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3.3. MATERNAL HEALTH CARE

One of the primary objectives of the MOHCW is to reduce maternal morbidity and
mortality by utilising fully the maternal health services. The MCH programme is
focussing on the quality of care for mother and child through ante-natal, post-natal,
and family planning activities emphasising the safe motherhood and baby friendly
initiatives.

3.3.1. Antenatal coverage

The percentage of women who receive some form of ANC during pregnancy has
slightly increased from 90% in 1984 to 91% in 1988 and to 93% in 1994 (ZNFPC
1985, IRD 1989, CSO 1995). For the 93% of births the mothers received antenatal
care from a doctor, trained nurse or midwife. 1% received antenatal care from a
traditional birth attendant and 6% received no attendance at all.

Table 46 and Figure 23 present the routine data collection of the first antenatal visit
of pregnant women attended by trained health personnel. The ANC coverage data
showed that between 1987 and 1990 the percentage of ANC attendance increased
from 77% to 89%. After that period the coverage dropped to 79% in 1891 and 71%
in 1992 due to ESAP and the cost recovery exercise. The coverage increased again
to 77.5% in 1995.

Table 47 provides the ANC coverage by provinces for 1995. The highest
attendance has been observed in Mashonaland Central with 94.5% coverage while

Matabeleland North presents only 61.5% because the distance to the health facilities
is greater.

Despite the high utilisation of ANC, 25% of the women utilise the ANC services
during the third trimester which is actually too late to benefit optimal from the ANC
services, According to a UNICEF survey in 1994 the proportion of women
presenting for ANC in the third trimester could not afford the fees introduced at the
health facilities. The results from the routine data, ZDHS of 1988 and 1994 as well
as the MCH surveys (1988-1991) are illustrating a high antenatal services coverage.
The routine data collection is representing a lower percentage but the frends
observed are similar as illustrated in Table 46. A specific study is currently been
undertaken by the MOHCW fo look at the quality of services delivered (a draft copy
will be available at the end of June 1997).
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TABLE 46: ANTENATAL COVERAGE BY NUMBER OF ANC ATTENDANCE,
PLACE OF DELIVERY, TETANOS TOXOID VACCINATION, BY
YEAR THROUGH ROUTINE DATA COLLECTION.

. |ExpectRep: Repo Expsct|Réport|! %
1987 1405 398|312 562] 77.1 |387 8171193 195} 49.8 |387 817| 80 027 |46.4
1988 1418 254354 679| 84.8 |400 1471220 507] 55.1 |400 147|125 389;56.3
1989 1431 346|378 290| 87.7 |412 870}242 279} 58.7 |412 870)|262 800{63.7
1990 |445 132|397 503| 89.3 |425 997|275 217] 64.6 425 8997|236 338|55.5
1991 |459285[362 376] 78.9 {439 542|260 900] 59.4 {439 542|237 667|54.1
1992 474 033|337 169| 71.1 {453 8571247 478| 54.5 1453 857{229 968 50.7
1993 488 5141369 883} 75.7 |372 496|254 072| 68.2 {372 496|283 756|76.2
1994 {500 798|393 988| 77.3 | 485 025|247 588| 65.2 4565 (025451 388/ 93.1
1995 |525 5971407 4171 77.5 |503 716|310 513| 61.6 [503 716|487 270]/96.7

Source:  Routine Data TS5 Monthly Returns MOHCW, EDC-NHIS Unit
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FIGURE 23 : PERCENTAGES OF PREGNANT WOMEN ATTENDED BY TRAINED
PERSONNEL BEFORE AND DURING DELIVERY AND PREGNANT
WOMEN IMMUNISED

Note : Expected Pregnancies = 8.9 % of the Female Population,
Expected Deliveries = 4,36% of the Total Populalion
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TABLE 47 : MATERNAL HEALTH SERVICES (ANC, PLACE OF DELIVERY, TT2)
BY PROVINCE for 1895

| .Expect § Repol

Manicaland | 79918 | 65330 |'81:7°] 79032 | 30090 |'38.2| 79032 42108 | 53.3
Mash. C. 43584 | 41155 | 94.4 | 43813 | 19448 | 44.4| 43813 | 24206 | 55.2
Mash. E. 53079 | 43693 | 82.3| 46512 | 22257 | 47:9| 46512 34271 737
Mash. W. 54711 | 47886 | 87.5| 53438 | 24045 45.0| 53438 | 36635 | 68.6
Masvingo 64145 | 54640 |°85.2 | 62922 | 31341 |49.8| 62022 | 47806 | 76.0
Mat. N. 32681 | 20104 |:61:5°| 20975| 10760 | 35.9| 20975} 19074 | 63.6
Mat. S. 30605 | 21210 69.3| 24977 | 11682 [46.8| 24977 | 16341) 65.4
Midiands 66402 | 51732 | 77.9| 64644 | 32000 | 49.5]| 64644 | 31746 | 49.1
Bulawayo C | 30877 | 22253 | 72.1| 29147 | 21773747 ] 29147 | 13621 46.7
Chitungw. C | 13586 | 8925| 65.7| 14170] 9318 |658| 14170 7788 55.0
Harare C 55999 | 30278 { 54.1| 55086 | 45117 |81.0| 55086 21084 | 38.3

Source:  Routine Data T5 Monthly Returns MOHCW, EDC-NHIS Unit

Note : Expected Pregnancies = 8.9 % of the Female Population,
Expected Deliveries = 4.36% of the Total Population

TABLE 48: ANTENATAL COVERAGE PERCENTAGES BY DIFFERENT
SOURCES OF DATA COLLECTION

Routine | 77 | 84.8 | 87.7 | 89.3 { 789 | 711 | 78.7 | 77.3 | 77.5

MCH - 92 - - - 95 - - -
Survey
ZDHS - 91 - - - - - g3 -

Source: Combined Analysis of Data collected, Routine data, T5, ZDHS 1988-94
MCH survey 1991
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The MCH Survey of 1991, used the ciuster sampling method (interviewing 210
mothers of children aged 0-11 months for a total of 30 clusters per province/district )
and reported that 895% attended ANC services. Compared with the 1988 MCH
survey with a proportion of 92%, there was little change noticed in the ANC
attendance. The Zimbabwe Demographic Health Surveys of 1988 and 1994
(designed to produce national estimates of maternal and child health indicators for
each of the ten provinces) are reporting that little change had occurred in antenatal
coverage during that period. It was estimated that 91% of births received antenatal
care from a medically trained person reported in the 1988 survey with a small
increase in percentage to 93% in the 1994 ZDHS which was due fo the increase in
use of doctors from 18 to 21%.

A general observation made with the ZDHS, the roufine data collection and the MCH
survey, is that the women attending first ANC are doing so in the third trimester
which is actually too late to benefit fully from the services provided. It has been
noticed is that the antenatal coverage is high, however the type and quality of
services is not reflected in the data as presented in Table 46 and 47. Table 48
illustrates an overview of the ANC coverage by different sources of data collection.

