 African countries spanning from 2003 to 2018, this study provides insights into the 

implications of malnutrition on both infant mortality and life expectancy in the African context.  

The economic implications of malnutrition are examined through the vicious cycle of Poverty-

Malnutrition-Low productivity- further malnutrition. It is hypothesized that malnutrition at 

infancy contributes to high mortality, and leads to lower labor productivity of adults through the 

reduction of life span, as more and more skilled labor leave sooner. The results of the two-way 

fixed effect panel demonstrate an association between mild or moderate malnutrition and a 

significant reduction in  infant mortality. Whereas severe malnutrition leads to an increase in the 

death of children under 5 years. The results underscore a discernible impact of malnutrition on 

life expectancy. Also, the GDP growth significantly reduces the infant mortality rate but any 

increase in income per capita is not followed by the reduction of children's death. What is seen is 

that life expectancy has long been found to be  positively related to health which is in turn 

positively related to income and gross domestic product in African countries (McCarthy et al, 

2001). 

 

The top three countries with the highest life expectancy rates in Africa are as follows: Burundi 

(78.38) Algeria (78.03), and Libya (77.18). The top three countries with the lowest life 

expectancy rates in Africa are as follows: Mozambique (57.1), Somalia (55.72), and Central 

Africa Republic (55.52).  

 

(e) Fertility and Contraceptive Rates 

 

Overall,  Fertility rates in specific areas in Africa have been on the decline. Specifically, The 

total fertility rate (TFR) in the Middle East and North Africa has experienced a declining trend 

in recent years (Pourrezza et al, 2021). Teenage fertility rates in South Africa and Sub-Saharan 

Africa has also seen a decline ( Moultrie et al, 2007). A number of factors have been said to 

contribute to low fertility rates including the usual suspects of improvements in sex education, 

increased educational levels among the female population, increased birth control usage, 

increased HIV rates which saw lower fertility rates among HIV infected women (Lewis et al, 

2004; Ijaiya et al, 2009; Chola et al, 2015). A 2020 Family Planning Initiative Launched for 

2012 at a London Summit aimed the double the number of contraceptives used across Sub-

Saharan African. The results show a range of annual rates of change in modern contraceptive 

prevalence rates among women of reproductive age (15-49 years), with variations spanning from 

as low as 0.77 percentage points (95% CI -0·73 to 2·28) in Lagos, Nigeria, to 3·64 percentage 



7 

points (2·81 to 4·47) in Ghana, according to the quadratic model.  Burkina Faso, Kinshasa (DR 

Congo), Kaduna (Nigeria), and Uganda emerged as noteworthy points, showcasing high rates of 

change (>1·4 percentage points) in modern contraceptive prevalence among women of 

reproductive age . Although contraceptive use was rising rapidly in Ethiopia during the pre-

Summit period, our results suggested that the yearly growth rate stalled recently (0·92 percentage 

points, 95% CI -0·23 to 2·07) according to the linear model. The comprehensive meta-analysis 

revealed a substantial weighted average annual rate of change in modern contraceptive 

prevalence rates across all nine settings, standing at 1.92 percentage points (95% CI 1·14 to 

2·70). Among married or cohabiting women, the annual rates of change were higher in most 

settings, and the overall weighted average was 2·25 percentage points (95% CI 1·37-3·13) 

(Ahmed et al, 2019). 

 

The top three countries with the highest fertility rates in Africa are as follows: Niger (6.82), 

Angola (5.83),vand  DR Congo (5.63). The top three countries with the lowest maternal fertility 

rates in Africa are as follows: Seychelles(1.82), Burundi (1.74), Mauritius (1.35). The top three 

countries with the highest contraceptive rates in Africa are as follows: Morocco (70.8%), 

Botswana (67.4%), and Zimbabwe (66.8%). The top three countries with the lowest 

contraceptive rates in Africa are as follows: Eritrea (8.4%), Chad (8.10%), Somalia (6.9%).  

 

(f) Physician Density and HIV Rates 

 

One key factor that contributes greatly to improvements in health is physician density, that is the 

number of physicians that are available to treat a certain number of people in the population. 

