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INTRODUCTION

1. Eritrea emerged as an independent African country on 24 May 1993, after conducting a
UN supervised referendum in which 99.8% of its people voted “Yes” for independence.
It gained its independence after a 30 years armed liberation struggle led by the Eritrean
People’s Liberation Front (EPLF) which liberated the entire country militarily defeating
the junta in Ethiopia.

Geographically, Eritrea is located in the Horn of Africa, bordered by Ethiopia in the
south, the Sudan in the west and north, Djibouti in the south east and the Red Sea in the
east. It has a land area of about 124,000 square kilometres, with a sea cost stretching for

about 1200 kilometres and over 300 islands spread along the Red Sea.

Eritrea’s population comprises nine ethnic groups speaking diverse languages and is
estimated at 3.6 million (EPHS, 2010). The majority of the population is young, and
nearly half it is under 15 years of age with a median age of 18 years (EPHS, 2010).
Children under 5 years of age make up 15.3% of the total population (EPHS, 2010).

Over 60% of the Eritrean population resides in rural areas, earning its living from
agriculture. The majority practice traditional farming and livestock rearing. The rest live
in urban and semi-urban areas and are engaged in various formal and informal economic

activities.

The Government of the State of Eritrea has been committed, even before independence,
to the promotion and protection of the rights and welfare of children. Eritrea signed and
ratified the African Charter on the Rights and Welfare of the Child (ACRWC) in the year
2000, soon after the Charter entered into force on 29 November 1999. Eritrea has signed
and rarified the UN Convention on the Rights of the Child (CRC) since August 1994.

Eritrea is signatory to several other international conventions that enhance the respect and
safeguard the broad and specific principles of human rights. It is signatory to the
International Covenant on Economic, Social and Cultural Rights, International Covenant
on Civil and Political Rights, International Labour Organization (ILO) Conventions,
Convention on the Elimination of AIll Forms of Discrimination Against Women
(CEDAW), among others.
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The sacrosanctity of the rights and welfare of the child is enshrined in almost all social,
economic, judicial and policy documents of the Government. Sectoral development
policies of the different Government institutions, and especially the Ministry of Labour
and Human Welfare (MoLHW), the Ministry of Education (MoE) and the Ministry of
Health (MoH), are committed to the protection of the rights and the development of the
child as the centrepiece of their strategies. The Ministry of Labour and Human Welfare
has been entrusted with the mandate and authority to lead the overall affairs of child

rights and welfare in the country.

Eritrea submitted a brief initial report on the implementation of the ACRWC in July
2012. This consolidated report revisits the initial report and covers the entire 2002 - 2013
period classified into the First, Second, Third and Fourth reports. Efforts have been made
to describe the main measures undertaken by the country to implement the rights
recognized in the ACRWC and the achievements and challenges encountered in the
implementation of the spirit of the principles of the Charter. The structure of this
consolidated report follows the reporting format issued by the African Committee of
Experts on the Rights and Welfare of the Child (the Committee),(Cmtte/ACRWC/2 11
Rev2).

The Government of the State of Eritrea has taken note of the Comments and
Observations made by the Committee on the Initial Report and efforts have been exerted

to respond to the comments in the appropriate corresponding sections.

The preparation process of this consolidated report was participatory, involving all public
and private sector stakeholders, namely the Ministries of Education, Health, Justice and
Labour and Human Welfare, as well as national associations such as the National Union
of Eritrean Women (NUEW), the National Union of Eritrean Youth and Students
(NUEYYS), the National Confederation of Eritrean Workers, the National Association of
Autism and Down Syndrome, National Associations of the Deaf and the Blind,
‘Bidho’(challenge) Association of People living with HIV/AIDS. Community-based
committees on the rehabilitation and reintegration of children with difficulties such as
orphans, the disabled and street children also actively participated in the discussions of
the draft report. The Ministry of Labour and Human Welfare steered the work as the

focal institution responsible for the coordination of the implementation of the African
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Charter on the Rights and Welfare of the Child (ACRWC) and the UN Convention on the
Rights of the Child (CRC).

A private consultancy firm was hired to gather and compile data and information and
write the comprehensive and consolidated periodic reports. A draft report was circulated
among and feedback solicited from all stakeholders, and a consensus building workshop
was organized to discuss and provide inputs for the finalization of the comprehensive and
consolidated periodic reports. The National Coordinating Committee on CRC and
ACRWC made final input to the report.

The Government of the State of Eritrea has been exerting all efforts within its powers
towards the promotion of the rights and welfare of the child, and reaffirms its unreserved
commitment to the furtherance and observance of the rights set forth in the ACRWC and

other Conventions.

Since its accession to the CRC the Government of the State of Eritrea has submitted four
country periodic reports. The present report on ACRWC has, as necessary, incorporated
some of the relevant data and information presented in the CRC periodic reports. This is
permissible by the reporting format issued by the African Committee of Experts on the
Rights and Welfare of the Child (ACERWC).

It is worth mentioning that the signing of the Charter coincided with the climax of the
Ethio-Eritrea border war which entailed immense social and economic disruption and
loss of human life. Even after the cessation of fighting, hostilities against Eritrea
continued causing immense challenges on the nation building and development
programmes which the country had set in motion before the sudden onset of the conflict.
This has been aggravated by the unjust and illegal sanctions which hostile external
powers have imposed against Eritrea since 2009 through their influential position in the

United Nations Security Council.

The General Measures of Implementation, comprising of the legal instruments and policy
directives prepared to guide the implementation of the Charter and CRC are, as much as
possible, dealt with in the First Periodic Report, with subsequent introductions of similar
measures being addressed in respective periodic reports.
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The GoSE reaffirms respect for the principles proclaimed in the ACRWC and in other
international treaties to which Eritrea is a party. This unequivocally requires that Eritrean

legislation be consistent with the same.

The ACRWC and CRC are multi-sectoral and multi-faceted. Consequently, the
coordination of the various sectors called for the formation of long-term structures.
Terms of Reference (ToR) for the coordination of the national, regional and technical
committees were prepared and disseminated as job descriptions of the different levels of
actors. Moreover, the Terms of Reference for the National Coordinating Committee was
revised in 2008 to articulate the mandates and responsibilities of the various national and
regional actors participating in the implementation of the Charter and CRC. An
appropriate mechanism has thus been created for the effective and efficient coordination
of activities to be pursued at the different levels of implementation, monitoring and
evaluation and for reporting at the national, regional and sub-regional levels.

The Inter-ministerial Committee is composed of the Minister of MoLHW, who acts as a
chairperson, and senior representatives from the MoE, MoH and MoJ. Its functions
encompass, among others, (i) harmonising policies/measures pertaining to the rights of
children; (ii) engaging in the promotion and protection of children’s human rights; (iii)
ensuring that appropriate responses are provided to the concerns raised and
recommendations passed by the Committees; (iv) coordinating and monitoring the
implementation of activities related to children in all sectors; (v) coordinating the
preparation of a Comprehensive National Plan of Action for Children and facilitate the
overcoming of challenges and shortcomings encountered by each sector; (vi) preparing
follow-up progress reports and developments, and revising and refining the final report
on the implementation of the Charter and CRC; (vii) strengthening the mechanisms for
availing updated and reliable data and information in each sector; (viii) working closely
with all government institutions, and the private sector, including civil societies, to
promote and monitor the activities of the Charter and CRC; and (ix) conducting meetings

every three months to review work progress and to chart out future plans of action.

A Technical Committee composed of professionals nominated by members of the
National Coordinating Committee, the Eritrean Police, the National Union of Eritrean
Youth and Students (NUEYS) and the National Union of Eritrean Women (NUEW),

most of whom had job assignments related to the implementation of the programmes,
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was established at the national level. The Technical Committee works closely with the
Ministries of National Development (MoND), Information (Mol), and the National
Statistics Office (NSO).

The Technical Committee, which is accountable to the National Coordinating
Committee, functions under the chairpersonship of the representative of the MoLHW and
is entrusted with the following tasks: (i) collection and compilation of all relevant data or
information pertinent to the implementation of the Charter and CRC; (ii) preparation of
periodic national reports for review and approval by the National Coordinating
Committee; (iii) monitoring progress in the implementation of the ACRWC and CRC by
liaising with the zonal and sectoral actors on behalf of and based on directives of the
National Coordinating Committee; (iv) reporting to the National Coordinating
Committee on progress of implementation of the ACRWC and CRC and recommend
possible courses of action for correction; (v) following up the preparation of a
Comprehensive NPA based on the directives/guidance of the National Coordinating
Committee; (vi) advising the National CRC and ACRWC Coordinating Committee on
the human and financial requirements for the implementation of the programmes; and
(vii) conducting regular meetings at intervals of three months to review progress of work

and chart out future plans of action.

Regional administrations are the actual implementors of the provisions of the Charter and
CRC. Each of the six administrative regions has a regional committee that monitors
actual work progress, including the implementation of the Charter and CRC,
documentation, awareness raising campaigns, etc. at the region level. The regional
committee reports to the regional administrator, who in turn reports to the chairperson of

the National Coordination Committee.

The regional committee for the coordination of the implementation of the programmes
comprises: the Regional Administrator or his/her representative (preferably the Director
General of Social Services), the heads of the regional branches of the MoLHW, MOoE,
MoH, MoJ, the heads of the regional branches of the Eritrean Police, NUEYS, NUEW,
National Sports Commission and regional representatives of the Mol. The regional
committee is responsible for ensuring that: (i) the rights of the child are actively pursued
at the region, sub-region and kebabi or village levels; (ii) the relevant documentation is in

place; (iii) the subproject activities are implemented according to plans and directives;
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(iv) reports are prepared on time; (v) information on the provisions of the Charter and
CRC is disseminated through seminars, workshops and other means of campaigning and
awareness raising; and (vi) other additional duties as may be required by the National
Coordinating Committee are performed.

The MoLHW, as the national coordinator of the implementation of the Charter and CRC,
drafted a Comprehensive National Policy for Children in Eritrea and a Comprehensive
Policy on Persons with Disability, with the full participation of children and the
concerned government institutions at all levels, namely the central, zonal and grassroots
level. The main objective of these policies is to address the broad aspects of child care
and protection and the needs of vulnerable children and to facilitate and harmonize the
intervention of the various stakeholders involved in the areas of child welfare and

development.

A National Plan of Action (NPA) for children is incorporated in the strategic plans of
every ministry. The State Party would like to stress that in these strategic plans, projects
and activities concerning children to be implemented are boldly indicated. The MoND
ascertains that this is adhered to. The National Coordinating Committee facilitates the
expedient implementation of the planned projects and activities at the national and
regional levels. At the sub-zonal level, the Child Well Being Committees (CWBC)
follow and monitor the implementation as well as supplement communities’ participation

during implementation of sub-projects.

