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Welcome note from the secretariat  

Our 6th edition of the Catholic Regional Secretariat quarterly newsletter comes just before the onset of 

winter. Here is sincerely hoping that you not only keep warm but take some time out to think about 

those less fortunate and how best we can assist them during the coldbleak season ahead. This edition 

is going to be looking at maternal, neo-natal and child health care in various member countries in the 

regional network and Southern Africa as a whole. Before we delve into this quarter’s interesting updates, 

I would like to share some news from the regional secretariat. Loek Goemans and Hester Barnier have 

taken off to enjoy the sunset and the laughter of their twilight years away from the hustle and bustle of 

the CATHCA office.  

Loek had been with CATHCA for an amazing 15 years; words cannot begin to describe how much 

institutional memory walked out the door the day she left.CATHCA’s Director let her run free.(!!!?) 

Hester’s presence and technological agility will be sorely missed amongst us all.d. I am glad to report 

that CATHCA has adopted two enthusiasticbrilliant staff members in an attempt to replace them.   

 

 

 

 

 

 

Lungi Cele, joined CATHCA in April 2015 as a monitoring and evaluation officer. Prior to joining 

CATHCA, she worked for the Electoral commission both in the KZN and & 

Gauteng Provincial Offices as a HR Officer in the 2011 local elections (GP) 

and the 2014 national elections (KZN). She held previous jobs in 

corporate companies in the training, development and administration 

fields. She holds a Social Science degree and a Post Grad Diploma in 

Organisation and Management from the University of Cape Town.  

 

   

 

                               We sincerely hope you enjoy this edition of our news-letter!  

                                                                   Best regards 

                                          Elsa Chinembiri- Regional Secretariat Manager. 

 

 

Tinashe says” I am a good communicator, team 

player and a hardworking person who is responsible 

for admin work at CATHCA and also responsible for 

the installation, configuration, updating, monitoring 

and maintenance of CATHCA databases. Should 

there be any IT related problems, I am the lady to 

call”. 
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ARTICLES OF INTEREST: 

Highlighting the critical role of midwives 
 

5 May 2015 -- Today we celebrate the work 

of midwives worldwide in ensuring the care 

and survival of new born babies. The theme 

for this year's International Day of the 

Midwife is "Midwives: for a better tomorrow”. 

As the Millennium Development Goals come 

to an end in September, this theme 

highlights the importance of having 

midwives involved in the development of the 

new set of goals called the Sustainable 

Development Goals to create a brighter future for mothers, babies, and families. 

For further reading kindly refer to http://www.who.int/maternal_child_adolescent/topics/maternal/en/ as 

adapted on 22 May 2015. 

Child mortality data 2014 

New data released today by the United 

Nations show that under-five mortality rates 

have dropped by 49 per cent between 1990 

and 2013. The average annual reduction 

has accelerated – in some countries it has 

even tripled – but overall progress is still 

short of meeting the global target of a two-

thirds decrease in under-five mortality by 

2015. 

New estimates in Levels and Trends in 

Child Mortality 2014 show that in 2013, 6.3 million children under five died from mostly preventable 

causes, around 200,000 fewer than in 2012, but still equal to nearly 17,000 child deaths each day. 

“There has been dramatic and accelerating progress in reducing mortality among children, and the 

data prove that success is possible even for poorly resourced countries,” said Mickey Chopra, head 

UNICEF’s of global health programmes. “There is now a gathering momentum from countries in 

every part of the world to make sure proven, cost-effective interventions are applied where they will 

save the most lives.” 