Having a shortage of physicians to provide proper healthcare for the population without being 

overwhelmed is key to advancing the healthcare system and the health of the population. Sub-

Saharan has long faced and continue to face a significant shortage in healthcare workers 

(Conradie et al, 2018; Sawatsky et al, 2014). A shortage that persists in spite of strategies to 

combat this malady. This malady gets exacerbated when a crisis occurs, such as the ebola 

outbreak in recent years (McPake et al, 2019).  

 

The HIV rates for African countries remains high and is a source of concern (Faria et al, 2019). 

These high rates are especially a source among women, children and young women (Karim et al, 

2019; Ranjee et al, 2013). These high HIV rates are a source of concern, especially as the 

medical field pushes to reduce the rates of transmission from mothers to newborns (Goga et al, 

2018). Changing the opinions of the high HIV rates in Africa is an abdurate process that will 

require solid and concrete plans to rectify and reverse the daunting HIV rates across African 

countries. High HIV rates have also shown to be positively correlated to other dangerous 

diseases (Mukadi et al, 2001. Undiagnosed cases of HIV rates in African countries also remain 

an issue (Johnson et al, 2015). The authors made a significant discovery, presenting a remarkable 

decline in the fraction of HIV-positive adults who remained undiagnosed, plummeting from over 
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80% in the early 2000s to a strikingly low 23.7% [95% confidence interval (95% CI) 23.1–24.3] 

in 2012. The proportion of undiagnosed cases in 2012 exhibited a substantial gender disparity, 

with men accounting for a considerably higher rate of 31.9% (95% CI 29.7–34.3) compared to 

women, whose undiagnosed proportion stood at 19.0%( 95% CI 17.9–19.9). Projected 

probabilities of experiencing disease progression (CD4+ cell count <350 cells/μl) without 

diagnosis are more than 50% for most HIV-positive adults over the age of 40. The fraction of 

HIV-positive adults who are undiagnosed is projected to decline to 8.9% by 2020 if current 

targets (10 million tests per annum) are met (Johnson et al, 2015). 

 

The top three countries with the highest physician density rates in Africa are as follows: 

Mauritius (2.6/1,000), Seychelles (2.12), and Libya (2.09). The top three countries with the 

physician density rates in Africa are as follows: Somalia (.02/1,000), Rwanda (.013/1,000), and 

Tanzania (.01/1,000). The top three countries with the highest HIV rates in Africa are as follows: 

South Africa (7.8 million), Mozambique (2.1 million), and Tanzania (1.7 million). The top three 

countries with the lowest HIV rates in Africa are as follows: Djibouti (6,800), Tunisia (4,500), 

and  Cabo Verde (2,400).  

 

(g) Obesity and Underweight Children 

 

A recent study in Africa explained that obesity was increasing on that continent (Yako et al, 

2015) though the authors maintained that the true cause remains elusive. A previous study sought 

to explain the causes and emphasized that the high obesity rates in Africa were caused by 

diabetic rates and hypertension rates (Kengne et al, 2013).  A look at other sorted data shows a 

clear gradient in the prevalence of underweight children in West Africa. Along the coast of West 

Africa, an intriguing pattern emerges with an intermediate prevalence of underweight children, 

excluding wartorn Sierra Leone. However, as one ventures further north, an alarming escalation 

in the prevalence of underweight children unfolds swiftly and unmistakably, with the highest 

prevalence in the Sahel. In other regions, nutritional conditions clearly cross national borders. In 

the Great Lakes area, prevalence at several locations was above 30%, and the population density 

of under 5-year-olds was high. This implies that there are large numbers of undernourished 

children on both sides of the borders between Burundi, the Democratic Republic of the Cong, 

Rwanda, Uganda and the Republic of Tanzania. The analysis further reveals compelling regional 

patterns characterized by either low or medium levels of underweight children, providing 

insights into the geographic distribution and prevalence of this issue. Prevalence below  20% as 

observed in South Africa continued into neighboring countries such as Botswana, Namibia and 

Zimbabwe, and also into the southern part of Mozambique. In coastal central West Africa, a 

spectrum of low and medium levels of underweight children emerges, coming from southeastern 

regions of Nigeria to the captivating lands of Gabon and neighboring territories of the Republic 

of the Congo.(Nube, 2005). See also Figure 1. Another very recent study reaffirmed that 
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underweight children in Africa have also been and continues to be a source of concern (Cypriana 

et al, 2022). 