3.3.2. Proportions of births in health facilities

TABLE 49: PROPORTIONS (%) OF BIRTHS IN HEALTH FACILITIES BY
DIFFERENT SOURCES OF DATA COLLECTION AND BY YEAR

.Routine 498 | 55.1 | 568.7 | 64.6 | 59.4 | 54.5 | 68.2 | 65.2 61.6~

MCH - 73 - - 79-80)| - - - -
Survey
DHS 70 - - - - - 69 - -

Source : ZDHS 1988 and 1994
MCH survey 1991
Routine data collection T9 MOHCW

To reduce the health risk of mothers and children, it is important to increase the
proportion of child birth in health facilities which in turn, can decrease the risk of
complications and infections. At the national level the ZDHS 1994 reported for the
three years preceding the survey the deliveries done by trained personnel was about
69% as reflected in Table 49. The percentage did not change much between the
two ZDHS of 1988 and 1994 when the reported percentage for 1988 was 70%. The
only shift has been an increase in births attended by traditional birth attendants and
a decrease in births attended by friends and relafives.

The MCH survey reported that an average of four in five of all women deliver in a
health facility. A big difference however between rural and urban women has been
noticed. 90% of all urban women are going to a health facility for delivery where as
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only 60% of rural women {provinces) deliver in health facilities. Comparing the MCH
survey results from 1988 and 1994 there is an increase in the proportion of births in
health facilities from 73 to about 80%.

Table 46, 47 and 49 present routine data related to the number of deliveries
attended by trained health personnel. The number of deliveries attended by trained
staff has increased from 49.8% during 1987 to 61.6% in 1995 with exception of the
1991/92 drop due to the fee-collection exercise. Table 47 presents the geographical
distribution. Matabeleland North scores the lowest percentage which could be
explained by the same reasons as for ANC attendance.

3.3.3. Tetanus Toxoid (TT) a component of ANC

Tetanus toxoid (TT) injections are an important component of ANC. The
immunisation of pregnant women with TT is the main strategy to reduce neonatal
tetanus morbidity and mortality. For full protection a women should receive two
doses of TT during pregnancy or a total of five doses over her live time.

According to the MOHCW routine statistics, illustrated in the Table 46 and 47, the
percentage of women who received two doses or more of tetanus toxiod has
decreased slightly between 1980-1992. This is due to the impact of ESAP on the
health care delivery system. It increased again thereafter to almost 86.7% in 1995.
The lowest percentage of receiving doses of TT2 was recorded in the Midlands with
49%.

The 1984 ZDHS found that 46% of recently delivered mothers had received at least
two doses of TT, while the routine data as reflected in the table above gives a much
higher coverage. This can be partly due to the record keeping system and the policy
to offer TT to all women of child-bearing age.

The MCH survey reports a reasonable high coverage for the first and second dose
of tetanus toxoid (about 72% and 51% respectively) in 1991. The observed
coverage trends need to be read with caution since women are not required to
maintain a home based record system of their TT injections. TT2 coverages as
reported through the routine data collection could therefore represent a better
picture than the figures of the past MCH survey and ZDHS reports.

3.3.4. Postnatal Care

Postnatal care attendance is still low in attendance and need improvement through
health information and education. The MCH survey of 1891 found that about 66% of
the women surveyed attended postnatal clinics but with the highest percentage in
the urban areas (81%). A study done by Mtemeli (1994) reported the reasons why
women were not attending PNC. 34% of women did not have knowledge about the
existence of PNC, 34% did not recall the benefits of attending PNC while 63% did
not attend PNC with the most recent pregnancy, 41% did not think PNC was a

Health Situation Analyslis in Zimbabwe Japan International Co-operation Agency

ndd



72

neccessity. Only 3% felt that PNC services were satisfactory. A general comment
was that the procedures of postnatal examinations need improvement so that
women appreciate the usefulness of PNC visits.

3.4, FAMILY PLANNING AND REPRODUCTIVE HEALTH

Zimbabwe has one of the successful Family Planning Programmes in Sub-Saharan
Africa. Family Planning services were introduced in Rhodesia in 1953 and later
placed under the auspices of the Family Planning Association of Rhodesia in 1965.
By then it was just restricted to the white community that had the priviledge of having
contraceptives distributed to them. The African population relied much on traditional
methods of Family Planning such as coitus interrupus and abstinence. From 1966 the
government hospitals started distributing contraceptives and making them available to
the black population.

in 1981, the new African government integrated family planning into the health care
system. In 1984, the Zimbabwe National Family Planning Council (ZNFPC) was
established under the Ministry of Health and entrusted with the delivery of Maternal/
Reproductive and Child Health Care services. It is the co-ordinating body of multi-
organisational national family planning efforts including all other health subsectors.
Apart from this, the organisation's activities include : provision of management of
surgical services for sterilisation and the treatment of infertility, STDs and cervical
cancer; development of an awareness regarding family planning among medical
students and medical personnel; reproductive health research and participation with
other organizations in primary health care and community development activities.

3.41 Total Fertility Rate (TFR)

The most widely used measures of current fertility are the total fertility rate (TFR)
and its component age-specific fertility rates (ASFR). The TFR is defined as the
number of children a woman would have by the end of her child-bearing years going
through the years, bearing children at the age-specific rates. The fertility has
declined from a Total Fertility Rate of 6.5 in 1984 to 5.5 children per woman in 1988
to 4.3 in 1994 as measured by the two ZDHS presented in Table 50. This decrease
was mainly due to the increased use of contraceptive methods. Peak child-bearing
occurs during the ages 20-24 and 25-29, dropping sharply after the age of 34. The
fertility among urban women is lower than among rural women (3.1 children per
women in urban areas and 4.9 children per women in rural communities). The lower
urban fertility is seen in every age group. The educational attainment is linked fo a
woman's fertility namely the TFR for women with no formal education is 5.2 children
per woman and 4.7 for women with primary education and 3.3 children for women
with some kind of secondary education.

The TFR is expected to decline further to 3.69 children per woman by the year 2002
and 3.4 children per woman by 2005. When combined with the mortality decline
(12%) experienced during the eighties (10.8 deaths/1000 to 9.5 deaths1000), the
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country’s low level of fertility gives still an annual growth rate of 3.1% for the period
1982-1992. The Govermnment is regarding this as being too high. Further reduction
of the TFR through improved access and quality of family planning services is a
nationai priority. There is stili room for the further reduction on fertility through the
advancement of female education and the promotion of contraceptives among rural
women.

TABLE 50 : TOTAL FERTILITY RATE AND USE OF FAMILY PLANNING
METHODS FOR 1985-94

S A AR, 4%-&’-{"53 .‘93‘
Total fertility rate (children/wom

Currently using modemn FP methods (%)
(currently married women)

S ZA

en)

S

Using the pill (%) 31% 33%
(currently married women)
Using other modermn methods (%) 5% 9%

(currently married women)

Source: ZDMS 1988 and 1994

3.4.2, Knowledge and Use of Modern Family Planning Methods

The knowledge of family planning methods is nearly universal, women in the age
group 15-49 years and men in the age group 15-54 years knowing at least one
modern method of family planning. The general level of knowledge of contraceptive
methods increased since the mid eighties. 83% of all women in the 1984 Zimbabwe
Reproductive Health Survey (ZRHS) reported to have heard of at least one family
planning method which increased with 18% to the level of 98% in the ZHDS 1994.
The contraceptive pill (98%) is the most well known family planning method among
men and women with the knowledge regarding the condom (96%) following. The
knowledge about contraceptive injectables increased from 63% in 1984 to about

80% in 1994 while only 42.5% of women know about male sterilisation (ZDHS
Report 1994),

According to the ZDHS 80% of currently married women reported having used a
method of family planning at some time. The commonly used methods in the group
of currently married women are the pill (66%), condoms (24%) and injectables
(12%). The ever use of modern methods was about two times greater than the ever
use of traditional and folk methods combined (72% versus 34%). The sexually

active unmarried women are more likely to use condoms in their ever use of modern
methods.
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The contraceptive prevalence rate (CPR) is the percentage of currently married
women who are using a method of family planning. The CPR has risen from 38% in
1984 to 43% in 1988 and 48% in 1994. In the ZDHS of 1994 the CPR was 42% for
modern methods while 4% and 2% of currently married women were using
traditionat and folk methods. The pill increased its percentage from 23% in 1984 to
slightly more than 33% in 1994 and is by far the most commonly used contraceptive
method as presented in Table 50.