For further in-depth reading kindly refer to http://www.who.int/pmnch/everynewborn/en/index4.html  as 

adapted on 22 May 2015 at 10h34. 

http://www.who.int/entity/maternal_child_adolescent/news_events/events/2015/international-day-midwife/en/index.html
http://www.who.int/maternal_child_adolescent/topics/maternal/en/
http://www.who.int/pmnch/everynewborn/en/index4.html
http://www.who.int/entity/maternal_child_adolescent/news_events/events/2015/international-day-midwife/en/index.html
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Every New-born: An action plan to end preventable deaths 

(Integrating maternal and new born care: Strengthening the continuum) 

19 MAY 2015 | GENEVA, SWITZERLAND 

Countries are taking forward the Global Strategy for Women’s and 

Children’s Health by strengthening maternal and new-born health 

programmes. To support and guide country actions, the Every New-born 

Action Plan (ENAP) and the Strategies for Ending Preventable Maternal 

Morality (EPMM) working groups hosted a side session at the 68th 

World Health Assembly: Integrating maternal and new-born care: 

Strengthening the continuum. 

The event opened with Rajiv Bahl, Acting Director MCA, WHO, welcoming 200 participants to 

discuss how unacceptable levels of maternal and new-born mortality and stillbirths impede the 

realization of healthy and sustainable societies. Yet 15 of the 18 countries, with the greatest burden 

of deaths and mortality rates, have taken concrete action. As moderator, Robin Gorna, Executive 

Director of the Partnership for Maternal new-born & Child Health, underlined the importance of 

hearing from countries on success factors particularly through improving the quality and coverage 

of care through integrated strategies and programmes. She reflected on the synergies between 

these two strategies advancing efforts: ENAP discussed and endorsed at the World Health 

Assembly in 2014; and the EPMM launched this year at World Health Assembly. 

For further reading kindly refer to http://www.who.int/pmnch/everynewborn/en/index7.html as adapted 

on 22 May 2015 at 14h36 

A review of co-morbidity between infectious and chronic disease in Sub Saharan Africa: TB and 

Diabetes Mellitus, HIV and Metabolic Syndrome, and the impact of globalization  

Written by Fiona Young*, Julia A Critchley, Lucy K Johnstone and Nigel C Unwin 

Africa is facing a rapidly growing chronic non-communicable disease burden whilst at the same time 

experiencing continual high rates of infectious disease. It is well known that some infections increase 

the risk of certain chronic diseases and the converse. With an increasing dual burden of disease in Sub 

Saharan Africa the associations between diseases and our understanding of them will become of 

increased public health importance. Diabetes has been associated with a 3-fold incident risk of 

tuberculosis and it is hypothesised that tuberculosis may also increase the risk of developing diabetes. 

During co-morbid presentation of tuberculosis and diabetes both tuberculosis and diabetes outcomes 

are reported to worsen. Antiretroviral therapy for HIV has been associated with an increased risk of 

developing metabolic syndrome and HIV has been linked with an increased risk of developing both 

diabetes and cardiovascular disease. Globalization is clearly related to an increased risk of diabetes 

and cardiovascular disease. It may be exerting other negative and positive impacts upon infectious and 

chronic non-communicable disease associations but at present reporting upon these is sparse. 

For further reading kindly refer to source http://www.globalizationandhealth.com/content/5/1/9  as 

adapted on 22 May 2015 at 10h09. 

http://www.who.int/pmnch/everynewborn/en/index7.html
http://www.globalizationandhealth.com/content/5/1/9
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NEWS ON MEMBER COUNTRIES OF THE REGIONAL 
SECRETARIAT NETWORK. 

ANGOLA 

The 2014 Report, Fulfilling the Health Agenda for 

Women and Children, was released exactly 18 

months to the day from the deadline for the 

Millennium Development Goals at the end of 2015. 

Like previous Countdown reports, it includes an 

updated, detailed profile for each of the 75 

Countdown countries, which together account for 

more than 95% of the global burden of maternal, 

new born and child death. The report shows that 

progress has been impressive in some areas, but it 

also highlights the vast areas of unfinished 

business that must be prioritized in the post-2015 

framework. 

The 2014 Report also provides an assessment of the state of the data to support evidence-based 

decisions in women's and children's health, and describes elements of the Countdown process that 

might inform ongoing efforts to hold the world to account for progress. It concludes by laying out 

concrete action steps that can be taken now to ensure continued progress for women and children in 

the years ahead. 