Since 2009, the GoSE has intensified the development of comprehensive MIS in sector
Ministries and civil societies to collect data, including that of vulnerable and
disadvantaged children. Sector Ministries and civil society institutions made strenuous
efforts to build and strengthen their respective MIS, which extended down to sub-
regional level. Data and information thus collected and aggregated is used, among others,
for informed decision and policy formulation, which is expected to go a long way in the
effective implementation and monitoring of the Governments’ development programs

and, of course, the ACRWC and CRC.

The information that is reflected in this Report is mainly based on the information
gathered from the sectors that have developed their management information system

(MIS). Disaggregated data and statistics concerning child welfare were made available



217.

28.

from the National Statistics Office (NSO), MoND, MoH, MoE, MoJ and MoLHW and

the Eritrean Police.

As cited in previous reports, the laws of the country also underpin the responsibilities of
parents and relatives by consanguinity or affinity for the supply of basic amenities to
children and adults.

The MoLHW, through its social workers assigned in the sub-regions and the CWBC
established in the six regions and 27 sub-regions inspects the situation of children at the
sub-regional administrative levels to ensure compliance with statutory requirements
relating to their treatment. The Ministry also reviews documentation related to the
condition of children and collects information from teachers, social workers,
psychologists, jurists, law enforcement officers and the children themselves to ensure

proper education, reorientation and correction.
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FIRST PERIODIC REPORT
2002 - 2004

GENERAL MEASURES OF IMPLEMENTATION

The GoSE takes note of the comments presented by the Committee on “Substance under
General Context” (p.2), on the need to attach principal legislation documents. However,
it regrets that it cannot attach the principal documents to this report since they are not at
the moment available electronically. Any party who is interested may refer to the hard
copies. During the final weeks of writing this report the Civl Code of Eritrea and the
Penal Code of Eritrea were published and formally launched. Therefore, many of the
references made in this comprehensive and consolidated report to the Transitional Civil
Code of Eritrea and the Transitional Penal Code of Eritrea are expected to have been
superceded by these recent publications.

The methodology adhered to in the preparation of this ACRWC Consolidated Report,
like any other reports such as the CRC and CEDAW periodic reports, has been
participatory, with all stakeholders making contributions of data and information relevant
to their institutions, as well as discussing and finalizing the draft report. This is
elaborated in a separate paragraph elsewhere in this report.

During the preparation of this consolidated comprehensive ACRWC report the National
Inter-Ministerial Coordinating Committee, chaired by the Minister of Labour and Human
Welfare, made divisions of tasks and formed a core group composed mainly of the
members of the Technical Committee and representatives of the Police Commission and
the Prison Administration, as well as civil society institutions - the NUEW and NUEYS
including faith-based organizations. The Ministry of National Development (MoND) was

also consulted on areas within its mandate.

All efforts have been made to provide adequate statistical information in the respective

sections where such information is required. There are comments, analyses or
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38.

explanations provided for any statistical information presented under the various

sections.

The Eritrean Constitution was officially ratified by the Constituent Assembly in 1997.
Currently there is a discussion on the need to revise and up-date the Constitution, and it is
likely that it could be reviewed soon. At this stage it is too early to pre-empt any

substantive comments on the outcome of the forthcoming review process.

The queries on the specific legislation on child trafficking, violence... etc are dealt with

in the respective topics.

The Government disseminates information on all international and regional instruments
dealing with children’s rights and welfare. For example, the CRC was translated into
seven local languages and disseminated to all administrative regions, sub-regions and
administrative environs. The ACRWC was also copied and disseminated to all six
administrative regions and 56 sub-regional administrations. The contents and purpose of
the disseminated documents are explained to the public and concerned institutional
structures through seminars organized by the Ministry of Labour and Human Welfare in
collaboration with the local administrations and other stakeholders.

The Government of the State of Eritrea refers to the Comments of the Committee on
“General Measures of Application” and the issues raised there are addressed in the
appropriate sections of this report. Likewise, the topic on “the Definition of the Child
(section IV)” is dealt with in the relevant section as required by the Guidelines.

The rest of the Comments also touch upon every topic of the Guidelines and the reports
have made utmost efforts to adequately address the queries and comments presented by
the Committee.

DEFINITION OF THE CHILD

Eritrean law does not directly define the term “child”. Nonetheless, Article 198 of the
Transitional Civil Code of Eritrea provides that a person of either sex who has not
attained the full age of eighteen years is considered a minor. For all intents and purposes,
the term “minor” can be understood to mean a child. The age limit of a child can thus be
elastic to accommodate different purposes and circumstances. For practical and legal

purposes, the child age limit of 18 years is applied.
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a)
39.

40.

41.

42.

b)

43.

GENERAL PRINCIPLES

Non-discrimination

Article 14(2) of the Constitution of Eritrea clearly stipulates that no person may be
discriminated against on account of race, ethnic origin, language, colour, gender,

religion, disability, age, view or social or economic status and any other improper factors.

Eritrean law prohibits all forms of discrimination since it is generally based on the
principle of equality. Proclamation N0.2/199 issued to enact the Transitional Civil Code
makes tremendous contribution to keep the law in tandem with the principle of gender
equality. Provisions of the 1960 Ethiopian Civil Code promoting the patriarchal system
were either amended or repealed altogether since they were incompatible with the values
and principles of gender equality gained in the Eritrean armed struggle for liberation.

Article 8(2) of the Transitional Civil Code prohibits any discrimination in the enjoyment
of the rights of personality and the liberties encompassed in those objectives and
principles fought for by the E.P.L.F. in the struggle for independence which were at the
same time guaranteed by the E.P.L.F National Programs. Moreover, Article 4 of the
Transitional Penal Code of Eritrea provides unequivocally that the criminal law applies to

all alike without discrimination as regards persons, social conditions, race or religion.

The State Party refers to the question on statistical data about which the Committee
alleged (para. 10) that there were prohibited religious denominations. The GoSE
reaffirms that there were no prohibition of religious denominations as alleged by the
Committee and therefore, no statistical data on this non-existent matter is obviously
available. Eritrea respects the rights of all its citizens to the freedom of belief, thought
and expression. But it also prohibits any act that violates its laws, peace, sovereignty and

public order.

Best interests of the child

Pursuant to Article 1 of the Transitional Civil Code of Eritrea, a human being becomes a
subject of rights starting from the moment of birth. There are, however, exceptional
situations where the law considers a merely conceived child as though born. Article 2 of
the Transitional Civil Code protects the best interests of a child a merely conceived, by
considering him/her born where his/her interest so requires. This right is granted to

merely conceived child when his/her interest so demands on condition that he/she is born
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44,

45.

46.

47.

48.

alive and viable. The best interest of a child can thus begin to apply, therefore, before the
birth of the child. In situations where a succession is opened from which the merely
conceived child would have benefited had he/she been born, or when it would be
necessary to consider the merely conceived child as born for the sake of accepting a
donation, the law would protect the best interests of the child. Unless it is to his/her best

interest, he/she is not considered as a person until he/she is born.

Article 199 of the Transitional Civil Code provides that a child shall be placed under the
authority of a guardian as regards the proper care of his/her person; and as regards
matters concerning his/her pecuniary interests and the administration of his/her property,
he/she is to be represented by a tutor. This protection of the law that is put in favour of
the child is clearly intended to ensure that adults would not take advantage of his/her
immaturity. The best interests of the child are, therefore, protected by putting in place the
organs of guardian and tutor, so that adults may not take advantage of the immaturity of a
child. Where third parties enter into a contract with a child and payments are made, such
payments are considered null; but the child is not bound to make repayment (Article 316
of Transitional Civil Code) provided that the minor has not benefitted or is not enriched

when action for selling is instituted.

The interests of the child prevail over the testamentary statements of his parents where
his interests so require. In this regard, the provisions of Article 209 of the Transitional
Civil Code can be cited as they empower the court to revoke or modify restrictions or
conditions imposed by the surviving parent on the powers of the guardian or tutor of the

child where the interests of the child so require.

Where a testamentary guardian or tutor is to be appointed by the court to protect the
interests of a child, Article 211 of the Transitional Civil Code requires the court to decide

the matter having regard solely to the interests of such a child.

Where the court has to appoint or remove a person as guardian or tutor of a child, Article
235 of the Transitional Civil Code requires that it has to decide having regard solely to

the interests of such child.

In cases of divorce, the family arbitrators are required to decide custody and maintenance
of children born of the marriage having regard solely to the best interests of such

children, pursuant to the provisions of Article 681 of the Transitional Civil Code.
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49.

50.

51.

52.

Pursuant to the provisions of Article 805 of the Transitional Civil Code, adoption is
required to give advantage to the adopted child for it to take place. In order to ensure that
the contract of adoption is entered into in the best interests of the child, a contract of
adoption is required to be approved by the court, if it is to have legal effect. In
furtherance of ensuring that the best interests of the child are given paramount regard, the
legislation specifically requires the court to hear the adopted child himself/herself before
making its decision where the child is over ten years of age [Article 804(2) of the
Transitional Civil Code]. Among other reasons, this requirement is clearly put to ensure
the best interests of the child.

The State Party refers to the Committee’s question (para. 13) on how the principle of the
Best Interest of the Child is reflected in the context of the administration of juvenile
justice. Eritrea believes that the aim of the administration of justice should be corrective
rather than punitive. Thus the administration of juvenile justice is guided by the spirit and

motive to rehabilitate children in conflict with the law.

The right to life, survival and development

The right to life is the most inviolable of all the inherent rights of a person, as it is a
necessary condition for the exercise and enjoyment of all his/her other rights. Article 15
of the Constitution guarantees the right of every person not to be deprived of life and
liberty without due process of law. Although not specifically stated, this includes the

right of every child to life.

Under the Transitional Penal Code, the child’s right to life is protected in two main ways.
The first is by imposing penal sanction against those who commit, attempt or incite or in
any way abet murder or other acts likely to lead to death, including aiding suicide and
committing homicide. This sanction can even go to the extent of protecting the life of the
unborn child (Art.529-536). Any act that tends to threaten the life of the unborn child is
considered as a crime against one’s life, in fact with certain exceptions. Article 534 of the
Transitional Penal Code provides that abortion may not be punishable where it was due
to physical or mental stress of the pregnant woman, or was performed to save her life or
health, or where her pregnancy was the result of rape or incest. Self-induced abortion is
also prohibited. Those who perform an abortion on another or assist in the commission of

the offence are also punishable under the Transitional Penal Code.
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53.

54.

55.

d)

56.

The second protection is solely applicable to children. Under the Transitional Penal Code
of Eritrea it is strictly prohibited to impose death sentences on persons below the age of
eighteen, however grave the offence may be (Article 36(4) of the E.P.L.F. Penal Code
inserted to replace Article 118 of the 1957 Penal Code of Ethiopia, and Article 181 of the
Transitional Penal Code). This by itself constitutes one of the mechanisms of ensuring

that the child is exercising his/her right to life.

