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1 GEOGRAPHIC, ECONOMIC, SOCIAL AND POLITICAL
CONTEXT =~ S

41 INTRODUCTION AND GEOGRAPHY

- Zimbabwe is a landlocked, refatively smali, country with an area of 390 756 sq Km in
Sotthern Africa. It lies between the Zambezi river in the north and the Limpopo river
- in'the south, Itis bordered by the People’s Republic of Mozambique in the East,
South Africa in the South, Botswana in the West, and Zambia in the North and
‘Northweést. : o ' '

Geographically, the country has a distinclive plateau, "thé high veld" that runs from

East to West and is about 850 km wide. This high veld has a well developed
infrastructure such as roads and railway fines. it also includes most commercial

. farms, major cilles and most of the industrial aclivities. The climate on the plateais is
coot. The country slopes to the north-west into the Zambezi Valley and In the south-
east into the Limpopo valley: The valleys are hot and arid. Broadly speaking, the

“counltry ‘can be ‘said to have theee climatic regions, namely: A

Cool and wet in the eastern hightands.

Dry and hot in the west and in the vallays of the Zambezi, Limpopo arid Sabi rivers.
Moderale in the high veld. |

The main rainy season stretches from Navember to 'thé ﬁid'd!é of March. The

eastern highlands and the high veld receive most of the rain which, under normal

circumstances averages 125 ¢cm or more, while the extreme southern and western
parts of the country have an average only of 40 to 65 cm per year. o
Zimbabwe boasts one of the most diversified economies in independent Black
Africa, ranking second only to South Africa as an Industriai power.

Except in periods of drought, the counlry is self sufficient in food and has
traditionally been a net exporter of food. SR '

1.2 - HISTORY - -

It is t_hough__! thal the African population entered what is now Zimbabwe during the
~ 15th and 16th centuries. These were later followed by successive invaders, who
included the Portuguese and Arabs, from about _the_'mld*‘lgth‘cenl'u_ry. : :
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The latest were white settlers who estabhshed themselves In what' was then called
Souther Rhodesia in 1890. Despite opposition from the African population, they -
established rail communication, mining and farming setllements, ‘mainly along the
high vetd. This indicated that they intended to stay. In the 1920s the country was
annexed by the British: In 1930 a "Land Apportionment Act” was passed which

. reserved half of the land aréa to the whltes desp.te their tiny numbers ln felation to
the African population. '

From 1953 to 1963 Soulhem thdesra (as Zimbabwe was then calléd) was part of
the Federation of Rhodesia and Nyasaland. The federation was 'dissolved when
calls for independence by the three countries became stronger and each went their
own way, with Zambia (Northen Rhodesm) and Mafam (NyaSaland) gammg
independence ‘earlier. _

‘In Southern Rhodesra opposmon lo wh te rule by the African’ majority always -
existed right from the béginning. The first upnsing against white oceupation occurred
in the 1890s (1893 in Matabeleland and 1898 in Mashonaland). These were brulally
suppressed, and things were relahvely quiet until the unilateral dedlaration of
independence (UDI) by the ‘whites in Southern Rhodesia in’ 1965, Durmg UDI the
whites declared the country to be theirs forever. After this the struggle for African
majority intensified, accompanied by an armed struggle: The war for |ndependenCe
 eventually forced the whites to negotiate a setllement (the so- called "Lancaster
House Taiks“) which led to the true political mdependence of Zimbabwe under -

majority rule |n 1980.
4.3  MAIN DEMOGRAPHIC INDICATORS

The last popu!allon census in Zimbabwe was done in 1992, Thls showed a total
popu!auon of 10,412,548 people, with a male to female ratio of 95 to 100 and a
population density of 27 people pet square kitometer. - The population dens:ty
“increased from 13 per square kilometer in 1969 to 20 per square kilometer in 1982
to the ptesent 27 in 1892, making it higher lhan the average for Afnca (which was

16 in 1982).

‘The population growlh rate was estimated at 3. 1%. which is very high At this
‘growth rate the population is expecled fo double in 23 years. This high growth rate
has fesulted in a relatively young age structure. Forty five (45) percent of the
population was under 15 years and 3 percent above 65 years, showing a high .

- dependency ralio. _

| Ninely nine (99} percen! of the populalion was of African’ descent in 1992 compared
to 95% in 1969. This has been due to a decling in the populalton of European
descent.
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~ The table below shows some of the maln demographic indicators for Zimbabwe
{1992 cénsus) | - -

- Total population (1992} - 10 412 548
- geéx ratio (males/100 females) 95

< Percent living in urban areas - 31%
-Percént living in rural aréas ' 69%

Population densily {personsfsq Km} 27
‘Age ¢composition (Percent)

under 15 years f : . 45

- 15-64 years o -- 51

65+ years . - 3

-~ Petéent African origin - - .99

. 'Crude birth rate (inditect method) =~ = 44

" Crude death rate (direct method) 9.5
“Infant mortality rate (1990) - 66
“Child mortatlity rate (1-4 years). 26

~ Life expectancy at birth {(1990) 61
Poputation growth rate {percent) 31

Figure 1 Population pyramid for Zimbabwe (1992 census)
1.4 THE ECONOMY

Zimbabwe is potentially a rich country. Mineral resources include: gold, asbestos.
coal; nickel, platinum, copper and precious stones such as emaralds. '

“The economy is diversified, with relatively developed commercial, industrial, mining

- and agficultural sectors. Major industries include: food production, construction, -

ch\e_niiéals‘. ‘textiles, wood and furniture, transport and paper printing.

Main agricuilural exp'o'rts_é'ré:_l{)bacco,maize,' cotton, sugar and groundnuls. The'
“agricultural sector has a well developed commiercial component, ¢o-existing with a

~ subsistence communal sector. - .
Soon after indépendence, the main priority of the government was (o redress some
of the social imbalances that had been suffered by the African majorily. In 1981 the
“government issued an ‘economic statement wilh long-term national objectives.

'T_h'_é :écon'omy' in the 1980s was dominatéd_ by the state. There was also heavy
emphasis on improvements in the sotial sectors such as health and education.
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By the érid of the 1980s Zimbabwe's social indicators compared favourably with
those of other developing countries. Infant and under-five mortality were greatly )
reduced, access to safe water and sanitation greatly improved, matnutrition reduced

and life expectancy improved, as shown below:

Selectod Key Indicators

Zimbabwe | Sub - f Al
- | Sahar | Déveloping
a Countries .
Alrica L
o | 1980 | 1990 | 1900 | 1990
Life expectancy (years) -’56 64 | 52| 63
Ifant Mortafity 71000 biths | .86 | .63 | 103 1 71
Under 5 Mortality / 1000 births 128 | 87 | 175 106
Immunization (%) ) 26 | 80 | 48 | 80
' . -Primary 83 | t17 | 49| = 104
School enrolment - — _ — |
- = 8 50 68 . B
_ : Secondary o N
Adult Literacy (%) " 67 | 50 | 63
Accessto | -uban (%) [ " 99 | 68 88
ble wat — -, ‘ ‘ ——
potable water rural (%) i 14 | 2 | es
Towever, these policies had other effects on the economy as a whole with soms

. sectors of the economy showing signs of stress, For example, the budget deficit
greatly increased and foreign currency reserves were reduced. The privale sector
had also been almost squeezed out of the economy and unemployment incieased.
Overall economic growth also slowed down. Because of this, in 1991 the

government embarked on an Economic Structural Adjustment Programme (ESAP) in
order to increasé investment and stimulate growth in the economy. -

" Agriculture provides 70% of tolal formal employment and 40% of merchandise '
exporl. Unfortunately, the start of ESAP also coincided with the worst drought in this'
century (1991-92). This drought caused a decline in oulput of 6%. Another drought
has occufred in 1695, further delaying economic recovery.
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As a result of all thls fmancmg of lhe health sector has become precarious. It is

- éslimated that the health sector budget has declined by at least 30% in real teims
‘'since ESAP began.:The consequence of this has been a general decling in health

~sérvices. This has résulted in loss of skilled personnel, drug shortages; inadequate

- ‘'supplies and fack of maintanance of buildings and medical supplies. The early

" decline of infant and child mortahly evidenced in the 1980s has levelted off. Maternal

~ mortalily has been nsmg since the starl of the 1690s.