For further reading kindly refer to http://www.countdown2015mnch.org/reports-and-articles/2014-
report as adapted on 28 May 2015 at 10h48 

BOTSWANA 

Botswana’s HIV and AIDS burden is of a magnitude sufficient 
for the effect of HIV and AIDS on maternal health and 
mortality to be pronounced. 

 
About ninety eight (98%) of deliveries handled by 

skilled personnel: As is the case with child mortality, 

maternal health is also very closely correlated with 

material deprivation, the general health condition, 

and the quality and accessibility of maternal health 

care services. Thus, the positive effect of 

improvements in household incomes on maternal 

health and mortality could be negated by the effects 

of HIV and AIDS. Botswana’s HIV and AIDS burden is of a magnitude sufficient for the effect of HIV 

and AIDS on maternal health and mortality to be pronounced. 

http://www.countdown2015mnch.org/reports-and-articles/previous-reports
http://www.countdown2015mnch.org/country-profiles
http://www.countdown2015mnch.org/reports-and-articles/2014-report
http://www.countdown2015mnch.org/reports-and-articles/2014-report
http://www.bw.undp.org/content/botswana/en/home/mdgoverview/overview/mdg5.html


 Regional Secretariat Newsletter 6th edition  

                                                                                                                                                               6 | P a g e  
 

 
The extent of the influence of HIV and AIDS on maternal mortality in Botswana has not been established 

but, the primary link is immuno suppression. Not only will some deaths be attributable to AIDS but HIV 

and AIDS increase the risk of maternal death due to indirect causes such as anaemia, malaria and 

tuberculosis. This is so because at certain stages of HIV and AIDS, expectant women may not be able 

to withstand infections, complications such as haemorrhage, and processes such as caesarean section 

when necessary. 

Whatever the extent of the influence of HIV and AIDS on maternal mortality, current trends suggest that 

Botswana will not achieve its Vision 2016 and MDG maternal health targets. Table 5.1 provides an 

overview of progress towards maternal health. 

1. Table 5.1 Overview of performance towards global and national maternal health targets 

 

GLOBAL 
TARGET 

WILL 
TARGET 
BE MET 

NATIONAL 
TARGET 

WILL       TARGET BE 
MET 

SUPPORTIVE 
ENVIRONMENT 

Reduce by three 
quarters, between 
1990 and 2015, 
the Maternal 
Mortality Ratio 
(MMR). 
 
 

Unlikely To reduce the 
Maternal Mortality 
Ratio (MMR)326 
deaths per 100, 
000 live births in 
1991 to 150 by 
2011 

Unlikely 
 

 

Strong 

Achieve by 2015, 
universal access 
to reproductive 
health 

Likely 
 
 
 
 

   

For further reading kindly refer to 

http://www.bw.undp.org/content/botswana/en/home/mdgoverview/overview/mdg5.html# as adapted on 
28 May 2015 12h07 

MALAWI 

USAID MALAWI MATERNAL, NEONATAL AND CHILD HEALTH FACT SHEET 

 

Malawi has one of the highest maternal mortality ratios globally, currently 

estimated at 574 maternal deaths per 100,000 live births. Adolescent 

pregnancies comprise 25% of all births and 20% of maternal 

deaths.  Neonatal mortality, often caused by birth asphyxia, premature birth, 

and infection, is estimated at 29 per 1,000 live births.  Causes of under-five 

mortality include malaria, diarrhoea, and pneumonia.  

 USAID’s global Maternal, Neonatal and Child Health (MNCH) goal is ending 

preventable child and maternal deaths in a generation.  To do this, USAID 

integrates high-impact, evidence-based practices into activities that address 

vital MNCH issues in households, communities, and health facilities.  USAID works with the 

Government of Malawi’s (GoM) Ministry of Health to ensure an MNCH focus in district and central level 

http://www.bw.undp.org/content/botswana/en/home/mdgoverview/overview/mdg5.html
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health activities. For further reading kindly refer to http://www.usaid.gov/malawi/fact-sheets/usaid-

malawi-maternal-neonatal-and-child-health-fact-sheet-2012-13  , as adapted on 22 May 2015 at 15h33 

Mozambique 

Maternal and neonatal health 

About 40 per cent of Mozambican women become pregnant before the age of 20. The risk of death 

among pregnant teenagers is four times higher than for women above the age of 20. Providing 

emergency obstetric care is the single most effective way to reduce maternal deaths. However, the 

healthcare infrastructure is facing particular challenges – maternity services are concentrated in urban 

areas and trained health professionals, medical supplies and equipment are in short supply. 