The State Party refers to the Committee’s query (para. 15 and 17) on whether there exists
a “shoot to kill policy” on those intent on crossing into other countries or against illegal
border crossing. The question seems absurd for no sane government would have such a
shoot to kill policy. Eritrea has clear immigration laws and people who violate these laws

are held accountable according to the laws.

Again the State Party refers to the Committee’s question (para. 16) on policy to stop
those (persons) intent to cross borders to other countries. The GoSE wants to highlight
that illegal migration has become a trend throughout the world, especially Africa. This is
associated with the economic problems and the illusions attracting many young Africans
to migrate to the developed part of the world. Eritrea is no exception to this global and
continental phenomenon. Eritrea for one believes that this brain drain has to be curbed
and this can be achieved by educating the youth and creating better opportunities for
them in their home countries. Although according to the Eritrea’s immigration laws a
person attempting to leave the country without an exit visa can be penalized, there is no

provision which permits any one to kill.

Respect for the views of the child

Children, as any other Eritrean Citizen, do enjoy rights to express their opinions and for
their views to be respected. Article 14 of the Transitional Civil Code guarantees the right
of everyone to think and express his/her views or ideas. Art.304 of Transitional Civil
Code requires that a child be consulted in important matters concerning him/her if he/she
is capable of discernment and is at least fifteen years old. With regard to approval of
adoption of a child, courts are duty-bound by the provisions of Article 804(2) of the
Transitional Civil Code to hear the adopted child himself/herself if he/she is above ten
years of age before making their decision on the contract of adoption. Therefore, the law

gives reasonable chances for the child to be adopted to express his/her view over the
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57.

58.

undergoing plan for his/her adoption, and this is done before the court approves the

contract, presumably respecting the views of the child.

Article 275 of the Transitional Civil Code requires the personal consent of the child for
acknowledgement of a child born out of wedlock. He may freely revoke such
acknowledgement as long as he remains under the age of eighteen years and during the

year following the cessation of his/her minority unless it was authorized by his guardian.

Provision of information to children and promotion of their
participation

Article 19 of the Constitution of Eritrea guarantees every citizen’s right to access

information.

IV. CIVIL RIGHTS AND FREEDOMS

a)
59.

60.

Name, nationality, identity and registration at birth

Article 3 of the Constitution guarantees every child born of an Eritrean father or mother
to be Eritrean by birth. It also guarantees any foreign citizen’s right to acquire Eritrean
citizenship pursuant to law. Articles 2-6 of the Nationality Proclamation No. 21/1992
govern how citizenship may be acquired by birth, or by way of grant, or through contract
of adoption of a child, and/or marriage. Article 2(1) of the Proclamation reinforces the
constitutional guarantee by providing that anyone born of an Eritrean father or mother,
whether in Eritrea or abroad, to be an Eritrean national by birth. Article 2(3) of the same
guarantee’s, in particular, the right of an abandoned child found in Eritrea and whose

parents remain unknown to have Eritrean nationality.

Pursuant to the Transitional Civil Code, every natural person is entitled to have a name
upon his or her birth, and the full name of a person includes the first name and the name
of the father and grandfather. Articles 99-103 of the Transitional Civil Code of Eritrea
provide for the taking of records of birth of a child, including foundlings. In the case of
abandoned children, Art 103 of the Transitional Civil Code provides that abandoned
children also have the right to a name. As concerns adopted children, the law entitles
them to take the names of their adoptive fathers. Before drawing up the record of birth
the first name or names of the child are required to be stated. Once a name is given to a

person, it can only be changed when the court grants permission.
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61.

b)
62.

63.

d)
64.

65.

66.

It is also worth noting that Articles 623 and 624 of the Transitional Penal Code of Eritrea
deal with the criminal liability of persons responsible for offences against compulsory

registration and family duties.

Freedom of expression

Freedom of thought and expression is guaranteed by Article 14 of the Transitional Civil

Code. Every person is free to think and express his/her views or ideas.

Freedom of thought, conscience and religion

Article 19 of the Constitution guarantees every person’s right to freedom of thought,
conscience, and belief; it in particular guarantees every person’s freedom to practice any
religion and to manifest such practice. Article 14 of the Transitional Civil Code also
guarantees the right of everyone to think and express his ideas, which may only be
restricted by, respect for the right of others, morality and the law. No interference with
the exercise of the rites of religion is tolerated, but such rites may not be utilized for

political purpose or prejudicial to morality and public order.

Freedom of association and of peaceful assembly

Article 19 of the Constitution guarantees every citizen’s right to form organizations, and
the right of every person to assemble and demonstrate peacefully together with others.
The establishment of the National Union of Eritrean Youth and Students (NUEYS),
which is active in many social and economic activities affecting the young population of

the country, is an example of the rights enjoyed to form associations.

Protection of privacy

Article 18 of the Constitution guarantees every person’s right to privacy. This is
expressed in terms of protection from body search, inviolability of premises, protection

from interference with his/her communications, correspondence, or other property.

The TCCE under Arts.11 and 13 stipulates that nobody should be subject to search on his
body and domicile except in accordance with the law. A person or his domicile can be
searched only when a search warrant is issued by a court (Art.32 (1) of the Transitional
Criminal Procedure Code). The Transitional Penal Code specifies penalty for the
violation of domicile and breach of privacy under Arts. 571-573. Furthermore, the
Transitional Criminal Procedure reinforces this principle by holding trials in closed
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67.

68.

chambers if children are involved in proceedings of a criminal matter. This is done,
among other reasons, to protect their identity from being exposed to the public (Art.176

of the Transitional Criminal Code).

Protection against child abuse and torture

As every other citizen, a child should not be molested and whosoever commits the act is
liable (Art. 10 of the Transitional Civil Code). Arts 537-544 of the Transitional Penal
Code criminalize physical abuse offences, irrespective of the age of the victim, which
entails a sentence of up to ten years imprisonment. Article 548 of the Transitional Penal
Code criminalizes deliberate neglect, ill-treatment, over-tasking or beating of a child who
is under one’s custody or charge in such a way as to affect or endanger gravely his/her
physical or mental development or health. This is in fact without prejudice to any lawful
and reasonable chastisement which falls within the meaning of an authorized act under
Article 64 of the same law. A sexual outrage on children is an offence that can entail up
to five years imprisonment (Articles 594-595 of the Transitional Penal Code). Publicly
displaying in a shop window, in a booth or in any other place visible from without,
writings, images or objects such as to stimulate unduly, to pervert or to misdirect the
sexual instinct, or to arouse or to stimulate unduly brutal or bloodthirsty instincts, or anti-
social feelings which are inimical to the family spirit, in infants or young persons or
knowingly offering, lending, giving or selling such objects, images or writings to an
infant or young person engages criminal behaviour liability (Article 613 of the TPCE).

FAMILY ENVIRONMENT AND ALTERNATIVE CARE

Parental guidance

Art.22 (3) of the Constitution provides that parents have the right and duty to bring up
their child with proper care and affection. Article 199 of the Transitional Civil Code
requires a child to be placed under the authority of a guardian as regards the proper care
of his/her person; and as regards matters concerning his/her pecuniary interests and the
administration of his/her property a child is represented by a tutor. This legal requirement
clearly has as an objective of protecting the best interests of the child as it would
discourage adults from taking advantage of the immaturity of a child. Article 204 of the
Transitional Civil Code provides that the father and the mother of a child are jointly

guardians and tutors of their children. In case one of the parents dies or is incapacitated
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69.

70.

71.

the other parent shoulders the responsibility of upbringing the children (At.205 (1)
Transitional Civil Code). Article 217 of the same Code further entitles the father and/or
the mother to appoint a tutor to the child reserving to himself/herself the functions of
guardianship. Pursuant to Articles 265 and the subsequent Articles, the guardian is
responsible for taking decisions such as fixing the place where the minor resides,
watching over his/her health, directing the education of the child, supervising his/her

social contacts, receiving income and using it in the interests of the child.

The guardian of the child should take care of the health of a child and in case the child is
sick the guardian is required to take necessary measures for the recovery of the child
(Art. 256 of the Transitional Civil Code). In addition, parents may decide on behalf of
their children for their medical treatment as is required under Art.20(3) of the
Transitional Civil Code. The guardian’s obligation to educate a child is provided under
Art.267 of the Transitional Civil Code, while at the same time the guardian shoulders the
responsibility of making sure the child gets good education pursuant to Art.231 of the
Transitional Civil Code. Article 280 provides that the tutor represents the minor in all
civil matters and that he/she, in particular, takes care of the pecuniary interests of the

minor and administers his property as a “bonus paterfamilias”.

Parental responsibilities

Since parents are the custodian of the child, they shoulder all the responsibilities of a
guardian and tutor as are laid down under Articles 204-327 of the TCCE.

Separation from parents, separation caused by State Party,
separation caused by internal displacement arising from armed
conflicts, civil strives, or natural disasters

Several references are found in the Eritrean laws and child policy and welfare
programmes that give priority to the best interests, protection and welfare of children
separated from their parents due to legal enforcement, internal displacement arising from
armed conflicts, civil strives or natural causes. The separated child is preferably placed
with close family members, blood relatives or foster parents; where this is not possible

he/she is placed in a group home or an institution in that order of priority.
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72.

73.

74.

75.

Family reunification and children deprived of a family environment

The policy and practical arrangements observed by the Ministry of Labour and Human
Welfare (MoLHW) clearly support and practically promote the reunification of orphaned
children, street children or children deprived of family environments with close family
members or relatives as a priority. The creation of a family or a family-like environment
for the child is pursued as the best way to reinstate the normal livelihood of a child who

had lost a family environment due to any cause.

Maintenance of the child

Article 821(c) of the Transitional Civil Code provides that ascendants have the
obligations of support and maintenance. In the case of divorce between the spouses,
Article 681 obliges the custody and maintenance of children born of the marriage to be

decided by the family arbitrators, having regard solely to the interests of such children.

Adoption and periodic review of placement

Adoption of a child is governed under Articles 796-806 of the Transitional Civil Code. A
contract of adoption is, as a rule, entered into between the adopter and the adopted child
if the child is more than fifteen years old. In other cases, it is made between the adopter
and the guardian of the adopted child. Where the father and the mother of the child are
alive, they must give their consent to the adoption. Ultimately, a contract of adoption
must be approved by the court to have legal effect. The court is specifically required to
hear the adopted child himself/herself before making its decision if the child is over ten
years of age. The title of Article 805 that reads “conditions of approval” implies that it
Is an essential requirement for any adoption to offer advantages to the adopted child for
the court to approve it. Pursuant to the provisions of Article 806, adoption may not be

revoked for any reason.

Abuse, neglect and exploitation, including physical and psychological
recovery and social integration

Child abuse and neglect has a wide meaning. It is generally understood to constitute all
forms of physical, emotional ill-treatment, sexual abuse, neglect or negligent treatment or
commercial or other exploitation resulting in actual or potential harm to the child’s

health, survival, development, or dignity in the context of a relationship or responsibility,

trust or power. In this regard, Article 548 of the Transitional Penal Code criminalizes the
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76.