2 COUNTRY HEALTH SITUATION

21 MORBIDITY , ‘
‘244 Top caUSes of outpatuent allendance

- Morbidify ﬂgures are available for 1993 oniy No fi gures for the early 19803 aie
* available to make a comparison. _ :

Because of the way the data is coded AIDS does not seem to l‘ealure among the

. top causes of morbidity even thdugh it is known to beé a big problem. AIDS statistics
- are collected separately, since the disease was recognised after the National Health
Information System had: already been deVeIOped and the data collected forms
already printed. Therefore a separate section on AIDS and HIV infection has been

~included in this profile.

:Under ﬂve veais age group,  Above five years age group

‘Acute respicatory infections -~ - Acule respiratory infections
- Diafrhoea o ~~ Sexually. transmitted dsseases
Skin diseases o Injuries
Clinical malaria S ~ Clinical Mataria
- njuries ' Diarrhoea
Eye diseases _ * Skin diseases
Scabies . Eye diseases
- . Mafnutrition - Bilharzia
-Measles .~ o - Scables
Biltharzia o Hypertension
©2.1.2 Incidence of speciﬁc diseases .
2.1.2.1 - Immunization Covgrage Trends

~ Year 1984 1985 1986 1987 1988 1986 1990 1991 1992 1993 1994
'BCG 89 80 91 86 89 & 73. 76 93 79 90
COPV3 - 75 67 80 84 79 83 76 78 81 73 80
pPT379 71 82 85 79 83 77 78~ g1 72 80
Meas 77 72 79 80 76 79 75 74 81 177
PCC 42 -7 = - 66 64 68 72 72 67 66
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“The EPI programme was launched soon after independence In 1981. Baseline dala
in 192 showed a PCC of 255 which had risen 1o 42% by 1984. The programme =
gathered momentum throughout the 1980s, reaching a peak In 1989. Funding for

~ the programing in the 1980s was not a problem, both from the government as well
as from donois. : .

" However, in the 1990s funding became a problem due lo ESAP. As funding to the
social sector was curlailed in teal terms, EPI coveragé began to flucluate. .

2.1.22  Poliomyslitis

Year 1081 1082 1983 1984 1985 1986 1987 1986 1989 1990 1991 19927 1993 1994
No. 26 8 3 4 65 92 § 4 1 0 0 0 1 2

The incidence of potiomyelitis had been dramatically reduced by-1989-90, with no cases been
 nolified during 1990 to 1992. This was mainly due 1o the high coverage Wwhich had been attained.
" ) could also be due to poor reporting. o 2 3 :

 The counlry has committed itself to eradication of poliomyelitis' by the year 2000, as

recommended by WHO. In light of this, polio surveillarice Wwas intensified in 1893. All cases of
AFP were urged to be reported to the health authorities and investigated. Mainly as a result of
this increaded surveillance cases of potiomyelitis. started being reported again in 1993.

2,123 Neonatal Tetanus _ _ o o
Year 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1892 1993 1994
No. 114 428 85 74 154 358 1% - 21 68 16 28 - - 23

Zimbabwe had committed itself to neonatal letanus elimination by 1995, as recommended by
WHO. WHO has defined neonatal tetanus elimination as an incidence of fess than 1 case per -
1000 five. With 23 cases reported in 1994, the incidence of NNT in 1994 was 0.05 per 1000 live
births. Zimbabwe thus has achiéved NNT elimination. it is hoped that this stalus can be
maintained. .

2.1.24 Measles

“Year 1983 1084 1985 1986 1987 1968 1989 1990 1961 1992 1993 1994
‘No. 36253 22020 22200 20388 17675 49812 47509 13728 24080 16134 32337 33855

~ According 1o the Woild Summit for Children goals, to which Zimbabwe is a signitatory, rﬁeasle_s

incidence should have been reduced by 90% from the pare-immunization:levels. Using 1993 as
the base year, then Zimbabwe i$ a long way {rom achieving this goal. . :
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2425 Leprosy . o
‘Year 1985 1986 1987 1988 1989 1990 1991 4992 1993 - 1994
New Cases 162 146 135 106 140 102 71 - 73 54

"'_ThAeré has been a steady decline in the numbeér of few cases recorded in the country since 1985,
" This can be allributed to the ¢ase-finding and treatment programme faunched since o
independence. : R ' _ o

2426 ' HIV Infeclion and AIDS | | S -
Zimbabwe Wwas one of the first countries in the world to recognise the AIDS disease and offer
protective measures. In 1984 the Blood Transfusion Service in Zimbabwe started screening blood
o the HIV virus 16 protect récipients. In 1987, AIDS cases began to bs reported to the MOHCW,
" and 119 cases were reported. The number of reported cases has rapidly increased since then '
and as’at the énd of 1994 there wefe 38552 cumulative cases of AIDS. Howaver, the National
AIDS Coordination Programme (NACP) considers this figure an under-estimate and that the true
_ num_bt'fg of cases is above 100,000. AIDS has thus become the number one health p'fobterﬁ in

Zimbabwe. : : ’ ’ ' = :

iSenﬁm_@:l surveillance for HIV positivity shows that 17-25% of antenatal patients were HIV positive
n 1993, '

Thé table below shows the age distribution of the cumulative AIDS and AIDS-re!aled comblex
(ARC) cases in 1994, S : '

- Age ‘group " ARC dases  AIDS cases

04 3419 - 5609
‘5-14 - 318 . 327
15-19 502 - 763
20-29 . 5643 - 10922
30-39 . 5612 11438
40-49 2655 4839
50-59 - 847 1827
60+ 323 . 638
_unspecified - 873 - 2189

Total 20062 38562

2127 Tuberculosis

- the number of luberculosis cases has almost increased fourfold. Tuberculosis mortality has also

~increased trémendously. Thére is no doubt thal themost important reason for this rise is the AIDS
epidemic. It is esliiated that 40% of the adult tuberculosis cases are infecled with the HIV vifus.
The most affected age gréups match those affecld by HIV/AIDS i.e 30-54 years followed by 15-
29 years. About 20% of the cases are relapses, inpatient absconders and defaullers.

Tuberéulosis is a serious public health problem of growing importance in Zimbabwe. Since 1989,

7
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Reported Tuberculosis cases and deaths 1989 1994

Year . Cases __ Deaths |

Year  Males ~ Female  Total Males Female - Tolal
1989 4324 2488 6812 513 350 872
1990 5620 3299 8919 808 . 495 1303
1991 7702 4428 12130 1123 736 1850
1992 9255 5982 15237 1683 1180 - 2863
1993 11619 8506 © 201252067 1468 3535

1994 14088 9871 230502103 446 3549
2.2 'MORTALITY | | o |

AIDS is now the number ona cause ol death in Zambabwe A separale sectson oh AfDS has
therefore been included in this profre . .