 

The top three countries with the highest obesity rates in Africa are as follow: Libya (32.%), 

Egypt (32%), and South Africa (28.30%). The top three countries with the lowest obesity rates in 

Africa are as follows: Eritrea (5%), Ethiopia (4.5%), and Seychelles (.14%).  

 

The top three countries with the highest underweight children rates in Africa are as follows: 

Niger (31.3%), Djibouti (29.9%), and Chad (29.2%). The top three countries with the lowest 

underweight children rates in Africa are as follows: Algeria (2.7%), Morocco (2.6%), and 

Tunisia (1.6%).  
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Research Methodology 

 

The current study looked at women's health on the African continent. It represents a first step in 

gaining knowledge on what is currently available in that subject area in terms of the current 

literature and statistics. To that end, a thorough literature review was done and the most relevant 

and timely articles were summarized to provide a meaningful synopsis of where the research 

stands in this area today, some key findings and what could next be done in terms of a follow-up 

research agenda or analysis. As such, this paper used secondary data analysis to review the 

relevant literature and statistics that is currently available on women's health on the African 

continent. The paper also looked at key statistics for women from the World Factbook, 

performing a comparative analysis across countries. The preceding serves as the best way to 

answer what research has been done, what are the key findings and what follow-up research 

could be done as next steps.  Thus the research question of what information and what key 

statistics are saying currently exists for the countries and what additional research could be done, 

is clearly answered through the use of this methodology.  

 

 

Statistical Data on Women’s Health 

 

Northern Africa  

The six countries in Northern Africa are: Morocco, Algeria, Tunisia, Egypt, Sudan, and Libya. 
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Western Africa  

The sixteen countries in Western Africa are: Nigeria, Ghana, Côte d’Ivoire, Niger, Burkina Faso, 

Mali, Sengenal, Guinea, Benin, Sierra Leone, Togo, Liberia, Mauritania, Gambia, Guinea-

Bissau, and Cape Verde.  

 

 

 

 

https://www.countryaah.com/cote-divoire/
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Central Africa  

 

The nine countries in Central Africa are: Democratic Republic of the Congo, Angola, Cameroon, 

Chad, Central African Republic, Republic of the Congo, Gabon, Equatorial Guinea, and Sao 

Tome and Principe.  
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Eastern Africa  

 

The eighteen countries in Eastern Africa are: Ethiopia, Tanzania, Kenya, Uganda, Mozambique, 

Madagascar, Malawi, Zambia, Somalia, Zimbabwe, South Sudan, Rwanda, Burundi, Eritrea, 

Mauritius, Djibouti, Comoros, and Seychelles.  
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Southern Africa  

 

The five countries in Southern Africa are: South Africa, Namibia, Botswana, Lesotho, and 

Swaziland.  
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In Fugure 2.1 above, the main cause of deaths for females age 0-4 years is repiratory infections.  

This is followed by perinatal conditions and then diahereal diseases.  Coming in fourth place is 

malaria, followed in fith place childhood-cluster diseases and then HIV/AIDS.  Seventh, eighth 

and ninth places are occupied by noncommunicable diseases, other infectious diseases and 

nutritional deficiencies.  The Thirteen top diseases are rounded out by injuries, meningitis, STs 

and tuberculosis respectively.  