The CPR for sterilisation increased slightly from 0.1% for males and 1.6% for
females in 1884 to 0.2% for males and 2.3% for females between 1988 and 1994,
indicating that the use of permanent methods remains low. In both 1988 and 1994
rural women are less using contraceptives particular the modern methods than their
urban counterparts. Moderm use of contraceptives is rising with age from 30% of
married women age 15-19 to a peak of 53% at age 25-29 after which the "use” falls
back to as low as 21% among womenh of 45-49. The percentage of modern
contraceptive use of sexually active unmarried women (53%) is higher than the
percentage among married women (42%). This can be attributed to the greater use
of condoms (14%) among unmarried women compared with only 2% among married
women indicating the awareness of disease prevention strategies.

The use of modern family planning methods between 1984 and 1994 is summarised
in Table 51.

TABLE 51: CONTRACEPTIVE PREVALENCE RATE (%) AMONG CURRENTLY

MARRIED WOMEN
Any Method
Any Modern Method 26.6
Rill 226
IUD 0.7
injectables 0.8
Diaphragm/Foam/Jelly 0.1
Condom 0.7
Female sterilisation 1.6
Male sterilisaton 0.1
Traditional/Folk 11.8 7.0 6.0
methods

Source:  ZDHS, 1988, 1994 (CSO) and ZRHS 1984 (ZNFPC)
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3.4.3. Distribution of Family Planning Methods

TABLE 52: PERCENTAGE DISTRIBUTION OF USERS OF MODERN
CONTRACEPTIVES BY SOURCE OF SUPPLY 1988 and 1994

PUBLIC SECTOR (%) 90.5 814
o Cenfral Government:

MOHCW hospitals/clinics/rural health centres 18.8 26.3
+ Local Government:

Rural/district/municipal clinic 34.1 319
o Parastatal:

ZNFPC Clinic 13.1 4.8

ZNFPC CBD 24.5 18.4
« Mission facility : 1.8 3.6
PRIVATE SECTOR (%)
 Hospitals, clinics/pharmacies/doctors/CBDs/ 4.2 117

other

OTHER (%)
» Shop/Church/Friends/Relatives/ 35 3.2
Total (%) 100.00 g9.9*

Source: ZDHS 1988 and 1994
*(0.1%) not included : percentage other public heatth sector

Table 52 provides the distribution system of contraceptives. The central and local
government systems constitute the country's largest provider of family planning
services. They distribute together about 58% of the modern contraceptives in 1994,
The share of the ZNFPC has decreased from 34% in 1984 to 32% in 1994 and even
more to 23% in 1995 indicating the moving away from service delivery towards co-
ordination body. The ZNFPC is currently running eight administrative Provincial Offices
in Zimbabwe. It has a Medical /Clinic unit which is offering contraceptive services (i.e.
intra-uterine device, condoms and voluntary sterilization). There are also two surgical
contraception centres in Bulawayo and Harare, where tubal ligation and vasectomy
are done.

Another establishment has been the Community Based Distributors (CBD) which is
the principal out-reach mechanism. They educate, motivate, and supply pills and
condoms to clients in their homes in rural areas. The depariment of Youth Advisory
Services (YAS) and Family Life Education In Schools (FLE) works with the Youth
through project-fiilms, slides, visual aids and charts, teaching responsible sexual
behaviour, Some of the contraceptive methods distributed in Zimbabwe are presented
in Table 53 and the use of condoms is given in Figure 24,
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TABLE 53: CONTRACEPTIVES AMOUNTS DISTRIBUTED BY DEPARTMENTS

FOR PERIOD 1980-94
RS A kgt K gt ke

ZNFPC CLINIC PERFORMANCE (URBAN & SEMI-URBAN)
1990 502 073 4 416 2037 764 7776 285
1991 548 809 2528 2 500 259 6414 105
1992 535 611 2 553 2 397 988 10019 219
1993 408 311 2173 542 294 24 808 346
1994 257 982 1480 714 433 33 992 209

COMMUNITY BASED DISTRIBUTOR {CBD})- RURAL BASED
1990 2740 651 - 2 856 047 - -
1991 2 256 488 - 3 947 850 - -
1992 2750003 - 5673 657 - -
1993 2371298 - 1836 302 - -
1994 1243 357 - 1521115 - -

ZNFPC CLINICS AND COMMUNITY BASED DISTRIBUTOR

SECTOR (CBD) ‘ ¢
1990 3242724 | 4416 4 893 811 7776 285
1991 2805297 | 2528 6448 109 6 414 105
1992 3285614 1 2553 8 071 645 10018 219
1993 2779609 | 2173 2 378 596 24 808 346
1994 15601338 | 1480 2 235 548 33992 209
Source : ZNFPC 1994
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FIGURE 24 : USE OF CONDOMS IN URBAN AND RURAL AREAS (x 1000)
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The vast majority (85%) of current users of family planning obtain the preferred
methods from public sources. The municipality or rural clinic is a commonly used
source for family planning followed by the Community Based Distributors (SBD)
employed by the ZNFPC. Only 12% FP purchasers tap the private sources.
ZNFPC noted that most FP users do not obtain their services directly from ZNFPC
but through the other mentioned public health centres.

The success of the ZNFPC programme can be measured by the high contraceptive
prevaience rate and a decline in traditional method use. The decline of the TFR
between 1984 and 1994 is another indicator of the success implementation of the
family planning programme.

3.4.4. Population Policies

No explicit population policy is formulated in Zimbabwe but the Government decided
to take up the challenge and has set up some institutional structures at central,
sectoral and provincial levels. It should aiso be noted that Zimbabwe attained its
independence only in 1980. Before that date, population dynamics were
concentrating on the non-African population. A first comprehensive national census
was carried out in 1982 and with the 1992 population census the country had a
basis for comparative analysis and development of a population policy.

The evolution of an explicit national population policy started in 1981 with a
committee under the umbrella of the MHCW discussing the institutional setting for
the policy development. In 1984 a Population Planning Unit was established in the
Central Statistical Office to promote the flow of data. The National Economic
Planning Commission (NEPC) became responsible for the co-ordination of national
development plans and programmes (two to three year rolling plans within the
context of a twenty year development perspective). The NEPC's responsibility
included the monitoring and co-ordination of the national population programme and
the implementation of a national population policy. In order to materialise the targets
set, a Population and Development Planning Section (PDPS) was established as
focal point. The tasks were to co-ordinate and promote the integration of population
issues in the development planning. This resulted in a Population Policy
Formulation Project been instituted in 1994. Progress was made since then with a
National Population Policy being formulated which will be ready for adoption by
1998.