What is being done? 

The key to making progress towards attaining the MDG goals 

related to child survival and maternal health is to reach every 

child and mother in every district with a few priority health 

interventions.   

These interventions include low-cost, low-technology and high 

impact solutions such as vaccines, antibiotics, micronutrient 

supplementation, insecticide-treated nets, improved 

breastfeeding practices and safe hygiene practices.   

Evidence shows that, if implemented as a package and 

reaching 99 per cent coverage, these interventions together could prevent 63 per cent of current 

childhood mortality.  As adapted from http://www.unicef.org/mozambique/child_survival_2933.html at 

13h27. 

NAMIBIA 

Low maternal, infant mortality a priority for health minister 

WINDHOEK – One of the priorities on the agenda of the 

new Minister of Health and Social Services, Dr Bernard 

Haufiku, is to half the current maternal and infant mortality 

rates come 2018. 

“The well-being of mothers and children is my main 

concern, it’s a burning issue. It’s the reason why we are 

rated so low with many indicators. I want us to bring it 

down,” Haufiku told reporters on Saturday on the side-lines 

of the second annual general meeting of the Namibia Medical Society (NMS). Despite making strides 

in the health sector, Namibia will not meet the Millennium Development Goal 4, which is aimed at 

reducing child mortality and Goal 5, which is aimed at improving maternal health. For further reading 

 

UNICEF Mozambique/E.Machiana 

http://www.usaid.gov/malawi/fact-sheets/usaid-malawi-maternal-neonatal-and-child-health-fact-sheet-2012-13
http://www.usaid.gov/malawi/fact-sheets/usaid-malawi-maternal-neonatal-and-child-health-fact-sheet-2012-13
http://www.unicef.org/mozambique/child_survival_2933.html
https://www.newera.com.na/2015/04/20/maternal-infant-mortality-priority-health-minister/
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kindly refer to https://www.newera.com.na/2015/04/20/maternal-infant-mortality-priority-health-

minister/ adapted on 29 May 2015 at 13h43. 

SOUTH AFRICA 

1. A brief compiled and shared by CATHCA Director, Yvonne Morgan. 

The National Department of Health has gazetted compulsory norms and standards for clinical and 

organisational management in all hospitals, community health centres and clinics, and outlined the 

process for ensuring compliance. Facilities will be inspected and certified as compliant every four years, 

with annual self-assessments submitted by the facilities.  

CATHCA has been conducting assessments of several Catholic clinics over the last two years, based 

on these norms and standards, and has worked with each clinic to  develop a strategic plan for their 

future. Some of the Catholic primary health care clinics in South Africa are under threat of closure, as 

government builds new clinics near them and withdraws support. One is re-inventing itself as a home-

based care centre. Others may take on new services. The Embassy of Japan, through an application 

from CATHCA, is donating a mobile clinic to a Catholic clinic working in the North-West province in a 

poor and rural area. 

For more kindly contact Elsa at regional@cathca.co.za .  

2. South Africa not on track to meet the Millennium Development Goals. According to 

the Mail and Guardian 14/5/2015 

According to the United Nations Development Programme, Africa "has made considerable 

improvements on the health-related MDGs" with maternal and child mortality going down by 47% 

and 44% respectively over the past two decades. But the same cannot be said for South Africa. One of 

the goals was for the country to reduce child mortality to 20 deaths per 1 000 live births by 2015. 

According to South Africa's latest MDG-progress report, the under-five mortality rate was 53 deaths 

per 1 000 live births in 2010. 