77.

deliberate neglect, ill-treatment, over-tasking or beating a of child who is under one’s
custody or responsibility in such a way as to affect or endanger gravely his/her physical
or mental development or health. This is in fact without prejudice to any lawful and
reasonable chastisement within the ambit of Article 64 of the same law. A sexual outrage
on children is an offence that could entail up to five years imprisonment under Articles
594-595 of the Transitional Penal Code.

Article 821 of the Transitional Civil Code lays down the order of debtors in the
obligation of support and maintenance. Whosoever refuses or omits to provide the
allowances, necessaries of life or maintenance which he owes by virtue of family rights
or of a judicial decision, to his ascendants or descendants, or spouse, or fails to meet his
or her financial obligations is liable to criminal liability pursuant to the provisions under
Article 625 of the Transitional Penal Code of Eritrea. Article 626 of the same, in
particular, holds a parent who is exercising paternal authority but grossly neglects the
children under his charge and abandons them without due care and attention or to moral
or physical danger with intent to obtain gain or in dereliction of duty liable to criminal

prosecution and penalty.

In the course of the reporting period (2002-2005) the Government of the State of Eritrea
assisted the reunification of 40,000 orphans of whom 22,614 were males and 17,386
females. The causes for their becoming orphans varied, and their reintegration involved
community based reunification placement with foster parents, relatives and extended
family members. The host families were provided with socio-economic support packages

that would enhance their income generation mechanisms and caring capacity.

Table A.1: Orphans Reunified with Extended Families by Age and Sex (2002-
2004)

Age in years Male Female Total

0-4 25 10 35
5-9 2,560 1,722 4,282
10-14 17,896 14,652 32,548
15-17 2,133 1,002 3,135
Total 22,614 17,386 40,000

Source: MoLHW, 2005

78. From the following table one can notice that the Debub region had the highest number of

orphans in group homes, followed by Maekel and Gash-Barka each with 48 orphans,
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Anseba with 36 orphans and the Northern Red Sea and Southern Red Sea regions each

with 12 orphans that were cared for in group homes.

Table A.2: Orphans Cared for in Group Homes by Region, Age and Sex (2002-2004)

Ages
Region 0-4 5-9 10-14 15-18 Total
M |[F|T M |F |T M |F | T M |F | T
Maekel 2| 2| 4| 16| 10| 26 8| 6| 14 -1 4| 4 48
Debub 3| 2| 5| 20| 23| 43| 23| 26| 49 3| 8] 11| 108
Anseba 1| 2| 3| 12| 4| 16 7] 4] 11 3| 3| 6 36
Gash-Barka 1| 1| 2| 8| 6| 14| 10| 13| 23 41 5| 9 48
Northern Red Sea -1 1] 3| 1 41 2| 3 5 1 1] 2 12
Southern Red Sea 1 - 1 2| 3 5| 2| 2 41 1| 1] 2 12
Total 8| 8| 18| 61| 47|108| 52| 54106 | 12| 22| 34| 264

Source: MoLHW, 2005

79. The orphanage or institution is the least preferred option to which the GoSE resorts in the

management of orphans.

Table A.3: Orphan Children Cared for in Institutions by Age and Sex (2002-

2004)
Ages Male Female Total
0-4 36 42 78
5-9 45 36 81
10-14 114 64 178
15-18 123 77 220
Total 318 219 537

Source: MOLHW, 2005

VI. HEALTH AND WELFARE

a) Survival and development

80. The Eritrean laws protect every person’s right, including children, to life. The laws
provide protection for a born or conceived child’s life. Abortion, except for special

circumstances such as medical reasons or cases of incest, is illegal. Moreover, the various
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sectoral institutions including health, education and welfare are established and function

to guarantee the survival and development of the child, as a matter of priority.

b) Children with handicaps

81. Persons with mental disability are provided with the rights to be put under the protection
of a guardian and tutor (Transitional Civil Code —-TCC Art. 339-351). Besides this
general protection, Art. 1728 of the TCC protects the interest of visually impaired
persons with regard to the effects of signing a contract. The signature or thumb mark of a
blind person does not bind a blind person unless it is authenticated by a notary, registrar

or judge acting as witness.

c) Health and health services

82. The Constitution guarantees in Art. 21(1) every citizen’s right of equal access to publicly
funded social services and imposes upon the State an obligation, within the limit of its
resources, to make health services available to all citizens. The health care for children

starts prior to and during delivery.

Table A.4: Children Born in Health Facilities or Assisted by Health Professionals

Year | Number of Children born in | Number of Children | Total % of Children born in
health facilities or assisted | born unassisted by | Births health Facilities or assisted
by health professional health professionals by health professionals

2002 21983 62087 84070 26.15

2003 23663 62761 86424 27.38

2004 25130 63714 88844 28.29

Source: MoH, 2015

83. As the table above shows, there were increasing trends of births assisted by health
professionals. However, deliveries assisted by professionals were very low, ranging from
26% in 2002 to 28% in 2004. This suggests that the traditional delivery at home was
predominant and warranted the need for extensive campaigns to promote deliveries in

health facilities.
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Table A.5: Health Facilities for Children by Year

Year Number of health | Number of mother and | Number of Paediatric
facilities with | child  health  services | Doctors
pediatric services giving health facilities
2002 251 8 2
2003 260 8 2
2004 266 8 2

Source: MoH, 2015

84. The health facilities providing paediatric services increased by an average of 6 facilities

per annum during the three-year period. The number of MCH service providing health

facilities remained constant at 8, while there were only 2 qualified paediatricians.

Table A.6: Number of Children
Services/Treatment and Type of Health Facilities in the OPD and IPD

less than 5 Years Old Provided with Heath

Year Health Station Hospitals& Health Centres Total
Out Patients Department | In Patients Department
1" visit | Repeated Visit | 1% visit | Repeated visit No. Cases

2001 | 239731 13766 | 180498 21005 15430 | 470430

2002 | 239682 10991 | 167926 18642 17009 | 454250

2003 | 274029 14315 | 195680 24881 21419 | 530324

2004 | 249400 12028 | 176938 22064 20779 | 481209

Source: MoH, 2015
Table A.7:Under 5 Years Old Cases Treated and Causes of Death in Health Facilities
Cases Deaths
YEAR Subject No of | Rank subject No of | Rank
Cases Deaths
2002 | ARI (Without pneumonia) 63307 1 | PNEUMONIA ALL TYPES 183 1
2002 | Diarrhoea all forms 45521 2 | Diarrhoea all forms 135 2
2002 | Pneumonia all types 35543 3 | Septicaemia 76 3
2002 | Skin infection & scabies 11824 4 | Malnutrition, all types 73 4
2002 | Infection of eye including 7979 5 | Malaria, all types 32 5
trachoma

2002 | Ear infection 6900 6 | Anaemia, all types 24 6
2002 | Malaria , all types 5398 7 | HIV/IAIDS 23 7
2002 | Malnutrition, all types 5324 8 | Intrauterine hypoxia/birth asphyxia 12 8
2002 | Injury all types 4238 9 | Heart diseases 9 9
2002 | Oro -dental infection 3659 10 | TB, all types 8 10
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YEAR Subject Noof | Rank Subject Noof | Rank
cases Deaths
2003 | ARI (Without pneumonia) 59290 1 | Pneumonia all types 197 1
2003 | Diarrhea all forms 55218 2 | Diarrhoea all forms 122 2
2003 | Pneumonia all types 47248 3 | Malnutrition, all types 106 3
2003 | Skin infection & scabies 12165 4 | Septicaemia 74 4
2003 | Malnutrition, all types 11570 5 | Malaria, all types 29 5
2003 | Infection of eye including 9126 6 | Anaemia, all types 24 6
trachoma
2003 | Ear infection 7922 7 | HIV/IAIDS 22 7
2003 | Malaria, all types 7754 8 | Injury all types 8 8
2003 | Injury all types 4623 9 | Epilepsy 5 9
2003 | Soft tissue injury 2588 10 | Snake bite 5 10
YEAR Subject No of | Rank Subject No of | Rank
Cases Deaths
2004 | ARI (Without pneumonia) 53685 1 | Pneumonia, all types 198 1
2004 | Pneumonia all types 53382 2 | Diarrhoea, all forms 132 2
2004 | Diarrhoea all forms 50248 3 | Septicaemia 106 3
2004 | Skin infection & scabies 10420 4 | Malnutrition, all types 105 4
2004 | Ear infection 8353 5 | Anaemia, all types 19 5
2004 | Malnutrition, all types 7919 6 | Low birth weight 14 6
2004 | Infection of eye including 7584 7 | Injury all types 12 7
trachoma
2004 | Malaria, all types 4310 8 | HIV/AIDS 11 8
2004 | Injury all types 4287 9 | Heart diseases 8 9
2004 | Oro - dental infection 2778 10 | Malaria, all types 6 10
Source: MoH, 2015
85. The leading causes of deaths among children in the health facilities during 2002-2004

were respiratory system infections, septicaemia, malaria, malnutrition and diarrhoea.

These were all preventable diseases associated with poverty and poor sanitation.
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Table A.8: Number of Children Who Received Services in Health Facilities and
Deaths

Total number of Cases Total number of Deaths
Year Age Group No of Cases Age Group No of Deaths
2001 | LessThan5 216824 | LessThan5 482
2002 | LessThan5 211905 | LessThan5 630
2003 | LessThan5 241812 | LessThanb 640
2004 | LessThan5 225692 | LessThan5 681

Source: MoH, 2015

Communicable and Non-Communicable Diseases

86.

87.

88.

89.

Due to their devastating effects, Communicable Diseases have been a major public health
concern in Eritrea. Most childhood as well as adult morbidity and mortality are directly
or indirectly caused by communicable diseases. That is why almost all public health
interventions are geared towards controlling or eliminating communicable diseases. Due
to the gravity of the threat posed by communicable diseases, the Government of the State
of Eritrea solicited a loan of 40 million USD from the World Bank to fight the four most
dangerous communicable diseases, namely HIV/AIDS, Malaria, STIs, and Tuberculosis
(HAMSET).

Among the most common communicable childhood diseases of public health concern
were tuberculosis, vaccine preventable diseases, Acute Respiratory Infections (ARI),
Diarrhoea, Malaria and HIV/AIDS. At the same time other Non-Communicable
Diseases (NCDs) have also been emerging imposing additional burden to the health
sector. Some of the non-communicable diseases that showed increased prevalence were:
diabetes mellitus, cardiovascular diseases, substance abuse, chronic obstructive
pulmonary diseases and injuries. The MoH of the State of Eritrea has therefore given

parallel attention to both the communicable and non-communicable diseases.

Although NCDs were not common among children and adolescents in Eritrea, the
outcome of a survey (2005) conducted by the MoH indicates that 0.5% and 2.1% (0.3%
in females) of children under the age of 15 were respectively, diabetic and hypertensive.
Furthermore, adolescents of 15-24 years of age who were diabetic and hypertensive were
3.5% (2.2% Females) and 0.6% (0.3% females) respectively.