 

 

In looking at Table 2.2 it shows that the African countries had the lowest clinic attendance by 

women during antenal care coverage.  These results are mimiced in having a skilled health 

attendant at the birth of a child, as well as having baby delivery at a health institution, where 

Africa for the most shows the lowest rates, except for South Asia. 
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Figure 3.4 details data on causes of maternal deaths in athe African region, which remains an 

area of major concern in that health care sector. Outside of other areas, maternal haermorhage for 

maternal deaths remain significant ar 24%.  This is followed by maternal deaths by abortions at 

14% and them maternal deaths by maternal sepsis at 12%.  Hypertensive disorders, related to 

high blood pressure for materal deaths stads at 8%, ending with onstructed labor for maternal 

deaths coming at 5% which remains almost criminal in nature.  
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Table 3.4 details the obstetric care facilities in th African region.  The table shows that Rwanda 

has the most emergency obstetric care facilities of the total number required at 86%.  This is 

followed by Niger at 68% and then closely with Benin at 67%. The next top three countries with 

the most emergency obstetric care facilities of the total number required are: Uganda at 40%, 

Chad at 40% and then Senegal at 39%. The next three countries with the most emergency 

obstetric care facilities of the total number required are Mali at 38%, Malawi at 36% and 

Mozambique at 34%. The table is rounded out by Mauritania at 31% and Cameroon at 29% for 

countries with the most emergency obstetric care facilities of the total number required.  
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Figure 3.7 shows heartbreaking statistics on age-standardized incidents of cervical cancer across 

the world. The results show astronimical high rates in regions such as East Africa, followed by 

South Africa and then West and Central Africa.  Suprising figures are shown fro North Africa 

with very low rates and regions of South America and South Central Asia with somewhat 

disturbing high rates.  
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Table 5.2 depicts the per capita productivity loss due to maternal deaths in the African Region. 

The data shows that the top ten countries with the highest total productivity loss in international 

dollars are: South Africa, Angola, Tanzania, Ethiopia and Kenya, Cameroon and Nigeria, 

Algeria, Chad and Uganda.  Ten countries with the lowest total productivity loss in international 

dollars are: Swaziland, Liberia, Eritrea, Gambia, Zimbabwe, Lesotho, Guinea-Bissau, Comoros, 

Mauritius and Cape Verde 
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Table 5.3 below depicts the cost of services and pregnancy outcomes, according to the use of 

family planning and maternal and newborn health services in sub-Saharan Africa. In terms of the 

cost of the current level of services, the data shows that family planning services stood at 290 

million and maternal and newborn care stood at 1,460 million. The intended births and 

miscarriages, with the number in thousands show that intended births and miscarriages stand at 

26,950,000 unintended births births and miscarriages stand at 11,730,000 and induced abortions 

stand at 5,310,000. In terms of number of deaths , the numbers stand at 290,000 for maternal 

deaths and 1,220,000 in newborn deaths in Sub-Saharan Africa. These figures show the plight of 

women and their children in Africa and speaks to a need for a fundamental call to address these 

issues. 
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DISCUSSION 

 

There is no doubt that women’s health in Africa remains a critical issue. The World Health 

Organization (WHO) indicates that On the African continent, one of the biggest health 

challenges facing women is the need to improve maternal health (2022). The WHO (2022) states 

the following about women in Africa “Women in the African Region are more likely to die from 

communicable diseases including, but not limited to: HIV, tuberculosis and malaria, maternal 

and perinatal conditions, and nutritional deficiencies, compared to women in other regions. 

Globally, about 468 million women aged 15–49 years (30% of all women) are thought to be 

anemic. A majority of this is assumed to be due to  iron deficiency for women living in Africa 

(48–57%).”   The World Health Organization (2022) also found the following in Africa: Women 

account for a slightly smaller proportion of COVID-19 infections and deaths compared with 

men,  by an analysis done by the World Health Organization (WHO), proving this theory, 

finding 28 African countries. The analysis based on COVID-19 gender specific epidemiological 

data provided by countries found that although women account for around 41% of COVID-19 

cases, this ranges from 31% in Niger to over 57% in South Africa. 

 

With the pandemic accentuating challenges to accessing essential health services, a WHO 

preliminary analysis in 22 countries found 10 reported a rise in maternal deaths, with the highest 

increases reported in Comoros, Mali, Senegal and South Africa between February and July 2020, 

compared with the same period in 2019. Nine of the 22 countries reported a decline in births in 

health facilities and an increase in complications due to abortions. Based on observation, it's 

evident that in most countries, women exhibit a lower mortality rate due to COVID-19 compared 

to men. For instance, the case fatality ratio is 0.4% for women compared to 0.5% in men, while 

in the Democratic Republic of the Congo it is 2.2% versus 2.7% and 0.1% versus 0.5% in 

Seychelles. 