1 2 1 t.nfe Expeclanﬁv at birth _

Tha life GXpectancy al birth (1892 census) for both sexes was 57 years in'1978 and 61 years in
- 1982,

222 Morality trends

- 2.2.21 Trend In Infant and chitd mortality -
Strict comparisons between 1983 and 1993 fists is not possible because of differences in the
classification of the cond:tlons between the tha two penods

io78* 1988  1990° 1994

Infant Mortality Rale 83 53 66 53
Child (1-4 years) mortality 37 - 24 .26 . 26
Under-ﬂve mortality ' 75 -7

N_ﬁ; * = Gensus Results
= Demographic and Health Survey (OHS) resu[ls

The DHS estimates mortality direclly, whereas the census uses mdlrect esttmatés Thts may
explam the differences in the level oblained. :

- Perhaps because of the heallh strategies- pul in place soon after independence moﬁalsty in
 children had deacreased to its lowest fevels towards the end of the 1980s. It seems 10 have -

fevelled off in the 1990s, and no further declinés seem {6 be occuring. Part of the. explanation
could beé the increasing AIDS epidemi¢ in the country. Another explanation could be dechnmg
-funds, in real terms, available to Ihe health sector as part of ESAP. :
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2.2.2.2 “Top Causes él tnfant Mortality, 1983 and .1993

" N.B: Ranked according to frequency of occurence

1983 1993

© Perinatal conditions ~ Perinatal conditions

~Intestinal infections R Co- Acute Respiratory infections

' Respiratory infections R ' tntestinal infections - '

 Measles : - ' . Nulstional deficiencies
Meningitis E , L ~fi-defined conditions
Congenital anomalies - . Viral diseases

- Nutritional deficiencies . : :  Malaria .
Signs, symptoms and ill-defined conditions . Diseases of nervous system

_Tuberculosis

The classification/definition of diseases was not the same in 1983 as in' 1993, making it difficull to
make a stiict comparison. However, it c¢an be noted that measles was prominent as a cause of
“nfant mortality in 1983, but no longér features in the 1990. Tuberculosis appears among the top

ten in the 19903, due to significant association with HIV/AIDS.,

2223 “Top ¢auses of mortality in chitdren (1-4 yaars)

1983 : S 1893 e
Measles L - Nutritiona) deficiencies
~ Nuliitionat deficiencies - atestinal infections
intastinat infetlions . - .~ Malara . -

. Diseases of lower resp. tract - Viral diseases ) R ;
: * Endocrine, metabolic and immunity telated diseases

"~ Meningilis _ _
Diseases of upper fesp tract Tuberculosis o
Malaria - ~ . Ulikdefined signs and symptoms
Pulmonary Tuberculosis 'Other respiratory diseases

Diseasas of nefvous systemn
Diseases of digeslive system
' Diseases of blood-forming organs
Measles was the number one killer of children in 1983; but o longer features In 1993. This can
be allributed to the success of the immunization programme. Malaulnlion has continued to
feature prominently among the causes of death in children. The situation has been made worse
in the 1990s by the severé droughts which are being experienced in this decade.
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2.2.2 Top ¢auses of moﬂa'lli'ly,- all ages

1983 . - 1993 (Above 5 yeats only)

. Diseases of fespuatory system : " “Tubeérculosis

" Conditions originating in pennalal period - Intastinat infections
Measlés _ Malaria o
Intestinal infections _ Acute tespiratory inféclions
Nutritional deéficlencies  Viral diseases :
Transport accidenls ' Diseases of pulmonary circulation
Homicide and injury purpose!y mﬂlcled Diseases of digeslive system
Diseases of pulm. circufation and other heart disease  lil-defined condltnons
Cerebrovascular accidenls _ Hyperienswe diseases

Pulmonary T8 E 'Diseases of endocring system -
o ' Diseases of nefvous system

2225 2 2.5 ‘Maternal Moﬂahtv Rates (per 100 000 Iwe b:rths)

Year 1980 1931 1982 1933 1934 1985 1986 1937 1933 1989 1990 1991 1992 1993 199:
Rate 264 278 204 280 -- - .- - gt 80 0 99 109 134 162

There is considerable discussion in ;he counlry aboul the lrue matefnal mortality
rate. The two surveys done at community level (the national censts in 1992 and the
DHS in 1994) have both shown a rate above 250. However the difference betwéen
the two is quite significant (395 and 280 for the census and DHS respectively). A
community case- -referent study done in Masvingo province in 1989 showed a
malernal mortality rate of 168 for the rural women in the province. These fi igures all
poml toa reiatwely high tevel of matemal morality In the counlry

Whlle malernal mortality seems 16 have declined in the 19805 it has been steadily
increasing since 1990, based on routine data ¢ollected by MOHCW. The reasons for
this are not cléar, though the mcneasing AIDS epademic might be responsible for
same of the deaths.

: 248 Matemal Health Care

" Anlenatat coverage rates, 1088 to_1994

Year 1088 1990 1991 1992. 1993 1994

Routine - 18% 72% 80% 76% 17%
MCH Survey e 95% - - .
DHS Survey 91% - -- .- -- - 93%

Contact between health serwces and pregnant women to prowde antena!al care is
very high, as evidenced by the resuils from SUTVeys.

10
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Proportion of births in health'_faéiaiués;i"1988 to 1994

Year - .- 1988 1989 1990 1991 1992 1993 1994
- Routine o 82% 66% 61% .- 58% 67% 49%
MCH Survey e e T8% - e
 DHS Survey 0% - - e 0%

- Delivery in health fa’ci!ti'e_s is refatively high, as shown by..the tesults from éommunity
surveys such as the DHS. - ‘ S e

26 FAMILY PLANNING . o
-Zimbabwe has one of the highest contraceptive prevalence rates in Sub-Saharan

Africa. The 1994 Démographic and Health Survey (DHS) found out that 42% of -
currently married women use modern methods of family planning, an increase of
7% from the 36% found in 1988, - _ o

" There has also béen a substantial décline in the total fertility rate, as measuted by .
the two DHS surveys in 1988 and 1994, and shown in the table below. This has
most probably been due to the rising use of modern methods of Family planning.

o 3 1088 - . 1994

- Total fertitity rate” -~ 55 44
Currently ‘using modemn F.P methods ~36% - 42%

_ Using the pill - - - 31% 33%

* Using othier modern methods 5% 9%

However, the pill continues to dominate among modern méthods of family plannihg.

wilh little improvement in the moré long-term methods.

Knowledge of at least one method of family planning is nearly universal, and neasly
all those Knowing a method -also know a modern method.- The most commonly
recognised ‘methods are the contraceptive pill (98%), the condom (95%), and
contracéplive injection (87%); while only 47% know about male sterilization.

- Eighty percent qf.cur{ently m_af_r'ied women, and _62'%: of all wozmen_ _aged"15-‘4:9 have
used a method of family planning at some time in thelr lives, as shown in the table

below. Most of the ever-users have used the pill (66%).

- Population Policles - - - s _ S _

" Though thete is no explicit population policy in Zimbabwe, there is a strong
commilnient to family planning as evidenced by the ‘creation of the Zimbabwe.
Nationat Family Planning Gouncil (ZNFPG) through an Act of Parliament in 1985, as

a parastalal in the Ministry of Health and Child Welfare. o :

BT
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Sleps have been taken towards the de5|gn and adOptlon of a national p0pulatlon
policy, with broad participation from parliamentarians, local teaders and the Cabinet.
Proposals have been submitted for the establishment of a Secretariat for Populaton
Policy and Development that would oversee the formulation of a poticy and

' mptemenlal:on of a prOQram However. this is shll under conSlderatlcn

Family Planning P:ogrames and Services _

T he ZNFPC is go\'erned by an 18 member board chalred by the Permanenl :
Secretary of the MOHCW, with deputy being the Permanent Secretary of the-
Ministry of Community De\felopment lts mandate is to bring family planning services -
and information to persons in need of them, with spec;al responsibility for all FP '
training and contraceptive commodily distribution in the cOuntry (eX(,ept for some
items sold commercially by relall pharmacies) : .