The most remarkable achievement in the fight against the communicable diseases,
especially against the HAMSET diseases, is the concerted involvement of several

partners such as the Ministry of Education, Ministry of Defence, Ministry of Labour and
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Human Welfare, National Union of Eritrean Women (NUEW) and National Union of
Eritrean Youth and Students (NUEYS) which played vital roles in terms of the
effectiveness in disease prevention and care-related activities. Above all, in the fight
against the HAMSET diseases, the involvement of the Eritrean community was
instrumental for the great success. That is why the project was eventually called

“community managed HAMSET”.

HIV/AIDS and Sexually Transmitted Diseases (STDs)

90.

91.

92.

93.

The Government of the State of Eritrea (GoSE) considers the HIV and AIDS epidemic to
be one of the gravest threats to the health of its young and adult population. Eritrea
recognized early in its nationhood the threat posed to the country by HIV/AIDS and
formed an AIDS section within the MoH. The National HIV/AIDS/STI and Tuberculosis
Control Division (NATCoD) was charged with managing Eritrea’s response to the
epidemic, and a multi-sector group, the National AIDS Control Committee (NACC),
convened to ensure that the response encompasses a cross-sectoral and coordinated
effort.

While the prevalence of HIV among the general population remained relatively low,
Eritrea has been at serious risk of a generalized epidemic similar to those in neighbouring
African countries. Fortunately, the government of Eritrea continued to regard HIV and
AIDS as a priority issue for the country, recognizing the critical importance of
proactively establishing appropriate programs and systems that would curb the spread of

the epidemic before it got too late.

It is also very important to note that in the fight against HIVV/AIDS it was not only the
MoH which took the leadership but the partnership for an expanded response to the
epidemic included the government Ministries , civil society organizations, private sector
organizations and bi-lateral and multi-lateral partners. The public sector authorities
involved include the Ministry of Education, Ministry of Information, Ministry of Labour
and Human Welfare, Ministry of Defence, Ministry of Transport and Communications,
Ministry of Tourism and Ministry of Agriculture, with the Ministry of Local Government

acting as the coordinating body at the zoba level.

Civil society organizations active in HIV/AIDS prevention and support activities
included NUEW, NUEYS, National Confederation of Eritrean Workers (NCEW),
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94.

95.

Eritrean Social Marketing Group (ESMG), Family and Reproductive Health Association
of Eritrea (FRHAE), BIDHO (Association of People Living with HIV/AIDS) and all the
religious institutions in the country. The Eritrean National Chamber of Commerce
(ENCC) and the Employers Federation of Eritrea (EFE) were also active partners in the
fight against HIV/AIDS. International partners included all the UN Agencies present in
the country, the Italian Cooperation, the Swiss Red Cross and the Norwegian Church
Aid.

Table A.9: Under 5 Year Olds Infected with HIV and Number of
Deaths in Health Facilities

YEAR Number of Cases Number of Deaths
2001 133 27
2002 140 23
2003 155 22
2004 134 11

Source: MoH, HMIS 2015

Drafting of policies and policy guidelines was handled by the NATCoD division of the
MoH. It developed policies and policy guidelines like the National HIV/AIDS policy and
guidelines, National HIV/AIDS/STI M&E framework, Home Based Care (HBC) policy
and guidelines, reviewed Antiretroviral Therapy (ART) Policy guideline. In this regard
trained 59 female and male physicians and 68 female and male nurses were trained on
ART management. 25 physicians and 30 nurses attended refreshment courses on ART,
30 nurses attended refreshment courses on adherence counselling, 80 health workers
attended seminars on two drugs (Kaletra and Abacavir), 4 physicians conducted study
tours in countries that had already introduced ART. A paediatrician attended a one month
course on care of children with HIV and 12 physicians were trained as ART trainers, 200
HWs trained on ART and management of Opportunistic Infections (Ols), 402 on STI
syndrome management, 237 volunteers on Home —Based Care (HBC).

The strategy aimed at connecting the Government with communities and individuals. The
primary audiences of the Winning Through Caring strategy are the at-risk populations,
mainly people directly affected by HIV & AIDS; youth (in and out of school), workers
and members of women’s groups, health workers (including community health workers),
military men and women and Commercial Sex Workers (CSWSs). This strategic program

regularly reaches approximately 32,000 women and men in urban and peri-urban areas.

26



96.

97.

98.

99.

100.

Activities in the 63 model communities are overseen by 2,532 female and male peer
facilitators, 8,813 peer group members (females and males) and 238 female and male

peer coordinators.

By 2005 it was estimated that there were 60,000 to 86,000 females and males who lived
with HIV/AIDS in Eritrea. Children comprised 4.92% to 8.79% of the total AIDS cases.
Heterosexual sex is the primary means of HIV transmission in Eritrea, apart from the

mother to child transmission in children.

Like many other developed and developing countries, Eritrea conducts Antenatal Care
(ANC) HIV sentinel surveillance survey in order to estimate its national HIV prevalence
in the general population and to determine the socio-demographic and geographic risk
factors associated with increased HIV infection. International experience shows that the
HIV prevalence among pregnant women who seek ANC serves as a basis to estimate
HIV prevalence in the general adult population. Between April and July 2003, the MoH
collected basic health and socio-demographic information along with anonymous,
unlinked blood samples from 4,561 pregnant women attending ANC sites for the first
time during their current pregnancy. Blood samples were tested for both HIV and syphilis

infections.

According to the 2003 assessment, which covered all six zones of Eritrea, the non-
weighted 2003 national HIV prevalence rate was 2.4%. Prevalence rates were highest in
the Southern Red Sea (7.2%) and Maekel (3.6%) zones. Women aged 20-24 years and
25-29 years had higher-than-average rates of infection (2.7% and 3.6%, respectively).
Notably, HIV prevalence was higher among pregnant women attending urban ANC sites

(3.3%) than among pregnant women in rural ANC sites (0.9%).

The estimated 2003 national prevalence rate for syphilis was 1.6%. Like HIV, rates
varied widely across zones. Syphilis prevalence was highest in Southern Red Sea zone
(4.6%), followed by Gash-Barka (3.1%). Urban and rural rates of syphilis infection were

identical.

It is also important to take into consideration that HIVV/AIDS prevalence in the voluntary
and recruited blood donors is decreasing. For example in 2003 the voluntary blood
donors (VD) was 0.20% versus the Recruited Donors (RD) 0.30%. In 2004 the

prevalence was decreasing.
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Table A.10: Indicative Age Distribution of AIDS Cases in 2004-2005

Year 2004 2005 (January —June)
Age group | Number Per cent Number Per cent
0-14 45 4.92 64 8.8
15-19 15 1.64 11 1.5
20-24 67 7.3 41 5.6
25-29 146 16.0 117 16.1
30-39 349 38.2 262 36.0
40-49 187 20.5 147 20.2
>50 105 11.5 86 11.8
Total 914 100 728 100
Source: NATCoD, MoH 2005
Table A.11: VCT Annual Test Reports
Year Total test done for | HIV positive HIV positivity
VCT rate
2003 32,292 1402 4.34%
2004 47,663 1866 3.91%
2005 69,121 2334 3.38%

Source: NATCoD, MoH 2005

101. The impact of HAMSET 1 on disease control, notably its contribution to prevent a major
HIV/AIDS epidemic, had ripple effects in the long term in Eritrea. HAMSET 1 was,

indeed, an investment project for the most part, so its outcome was essentially to train,

educate and sensitize people about the dangers of these diseases. It brought new

knowledge on large scale which resulted in lowering the infection risk for all multiple

diseases, but more particularly for HIV/AIDS and tuberculosis.

Table A.12: Yearly Male Condoms Sales and Distribution (2002-2005)

Year Distributed by MoH | Sales by ESMG Total
2002 5,330,400 4,508,027 9,838,427
2003 6,349,134 5,000,084 11,356,218
2004 2,905,110 3,776,573 6,681,683
Total 14,584,644 13,284,684 27,876,328

Source: MoH, HMIS, 2005
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102.

It is also worth noting that for a total population estimated at around 3.0 million, the
Ministry of Health distributed 14.6 million female condoms between 2002 and 2004. The
female condoms had very wide acceptance. Study results indicated that 96% of the
women and 94% of the men liked the female condom very much. Of the single women,
95% wanted to continue using the female condom for disease prevention while 70% of

married women indicated that they wanted to continue using it as a contraceptive.

Tuberculosis (TB)

103.

Tuberculosis (TB) in Eritrea has been one of the main public health problems for many
years. It is more prevalent in the poor and malnourished communities. With the
emergence of HIV/AIDS and its opportunistic nature, TB is becoming more important in
public health programs. The prevalence of TB in the general population of Eritrea was
47/100,000 according to the National TB Prevalence Survey of 2005.

Malaria

104.

105.

Malaria is an endemic health problem in Eritrea with about 67% of the total population
living in malaria risk areas. The major cause of malaria is Plasmodium Falciparum
(93%), Anopheles Arabians being the main vector. The main objective for the last three
years, as far as reducing the incidence of malaria is considered, was to reduce morbidity
and mortality by 80%. As per the MoH’s statistics, by 2003, malaria morbidity registered
at Out Patients Departments (OPDs) had dropped by 86.5% compared to previous years,
while mortality dropped by 85% and case fatality rate by 35%. Based on the trend data
on malaria morbidity and mortality, Eritrea had by far exceeded the Roll Back Malaria
(RBM) goal of halving malaria mortality by 2010. Most of the RBM and the Abuja
targets were met. As a result Eritrea was registered by the WHO of the African Region as
one of the top five African countries which performed well in the fight against this

deadly disease.

In 2004 mortality, morbidity and case fatality attributed to malaria among less than five
years age dropped to 1%, 1.8% and 0.9%, respectively. This was due to the successful
activities carried out in the three years period. By the end of 2005 the ministry had
distributed between 840,000 and 880,000 insecticide-treated bed nets (ITNs) to the
public. According to the evaluation report of the five-year strategic plan (2000-2004), the

availability of mosquito nets was quite high, with four out of five households having at
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106.

107.

108.

least one mosquito net, and almost three quarters of households having ITNs. The prime

beneficiaries of the bed net distribution were children and mothers.

The insecticide re-treatment rate was also quite high, at 62%. According to this report,
slightly less than half (48.4%) of the surveyed people (both under and above five years of
age) slept under mosquito nets and 41% of the nets were insecticide treated. The same
report also indicated that 76.3% of the mosquito nets were distributed freely, with only
23.7% purchased. It has became a custom in the Eritrean society that children are
prioritized to sleep under mosquito nets, indicating that the population is aware that
children under five years are at a higher risk than adults.