South Africa also had to reduce maternal mortality to 38 deaths per 100 000 live births by the end of 

this year. In the country's progress report, 269 deaths per 100 000 were recorded for 2010. That is 

more than seven times the millennium goals target. 

For further reading kindly refer to: The Mail and Guardian dates 14 May 2015 

 

3. 15 interventions to reduce SA’s maternal and child mortality rates 

Analysis: By 2015, with realistic coverage, the maternal mortality ratio (MMR) can reduce to 153 

deaths per 100,000 and child mortality to 34 deaths per 1,000 live births. Fifteen interventions, 

including labour and delivery management, early HIV treatment in pregnancy, prevention of mother-

to-child transmission and hand-washing with soap, will save an additional 9,000 newborns, and 

https://www.newera.com.na/2015/04/20/maternal-infant-mortality-priority-health-minister/
https://www.newera.com.na/2015/04/20/maternal-infant-mortality-priority-health-minister/
mailto:regional@cathca.co.za
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children and 1,000 mothers annually. An additional US$370 million (US$7 per capita) will be required 

annually to scale up these interventions. When intervention coverage is increased to 95%, 

breastfeeding promotion becomes the top intervention, the MMR reduces to 116 and the child 

mortality ratio to 23. 

Conclusions: The 15 interventions identified were adopted by the National Department of Health, and 

the Health Minister launched a campaign to encourage Provincial Health Departments to scale up 

coverage. It is hoped that by focusing on implementing these 15 interventions at high quality, South 

Africa will reach Millennium Development Goal (MDG) 4 soon after 2015 and MDG 5 several years 

later. Focus on HIV and TB during early antenatal care is essential. Strategic gains could be realised by 

targeting vulnerable populations and districts with the worst health outcomes. The analysis 

demonstrates the usefulness of priority setting tools and the potential for evidence-based decision 

making in the health sector. 

More at: http://www.globalhealthaction.net/index.php/gha/article/view/27265 

 

SWAZILAND 

Maternal and child health status. 

Swaziland faces a severe HIV/AIDS epidemic that had over the years eroded the gains made in health. 
However, due to reforms in the health sector as well as comprehensive response to HIV/AIDS and ART 
coverage reaching 90%, the country is showing major improvements in the health status of the 
population. The life expectancy at birth stands at 54 years compared to 48 years in 2007. Compared 
to the years 2008/09, the Infant mortality rate and the under-five mortality have reduced from 100 to 
79 per 1000 live births and 146 to 104 per 1000 live births respectively. Maternal mortality ratio was 
estimated at 390 in 2005 and now is estimated at 320 per 100 000 live births. Malaria burden is going 
down as the country aims for malaria elimination by 2015. The country has made some progress 
towards attaining the health related MDGs, however a lot more needs to be done especially for MDG5. 
 For further reading refer to:MDG 5. For further reading kindly refer to 
http://www.who.int/countryfocus/cooperation_strategy/ccsbrief_swz_en.pdf  this information was 
adapted on 29 May 2015 at 13h56. 
 

HEALTH, HIV/AIDS AND TB PROJECT –COMPONENTS 1 AND 2 

SEMI-ANNUAL REPORT developed by the MINISTRY OF HEALTH and shared by Zanele Mhlongo 

The Government of Swaziland (GOS) has emphasized health as a priority on the national agenda. The 

2009 National Health Sector Strategic Plan (NHSSP) identifies critical areas in the health sector that 

require support, and aims to improve poor health outcomes and inefficiencies. The Health, HIV/AIDS 

and TB Project was developed to support the Government in its commitment to improve the health 

status of the Swazi population.  The Swaziland Health, HIV/AIDS and TB Project has two main sectorial 

focicuses: a primary focus on the health sector and the services it delivers to the Swazi population, and 

a secondary focus on social protection to mitigate the impact of HIV/AIDS on OVCs.  