Focal points are being appointed in all sectoral ministries as to mainstream gender-
concerns in sectoral policies and programmes. The Maternal and Child Health Unit
in the MOHCW and the ZNFPC are responsible for activities of the Government
related to reproductive and child health based on own research or research done by
CSO. The Central Statistical Office is a semi-autonomous unit of the NEPC and has
a Social Statistics Branch responsible for popuiation data collection and analysis as
well as compilation of gender statistics. Population IEC activities are undertaken by
the Rural Information Services unit of the Ministry of Information.
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One of the issues is that the population growth rate of 3.1 % per year is
unsustainable and plans to reduce this to a rate lower than the economic growth rate
(2.2%) are currently introduced. The fertility and mortality rates are also too high
although these declined steadily since 1984-88 and 1994 periods. [t is however
recognized that in the context of a national population policy, these issues and the
implications of certain decisions will be reflected upon.

An ad hoc National Population Committee (NPC) represented by the NEPC,
MOHCW, Ministry of Environment and Tourism, Ministry of Education, Ministry of
Higher Education, Ministry of Information, CSO, ZNFPC, National Association of
Non-Governmental Organization, Parliament, was established in 1994 in order to
advice on population policy issues and recommendations to the Government. The
NPC expanded its representation after the International Conference on Population
and Development in Cairo, 1994 and became the Inter-Ministerial Technical
Committee on Population (ITCP). in 1995 a list of priorities was identified :

Adoption of gender sensitive policies for sustainable development.
Empowerment of women for active participation in development with
gender equality.

 Elimination of unsustainable production/consumption patterns

e Reviewing the Laws/Acts to reproductive health services.

* Attention to HIV/AIDS, STDs and abortion issues with focus on the
adolescents.

« Attention to maternal morbidity with focus on abortions.

Institutionalisation of population education to address population dynamics

and manpower needs.

Addressing the needs of indigenous minority groups.

Development of an environment sensitive population policy.

The re-distribution of the population.

Research on the population/environment relationship in the context of

sustainable development.

» Addressing the key components of population programmes such as,
Information, Education and Communication and awareness raising for
quality of life assurance.

+ Fostering of collaboration between NGO in development and population
issues.

The Governments’ commitment to the formulation of the country’s population policy
has been addressed through IEC activities such as : the preparation of a three year
work plan including a research agenda; sensitization of the population in the
organization of 10 provincial workshops and a national conference on population for
the generation of recommendations on population issues: ZNFPC sensitization
workshops at provincial level on family planning needs of the population and CSO
sensitization workshops on the 1992 census results.
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3.4.5. Family Planning Programme and Services

The Zimbabwe National Family Planning Council (ZNFPC) is a parastatal under the
MOHCW created by a 1985 Act of Parliament with the mandate to carry out
population related activities and co-ordinate the country's family planning services
including the health sub-sectors. The board of the ZNFPC consists of 18 members
and the MOHCW Permanent Secretary is the chairperson. Besides its co-
ordination function the ZNFPC's responsibilities are to promote child spacing and
family planning, the provision of facilities for diagnosis and treatment of infertility,
STD's and cervical cancer, provision and management of sterilization, treatment of
infertility, information dissemination regarding family planning to medical students
and health personnel, reproductive health research and collaboration with other
NGO's and health sub-sectors in primary health care and community development
activiies. The ZNFPC developed a five-year national family planning strategy
(1991-1996). This covered a comprehensive integrated strategy for the Zimbabwe's
family planning programme including sub-strategies for Family Planning Training,
Information, Education and Communication (IEC), clinic-based and outreach FP
services delivery, Youth Advisory Services and FP programme management.
Matching implementation plans were produced. Building on these, provincial and
district plans were developed and integrated in the annual work plans. The goals
of the plans of 1991-1996 were :

¢ to reduce the TFR from 5.5 to 4.5 children per women by 1998, through an
increase in the use of modern contraceptive methods to 48% among the
married women of reproductive age (MWRA) or 486 000 to 781 000 users
by 1986 and priority given to MWRA at risk as well as through an increase
in the number of users of appropriate long-term and permanent methods
to 12% of MWRA by 1996.

« to increase the financial sustainability of the family planning programme
while providing quality of services and ensuring accessibility to low-income
clients by optimizing the cost-effectiveness of services, cost-recovery of
25% of contraceptive and 10% of medical/clinical costs, transfer of costs
to the private sector, increasing the ZNFPC non-family planning revenues
and increasing donor funding.

e to improve the provider skills as well as the provision of information and
services to enable youth to develop responsible patterns of sexual and
reproductive health behaviour,

As already indicated in the previous section the TFR target of 4.5 children per
worman has been surpassed by 1994. But this achievement may perhaps be a
period-specific effect and influenced by economic and time factors (ESAP and the
drought period) and therefore influencing the childbearing pattern. The increasing of
FP services delivery by the public sector as well as the strengthening of the policy
development including co-ordination and planning within ZNFPC are some of the
means to attain the strategies mentioned above.
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The current five year strategy for the ZNFPC programme was designed to cover the
period through 1996. Given the planned health reforms, the economic situation and
its impact on funding of health and family planning programmes and the results of
the ZDHS, the new five year strategy (1897-2001) will determine new policies and
strategies to better target those groups whose unmet needs are greatest and fertility
is still highest.

The ZNFPC head quarters are in Harare and the services are decentralized to all the
provinces with administrative offices in place. ZNFPC has three support services
and management units, three technical units supervised by a Deputy Director for
Programmes and a management/administration unit run by the Deputy Director for
Administration/ Finance. The structure is presented in Figure 25.

The service support/management units : Medical/Clinical Unit
Community based Distributors (CBD) Unit
Youth Advisory Services Unit (YAS) merged
with IEC Unit.

The technical support Units : Training Unit
IEC Unit
Evaluation and Research Unit (ERU)

Every provincial ZNFPC Office has the three service support units, an accountant for
finance and administration and an IEC unit as indicated in Figure 26. Through its
network of clinics and CBD system, ZNFPC continues to be one of the major
provider of FP services although ZNFPC has gradually moved away from the service
delivery. The clinics provide a full range of contraceptive methods. ZNFPC supplies
contraceptives to non-ZNFPC hospitals and clinics operational through the MOHCW
or local government. The CBD system serves as the principal out-reach mechanism
for family planning services delivery with three quarters of ZNFPC's staff involved.
They are educating and informing the communities about family planning. They
motivate the population to use family planning methods, supply contraceptive pills,
condoms and refer women wanting other methods to the clinics.
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ZNFPC HEAD QUARTERS
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FIGURE 26 : ZNFPC ORGANIZATIONAL CHART - PROVINCIAL LEVEL