For appropriate case management, the MoH developed an anti malaria drug policy.
Accordingly, 1) the first line anti-malaria drugs are combinations of Chloroquine and
Fancidar (CQ and SP), 2) the second line anti-malaria drug is Quinine and 3) Artesunate
combination (ACT) i.e AR+AD was on the stage of pilot and efficacy studies. It was
piloted in 16 health facilities in four high malaria zones (Gash-Barka, Debub, Anseba and
Northern Red Sea). It was reported that the efficacy was 100% with insignificant side
effects. The case fatality rate in 2004 was (0.6%) and was the highest in National
Referral Hospitals (2.0%) followed by NRS (1.3%). The outpatient and inpatient

morbidity and mortality due to malaria in health facilities dropped significantly.

The tangible achievements that the country recorded in the reduction of malaria
morbidity and mortality was mainly due to the intensive work accomplished by the
National Malaria Control Unit/program in capacity development, environmental
sanitation, source reduction, free mosquito net distribution, awareness and sensitization
campaigns among the general population and others. In 2005 alone over 600 female and
male community members, 1522 female and male community village malaria agents, 420
female and male health workers from the military and over 815 female and male health

workers from MoH were trained in malaria management.

Other Communicable Diseases

109.

Although most of the tropical communicable diseases seem to be on the verge of
disappearance, more focus and attention was given to the following most serious

childhood communicable diseases:
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Acute Respiratory Infection (ARI)

110. Acute Respiratory Infection (ARI) has been one of the leading causes of outpatient and

111.

inpatient morbidity and mortality in health facilities of Eritrea. Some of the predisposing
factors for ARI are: malnutrition, low birth weight and low immunization (especially for
measles some years back). According to the health facility report, ARI, diarrhoea and
malnutrition have similar patterns, one affecting the occurrence of the other. As
malnutrition increases, so do ARI and diarrhoea because of poor resistance. Newly
diagnosed ARI cases were reported from hospitals and health centres that accounted for
up to 34.2% of all outpatient and inpatient morbidity cases in 2004.

ARI is more acute in children under five years. It generally accounted for 45.4% of
outpatient and 42.7% of inpatient morbidity and 28.7% of inpatient deaths. Out of all
ARI cases and deaths in hospitals and health centres, 34.4% of morbidity and 96.6% of
ARI mortality was due to pneumonia. Considering trends of ARI in hospitals and health
centres in proportion to all other causes of morbidity and mortality, the morbidity, the
case fatality and average length of stay continually decreased during the reporting period
(2002-2004).

Diarrhoea

112.

Diarrhoea is a poverty disease that is more prevalent in poor countries like Eritrea with
high under nutrition status, accompanied by low accessibility to safe water and waste
disposal systems. Poor access to safe water and disposal system are the main
predisposing factors to the high prevalence of diarrheal diseases. The Eritrean Household
Health Status Utilization and Expenditure Survey (EHHSUES) conducted by the MoH
indicated that only 32.2% of the people in Eritrea had access to pipe water which is
considered safer, and only about 28% have different types of latrines. The situation was
worse in rural areas with only 3.7% access to proper excrete disposal system. The annual
trend of diarrhoea incidence shows that there was relatively higher peak during the rainy
months indicating possible contamination of drinking water by floods that carry different
contaminants. According to the hospital and health centre morbidity and mortality
reports, diarrhoea stood as the second cause of outpatient and the third cause of inpatient
morbidity in both under and above five-year age groups. It was the second cause of

mortality in children under five years in hospitals and health centres.
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113.

In the reporting period decreasing trends of diarrhoea incidence were achieved due to the
different ORT corners established in all health facilities, the Azel Pharmaceutical Sh. Co.
producing ORS, the construction of many family latrines by different partners, the
capacity developed among health workers and community health workers, the
introduction of hygiene promoters among the communities, the increased access to clean
water, the intensive health promotional activities like the Participatory Hygiene and
Sanitation Transformation (PHAST).

Expanded Programme on Immunization (EPI)

114.

115.

116.

The goal of the Eritrean Immunization Programme is to enhance child survival by
reducing mortality, morbidity and disability attributed to the seven most common

childhood diseases in under 5 years children.

The Eritrean EPI generally follows the WHO guidelines for vaccinating children. In
January 2002, a new underutilized vaccine against Hepatitis B was added to the routine
EPI, through the financial assistance of Global Alliance for Vaccines and Immunizations
(GAVI). Another underutilized vaccine against Haemophilus Influenza (Hib) was also
requested from GAVI and conditionally approved for prospects to be started by mid-

2007. This was a step forward in the country’s routine EPI program.

The target populations for immunization services are children under one year and
pregnant women. In 2004 the availability of immunization service was reported from 248
(65.4%) of the total health facilities. The majority of health stations are found in remote
and inaccessible places, indicating that children and mothers at the periphery are
increasingly becoming the biggest beneficiaries of the program. Fully immunized
children before the age of one year in 2004 stood at 74%. The number of children who
are immunized after their first year of age showed decreasing trends, indicating that
increased numbers of children are immunized before their first year of birth, also
indicating an increase in the immunization coverage. This in turn is an indicator of the

improvement in the survival opportunities for infants.
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TableA.13: Immunization Coverage in Percentage for Children under one Year of Age for
the Different Antigens by Zobas in the Year 2004

Zoba BCG |OPV0O | OPTHB | OPTHB | OPTHB3 | MEASLES | Fully

1 2 Immunized
Anseba 4.7 88.5 87.6 87.5 83.7 77.5 75.6
Debub 151 76.9 76.9 76.4 72.3 68.7 69.1
Dkb 21.1 71.6 72.0 64.9 53.8 47.0 42.1
Gash Barka 36.1| 1238 120.0 118.1 108.8 100.3 107.4
Maekel 22.9 39.6 79.7 77.6 75.3 79.2 78.3
Skb 18.8 57.6 S7.7 57.9 51.0 44.2 37.7
Total 20.0 84.4 84.5 83.4 78.1 73.9 73.8

Source: MoH, HMIS 2005

Table A.14: Vaccination Coverage Rates (percentages) for the Various Antigens during
(2002-2004)

Antigen 2002 2003 2004

BCG 63.8 67.0 68.5
DPT4/POL; 61.0 67.7 68.1
Measles 51.6 63.0 62.2
TT+ (P.W) 28.8 26.0 37.8

Source: MoH, HMIS 2005

Neonatal Tetanus

117. Eritrea is one of the very few countries in the Horn of Africa that have eliminated
neonatal tetanus. The national policy indicates that all Child-Bearing-Age Women
(CBAW) between the ages of 15-44 must be vaccinated with 5 doses of TT and since
1995 a school immunization program has been implemented. By 2004 up to 93% of all

new-born babies were protected against tetanus, according to the routine HMIS report.

118. A community-based assessment carried out in 2003 by the MoH in collaboration with
WHO and UNICEF did not identify any case of neonatal tetanus. Hence, Eritrea is
registered by WHO and UNICEF to be a neonatal-tetanus-free country. However, as the
majority of deliveries are carried out at the community level, intensive and active

surveillance was necessary to continue excluding any case of neonatal tetanus.
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Measles

119.

120.

121.

During the reporting period Eritrea was at an accelerated measles control and heading
towards elimination of measles, which was once one of the main childhood killers in the
country. After several months of pre-campaign preparations involving micro planning,
coordination, social mobilization and logistics management, the Eritrean nationwide
measles catch-up campaign was conducted in Sep 20 — Oct 06, 2003 in the presence of
His Excellency Mr. Isaias Afwerki, President of the State of Eritrea, during the national
launch for the measles SIAs. A total of 1.3 million children aged 9 months to 14 years of
age were targeted for measles vaccine and 364,342 children of 6 months to 5 years of age

were targeted for Vitamin A supplementation.

A total of 1,047,682 children (82% of targeted children for measles vaccine) were
immunized during the 2003 national measles SI1As in Eritrea according to administrative
data. The coverage rate ranged from 61% in Southern Red Sea to 99% in Gash Barka.
Based on the administrative coverage report, the expected 95% coverage was not reached
at the national level. Uncertain target population estimates and underreporting of
vaccinated children in some Zones were presumed to be the main reasons for the reported
lower administrative coverage. The post campaign evaluation survey result of 98.3%
measles vaccine coverage may however support the fact that the coverage reached during
the campaign is indeed very high.

According to the statistics of the MoH, the number of measles cases recorded at health
facilities in the years 2003 and 2004 were 376 and 54, respectively. However, until
routine immunization coverage reaches >85% in all districts, it was mandatory to conduct

a follow up campaign thereafter every 2-4 years.

Poliomyelitis

122.

Although cases detection systems are poor, evidently there has not been any polio case in
Eritrea, during the eight years prior to 2004. Hence, Eritrea had virtually eliminated polio
by the end of the reporting period (2004). However, specific activities had been taken to
improve on the accurate reporting of the EPI target diseases. The EPI Unit with the
support of WHO continued making efforts to improve the quality of surveillance of
Acute Flaccid Paralysis (AFP).
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123.

The strengthening of routine services remained the highest priority for the Eritrean EPI,
the commitment to reach the disease control goals adopted at the 1990 World Summit for
Children and ratified by the State of Eritrea in 1993. This implies the need for
establishing a disease surveillance system and conducting supplemental immunization
activities such as polio national immunization days (NIDs) and Sub-national

Immunization Activities (SIAS).

Adolescent Health

124.

125.

126.

Adolescents are considered as a significant component of the population. 33% of the
population of Eritrea is estimated between the ages of 10 and 24 years, 24% with the ages
between 10 and 19 years. Adolescents are vulnerable to infectious diseases such as
malaria and tuberculosis; dental and oral conditions; visual problems; nutritional

deficiencies; trauma and accidents and physical and mental disabilities.

According to the policy guideline of the MoH, it was indicated that over one third
(33.6%) of adolescents had begun childbearing and 24% of them are less than 18 years
old. Complications of abortion account for 46% of all obstetric deaths and 5% of all
deaths. The magnitude of sexual abuse among adolescents was not yet documented,;
however 10% of girls reported sexual assault during a school based needs assessment

study on sexual and reproductive health conducted in 2003.

With this in mind the government and partners began to respond to adolescent needs in
various ways. Attention was given to the expansion of health facilities, training health
workers and equipping health facilities to make quality health services accessible to the
population. The overall adolescent health service was seen separately and it was planned

to establish a new adolescent health unit.

Child and Adolescent Health

127.

The overall goal of the MoH with regard to child and adolescent health is that all Eritrean
children — new born, infants, under five children, school children, and adolescents have
access to good quality of health care which includes preventive, curative and

rehabilitative, at all levels of the health system.
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128.

129.

130.

131.

Improving the poor health of children will be achieved by consolidating and scaling up of
the efforts of the past years and the introduction of new interventions. The overall goal is
to reduce mortality, morbidity, the disease burden and disability in children and
adolescents and contribute to their healthy growth and development.