This comes despite women accounting for a large part of the health workforce which puts them 

at higher risk of infection. In Africa, more than 95 000 health workers have been infected with 

COVID-19. In Seychelles, a staggering 71% of  health worker infections are borne by women, 

highlighting the disproportionately high impact on the workforce. Similarly, in Eswatini, women 

account for 64% of health worker infections, followed by 55% in Cote d’Ivoire and 54% in 

Senegal (WHO, 2022b), displaying the prevalence of infections among female workers. . 

While women in Africa experienced lower COVID positive rates, Studies have also found that 

violence against women, and particularly domestic violence, increased in several countries as 

security, health, and financial worries created tensions and strains which were worsened by the 

confined living conditions of lockdown. The impact of the COVID-19 pandemic has led to a 

profound economic fallout, weighing heavily on women. Informal workers, most of whom are 

women, account for more than 90% of the labor force in sub-Saharan Africa, according to the 



25 

World Bank.  The pandemic targeted informal sector jobs, inflicting a tragedy on a vulnerable 

segment of the workforce (WHO, 2022b). 

 

The World Health Organization (WHO) is actively collaborating with nations worldwide, 

undertaking measures to mitigate the repercussions of the pandemic on women’s health. Several 

countries have implemented initiatives to ensure services for sexual, reproductive, maternal, 

newborn, adolescent and older people’s health are maintained. The initiatives encompass a 

multifaceted approach, including the restructuring of antenatal care services, the provision of 

PPE to mitigate COVID-19 transmission risks, the implementation of mobile-based family 

planning services, and the facilitation of self-care alternatives for oral injectable contraceptives. 

These endeavors strive to safeguard women’s health and empower them with accessible and 

innovative solutions as public private partnerships to deliver contraceptives and other family 

planning commodities (WHO, 2022).g  

 

Mikayla Collins (2022) indicates that “Sixty percent of Africa’s HIV positive people are 

women,” The Covid-19 pandemic has exacerbated a dire situation. “There has been an alarming 

increase in teen pregnancies and child marriages, especially in West and Central Africa during 

the pandemic” (Collins, 2022). The introduction of localized development programs tailored 

towards the advancement of women and girls holds the potential for higher standards of health 

and well-being, leading to an effect extending beyond individual lives,which can in turn benefit 

the communities in which these women and girls live (Collins, 2022). According to Sanders, 

access to education is a pivotal factor of success. She goes on to state that, “Less than fifty 

percent of African women have completed education above the elementary level, emphasizing an 

urgent need to bridge the educational gap. One way to address this problem, Sanders maintains, 

would be to register births more accurately in sub-Saharan Africa to enable complete 

documentation of the number of girls who will need to attend school. The educational programs 

need to focus heavily on health, in particular women’s unique health issues. In order to 

effectively channel development effort towards women and girls, developpement personnel and 

policymakers must seek out support from faith leaders, community leaders, and elders, as they 

all hold a strong emphasis on decisions. This is necessary across all regions of the continent, in 

rural and urban areas (Collins, 2022).  

Women in Africa face massive barriers stemming from the cultural impositions of household or 

community to the public and governmental policies that restrict their access to education and 

jobs. These challenges impose constraints on women causing gender inequality across the 

continent. 

One argument that has been made is that having women as leaders has resulted in a positive 

effect on women’s health and other services in a country (Batson, 2021). More specifically, the 

author states that In comparison to men, women in leadership positions are more likely to 

https://www.westerncity.com/article/engaging-african-americans-civic-and-political-life-their-communities
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directly respond to the concerns of the community, to allocate funds toward education, health, 

and nutrition, to prioritize the needs of women, children, and marginalized groups, and to 

increase research on women’s health issues (Batson, 2021).   