Source:  Family Health Project
Staff Appraisal Report 1991
World Bank Report

3.4.5.1. dical/Clini

Rural women live in a median of 6 km from a clinic or rural heaith center offering FP
services. 75% of rural married women five within a radius of 8 km of a pill provider.
Less than 25% of these women have access to intra-uterine devices (IUD) and
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female sterilization within 30 km of their homes. Urban women have better access
than rural women to FP methods. The shortage of contraceptives for rural women is
higher than for urban women (6% for combined pifls, 14% for condoms, 11% for
progestin-pill). The medical/clinical FP services are provided through the ZNFPC
network of 34 fixed and mobile clinics. Fixed clinics are operating in the urban areas
and are a back-up system for the referrals of CBDs. A wide range of FP is provided
including 1UD insertions, injectables, pills condoms, female barrier methods. The
equipment needed to provide some forms of contraception (IUD kits, gynaecological
examination equipment) cannot be found at the nearest heaith facility within 30 km
for over 50% of all rural women. The two clinics in Harare and Bulawayo provide
infertility treatment, cervical and breast cancer screening and perform sterilization.
Mobile clinics provide FP and CBD back-up services to remote areas where people
do not have access to fixed FP clinics. The mobile clinics are functioning in 7 of the
8 provinces. Only Mashonaland East has no operational mobile clinic (staff
shortage). The cost-effectiveness of mobile clinics has been evaluated by
consultants of Management Sciences for Health and the study proved that the
clinics provide an efficient complement to other FP service delivery methods such as
CBDs and FP in rural clinics.

3.4.5.2. The Community Based Distribution Programmes

64% of married women (75% rural and 35% urban) live in communities served by
CBDs who distribute oral contraceptives and condoms in rural areas. The CBD
network is the only FP outreach system. CBDs are identified by their own
community and trained through the ZNFPC training programme ( a six-week CBD
initiation course) and working in a radius of about 20 km around their homes. They
visit households to promote FP and provide relevant information and education on
the benefits and utilisation of FP methods. They offer the above mentioned
contraceptives and refer peaple wanting other FP methods to the clinics or hospitals.
The workforce of about 800 CBD workers cover about 30% of the rural population in
Zimbabwe (ZDHS 1994). Approximately 300 CBDs are employed by the industry.

3453.  Youth Advisory Services (YAS)

The YAS have merged into the IEC activities and are elaborated on in that section.

3.4.54. ZNFPC Training Unit

The objective of increasing the capacity of all FP service delivery agencies in order
to deliver training to the own staff has substantially been achieved within the Family
Health Project 1 and 2 and the city health departments. The co-ordination between
the MOHCW Nursing Department and ZNFPC Training Unit regarding the integrated
training of nursing staff of central and provincial hospitals in a six week MCH/FP
course has been successful. The revision of the FP Training Curricula and Course
materials (both the CBD Course - and the Clinical Course Manual) regarding the

Health Situatton Analysis Iin Zimbabwe Japan International Co-operation Agency



83

inclusion of the long-term methods, sexually transmitted diseases (STI/HIV/AIDS)
and counseling were finalised. The training of three doctor/nurse teams including
two teams of the private sector, in long term and permanent methods of
contraception were completed. ZNFPC with USAID funding developed guidelines
for the implementation of the “on the job training approach” to be used for the
training of service providers in IUD and other long-term FP services. The
decentralization of the ZNFPC Refresher Training from the Head Quarters to the
Provincial Training Support Teams has been implemented and the council staff at
provincial level is now trained at the level of operation. The ZNFPC provides still
technical support to the provinces in the identification of training needs and training
programme development. The re-organisation and restructuring within the ZNFPC
called for an increase in the capacity of the ZNFPC Training Unit in order to assure
the leadership and technical assistance role in their relation to the other agencies.

3.4.5.5. ZNFPC - {EC/YOUTH

The |EC approach to deliver FP messages is different for urban and rural areas as
women in rural areas have less access to FP messages through the electronic or
printed mass media than the urban population. Un-educated women are also hardly
reached by mass media. Apart from the promotion of FP methods, its correct
utilization need to be focused on through the IEC activities as 12% of the pill users
discontinued using the pill because of method failure.

The production of the IEC Unit is impressive. A variety of health education material,
written (posters, leaflets) and electronic (radio, TV, cinema spots) has been
produced by ZNFPC. ZNFPC participated in fairs and exhibitions. An audio-visual
production unit was established at the ZNFPC, jointly shared with the MOHCW -
Health Education Unit (HEU). They are producing most of the audio-visual materials
as well as video productions.

A monitoring and evaluation manual was finalized in 1995 by the MOHCW and
ZNFPC, aiming at streamlining the flow of health education materials and giving
feedback. While the MOHCW has a bottom up approach with health messages
developed at district level the IEC Unit orientation is still centralised for message
development.

There is a need to explore IEC innovative approaches that involve the participation
of the FP users such as the youth, the disabled. Co-ordination and resource sharing
between the IEC Unit of ZNFPC and the HEU of the MOHCW including NGOs
needs strengthening.

Reaching out to the youth is a major concern of the ZNFPC. The Zimbabwe
Reproductive Health Strategic Plan 1996-2000, analyses the situation of the
provision and accessibility of FP services for the youth as very limited. The
growing HIV/AIDS epidemic however has added a new dimension to the work on
young adults and sexuality. There is some confusion with regard to the legal aspect
to the age at which contraceptives can be provided. The relaxation of the legal
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restrictions on the provision of contraceptives to adolescents need to be Jooked into
as one of the factors influencing adolescent pregnancies and the prevention of
HIV/AIDS and STis among adolescents. The ZNFPC continuous its work with
parliamentarians and other decision makers in order to improve the reproductive
rights of adolescents.

The schoo! programme that ZNFPC started in 1978 with Family Life Education as
the core service, is no longer existed since the Council merged the Youth Advisory
Services with those of the IEC Unit. The Ministry of Education however has its own
training programme for teachers developed with the technical assistance of ZNFPC.
ZNFPC concentrates its IEC programme on out of schoot youth and children. Peer
educators training has been recognised as a means to achieve this set goal. The
increasing trend of female pregnancies and AIDS adolescents suggests the need for
intensified |IEC and AIDS education programmes among young females.

ZNFPC reported in 1995 that the youth centres in Harare, Bulawayo and Mutare are
only to a small degree used for FP service provision suggesting that an evaluation of
the effectiveness of the centres in that capacity is needed. The current policy
however is that it is illegal for anyone under the age of 16 to be provided with
contraceptives, except by a physician and with parental consent. Even those
adolescents above the age restriction are not keen to present themselves to FP
delivery points due to the provider's antipathy. The ZNFPC is in the process of
developing a community based youth friendly model of family planning service
delivery.

3.4.6. Reproductive Health Approach

In the expansion of the family planning focus, from married women to all sexual
active women and men and viewing women's health in a more holistic concept with
special attention to maternal mortality and abortion complications, the MOHCW has
taken a step forward to a reproductive health approach. Prominent attention will be
given to sexual health and disease prevention with assurance of preventive and
curative reproductive health care for adolescents. More aggresive public awareness
campaigns especially for law and opinion - decision makers involving ZNFP/IEC,
MCH/HEU and the National AIDS co-ordination Programme will be organised.
While provision of reproductive health services contribute to maternal survival, the
underlying factors such as access to education, economic security, legal protection,
good nutrition as well as women's empowerment need to be in place.