Despite the economic difficulty and the no-war-no-peace situation emanating from the
border conflict, Eritrea showed a high level of commitment in addressing the needs of
young children through community initiatives. However, because of the border conflict,
persistent droughts, public investments in services for children did not reach a level that
could satisfy the increasing demand. Nevertheless, Eritrea demonstrated significant

improvements in child health by investing at low-cost but achieving remarkable scores.

Eritrea was grouped among the countries that had a neonatal mortality rate (NMR) of
between 15 and 29 per 1,000 live births. In this group of countries the commonest causes
of neonatal death were pre-term, asphyxia, sepsis/pneumonia, diarrhoea and neonatal
tetanus. According to UNICEF estimates for 2004 Eritrea’s IMR was 52/1,000 and
US5MR 85/1,000 live births.

Like other countries, Eritrea adapted generic Integrated Management of Childhood
lliness (IMCI) modules that address childhood illnesses from the 2™ week thus leaving
out the early neonatal period. However, now the MoH has started to incorporate the early

neonatal period also.

Nutritional Status of Children and Mothers

132.

It is not surprising to see that the nutritional status of children under the age of five years
has seriously deteriorated since 2001 (the aftermath of the Ethio-Eritrea border war),
although the MoH tried to reverse the situation. According to the nutrition surveys (NSS-
Nutrition Surveillance Systems) undertaken annually since 2003 by the MoH, Global
Acute Malnutrition (GAM) in children less than five years of age was very high ranging
from about 9% to 21%, which was above the WHO threshold of 10% in all regions
except Maekel. The results of the survey also showed seasonal variation getting worse
during the hunger season (May to August). Similarly, the level of under nutrition among

non-pregnant women is very high, ranging from 34% to 64%.
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133.

134.

135.

TableA.15: Nutritional Situation of Children less than 5 Years of Age (2004-2005)

Region 1% NSS (Dec 03- | 2" NSS (Jun 04-Oct | 3™ NSS (Jan 05-
Mar 04) 04) May 05)
Anseba 11.5 16.6 12.2
Debub 12.8 7.4 -
Gash-Barka 15.5 19.8 17.2
Maekel 9.3 8.8 -
NRS 17.7 14.4 14.2
SRS 23.5 12.9 15.6

Source: MoH, NNSU 2005

In Eritrea over 98% of children are ever breastfed, and the median duration of
breastfeeding of 22 months, is among the highest in Africa. However, exclusive
breastfeeding, similar to other African countries, remains low with a median duration of
only 2.5 months. Exclusive breastfeeding apart from its nutritional benefits has a unique
contribution to child survival. The relative risk of death for a child who is not exclusively
breastfed is estimated to increase by 2.5 times in an environment with toilet and water,
and to 5.2 times in an environment without water and toilet (which is a common
phenomenon in Eritrea). A baby who is on continuous breastfeeding has less diarrhoea
and fewer respiratory infections and recovers quickly from illness compared to a baby

who is not breastfed.

About 60% of health centres in Eritrea had Therapeutic Feeding Centres (TFC). There
are currently 17 TFC in hospitals and 64 TFC in health centres. These TFCs were able to
reach about 46% of the malnourished children in 2003 and 2004, which was a good
achievement. The statistics for the TFCs showed that the case fatality rate had decreased
from 10.6% in 2002 to 5.8% in 2003 and 5.3% in 2004 which is a significant

improvement.

Vitamin A deficiency in children brings blindness, limits growth, weakens host
defences, exacerbates infections and increases mortality. Prevalence of vitamin A
deficiency according to serum retinol levels in Eritrean pre-school children according to
the survey conducted by MoH and UNICEF indicated that 39% were low, 44.8% at
acceptable level, 12.4% are normal and 3.8% deficient. Prevalence of iron deficiency
anaemia in Eritrean pre-school children was 1.8% severe, 7.4% moderate and 24.7%
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mild. Prevalence of protein-energy malnutrition in Eritrean pre-school children was

38.2% underweight, 38.4% stunting and 9.7% wasting. Prevalence of iron deficiency

anaemia in pregnant women was 1.8% moderate, 10.0% mild and 88.2% normal.

TableA.16: Nutritional Status of Children in Eritrea According to the National
Nutritional Surveys

Zobas NSS Nutritional indicators
Global Under Chronic s;_r%talle
Wasting | Oedema | Stunting . Energy P
Acute weight Deficienc of
y children
2003 % % % % No
Anseba (Dec) 13.9° 12.1 2.2" 49.6 50.0 50.0 1098
Debub (Dec) 12.8 10.3 3.3 47.0 42.6 42.0 1314
Maekel N @) T D O N E
Gash Barka 156 | 133 2.7! 453 52.7 45.0 1367
(Dec)
Northern RS 169" | 148 2.6 447 447 50.0 840
(Dec)
Southern RS N O T D O N E
2004
Anseba (Jul) 174 16.6 1.0 42.6 50.8 45.0 1122
Debub (Jun) 7.4 6.8 0.6 41.5 38.3 33.2 1313
Gash Barka 19.8 19.3 05 478 55.3 417 13
(Jun)
Maekel (Mar) 9.2 8.8 0.5 48.1 44.3 33.0 828
Maekel (Oct) 8.8 8.6 0.2 42.4 39.0 35.0 796
Northern RS 14.2 14.2 0.4 38.0 441 473 863
(May)
Southern RS 235 21.2 3.3t 454 495 53.8 567
(Mar)

Source: MoH, 2005

136. Males and the youngest children are the most vulnerable groups. The consumption of

pre-formed and pro-vitamin A rich-foods by the children seemed to be insufficient to

meet their vitamin A dietary requirements, exposing them to high susceptibility of VAD.

Vitamin A capsules supplementation did not show any impact on serum retinol

concentration, although the efficacy of high vitamin A dosage in the improvement of

vitamin A status was well documented. Breast-feeding practices was not associated with

the occurrence of VAD, even though breast milk is the most important source of vitamin
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137.

138.

A during the first year of life and contributes 80% of the vitamin A dietary requirements

during the second year of life.

Iron Deficiency Anaemia (IDA) represented a problem of moderate public health
significance among pre-school children, according to the guidelines outlined by WHO.
Male and the youngest children are the groups at most risk to IDA. The peak of anaemia
occurs in the second year of life. The prevalence of anaemia among women at the
reproductive age was moderate and rates were almost similar, between pregnant and non-
pregnant women, with predominant cases of mild deficiency. Illiterate women or women

with low levels of education are more vulnerable to IDA.

Protein Energy Malnutrition (PEM) was also an important nutritional problem among
pre-school children in Eritrea. The prevalence of underweight was very high, stunting
high and wasting medium, in terms of severity of malnutrition. High immunisation
coverage rate seemed to be a protective factor against underweight, stunting and wasting.
VAD, IDA and PEM co-exist among pre-school children, as well as, under nutrition and

anaemia among women of reproductive age.

Table A.17: Moderate and Severe Underweight in Eritrean Pre-School Children by

Zobas

Zobas Moderate under weight | Severe under weight

SRS 21.0% 12.3%
NRS 27.7% 12.8%
Anseba 32.8% 10.0%
Gash-Barka 32.0% 18.0%
Debub 30.9% 8.8%
Maekel 19.0% 4.1%

Source: MoH, HMIS 2005

Table A.18: Moderate and Severe Stunting in Eritrean Pre-School Children by Zobas

Zobas Moderate stunting Severe stunting

SRS 16.0% 14.8%
NRS 19.8% 19.0%
Anseba 27.0% 19.7%
Gash-Barka 24.6% 21.4%
Debub 24.6% 16.2%
Maekel 20.5% 7.4%

Source: MoH, HMIS 2005
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Table A.19: Prevalence of Moderate and Severe Wasting in the Eritrean Pre-School

Children

Zobas Moderate wasting Severe wasting

SRS 11.1% 2.5%
NRS 9.6% 2.9%
Anseba 5.0% 0.8%
Gash-Barka 13.8% 2.6%
Debub 8.1% 1.1%
Maekel 3.9% 0.2%

Source: MoH, HMIS 2005

139.

140.

141.

Another very important initiative which the Ministry of Health took starting before the
reporting period was the iodization of salt. The two salt producing enterprises in Eritrea
have been adding iodine to their products. This has been made effective through the full
participation of UNICEF. The consumption of iodized salt in Eritrea reached 98%.
However, later on the consumption fell to 68% (according to the survey done by MoH
and EDHS 2002). Nevertheless, the Ministry continued taking effective measures in
order to sustain the consumption as high as possible. The initial draft of the legislation of

salt iodization was amended.

Another initiative which the Ministry introduced was “food fortification”. The two
factories that produce wheat flour and the DMK factory were instructed to fortify their
products. Mixers were installed in these factories and the personnel who operated the
machines were given training by an external consultant. The sustainability of the food
fortification initiative is still being studied. This was a very important public health

intervention and children and mothers would greatly benefit from the food fortification.

The following concerns on high rates of child and infant mortality, namely lack of access
to safe drinking water and sanitation facilities, adolescent health, HIV/AIDS, harmful
traditional practices, policy on children with disabilities, and the low standard of living
are very important points and should be observed very closely since at the end, they are
the main factors affecting child and adolescent health in Eritrea. In order to effectively
fight the child health problems, the Ministry trained around 800 health workers in IMCI.

They primarily focus on children’s disease burden.
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Environmental Impact on the Health of Children

142.

143.

144.

145.

Environmental quality is one of the key factors that determine whether a child survives
the first years of life, and strongly influences the child’s subsequent physical and mental
development. Eritrea has been going through a long period of drought and chronic water
shortages. Alternate sources of water closer to villages have dried up and the population,
mainly children and women, are forced to walk longer distances to fetch water for
household needs. In addition, pastoralists are at risk of having to migrate to the
highlands, thereby putting an extra burden on these communities and their already scarce
water supply. The lack of water and the long distances to the available water points has
forced many families to use insufficient and unsafe water fetched from unprotected
sources often shared with animals. In this context the very low sanitation coverage in

rural Eritrea becomes even more of a concern posing additional health risks to children.

Unhygienic practices of food preparation and excreta disposal coupled with the unsafe
drinking water contribute to the high prevalence of diarrhoeal diseases in children under
five which in turn can cause dehydration and malnutrition and eventually leads to death.

Some of the traditional environmental health hazards that remained to be the primary
source of ill-health for most Eritrean children were contaminated water, poor sanitation,
indoor smoke, rampant disease vectors such as mosquitoes, food deficiencies and lack of
food hygiene and unsafe waste disposal. These factors that cause the poor health of our
children stemmed from poverty because almost 60% of Eritreans live in poverty. Some of
the main causes of death among children were associated with poverty and poor
environmental conditions. At the centre of all these diseases was however, malnutrition
which is an attribution of poverty and aligned with almost half of all the diseases that

caused child mortality.