The ZNFPG has its Head OHice In Harare and admmistrahve oﬁ" ces in all the. elghl :
provinces in the counley. It has three service suppOrt and management units i.e : the
- Medi¢al/Clinical Unit: the Community-based  Distribution (CBD) Unit; and the Youth
Advisory Services Unit: Every ZNFPC provincial office has counterparts of thése
three service units. It also has three technical suppaort units; namaly: Teaining;
Information, Education and Communication (IEC), and Evaluation and Research Unit
(ERU). A seventh unit, the Management and Admlnlstrahon Unit'is run by the

Depuly Director for Administration and Finance '

Total ZNFPC staﬁ slrenglh ls OVer 1,000, of whom about three quarlers are involved
in lhe CBD system

2.8 NUTRITION

“Trend in Child Nutrition

The three standard indices of physmal gfowth of chn!dren are presented beIOW
Height-for-age ‘measures linear growih ‘Chitd child who is more than two standard
deviations (SDs) betow the mean interms of height-for-age is stunted, whereas a
- ¢hild below three standard dewanons is severely slunled _

Weight-for- hetght descnbes currenl nutrmonal status A chltd below two standa_rd :
deviations below the mean is wasted, whereas a child below three slandard '
“devialions is sevefely wasted. _ .

Weight-for-age (underwelght) is'a composule mdex of weight- for helght and helght-
for-age and does not distinguish between acute malnutrition (wasung) and chromc

“malnutrition (stunting). A child can be undarwelight for. hisfher age because (s)he is
stunted, because (s)he is wasled or because (s)he is both stunled and wasled

712‘
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olow 2SD - Below-3SD

w .

. 1988 1994 1988 1994
Height-for-age - 20.3 214 - 8.7 - 641
‘Welght-for-height .41 b5 02 07
Weight-for-age = . 99 155 18 30

N.B: The 1994 DHS looked at children under 3 years, whereas the 1933"5Unley"=
‘looked at children under five years. Therefore the figures are not strictly comparable.

With the above caution in mind, itis apparent that acute malnulrition has increased

in 1994 compared o 1988. The main reason for this rise in acute malnutrition could

~ be the prevailing drought conditions-in-1992-95. In 1992 the worst drought this

~ ¢entuty occurred and by the time thé DHS was conducted the country had riot fully
recovered. o : . ' o

The low birthweight rate has been tising since about 1992, which coincides with the
' drdught_menlioned above. The low bidhweight-ﬂgu_res' aré shown below, :

Year 1987 1988 1989 1990 1991 1992 1993 1994
Rale 4.9% 6.9% 6.6% 6.0% 6.3% 84% 8.6% 10.8%

The above figures, taken from the routing statistics of the MOHCW are probably

_under-estimates since they refet only 1o births that occur in health facilities.
Micronutriont Deflcincies - |
lodine Deficlency Disorders {i0D) .

A national survey of schoolchildren in 1988 showed that every province in country
" had at least-a mild level of endernic goitre. Total goitre rates (TGR) for the provinces
varied from 52% in Mashonaland Cenlral to 17% in Matabeleland South, while the
more severe visible goitre rates (VGR) varied from 7% in Mashonatand East t6'0.7%
in Malabeleland -South province. The ovesall national rates were 44% TGR and 4%
CVGR. - o ' - : ' o

A national 1DD Control Pro’g'rarﬁme has _been'staﬂéd. lodine capsd!es were
distributed in Murehwa, the district which had the highest prevalence levels.
Legislalion 10 have all salt for human consumption iodated has been passed.

" The Food and Food Standards Regulations were amended in February 1995 to

~ allow iodation of all salt for human consumption at 30-90mg of iodine per kitogram of
salt. Since virtually all salt in Zimbabwe is imported, the importers have been
approached and they have agreed to import only iodated salt. A monitoring
- mechanism has been put in place to oversee compliance with these regulations.
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Vitamin A Deficloncy

A study of 6 000 children aged between 6 months and 6 years in Matabe!eland
North province in 1981 showed that Vitamin A deficiency is not a public health .
problem, though chmccans continue to observe clinical eye s:gns of vitamin A
deficiency.

Institutional Framéwb‘rk

- Soon after andependence a Department of Nauonal Nutrition (DNN), was
‘established in the Ministry of Health, with-a mandate to. détermine the magmlude .
and extent of malnutsition In Zimbabwe; 1mplément A nutrition’ strveillance system to

monitor nulrmon develop nutrilion progranwmes in line with the Primary Health Care
strategy; use Intersectoral coopération to develop a National Food and Nutrition
Policy; establish norms and guidefines for goverament institutional feeding; train
institutional food service managers for govemmenl and prowde technical expemse
to other government agenties. - _

However, in 1988 the DNN was made a Unit with the MCH Oepartment as part of
the internal resteucluring of the Ministry of Health. This somewhat made it more
difficult for the Unil to coordinate with other departments in other Ministries since it
now has to go through the Head of Depariment who is the MCH Dlrector

The staff complement consists of: four nutnllomsls at Head Office; twé nulnhon:sts
in each province. The major cities also have thels own nutritionists. :

However, the dietetics component of the department is very weak, with only four
central hospitats and four of 1he provmcial hospllals havmg posts for dletlmans

~ An unskilled posl of nutnhon coofdinator was created soon after independence {o
wotk mainly within wards in districts for the Child Supplementary Feeding -

- Programme, with donor funding. Though they have been accepted by govemment
they still do not have established civil semvice slatus with clear tasks and
‘qualifications and a career ladder. In 1992 there were 120 nulnliOn coordmators who
were all on temporary contrac!s .

~ Nutrition PmQIammes

The Natlonal Nutrition Unit in the Mumstry of Heallh and Chlld Welfare is lhe overail
coordinator of all nulnuon related activities In the country : _ ‘

'The following are sonie of the prOgrammes done by the anlonnl 'Nutliliun'.Uhn;

14

~130 —



i} 'Nutriton surveys and surveillance .

Growth monitoring is part of the National Health tnformation System and data

on chi_!dren weighed is collected from all health facilities monthly.

" Nutrition’ studies have been undertaken or commissionied in 1080, 1982,
- 1984,-1985, 1988 and 1994. , . : '

i)

‘Comimunity-based g'l;bwth monitoring

“After a study tour to thé iringa Joint Nulrition Support Prbgramme_in

Tanzania, community-based growth monitoring was slarted with pilot .

programmes in lwo wards each in Tsholotsho and Makoni districts in 1992..

“Evaluation of the two pilot districts showed that though cormmunity

nobilization ' is time-consuming and gradual, the payoff in terms of community

i_nvolvément is high.- The programme has therefore been extended nationally.

i)

Child Suppleméntary Feeding Programmoa (CSFP)

‘The national CSFP was started soon after Independence, initially run by

NGOs and then by the Department of National Nulrition with assistance from

: SIDA. The programme altemipted to avoid dependency by using focally grown.
“foods and by including nutrition education.: The programme has also been

iv)

supplemented by the Suplermentary Food Production Programme.

Because of the recurrent drought, the CSFP programme has been on and off.

Duririg the 1991/92 drought and again in 1995, massive numbers of children

were fed through the CSFP programme. | :

" Commuinity Food and Nutrition Programme (CNFP) o
" Theé Supplementary Food Production Programme was renamed the CNFP in

1989. Until then it had been funded mainly by SIDA. Government fuading
began in 1989 and two years later, government was responsible for all central
funding though NGOs contributé funds for projects in specific areas. -

The CNFP encourages vilagers to grow nutritious foods such as groundnuts
and beans in communal plots, as well as vegelables in communily gardens.