 

Correlations between women’s access to health and education  

 

There are inequalities between women and men in their access to education. Research shows that 

“limited access to education for women suggests that women are less likely than men to have 

information about these diseases and their presentation” (Manderson et al., 1996: 8). This 

correlation shows women are less informed on medical education about diseases which affects 

their knowledge about the causes of disease and steps in preventing disease (Manderson et al., 

1996). This reveals there is a negative correlation between health and education in women, 

signifying the less education women have about health, the less awareness they have when 

diseases appear (Manderson et al., 1996). More research should be done to determine the 

possible positive correlation between women’s education and health.  

 

Main foci on women’s health services  

 

What are the main health services geared towards women in health? In SouthAfrica, “women’s 

health services consisted mainly of maternal and child health services,3,4 with an emphasis on 

contraceptive services aimed at limiting population growth” (Cooper et al., 2004: 71). This 

shows women in health receive services that aid their reproductive systems and offspring 

(Cooper et al., 2004).  

 

 

CONCLUSION 

 

The calls to improve the health care system across African countries is deafening. There is a 

desperate need to see a movement forward and a definitive improvement in the health and well 

being of the citizens across the region. These sentiments echo a loud call by Fathalla (1997) 

twenty-five years ago that the world health sector needed to focus on women’s health and in 

particular health related to women’s reproductive and sexual diseases.  The author predicted that 

as these improvements were made, women would come to have more power over their bodies 

and their health (Fathalla, 1997). Uncomfortable issues such as female circumcision need to be 

addressed and there needs to be conscious effort to move beyond previous social norms that are 

patriarchal but detrimental to women’s health. Benson (2022) supplied that the following African 

countries are said to have the best health care system based on the health care index: 
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South Africa has a health care index score of 63.97; Kenya has a health care index score of 

63.40; Tunisia has a health care index score of 56.54; Algeria has a health care index score of 

52.88; Nigeria has a health care index score of 48.49; Egypt: Has a health care index score of 

47.01; Morocco: Has a health care index score of 46.69. These systems should be analyzed, 

especially across gender lines. A key question to answer is how can these systems be mimicked 

in other African countries? 

The changes being recommended are not superficial or easy changes to make if they are to 

sustain each country's health care system. This was highlighted twenty-seven years ago at the 

Beijing Declaration and Platform For Action.  There have been several advances in women’s 

health made worldwide since then, but more needs to be done.  The rectification needed must 

start with each country’s infrastructure, especially to rural areas, allowing those areas an easier 

link to more urban sectors in each country. Those infrastructure changes must also focus on 

gaining clean water and improved sanitation systems. Increased educational programs that focus 

on informing citizens on how they can contribute to their own health care improvement must 

also be addressed, particularly in areas such as prenatal care, STD prevention and general health 

such as diabetes and hypertension. Finally a thorough tracking system that promotes 

accountability and documents quantitative improvements needs to be enforced in every African 

country. The issues must be reevaluated on a regular basis to assess effective and ineffective 

policies.  

 

Based on the above discussion, more direct health care help is also needed in the form of 

additional doctors, more health related resources, more food and more nutritious food and more 

contact between the population and health care providers, especially prenatal care for women. 

Once babies are born, early efforts should promote more contact between parents, children and 

health care professionals, as well as more invasive health care provisions related to food, 

medication and preventative vaccines. This follows a line of argument that encompasses a more 

direct and purposeful focus that will alleviate the devastating effects of poor health care systems 

for women and thus children. This may or may not be a new approach, but it is one that should 

take precedence and one that could have implications that extend beyond the continent of Africa 

and the individual countries in Africa to other parts of the world with similar circumstances. 

Most health care advocates agree that the current scenario needs major restructuring and one that 

is inevitable, desirable and beneficial.  

 

The preceding arguments require not only a reliance on singularly focusing on the key features 

highlighted above is not enough to eradicate the critical issues related to women’s health in 

Africa. What is needed instead is a process by which a comprehensive focus is given. This will 

require careful consideration of how the various factors impact and are in turn impacted by 

improvements in each individual area, as well as the impact of this on other health areas. This 

Commented [1]: add source 
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paper served to present an accurate and up to date picture of the statistics related to women’s 

health on the African continent and strong recommendations to address any deficiencies in the 

healthcare system. What beckons is a set of solid and feasible recommendations that can result in 

sustainable policies and programs to address these deficiencies.  
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