Formatted: None, Line spacing:  single

http://www.globalhealthaction.net/index.php/gha/article/view/27265
http://www.who.int/countryfocus/cooperation_strategy/ccsbrief_swz_en.pdf
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The project supports three components, which aim to : (i) strengthen the health sector; (ii) improve 

access to and quality of health services in Swaziland, with a particular focus on primary health care 

(PHC), maternal child,d and neonatal health (MNCH) and tuberculosis (TB), and (iii) increase social 

safety net access for orphans and vulnerable children (OVC). Components 1 and 2 are implemented 

by a Project Implementation Team (PIT) based in the Ministry of Health (MOH). Component 3 is 

implemented by the Project Coordination Team (PCT) based in the Deputy Prime Minister’s (DPM) 

Office. For further reading kindly contact Elsa, regional secretariat manager on regional@cathca.co.za 

.  

ZAMBIA 

1. Maternal, New-born, and Child Health 

In Zambia, 591 maternal deaths occur per 100,000 live births while the infant, neonatal and under-five 

mortality rates are at 70, 34, and 119 per 1,000 live births, respectively. These mortality rates are 

unacceptably high. The major causes of child mortality are malaria, respiratory infections, diarrhoea, 

malnutrition, and anaemia. HIV and AIDS is increasingly contributing to morbidity and mortality in 

children. Malnutrition has been on the increase, attributed to the worsening poverty levels and increase 

in food insecurity, as well as suboptimal infant and young child feeding practices. According to available 

statistics, 70 percent of the population are food insecure and 45 percent of children are stunted. Fifteen 

percent of children are underweight and five percent wasted. These rates are among the highest in the 

region. There is also a general critical deficiency of micro-nutrients (iodine, iron, and Vitamin A), among 

both children and expecting mothers. For further reading kindly refer to 

http://www.unicef.org/zambia/5109_8457.html , as adapted on 29 May 2015 at 14h03 

 

2. Localizing aid: “The definition is very subjective” BY ANTIGONE BARTON ON MAY 12, 2015. 
 

Karen Sichinga, of the Churches Health Association of Zambia 
When the topic is localiszing aid, what counts as “local?” Does it mean 

having a main office in Washington DC office and also in the Lusaka, the 

capital of Zambia? Or does it mean “indigenous, organic, home-grown?” 

Perhaps one is “local,” and the other is “local, local,” Karen Sichinga, head 

of the Churches Health Association of Zambia, who offered both of those 

interpretations, said. “The definition is very subjective,” 

But, she added, the distinction is clear. “We do not see money flowing to 

the local, local,” she said. 

Sichinga was speaking on a panel at an April 30 event marking the release of the report Going Local: 

The Promise and Challenge of Aid Localization. The report, prompted by what it calls “the growing trend 

of giving money directly to a developing country’s government or to local NGOs, rather than giving 

indirectly through large international organizations,” looks at the impacts of the added burdens that 

mailto:regional@cathca.co.za
http://www.unicef.org/zambia/5109_8457.html
http://sciencespeaksblog.org/author/antigone-barton/
http://sciencespeaksblog.org/2015/05/12/localizing-aid-the-definition-is-very-subjective/
http://goinglocalreport.squarespace.com/going-local-report
http://goinglocalreport.squarespace.com/going-local-report
http://sciencespeaksblog.org/wp-content/uploads/2015/05/KarenSichinga.jpg
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handling all that money puts on organizations. The discussion, however, focused first on what “going 

local” means, and what shifting aid to local entities is meant to accomplish. 

For further and in-depth reading kindly refer to http://sciencespeaksblog.org/2015/05/12/localizing-aid-
the-definition-is-very-subjective/   as adopted from this site on 26 May 2015 at 13h41. 

 

ZIMBABWE 

Zimbabwe’s maternal mortality rate  

As a United Nations member state, Zimbabwe is required to reduce maternal deaths by two -thirds from 

1990 figures by the end of this year. The UN considers a maternal mortality ratio of less than 100 as 

low, between 100 and 299 as moderately low, and high when it is 300 to 499. Five hundred or more is 

very high, with a ratio above 1,000 deaths per 100,000 live births considered extremely high. 

How are maternal deaths measured?  