Reproductive health, a state of physical, mental and social well-being related to the
reproductive systems, its functions and processes, implies the improvement of
health status of the population at ali stages of the life cycle by ensuring the
accessibility to appropriate, affordable and quality health care. It includes the FP
methods and techniques as well as services contributory to reproductive health,
prevention and resolving reproductive health problems, sexual health {enhancement
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of life and inter-personal relations), counselling and care in relation to reproduction
and sexual transmitted infections. It also includes the awareness of the social and
cultural contexts in which sexuality, reproduction and child-bearing are happening.

The Reproductive Rights are providing the framework in which to achieve
reproductive health. The |EC component co-ordinates the health education
interventions in working with complementary agencies to develop relevant strategies
for public awareness, for the facilitation of community involvement and for the
promotion of healthy behaviour.

The reproductive health in Zimbabwe involves many facets of the health care
delivery system. They are dealt with through the MCH/FP services, IEC,
prevention and treatment of sexually transmitted infections including HIV/AIDS,
prevention and treatment of abortions and its consequences, prevention and
treatment of infertility, screening for and treatment of cancers of the reproductive
tract and breast cancer. These services are delivered in an integrated manner
within the context of primary health care and complemented by the services
provision of the ZNFPC. :

The provision of adolescent and post menopausal health care is rather deficient.
Although the MCH/FP services can be considered to be universally available in the
rural districts, the quality of these services is compromised by inadequate equipment
supply, maintenance and shortage of the essential supplies. The contraceptive
services have been adversely affected by intermittent shortages. The post abortion
family planning is available on an ad hoc basis and need strengthening. There is no
policy guideline regarding adolescent health services and therefore the services are
under-utilised. Reproductive health is addressing a range of health needs and is
geared towards the improvement of the quality of services as well as reducing ill
health and premature death. The reproductive health concept follows the human
life cycle from birth to death through the pre-adolescent child, the youth age group,
the reproductive age group, and the post reproductive age group. A brief description

of the reproductive health care target groups is elaborated on in view of the new
concept.

3.4.6.1. The Pre-adolesgent Child

This age group comprises of children in the age group up to 10 years of age.

The MCH programmes have reduced the infant mortality rate from 88 to 53 deaths
per 1000 liver births (DHS 1994). The immunisation rates in the 12 to 23 months
age group is 80%, 21% of children of the under 3 years age group are stunted and
6% wasted. Factors contributing to child il health are maternal malnutrition,
inadequate maternal facilities, ARI, diarrhoea and HiV related diseases. The
nutrition of the schoo! going age group has been neglected because the pre-school
going age group was the target group for the supplementary feeding programme,

Health Sitvation Analysis in Zmbabwe Japan Inlemational Co-operalion Agency



86

The nutrition status of the girl child during growth spurt has however an effect on the
reproductive ability. The situation of children in difficult circumstances including an
estimated 10 000 streetchildren aged 6-10 years is deteriorating.

Efforts are made to have all the hospitals, baby mother friendly, through the Baby
Friendly Hospital Initiative and breastfeeding promotion. The gap between female
and male enrolment at the primary school level is almost non-existent since 1980.
School Health Programmes are addressing the health issues of children in the pre-
adolescent stage of development. Intersectoral activities to meet the goals set in
the National Programme of Action included the design of policies and programmes
to protect children against sexual abuse, and to reduce malnutrition from the 12% to
6%.

3.4.6.2. Adolescents{Youth
This age group consists of young adults between the ages of 10 and 24 years.

The reproductive health needs of adolescents have been ignored in the heaith
system as the focus was on the under fives and women in the reproductive age
group. The problems facing this group include : unwanted pregnancies, illegal
abortions, baby dumping, suicide, ST! including HIV/IAIDS, and the generafion
conflicts.

Factors contributory to the ill health of adolescents include teenagers sexual
behaviour, the barrier to approach FP services for safe sex and the unawareness of
the health workers that adolescents over 16 can be provided with contraceptives.
Baselines studies confirm that 18.5% of a group of 1689 teenagers had experienced
sexual intercourse and that only 8% were using contraceptives (Mbizvo). The DHS
of 1994 showed that 3% of the 15-19 age group were already mothers by the year of
15 years and 44% by the age of 19 years.

The youth FP-services are given on an ad hoc basis in facilities that are not youth
friendly. ZNFPC has tried to bridge that gap. The IEC programme of the Ministry of
Education has started with an AIDS education programme from the age of 7 years
onwards complimenting the population education programme. ZNFPC developed
the IEC materials in collaboration with the youths and strengthened the family life
education programme in schools.

There is not yet a national policy on youth.

3.4.6.3. Reproductive Age-group

The general objective for this target group is to ensure the availability and
acceptability of comprehensive and integrated IEC material as well as the availability
of reproductive health services.
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Women are at greater risk of having debilitating or life threatening reproductive
health problems as they are also more vulnerable to ST} including HIV/AIDS. The
major contributory factors to maternal mortality include abortions, nutritional
anaemia, pre- and post-partum hemorrhage. Inadequate and delayed treatments
are preventable factors and contribute to maternal deaths as well. Unsafe abortion
is a major public heaith problem and a clear indication of unmet needs for
contraception in the reproductive age group. An estimated 20 000 cases have been
reported through the health care delivery system (EDC-NHIS Unit). But backyard
abortions go unreported. Contraceptive failure contributes to the majority of
unwanted pregnancies that ends up in abortion.

The MOHCW is implementing the sexually transmitted infections prevention and
care project aiming at adequate condom provisions and other medical supplies for
STi treatment. The MOHCW integrated FP services into PHC services throughout
the health care facilities and is in this way addressing the high risk pregnancies as
well as increasing the cost-effectiveness of the services' delivery. The MOHCW
provides the bulk of the FP services complemented by ZNFPC with 23% of FP. The
ZNFPC activities play an important role in the reproductive health delivery as
mentioned in a previous section.

3464, Bost-reproductive Age-aroup

The reproductive health needs of this group relates to the sequelae of the
reproductive age e.g. cancer of the cervix, impotence. Cultural beliefs have
influenced sexual and reproductive health behaviour. The present NHIS does not
give gender desegregated data in STI. Peri-mencpausal symptoms are not
recorded. Quantifying the magnitude of impotence is not yet possible. Data on
cancers of the reproductive tract is only captured when the cases present
themselves to the health facilities.

To address the sexual and reproductive health needs of the older age group the IEC
need to be improved targeting the older woman to recagnise the symptoms of
cancer of the cervix, targeting the older men to recognise symptoms of prostate
hypertrophy and impotence. The service delivery system needs to provide
appropriate services and technology in screening for cancers, prevention and
treatment of STI, be sensitive to the reproductive needs of this age group.
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3.5. NUTRITION

In response to the high rate of malnutrition of under fives, the National Nutrition Unit
(NNU) in the MOHCW, was established in 1980. The objectives of their programme
was related to the reduction of the malnutrition rates of the under fives through a
nation wide children's supplementary feeding programme (CSFP). With a reduction
of the under fives malnutrition rates, the NNU could embark on other nutrition
programmes.