Contaminated water causes a range of diseases which are often life threatening. As
Eritrea is located in a water scarce environment and a drought prone area, it is highly
anticipated that water-born (Cholera, diarrheal diseases, enteric fevers like typhoid and
infective jaundice), water-washed (scabies, trachoma, leishmaniasis), water-based
(bilharzias/schistosomiasis), and water-related insect vectors (malaria, dengue fever)
could bring ill-health to children in school and out-of-school. However, due to the high
accessibility of facilities to the general population (75%) and quality of services most of
the water related infections were under control.
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147.

148.

149.

Dengue Fever is supposed to be endemic in the coastal areas of the Red Sea. However,
the outbreak of Dengue Fever in the non-coastal areas was a challenge to the disease
prevention and control division in terms of clear diagnosis, which however, was
ultimately under control. Since independence there has never been any outbreak of

cholera in the country.

According to the UNICEF-WHO Joint Monitoring Program (2004), rural water and
sanitation coverage in Eritrea in 2002 were 54% and 3% respectively. Due to recurrent
droughts and other factors, rural water supply coverage in 2004 was estimated at 22%
(Water Resource Department (WRD) 2005). The last four consecutive years of poor
rainfall have led to one of the worst droughts to hit Eritrea, affecting 60-70% of the

country. Water levels in wells and boreholes in 2004 were the lowest of all times.

The “Environmental Health Policy and Guidelines” of 1998, published by the MoH,
preferred to limit the definition of Sanitation to safe disposal of excreta and sewerage. So,
in order to make it broad and comprehensive, the MoH together with partners developed
a “Sanitation Policy” which is comprehensive and includes collection, storage and use of
drinking water, liquid and solid disposal, excreta disposal, home and food hygiene,
personal hygiene and environmental hygiene. But to accomplish this task, it is obvious
that technical expertise and other resources are needed. In the reported period 18% of the
population had access to safe and adequate sanitation. About 45% of the urban
population used flush toilets and 21% used traditional or improved ventilated pit latrines.
More than 80% of the total population and 99% in the rural areas practice open field
defecation. A large proportion (41%) of the rural households had their farm and domestic

animals living within the human living areas (homes).

In the reporting period the MoH with the close collaboration of its partners constructed
11,936 Family Pit Latrines (VIPs), 344 health facility latrines, 277 school latrines and
494 family latrines for Internally Displaced Persons (IDPs).

Women’s Health

150.

Eritrea is one of the developing countries with unacceptably very high maternal
mortality. During the period under consideration, the estimated maternal mortality rate
was 752/100,000 (according to research findings of Dr. Mismay Gebrehiwet and
630/100,000 as per the WHO, UNICEF and UNFPA estimate and 307/100,000 as per the
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152.

153.

facility based results. Having healthy women and children is an important factor for the
development of a healthy and prosperous nation, since women of child-bearing age and
children make up about 60% of the total population. Thus maternal and child health
remains one of the priority agendas of the Ministry and the Government of the State of

Eritrea.

Expansion of health facilities, training of skilled health personnel and deploying them to
rural areas, ensuring availability of essential drugs and supplies, strengthening the blood
transfusion services, developing policies and guidelines, conducting health promotional
activities to increase awareness and bring behavioural changes and empowering the
communities can be mentioned as a few of the many activities that have been carried out
during the implementation phase of the Reproductive Health Program. Furthermore, the
Ministry has trained near to 700 female and male health workers in Life Saving Skills
(LSS) who in most part are assigned to work in the health facilities that are in the remote

areas.

Taking the number of health facilities that should provide antenatal care services and the
estimated target population, the ratio of health facility to pregnant women in 2004 was
1:208.

According to the HMIS data, it is indicated that the proportion of births delivered in
Emergency Obstetric Care (EMOC) facilities showed an increase every year. The
proportion reached 28.3% in 2004. The met need for EMOC has increased to about 60%
in 2004. The skilled assisted delivery coverage is a very important indicator as we all
know that pregnancy outcome is not predictable, and any woman is at risk and can
develop life threatening complications any time in her pregnancy, during delivery or
postpartum. The following table indicates percentage of skilled assisted deliveries by

Zone.

43



Table A.20: Skilled Personnel-Assisted Deliveries by Year and Administrative Zone in

Percent

Zone 2002 2003 2004

Anseba 14.6 14.9 17.7
Debub 22.3 22.7 23.4
DKB 19.4 19.2 19.4
G/B 14.6 15.3 16.3
Maekel 15.2 13.9 13.3
SKB 14.5 17.2 16.5

Source: MoH, HMIS 2015

Maternity care indicators for the period (2004)

e Maternal health and rates of immunization for TT2+ = 37%

e Women giving birth who received antenatal care from a health professional = 64.1%
e Percentage of births assisted by a health professional = 30%

e Percentage of births delivered in a health facility = 26%

e Maternal mortality rate in 2004 was 752/100,000 live births (Dr. Mismay

Gebrehiwet), 630/100,000 as per the estimate of UNICEF and WHO (2004).

However, facility based MMR is 307/100,000.

e Unassisted urban births: 20%
e Unassisted rural births: 70%

Harmful Traditional Practices

154. Harmful traditional practices are factors contributing to high maternal and child

mortality. The Ministry of Health has recognized that there are certain cultural beliefs

that greatly affect the health of children. To this end, the Ministry is, in collaboration

with other stakeholders working very hard by organizing sensitizing and awareness

raising campaigns for the population in general and religious and influential people in

particular, against the practice of FGM, early marriage and other harmful practices like

food taboos (nutritious food for male preference), heavy work load of women (especially

the pregnant), blood-letting during high fever, uvuloectomy, etc. As part of the

sensitization campaigns, health education about all the taboos and harmful cultural

practices is given in health facilities and communities.
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156.

Although the MoH played an important role in coordinating the anti-FGM campaign, the
NUEW, NUEYS and others have also played major roles. The Ministry of Health
developed National Action Plan for the abandonment of FGM in Eritrea. It also
developed health promotional materials, including the production of a documentary video

show that has been very important in changing the behaviour of communities.

The production of the video show “unveiling the curtain®, showing actual FGM
practitioners performing, has totally affected the opinion of the different sub-groups and
in some communities real changes have occurred. For instance some communities
already drafted internal communal laws that prohibit the practice of FGM. Awareness
raising campaigns especially conducted by different participants, including the mass
media- newspapers, radio and television made significant contributions in the fight
against FGM. Yet the issuance of an official proclamation that banned FGM had to wait
until 2007.

Human Resources for Health and Health Infrastructure

157.

158.

159.

At the end of 2004 the distribution of the total MoH employees across the zobas
indicated that the National Referral Hospitals (NRH) had the highest share (24.6%)
followed by zoba Debub (16%) and zoba Maekel (13%). This shows that there was
higher concentration of MoH employees at the centre (45.6%). Out of the total health
professionals in the ministry, 56.3% were assigned in the 25 hospitals, 14.8% in the
health centres and 11.1% in the health stations and 0.7% in MCH clinics.

About 49.1% of the professional employees of the Ministry of Health in Eritrea were
females. Females constituted about 17% of doctors, 54% of nurses and 59% of associate
nurses. Out of the total doctors and nurses, 44% and 21% respectively had specialties in

different fields. Out of the total doctors in the ministry, 31.3% were expatriates.

In addition to the MoH employees, 66 doctors, 59 Nurses, 95 associate nurses, 47
laboratory technicians, one pharmacist, 4 pharmacy technicians, 10 radiology technicians
and 2 dental technicians worked in private and industrial facilities. On average, there
were 5 doctors, 19 nurses, 29 associate nurses and 2 laboratory technicians per hospital; 2
nurses, 5 associate nurses and one laboratory technician per health centre; and 2 associate

nurses and no laboratory technician per health station.
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161.

The health worker population ratio indicates accessibility to health providers. To
compute the health worker population ratio an estimated population figure of 3.3 million
was used. The number of people per nurse and associate nurses had decreasing trends,
indicating a decrease in the workload per nurse and associate nurses. Compared to the
previous year’s situation, there was significant improvement in the nurse and associate
nurse population ratio because of the expansion of the training institute and increase in
the intake. The doctor, nurse and associate nurse population ratio in 2005 was about
1:15,000, 1:3,200, and 1:1,900 respectively. The WHO target for doctor population and
nurse population ratio is 1:10,000 and 1:5,000 respectively. Hence, considering the WHO
target, Eritrea is close to achieving the target. It is therefore in this particular area that the

ministry required both financial and technical assistance.

Out of the total health facilities, 220 (61.5%) were Government owned. 28 (7.8%) were
owned by the Catholic Church, 66 (18.4%) by private owners and 29 (2.5%) by other
Ministries and the Evangelical Church. Taking all the hospitals, health centres and health
stations into consideration, a hospital serves about 131,000 people, a health centre 64,000

people and a health station 18,000 people.

Budget Allocations

162.

163.

164.

The GoOSE refers to the query made by the Committee on the availability of organized
health service providers that offer free services to children (Para. 42). In this regard, it is
worth explaining that Eritrea has a universal free health service in all levels of publicly
owned health services, except for nominal registration fees. All children are eligible to

free medical services, in all health facilities, including specialized paediatric hospitals.

The budget allocation indicated here is an approximate calculation intended to indicate
the general magnitude. As children and mothers were the primary beneficiaries of the
health delivery system, the budget allocated was mostly spent on their protection and

care.

In January- December 2002 fiscal year /Annual report/ Government recurrent and capital
health budget expenditure, donors expenditure, donors capital expenditure and external
assistance received in kind was Nakfa 368,260,129.50.
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In 2003 the government expended a sum of Nakfal50,171,704.98 including for salary
Nakfa58,807,461.36 (39%), for drugs Nakfa39,593,712.79 (26%), for others Nakfa
38,934,903.32 (26%) and for capital expenditure Nakfa 12,835,627.51 (9%). In addition,
Nakfa 36,344,154.45 received from international assistance was expended in capital
investment. The total was_Nakfa 336,687,564.41.

In 2004 the Government’s recurrent and capital expenditure in health was Nakfa
181,887,935.83. Expenditure in health from in-kind external assistance during 2004
amounted to Nakfa 242,839,616.27. The donors’ capital expenditure during January-
December 2004 fiscal year was Nakfa 35,106,293.95. This brings the total 2004 health
expenditure to Nakfa 459,833,846.05.

Revenue Collected from health service charges in 2003 and 2004 fiscal years were Nakfa
23,936,832.72 and Nakfa 18,541,377.83, respectively. Thus, despite the economic
difficulties, the government made steadily increasing expenditures and investments in
health.

Social security and child-care services and facilities

168.

The Ministry of Health provides free health services to all people including children.
Thus the health security of children is guaranteed in all levels of health service structures.
Immunization and therapeutic feeding programmes aim at protecting the welfare of the
Eritrean child. Besides, the Ministry of Labour and Human Welfare runs diverse
programmes that support poor and vulnerable children such as orphans, street children,
commercial sex workers and persons with disabilities by providing them with basic

amenities and longer term rehabilitation.

Care of orphans

169.

The Ministry of Labour and Human Welfare is responsible f