 Breastfeeding Activitles
‘Zimbabwe began to participate in the World Health Assembly just as the

~ [hternationat Code of Marketing of Breastmilk substitutes was being

" developed and passed, and was thus aware of the issue from the faulsét, it

. has 'been active In developing its own laws on the issue. In 1985, the Public
. Health Act was amended to limit the marketing of breastmilk substitutes. The

regulations limiting the markeling of breastmilk substitutes are now being

finalized by a multisectoral commiltee.
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The !\Ealion'a! Ndl_,rilion?Unit is’_abtifvé'in 'p_roni'oting' _breaStféeding' ihiliatif)n in":éll'.
hospitals through the Baby Friendly Hospital Initiative (BFHI). Up to the -
~ middle of 1995 18 hospilals had been designated baby friendly. '

vi) Micrd‘nhtrient‘_prbgrammes'

E The lodine Deficiency Piogramme has been 'sta'riéd-tb' combat iodine
deficiencies. | | ‘

2.8 ENVIRONMENTAL HEALTH
Water Sources - |

According 1o the 1992 cenisus, 77 percent of the tolal population had safe water
“supplies. Safe water sources included piped water, boreholes and protected wells. It
was also recorded that 38 percent of the households had their main sources of
water on their premises, 2_7 percent had water supplies less than 60O metres from -
the dwelling and 22 percent were more than one kilometer away from their water
sources. ' ' e T . . o

There is also a'hugé differénce between urban and sural aréaéj Ninéty niné parcent
~ of urban house¢hold had access to safe water, whereas the comparable figure fof
rural areas is 64 percent. :

Tollet facilitios

The 1992 census recorded that 66 percent of households had toitéilfacitilie's.' The
type of toilet is mostly flush toilet in urban areas and pit toilets in rural areas. In
“urban areas, 99 pércent of households had toilet facitities, whéreas in fural areas it
was onfy 48 percent. C : : o

3.  HEALTH DEVELOPMENT POLICY

POLICY | |

At independence, thére was no coherent health policy. Gen,eraliy,' the system
“favoured a minority in terms o_f access and delivesy of health services.

The new government recognised that heali_ﬁ i$ a human right. ':F:d_llt_OWiri_g a situationat
analysis, the Government laid a framework- for the future with the publication in 1984
of the national health policy document, "Planning for Equity In Health". The key word

“equity” was to apply to all, whether rich or poot, urban or rurai.
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~The heallh policy aimed at equitable distribution of health care, with emphasis on
community par_tiqipalipn.'dece_ntratizatio'n of management and integialion of curative
and prevenlive services. Primary Heaith Cate (PHC) was adopled as the approach

* 10 nieet the urgent health needs of the majority of the population.

“Health was thus identified as a development lssue, whose promotion required a
multi-sectoral approach. o _

“The following documents are é\iailable. which e:)itpou'n'd on geherél health policy:

“a)  Planning for Equity in Heatth - o
“b) - Ministry of Health-and Child Welfare Corporate Plan
" Prioritles N - o |
In pursuing its long-term strategy and policy {or the development of health in
Zimbabwe, the' MOHCW identified the following priorities:

1. Maternal and Child Health
2 Nutrition _
3: Family Planning .~ - . o
~4. HIV Infeclion and AIDS control, including IEG for HIV/AIDS
5. Envifonmental health, including water and sanitation '
6. Development of-an Epidentiology and Disease Controt System, particularly for the
following conditions: . | : _ _
a) malaria
'b) tuberculosis
c) Cancer - , _
d) Rheumatic heart disease
e) accidents .
- f) .- -blindnessprevention .. '
g) care of the elderly
Strategles

The following 'slrateg'ie's have been identified to carry the health system forwards
into the future: _ ' o
" a. Health Care Financing and Financlal Management =~ - = |
' Reécognising that finances available to the health sector are getling scarcer
and difficull to get, the Ministry is looking at various options to ensure '
continued finances, including:
' a) Belter financial ménagement of avaifable funds.
p)  Community financing ' _
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e)  cost fecovery
- d) heailh insutance

Improvemént of the planning and management system

It has been recognised that one of the major weakne‘:ses Of thé'heailh

system has been poor planning and management skills. Improvemenl in this
area will be one of the majnr actnwlles of the Mimslry of Heaith.

Improvement of the quality of sewices offered and offering core
-services

- One of the weaknesses. |de'nlif ed in the system to daté has been ihal public
~ heallh services have tried to be alt things to all peopte.’ In doing this they have
then failed 1o satisfy anybody, i.e méet demand. One of the key activities

identified has therefore been to define core services that will be offered by the

various levels of the health system. This has alceady beén done (1994) for

the primary and secondary levels of the systemn (the clinics and district level).

~ Itis hoped that once these core services have been identified, then the

syslem will concenlrate on |mprovmg the quality of semce oﬁered
Human Resources development and enhanced use of stamng resources

Staffing costs have tradltlonaliy consumed nearly three quarters of the health
budget. It therefore follows thal human resources should be used efﬂciently

Areas which will be improved include optimising the ratios of trained to
unlramed staff and provision of admmlstratwe support staff.

¢. Enhancing Inter-Sectoral Collaboration

3.1

“Various opportunities for closer collaboralmn w:th relevant auihonlses bemg

utilized.
For example, closer mvolvemenl of the prwate sector is being explored

- NATIONAL HEALTH PLAN

- Planning Mechanism

The following planning documents are available:

- Pla‘nning for equity in health
- Heaith for all Action Plan
- The Coiporaté Plan
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‘Planning has generally tended to be done al the lop and then handed down to the
lower levels. For example, all the above planning documents have all been |
produced at the centre, with mininial involvement of the periphery. Howevet, an

“altempt is now being made to change the situation. :
agentralization

Government has committed itself to greater decenlralization of the health service, to -
“~make services more accessible and accountable 1o the local peopfe. It has been
' recognised__lhat_lo’_,cal_amhori‘_lies will have to play a greater role in the running of
“health services in their areas. The district level wil form the focus of this
‘decentralization strategy. ' o

32  ORGANIZATION OF THE HEALTH SYSTEM

mstitutions and Organizations offering health sérvices

Five Subsectors are responsible for the provision of "modern” health ¢are i.e:
a})  The Ministry of Health and Child Welfare (MOHCW)

b)  Locat Authorities, o

¢) - Missions, Industrial sector

“d) ~  Private Subsectors.

1n addition 1o these, thefe Is a traditional health caro system which is largely

 officially ignored even though the vast majority of the poputation still use traditional
medicine. The only official recognition that has been given to the traditional heaith

system is the formation of the Zimbabwe National Traditional Health Association and

" a Council to govern lo govern its operation. It largely works on its own initialives.
However, within the “modern” heaith syiétem.' ali providers are supposed lo follow
the same Govérament of Zimbabwe policy, MOHCW is the largest provider
employing 90% of the total workfofce. - : :

._=The'-.f6llbwjr_i'g ',is'_a brief déscﬁpﬁdﬂ of each of the main sectors which are active in
the health field: - . 5 Z :

R I:oc_ai Ai:lthoﬁties: B

Local authorities can be divided into two ‘main- groups i.e rural and u:_ban. -
19
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Rural

With the recent enactment of the Rural DIS!*’IC[ Councﬂs Acl in 1994 all rural- based
local authorities were amalgamated into one entity, now called the "Rural Dislrict

- Coungit" (RDC). Before lhis there were two main version of local authorilies in rural
areas i.e. the former Rural Councils which was responsible for commercial farming
areas (mainly white areas) and Dislrict Councus which wére responsible for-

- communal areas (btack or Aftican aréas). This was a hangover from the colddial -
‘period. Prior to the formalion of RDCs, each type of rural local authority planned
seperately for its own conslituents, evén though lhey felt within the same district.