The assessment of nutritional status is based on the concept that in a well nourished
population there is a statistically predictable distribution of children’s height and
weight, for a given age as indicated in Table 54. The use of a standard reference
population facilitates the analysis. One of the commonly used reference populations
and the one used in the DHS 1994, is the NCHS (US National Centre for Health
Statistics) standard. 68.2% of children will have a weight or height within 1 SD of the
median for that age. 13.6% will have a weight or height deviation within 1 or 2 SD of
the median for that age. The remainder 2.3% will have a weight or height less than
2 8D of the median of that age. This is being recommended by the World Health
Organisation. Attention is focused on the children who fall into the category -2SD
below the median of the reference population. The extend, to which the percentage
of children falling into that category exceeds the expected percentage (2.3%), is an
indication of nutritional deficiencies.

TABLE 54 : STANDARD DEVIATION OF THE MEDIAN - NCHS
-2.00 -1.00 -0.99 +1.00 +2.00 Total
or to to to or Percent
more SD [-1.998D |+0.99SD |+1.99SD | more SD
2.3% 13.6% 68.2% 13.6% 2.3% 100.00 %

Three indicators using measures of height and weight in combination with age are
used to determine the nutritional status of infants and children.

» height for age
« weight for height
* weight for age

Each of the tree indices gives different information about growth and body
composition.

3.5.1. Height for age

Height for age measures linear growth. When the height for age is two standard
deviations below (-2SD) the median of the NCHS reference population, it means that
a child is considered short for its age meaning a failure to grow adequately in height
in relation to age. This condition is defined as stunting, reflecting the cumulative
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effects of chronic malnutrition resulting from inadequate food intake over a long
period of time. If the measurement is below minus three standard deviations (-3SD)
from the reference means then this condition is considered as severely stunted.
Between -2SD and -3SD the condition is moderately stunted.

3.5.2. Weight for height

Weight for height describes current nutritional status. A child who is below minus
two standard deviations (-2SD) from the reference mean for weight for height is
considered too thin for its height, meaning the failure to gain weight adequately in
relation to height. This condition is defined as wasting, reflecting acute or recent
nutritional deficit resulting from a recent shortage of adequate nutrition. As with
stunting, wasting is considered severe when more than three deviations (-3SD)
below the reference means are found. Severe wasting is linked to mortality risk.
Between the -2SD and not below the -3SD is considered moderately wasted.

3.5.3. Weight for age

Weight for age defining the condition under weight, is a composite indicator of
weight for height and height for age, reflecting either a chronic or acute malnutrition,
or both. Weight for age is a good indicator for the nutritional health of a population,
A child that is below minus two standard deviations {-2SD) from the reference mean
can be underweight for its age because it is stunted or because it is wasted.

TABLE 55: PERCENTAGE OF CHILDREN 3-60 MONTHS BY STANDARD
DEVIATION CATEGORY ACCORDING TO THE THREE
INDICATORS OF NUTRITIONAL STATUS : HEIGHT FOR AGE,
WEIGHT FOR HEIGHT, WEIGHT FOR AGE - DHS 1988

& [Weigntforneight]e i

% =35D)
Expected in o
Reference Pop | 0.1 2.2 0.1 2.2 0.1 2.2
Male 9.5 20.4 0.2 1.2 1.8 9.5 1249
Female 7.8 20.2 0.3 1.0 1.5 10.4 1236
Age
3-11 months 4.0 13.1 0.0 0.5 0.2 4.0 404
12-23 7.6 255 0.2 1.7 1.3 13.8 537
24-35 * 11.5 24.9 0.5 0.5 2.7 14.1 555
36-47 " 12.3 21.4 0.0 1.1 22 9.4 457
48-60 " 7,3 14.8 0.4 1.5 15 6.8 532
Urban 4.4 9.9 0.3 1.2 0.5 47 593
Rural 10.0 23.6 0.2 1.1 2.0 11.6 1892
TOTAL 8.7 20.3 0.2 1.1 1.6 9.9 2485

Source: ZDHS, 1988
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Table 55 indicates that stunting, an indicator for chronic malnutrition due to
prolonged inadequate food intake, is about 20.3% in the moderately stunted
category and about 9% is severely stunted for children 3-60 months of age. The
proportion is about 13 times higher than the proportion observed in the reference
poputation. The children less than one year show least stunting but stunting peaks
at 36% for children aged 24-35 months which coincide with the mothers weaning
practices and the exposure to diseases such as diarrhoea. Stunting is high for the
rural children. Three-quarters of the children live in the rural areas and are twice
likely to be stunted than in the urban areas (about 34% vs. 14%). Rural areas were
also hard hit by the drought of 1986/87.

Wasting reflects that less than 2% of the children 3-60 months were found to be
wasted. The vast majority of children (94%) were of normal weight for height.

The composite indicator shows that about 12% of the children had low weight for
age but this indicator does not distinguish between acute and chronic malnutrition.

TABLE 56 : PERCENTAGE OF CHILDREN 0-35 MONTHS OF AGE BY
STANDARD DEVIATION CATEGORY ACCORDING TO THE THREE
INDICATORS OF NUTRITIONAL STATUS ; HEIGHT FOR AGE,
WEIGHT FOR HEIGHT, WEIGHT FOR AGE - DHS 1994

SR | P b

Expected in

Reference Pop | 0.1 2.2 0.1 2.2 0.1 2.2

Male 6.9 21.7 1.1 6.5 34 17.3 991
Female 5.3 211 04 4.5 2.6 13.8 1023
Age

< 6 months 1.0 3.5 0.8 3.0 0.0 1.8 353
g-11 *“ 2.2 10.2 0.8 7.6 1.8 9.9 386
12-23 °© 9.8 31.0 0.9 74 4.0 229 635
24-35 7.6 28.7 0.6 3.6 4.3 19.2 640
Urban 5.6 17.6 0.5 6.1 1.8 12.5 518
Rural 6.3 22.8 0.8 53 34 16.6 1496
TOTAL 6.1 214 |07 5.5 3.0 15.5 2014

Source: ZDHS, 1994

Note : -25D includes children who are below -35D

The ZDHS 1994 shows a mixed picture in nutrition. Both moderate and severe
stunting (low height for age) have declined considerably since 1988, from about 30%
to 21%. This decline as reported was the first since independence and marked a
good achievement particularly with the drought periods and food security problems
in mind over that period. Stunting reflects the chronic food shortage and an
accumulation of past experience with disease and lack of care. Table 56 reflects on
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the percentages of children aged 0-35 months classified as undemourished
according to the indicators. Over one fifth (21%) of children under the age of 3
years are categorised as stunted with one third of them severely stunted. The
prevalence of stunting starts to rise at about 3 months with a peak at 12-23 months
(31%) but a slight fall between the age of 24-35 months.

On the other hand the moderate and severe wasting (low weight for height) have
increased from about 1.2% to 5.5% between the 1988 and the 1994 surveys.
Wasting is more a reflection of the acute conditions and short-term deprivations.
Wasting may have been caused by the changing food availability during the survey
period (July-November) as well as the AIDS epidemic could be a possible
contributor as 5% of the new-borns are HIV-positive, AIDS in parents also plays a
role in the malnutrition of children.

The combined malnutrition rate for the 3-35 months olds has risen from about 12%
to approximately 16% befween the two surveys which is due to the wasting data.
The severe malnutrition doubled from 1.5% to 3.0% for both surveys.