A file picture of a Zimbabwean women carrying her baby 

while shopping at a market close to Harare. Photo: 

AFP/Alexander Joe 

It would seem to be a relatively straightforward task to 

measure maternal mortality, but in reality that is not the case. 

Ideally, you would analyse death certificates, but even in 

countries with well-functioning birth and death registration 

systems the number of maternal deaths are routinely 

undercounted. 

This is because death certificates are not always complete and in some cases the person signing a 

death certificate may not be aware that the woman was pregnant or that her pregnancy contributed in 

some way to her death. In some instances health facilities have been known to try and conceal maternal 

mortalities because of political pressure to reduce the numbers. 

- For further reading kindly refer to http://africacheck.org/reports/what-is-zimbabwes-real-maternal-

mortality-rate/#sthash.j9UDNAFQ.dpuf article was adopted from this site on 26 May 2015 at 14h23.  

 

 

 

 

 

 

 

 

http://sciencespeaksblog.org/2015/05/12/localizing-aid-the-definition-is-very-subjective/
http://sciencespeaksblog.org/2015/05/12/localizing-aid-the-definition-is-very-subjective/
http://www.un.org/millenniumgoals/maternal.shtml
http://www.un.org/millenniumgoals/maternal.shtml
http://www.unfpa.org/publications/trends-maternal-mortality-1990-2013
http://www.unfpa.org/publications/trends-maternal-mortality-1990-2013
http://www.sciencedirect.com/science/article/pii/B9780123739605004664
http://www.sciencedirect.com/science/article/pii/B9780123739605004664
http://www.moph.gov.lb/Publications/Documents/FAQ_maternalmortalityestimates_May2014.pdf
http://www.moph.gov.lb/Publications/Documents/FAQ_maternalmortalityestimates_May2014.pdf
http://africacheck.org/reports/what-is-zimbabwes-real-maternal-mortality-rate/#sthash.j9UDNAFQ.dpuf
http://africacheck.org/reports/what-is-zimbabwes-real-maternal-mortality-rate/#sthash.j9UDNAFQ.dpuf
http://africacheck.org/wp-content/uploads/2015/03/000_Par7628473.jpg
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WORDS OF REFLECTION 

“For you created my inmost being; you knit me together in my mother’s womb. I praise you 

because I am fearfully and wonderfully made; your works are wonderful, I know that full well. My 

frame was not hidden from you when I was made in the secret place, when I was woven together 

in the depths of the earth. Your eyes saw my unformed body; all the days ordained for me were 

written in your book before one of them came to be. (Psalm 139:13-16)” 

 

 

 

You Created My Inmost Being 

When King David wrote this song of praise (Psalm 139), he began with these words: You have searched 

me, Lord, and you know me. You know when I sit and when I rise; you perceive my thoughts from afar. 

You discern my going out and my lying down; you are familiar with all my ways. Before a word is on my 

tongue you, Lord, know it completely. (Psalm 139:1-4) 

This praise is completely about God. He is present everywhere (omnipresent), He knows everything 

(omniscient), and He is all powerful (omnipotent). “You created” – The word translated as “created” 

suggests an additional understanding as in “acquiring” (i.e. assuming ownership). We belong to God, 

and we are His handiwork. “My inmost being” – Literally this means our “internal organs” (see Exodus 

29:13). God created us – we belong to Him – as do the heavens and the earth (Genesis 14:19). He did 

not simply create our outward appearance. The omnipotent God created our inner workings – the brain 

processes information, the heart pumps bloods, the lungs inhale and exhale air, etc. 

We often talk about the “miracle” of childbirth. Equally miraculous are the intricacies and harmonies in 

the way the human body works. God did it, and He still does it. 

For further reading kindly refer to http://www.christianliferesources.com/article/8-lessons-from-psalm-

139-1452 as cited on 20th of May 2015 at 15h59. 

 

 

The next issue to be published in September 2015, will be on 

cCare for the eElderly 

so do send us  

your articles. 
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May God bless and keep you till then, 

Oonly the kindest regards from the Secretariat. 