- This therefore encouraged fragmentatlon of services, Now, each district is supposed
to have one RDC which plans for services within that chslnci

Government has now made a deCusion that heailh serwces will be deéentfahzed to
these RDCs, though it is not clear at this stage what form this decentralization will .
take. However, neither the RDCs do not have a secure financial base.and it'is fairly
" certain that they will conhnue to depend on cenlral govemment lo finance thelr '
services. -

Urban:

Depending on their size, urban areas have various forris 'of local government. The
bigger wrban areas have municipalities, while the smaller ones have town boards. |
These administer urban based seivices. The bigger municipalities have greater
financial means than the smalier urban areas. They havé a bigger. population from
_which to raise revenue. They are !herefore less dépendent-on ¢entral government
for their activities. The smaller urban areas, like their rural ¢ounterparls, are more or
less who!ly dependent on central govemment to fmance lhe:r health Sérwces

: Missions°

Before independence, rural health services were mainly catered for by’ churéhes and
- missions. Even now, mission health services form a significant proportion of rurat
health services. However, after independence most of their parent chifches abroad
‘seem 1o have taken the view that they should be able to function on their own. Most
of them are now finding it difficult to keep going. Government made a decision, soon
afler independence, that it would give grants to mission healith institutions” to cover
“approved staff and running cosls (but not capltal cosls) However. these grants are
never enough to sustain their Operauons ' :

Mission health facmt:es formed an assomalion ca!led the Zimbabwe Association of
Churh Hospitals (ZACH) to share their ideas and present their views to governmenl.
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Private Sector Medical Services:

- Private medical praclice is allowed in Zimbabwe. Two main forms of privalé medical
services can be discerned. ' S ' S

The first are health insitutions fun by private organizations ‘such as mines and

 industrial concerns. Most big mines have their own health facilities such as hospitals

~and clinics, which cater for their staff and dependents. A few big industrial concems

" own hospitals (such as Zisco Steel), but mostly industrial concérns have clinics to
~cater for their staff. - :

"The second type of private medical services are services offered mastly by
‘individua! health practitionérs. Private doctors surgefies can be found in'most urban

areas, but hardly any in rural areas.

" Health Care financing system - . |
In _t_he_period after ind_gpendence.-'Zimbabwe increased resources allocated to the
health sector substantially. ' : :

Government spending on health increased steadily during the 1980s, mainly to -
corréct the imbalances that had been inheriled at independence. However with the
introduction of the Economic Structural Adjustment Programime (ESAP) in 1990, it
has shown a decline, as shown below:

Real per capita expenditure on heallh (Z8)
1979/60 819 e .
1990/91° 1847 -

1991/92  16.02 (11.8% drop on 1990/91)
1992/93 - 13.70 (14.5% drop on 1991/92)

“As’ can be seen above there has been a substantial decline in funding to the health
~ sector since the start'of ESAP. This decline in financing of the health sector is the
* single targest crisis facing the health sector in Zimbabwe today. Unfortunately it has

- come when the sector is also facing threats from the rising AIDS epidemic and a

potential in¢crease in malnutrition from recurring droughts since 1992,

There are various sources of financing 'of the health services in Zimbabwe, ranging
from goverament (mainly central government), private sources (individual and
medical aid societies) to donor __ag‘encie_s. : '

Sixty percent of the ﬁnahcing of health se‘mices i$ by the central and Ioc_ai _
~goveinment (this includes the Ministry of Health and Child Welfare, local authorities,
various other ministsies- and mission health services). .
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Medical Insurance Societies (medical aid socleties) constitute the single largest
source of private sector funding of the health services, and account for 26% of
national health expenditure. Industry, mines and the commercial mining sector - -

contribute less than 10% of total national health expenditure.
33 EMERGENCY PREPAREONESS AND RESPONSE

Zimbabwe has a National Plan for Civil Protection, which Is coordinated by the
Department of Civil Protection in the Minislry of Local Government, Rural and Urban
Development (MLGRUD). The MOHCW collaborates through the departments of
Epidemiology and Disease Control and Eavironmental Health. _'

In tetms of Zimbabwe's disaster profile, drought is one of the most serious. Four (4) -
_out of Zimbabwe's 8 provinces are permanently at risk for drought, even in timés of
overall "normal" rainfall. The worst drought in this century that Zimbabwe ‘
experienced was in 1991-92 followed by another severe drought in 1994-95,

‘Epidemics are also a pr’ioﬁty‘. Outb_ieaks of cholera have_océurred.._ the most recent
beinig in 1992, The worst malaria outbreak in many years was experienced in
1992/93. Foci of anthrax and plague exist in the western part of the country.

3.4  PUBLIC HEALTH INFORMATION

The Ministry of Health and Child Weifare has a Health Education Unit within the
Department of Maternal and Child Health whose task is to coordinate health
education activities within the Ministry. Traditionally, the Unit has responded to
requests from departmenls within the Ministry for assistance with health education
campaligns for their programmes. This has resulted in its work being mainly ad hoc
‘and uncoordinated with no clear long-term strategy. : -

‘Howeves, recently; the Unit commissioned a consultancy which came up with a five-
year IEC/Health Education Strategy. The basic feature of the proposed strategy is a
5-tiered program which includes: : : S _
i) A focus on pricrity programmes, defined as programs for those health problems
which are major ¢onbsibutors to morbidity and mortality. These were identified as:
 HIVIAIDS; CDD/ARI; Tuberculosis; and infant malnutrition; o g

ii} To mount health educa!ionfcampaigns for seasohal _Drobie_n1$.-'such as maléria.
diarrhoea and dysentry just before and during the appropriate season.

ii) To be prepared to provide some heaith education3inforfhati0n dUring' gpidehxj:g;
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W) To improve the quality an_d_qua'ntily of informalion provided to patients during
their contacts with thé health system. - - '

v) To provide assistance 1o other programmes which are not of priority attention,
such as eye and skin care, household accidents etc. :

It was suggested that fdr_the execution of this strategy, the following principles

~a) Arespect (or be_hav_idur_af‘obje'cli_ves.' As far as possible, the ad hoc approach
to health education will be deésisted from, in favour of a planned approach

with ¢lear behavioural objectives.

b)  Use of research, monitoring and evaluation. 'Behavioural research will be the
foundation for health educational programmes.

¢) Use ‘of mixed media. it has been recognised that successful health educational
programmes present their information on a particular issue in many different ways

through many différent media.
4. RESOURCES FOR HEALTH
41 Budget and Ekpénditure R

‘Real heallh per capita recurrent expendilure by goverament rose fairly steadily
during niost of the 1980s, from Z$10.25 in 1980/81 to $14.78 in 1990/91. However,
~from the peak in 1990/91, these levels of real financing have not been maintained,

~ as shawn in Figure 1. Real recurrent expendilure per capita by the Ministry of
Health and Child Welfare (MOHCW) fell by 18% in 1991/92 and by 12% in 1992/93.
it rose again by 6% in 1993/94, but mainly because the Ministry overspent on its

budgetary -allocation by 13%.

The 1994/95 budgetary allocation of 1.067 billion Zimbabwe dollars was smaller by
2% in nominal terms than the 1993/94 budgel. Although the final budget was not
known af the time of writing (there are sometimes supplementary allocations within
‘the year), if there was no exlra allocations this would mean a 39% fall of recurrent
expenditure in real terms. . ' :
Disaggregalion of the data shows that there was more fall in expenditure for
preventive services budget than for curative services. For example, most of the 6%
rse in MOHCW expenditure in 1993/94 was in the Medical Care Services (curative)}
" budget, while there was an uninterrupted fall in spending under the Prevenlive
Services budget. : : - ‘

23 )

= 1'59 -



‘However, there has’ been an increase in spendmg for ptevenllve serwces and in fact
the gap belween curative and prevenlwe services has been narrowed, as shown

below:;

(Z%)

Medical care services {curative) .

Preventive care sefvices

1080/81 - 1990/91
12 (10) 65 (11)
1.4 (1.0} . 11 (2.1)

Per cap:la expendﬂure 1980/81 and 1990[91 in nomlnal terms {reat in brackels)

There has also been a steady decline in lhe real va!ue of the re\rolvmg drug fund
allocated to the Government Medical Stores {GMS). Since 1988/89, the drug fund
has been frozen at 2$17 million, meaning that there has been a 67% decline m the
real value of the drug fund since tha( year. . . _

The fall in the budget has also had advérse effecis on the slaﬁ“ ing snlualion in the
public sector. For example, the number of nurses employed by MOHCW per
thousand population dropped by 10% between 1991 and 1992 and again by 3% in
4093. The Ministry of Health and Chitd Welfare budget is divided into four main

" expenditure categories, namely: Admmlstrahon research, medical care services and
preventive services. : :

The table below shows the trend in allocations to lhese categones from 1982 to |

1994 (Z$ in nomlnai terms)

F |scal
Year |

© 1982/83
1983/84
' 1984/85
1985/86
1986/87
' 1987/88

- 1988/89

1989/90
1990/91
-1991/92

1992/93

- 1993/94
1994/95

Administration

6,049,800

15,163,000

7,288,200

17,537,000
19,010,000
19,523,000

. 40,952,000

67,047,000
76,773,000

198,460,467
756,959,000 .
21,170,000

25,720,000

960,000

Research

1,169,000
1,055,000
1,201,000
1,435,000
1,927,500

2,275,000

2,415,000

12,609,000

3,010,000 -
3,135,000

4,905,000
5,995,000
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Medical Care

Services

107,389,965
113,605,000
130,899,000

163,577,000
195,588,000

230,596,800

260,792,000

317,274,000

412,192,000
499,474,372
589,300,000
783,020,000

805,550,000

Preventive Care
Ser\nces

17,187,546
19,062,787

22,247,000

27,298,000

31,861,000
46,630,700
53,950,000

50,753,000

| 50,132,000

69,050,161
110,290,000

114,113,000

129,565,000



4.2 HEALTH !NFRASTRUCTURE

As at the end of 1993, there was a total of 1378 health facitities in ZlmbabWe. of

which 224 were hospitals and 1154 were clinics and Rural Health Centers. The tola.l-.'l

of all faciliies includes both public (mISSIOI'I cenlrat goveinment-owned and !ocal
governmenl -owned) angd private (mines, mdustnal etc) facﬂmes

“Rural District Councﬂs own 47 percent of all facitities, followed by central

‘government ‘with 32 percenl. Therefore, more than three quarters ‘of all heallh
facilities in Zimbabwe are owned by government The rest are either owned by

chuch missions or by the pnvate sector.

The followmg table shows the dlstnbuuon of the health facilities by prownCe

Distribution and Ownership of Hospitats and Health Centres by Prownce

Manica

Hospitals
Cenlral
Provincial
Matermnity

~ District
Rural
Mission

' Special
Other *

Health Centres
Gowvt
" Council
“Mission
Municip

Ol  +

* includes: (i)

Mash Mash Mash Masvmg_o'
- West '

Cent East

1 1

"5 4
21 5 :
'_2 Cer
11
62 40
98 42

it -

8 3
41 13

" industrial

— ek () QN s

51

76
10

it

_ (if) private hospitals
(iii) mine hospitals

* includes: (i)

(i) mine clinies

industrial dlinics
- {ii) privaté clinics

34
57

- i1
24

65
52
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Mal_. Mat Midlands
‘North South
. 1
<. 1
.5 5 &
5 5 6
5 712
. .2 . 7
29 32 57
26 31 . 68
2 5 10
2 .2 15
16 22 M

Hara- Bula- Total

45

o D e T

fe Wayo

57
- 58
- 80
1t
22

- 370
370

18 105
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Spec:fa! hospitals include: psychiatric, ophthaimic and mfectuous dlseases hospitals.
The following table shows the popuiatlm per health facﬂzty by prov:nce fo; 1993.

Poputation per facahly. by province

Province * Number of 1993 - - Number of
' “Health - Population . Péople per.
-7 Fatilties - .+ Facility .
Manicaland 259 ~ 1,608689 - 6211
. Mash Central 112 910,730 8132
Mash East 178 S 1060481 0 6008
- Mash West 150 1,174,977 7833
- Masvingo o466 - 1,248,639 . 7522 .
Mat North -~ 92 672,069 7305
Mat South . 111 S - 624,644 6527 .
‘Midlands 223 1,385,135, 6211
Bulawayo 27 644,393 - 23866
Harare 60 1,617,871 26965
Total 1378 - . 10,956,628 - 7943

4.3 HUMAN RESOURCES

The fo!lowmg is the breakdown of the ma;or manpower calegones in the country, as
at the end of 1993.

Health'Personnel Number Population per health personnel
‘Doctors _ o 1651 6933
General nuises - 9215 1167
State Certified nurses 12180 : 882
Dental staff 178 81101
Rehab staff 185 58129
. Environmental health staff 1 162 : 9255
" Laboratory staff - 549 19588
"~ Pharmacy staff 596 18043
X-ray staff _ 153 70286

“The following table shows the numbers of selecled health wo:ker calegones for
1980 and 1994, .
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Selected categories of r"e'gfsl'eréd héalth personnel

S ' - 1990 1994
Medical practitioners 1320 <1473
Dental practitioners - 131 127
Pharamaceutical chemists 347 443
Pharmacy technicians . .. 159 186
~ Radiographers = - 166 - 158
X-tay operators - 48 34
Environmentat health technicians 796 1041
Environmental heaith officers 145 177
General nurses o 5739 6799
- Midwives 2661 - 2015
Slate cettified nurses . 6779 . 8331
" State certified maternity nurses 3337 4434

One major problem that Zimbabwe is experiencing is the inability to retain staff,
mostly because of poor conditions of service, The country is losing the majority of
the newly qualified doctors to neighbouring counlries. Despite increased intake at
_the local medical school, there is still a major shortage of doctors.’

An_othér ﬁrbbl'em?é the VuﬁWiI!i_ng‘he‘_s_s of !p'céi dodc_r_s to work in the rural areas. Th‘e
majority. of hospitals in rural areas is staffed by expatriate doctors,

4.4 DRUG POLICY: L o S

Zimbabwe has an Essential Diugs Policy, which is enshrined in the EDLIZ

(Essential ‘Drug List for Zimbabwe) document. EDLIZ was last revised in 1994 and is
now in its 4th edition. - Co o ‘ - _

The policy is to'make drug use more rational, cost-effective and standardised.
Faced with dwindling real budgets il has become even more imperative that _
resoufces be used more wisely.. The policy in the public sector is that prescription
> should be by generic name only, and only generic drugs should be used.

EDLIZ classifies drugs'"into S'ABé:Ie'\:léIs. in line with the referral levels of the health

“system. The meaning of the classification -is as follows:

S _St_ieciia'ﬁs_tf_bnlf‘(énlyj-s'péciﬂjaiists" can pr'e,soribe these drugs) -
A Central and Provincial hospitals | . '
B District Hospilals with a Medical/Clinical Officer

G Rural Health Centres/Clinics® without a medical officer .
‘Sor:né drugs cannot be D.rescribéd at the lower lovels and should not be stocked at
those levels. o
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The list of drugs in EDLIZ is dividea into two, as follows:

| Essentlal drugs for common condltu)ns o _
il Supplementary list for rare conditions (fow incidence but nevertheless senous,i
or life-threatening condmons) _

EDLIZ also has gmdelmes on the treatment of common condltlons and practltloners
are expected to follow these’ gwdellnes o L

The lable below gives a summary of the trends in the list of essential drugs:

Category 1985 1989 1990
ABC drugs 224 94 83
AB diugs 226 256 254 -
A drugs 42 .20 77
S drugs 89 196. 154
Supplementary 0 -~ 0 C 24
Total : - 581 621 592

Escalatcng drug costs have also forCed a ré-think in the private sector. ReCenlIy the
National Association of Medical Aid Societies (NAMAS), put out guidelines telling
beneficiaries that they should urge their doctors to presribe generic drugs. If a

~ beneliciary is precribed a ‘non-g_e’neric drug then the medical ald society will only re-
imburse for the eQuwalen! of a generic drug and the patient is expected to make up
the difference. This is forcing more and moré pnvate pat:ents to put pressufe on

private doctors to prescnbe genertcally
- 4.5 LOGISTICS AND EQUIPMENT

“The procurement of suppTles and equrpment is vested in a number of Divisions and
‘ Depariments lncludmg _

‘The Governmen! Tender Board: - :
a mulu m]nastenal group It tenders for all govemmenl supphes

Central Purchasing Authority and Cental Slores
which procurés general items such as uniforms, e!ectncal items,

-crockery, bedding and linen, fuiniture eto for all government
departments .

Deparlment of Printing and Slattonary :
responsible for all government pnnlmg and siahonary supphes

Al government Ministries order from them

28

E YT



Government Medical Stores:

~Supplies drugs, sufgic'a!"su:n_dries_ n_‘iin_or hospital équipménl ‘and
~ some stationary to alt "public” health facililies which include .
- government, runicipal and missions health facilities.

_ Th’:—-} above departments ate the sources of alt equipment and other logistical
requirements for government. Their permission is required before purchases direct
to the Private Sector can be made. ‘ ' o

The Tender Board is a multi-ministerial ‘group which evaluates Tendests on behalf of
‘Ministries and Paraslals for individual and collective commodity purchases in exces
of Z$45,000 (1995). lis administration functions include monitoring supplies, '

~ examining training needs, preparing policy circulars and maintainng and updating a
mastér asset register. However, due to diverse work pressures, these aclivities have
been restricted. o S |

The Tender Board includes a Purchasing Unit, responsible for procurement of goods .

on behalf of Ministries. The items are purchased following the submission of fists,

assessment of funding, discussion with the applicants and finalization of :

~ requirements and associated allocation voles. The applicants will provide details of

- their requirements, including estimated costs and catalogue references where
possible. :

First preference for purchase are the Government organizations, such as the Cenlral
Purchasing Authority and the Department of Printing and Stationary. If it has been -
‘established that the Government sources ‘cannot supply, and these sources have
given their authority, the procurement wili be persued with the private sector using
 the standard Tender process. For higher value items, a summary of the quotations
and recommendations are submitted to an adjudication committee for a final
decision. R - .

The Purcha§ing Uni't will placé the qrde; _a:nd is empowered to prepare import
licences and duty free decumentation if required for imports.

© A network of 11 Maintenance Workshops exist within the MOHCW. However,

qualified staff are leaving after being offered work in the private sector at

significantly’ higher salaries. This drain on resources has undermined attempts to

~ puild experience and expertise. As a'resull, equipntent repair has not beeén as good
as it should be. Numerous pieces of non-operational and unrefiable medical

equipment . awails attention in the wards, departments and workshops of hospitals.
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COOPERATION WITH THE UN SYSTEM o
Most UN_'Ofganizalions' work with the government in their respective areas.

Those directly working with the Ministry of Health and Child Welfare include:

i. The World Health Organization (WHO)

ii. The United Nations Children's Fund (UNICEF)

ii. ~ The United Nations Population Fund (UNFPA) '
Civ.  The World Bank ' : -

5. MONITORING AND EVALUATION |
Monitoring of the health system is done mostly through the National Health
Information System (NHIS) which is described below. o

A vitat registration éystefn is a_tS'o'i'ri' p!ace but its coverage is very low, being
estimated at less than 25%. The vital registration system only works well in the
urban areas.

Various mechanisms are available {o the MOHCW to evaluate the health services.
Several PHG evaluations have been carcied out (the last oné in 1987). Community-
based surveys have also been done mostly to evaluate coverage of Maternal and
Child Health (MCH) services. These were done in 1984, 1988, 1991 and another
one is ptanned for 1996, " ' o

The Central Statistics Office (CSO) does regular population censuses, which also
produce valuable health-related data. The lalesl census was done in 1992, Progress
in mortality reduction can be gauged from the census. The last census also include
waler and sanitation as weli as maternal mortality. - : .

The CSO, in conjunction with Macro International, also does f_egulaf Demographic |
and Health Surveys (DHS). The last DHS was done in 1994,

‘Regularly the CSO also does Indicator Monitoring $U,rvé_yé,- which afso include
health indicators. The last indicator monitoring survey was done in 1991.

The MOHCW, in conjunclion with WHO, does annual rapid surveys o measure
progress towards Health for All. These are done at commuinity level, The reports’
should be available from both WHO and MOHCW. '

Specialised surveys lo measure specific aspects of the system are also done from
time to time. For example, a serigs of surveys to monitor the effects of the Economic
Struclural Adjustment Programme (ESAP) on vulnerable groups have béen donsg
since 1992 by the Ministry of Labour, Manpower Planning and Social Welfare in
conjunclion with UNICEF. - '
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‘One of the areas monitored is health. Reports for these shoutd readily be available
from bolh organizations. ' o : _

6. HEALTH INFORMATION SYSTEM

Thie National Heallh Information System (NHIS) was staited in 1085, as a way 10

‘make data collection within the MOHCW more systematic. It is adminstered by the

* Department of Epidemiology and Disease Contro! (EDC). Theje are several

~components to the system which includes: L

i ‘Outpatient data collection system on the major causes of morbidity (75
“system). This includes not only the major causes of 6ulpatient allendances,

~ but also growth monitoring dala, immunization coverage data and figures of

the occurence of the EPI target diseases and maternity data. This data is

collected on a monthly basis by all health facilities and summary data sent up
the heaith system to the EDC depariment. ' :

ii.  Inpatient data collection system (T9 system). The inpatient data collection

' “system codes diseasés according to the International Classification of

Diseases (ICD-10) system. The data is summarised quarterly and sent up the
-~ system to the EDC department. - =

i, Notiﬁabie'dise'a'ses"reporting systém (T12 system). This system collects data
on legally notifiable diseases which are of public health importance. -

iv.  Weekly sentinel sites reporting system; ‘This system can be said to

' - complement the notifiable teporling system. Reporting centres which have
quick communication facitities (either a telephone or radio-communication)
have been selected o report- every week on selected diseases which are of
public_health importance. These include dysentry, malaria, measles and
poliomyelitis. L o ' - :

v. ' Collection of data on workload in health facilities (HS3 system). This system
collects data on bed capacities and bed utilization rates, among other things,
in all institutions with in-patient facilities.

yi.  Tuberculosis (TB) reporling system. This is a specialized system which

© coflects only dataonTB. .- - . A

vii, - AIDS reporting system. Because the AIDS problem was noticed after the

7 'NHIS had already been developed, it was difficult to add it to the éxisting
forms. Therefore a seperate system was putin place to report on HIV/AIDS.

-
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