The prevalence of malnutrition is high as the data for stunting {21.4%), wasting
(5.5%) and underweight (15.5%) are about 10, 3 and 7 times respectively the levels
that would be expected in a healthy, well-nourished population. Both stunting and
wasting indicators show that children below the age of 3 years are very vulnerable to
malnutrition and the first 24 months of the life cycle are critical in the improvement of
the nutritional status and the environment.

TABLE 57 : ZDHS 1988-94 COMPARISON NUTRITION STATUS

| Height for age
Weight for height 11 55 0.2
Weight for age 9.9 15.5 1.5

Source: Combined analysis DHS 1988-1994

Note ; * The data of 1994 for the -25D includes the data of -35D
The 1988 survey collected data on children under the age of five and the 1994 collected
data on children under the age of three. Strict comparison is therefore not possible but
recalculations of the data for a common age group of 3-35 months allows to elaborate on
the trends in malnutrition.

3.5.4 Changes in malnutrition since 1988

A decline in the prevalence of stunting but an increase in wasting between the
ZDHSs for the period 1988-94 has been observed. Wasting could have been
influenced by the season and drought conditions (1987/88 - 1991/92 - 1994/95)
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immediately preceding the two surveys affecting the food availability in the country.
Other possible reasons given through reports and ZDHS are diseases including ARI
and AIDS, the increased food insecurity.

The decline in the prevalence of stunting could be due to the Governments’ and
NGOs responses to drought such as the Child Supplementary Feeding Programme
(CSFP), the distribution of free tillage and seed packs to the rural farmers, grain loan
schemes, and other complementary programmes such as food subsidies, free
education, legislation of minimum wage, implementation of PHC at commercial
farms, rural development, water and sanitation programmes, land redistribution and
resettlement programmes. These measures all contributed to the overall
improvements of child health and nutrition (ZDHS, 1988-1994, Nutrition and Health
Status of Young Children and their mothers in Zimbabwe, USAID, MACRO,
IMPACT, 1996).

There is a clear age specific pattern of malnutrition observed in both surveys as well
as in Table 58, revealing that both stunting and wasting are indicators of the
vulnerability of children in their first 24 months of life. The nutritional status and long
term growth failure of the children are determined within that period. The peak of
malnutrition at 12-23 months and 24-58 months over a period of 1990-1995 is
illustrated in Table 58. This is coinciding with the period when children are taken off
the breast and children are becoming more vulnerable to diseases. Between 1990
and 1995 the percentage below -2SD of children under the age of five has declined
however the malnutrition problem is still present.

The T5 form is the only out-patient form with a section on nutritional deficiencies
(including kwashiorkor, pellagra) and a growth monitoring summary including low
birth weight data. In the growth monitoring summary, the child growth data is
collated on a monthly basis from the clinic master card. The numbers, percentages
of children weighed who fall under the third percentile line are recorded for the
following age groups 0-5 months, 6-11m, 12-23m, 24-589m and all ages. The
process of reporting is delayed through slow reporting of districts. It takes about 6
moniths till the information arrives at the EDC-NHIS Unit.
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3.5.5. Low birth weight

Population based statistics on low birth weight are difficult to obtain. Low birth
weight statistics from maternity wards at higher level in the referral system
overestimate the LBW rates and those from centres at lower levels in the referral
system underestimate them. Table 59 reflects on the nutritional status of children
born in health facilities. It presents the percentages of children born with an
acceptable WFA standard (above or equal to -2SD) and indicates that the
percentage new-borns weighing at least 2500 g is decreasing. The low birth weight
rate increased since 1987 steadily from 4.9% to 11.7% in 1995 with only 1989
showing a lower percentage. Based on the Table 59 the national low birth weight
rates over the period of 1987-1995 are calculated and presented in Figure 27, The
increase of the low birth weight could be due to the accumulating negative impact of
HIV/AIDS and the severe drought periods.

TABLE 59: NUTRITIONAL STATUS OF CHILDREN 1987-95 : PERCENTAGE OF
NEW-BORN WEIGHING AT LEAST 2500 gm PERCENTAGE OF
INFANT/CHILDREN WITH WEIGHT-FOR-AGE BETWEEN 80% - 120%
or +/-2SD (acceptable standard) OF THE REFERENCE VALUE

= Déficiéney. s
o | e S S e iad
1087 95.1 2.7
1988 93.1 938
1989 944 55.0 871
7990 94,0 94.1 870 7250 | 3970 | 1318
1991 94.0 957 878 958 | 3876 | 1135
1992 916 93.0 875 7362 | 5975 | 2579
1993 914 95.9 91.2 1012 | 7911 | 1738
1994 89.1 %6 9.8 955 | 3973 | 1532
7995 883 6.6 5.0 1294 | 4931 | 1632

Source: TS, EDC-NHIS MOHCW

Table 60 illustrates the geographical distribution of the nutritional status of children
weighing at least 2500 g. Table 61 presents the low birth weight. It should be noted
that birth weight is an indicator of heaith and nutritiona! status of the mother as well as
a predictor of infant health and development. (measured within the first hour of life).
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NUTRITIONAL STATUS OF CHILDREN : PERCENTAGE OF
NEW-BORN WEIGHING AT LEAST 2500 gm AND PERCENTAGE OF
INFANT AND CHILDREN WHOSE WEIGHT-FOR-AGE AND/OR
WEIGHT-FOR-HEIGHT ARE BETWEEN 80% AND 120% (or above the
-28D) OF THE REFERENCE VALUE BY PROVINCE FOR 1995

Manicaland 884 | 95 | 917 [227 | 1121 | 210
Mash. C 87.9 96.2 80.9 115 | 395 | 145
Mash.. E 89.3 96.9 92.2 127 | 499 | 415
Mash. W 87.7 96.9 92.0 187 | 582 | 255
Masvingo 90.5 87.5 94.0 2090 | 544 | 128
Mat. N 87.3 93.7 84.5 136 | 658 | 148
Mat. S 80.9 95.6 89.4 117 | 514 | 145
Midlands 89.0 96.1 91.8 175 | 618 | 186
Bulawayo C. 88.2 08.8 92.7 0 0
Chitungwiza C 81.0 98.1 92.7

Harare C 85.1 97.3 97.0

Source:  T5, EDC-NHIS MOHCW

These figures are probably an underestimate as they represent only those children
born in health facilities. The figures of the provinces indicate that the rates are higher
in the drought stricken areas. In Matabeleland North the percentage of children above
the acceptable standard is lower than in the other areas. The LBW percentage is
about 12,7 % (% children WFA above acceptable standard is 87.3%). The LBW

incidence as

seen in Table 61 can be as high as 15% in the rural areas and 10% in

the urban areas. But the true prevalence of LBW and its determinants need in depth

research.
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FIGURE 27 : NATIONAL TREND OF LOW BIRTH WEIGHT 1987-95
PERCENTAGE OF NEWBORNS BELOW 25009

TABLE 61: PROVINCIAL DISTRIBUTION OF LOW BIRTH WEIGHT - 1895

Manicalaﬁd | 1 1 6%
Mashonaland, C 12.1%
Mashonaland E 10.7%
Mashonaland W 12.3%
Masvingo 9.5%
Matabeleland N 12.7%
Matabeleland S 9.1%
Midlands 11,0%
Bulawayo City 11.8%
Chitungwiza City 19.0%
Harare City 14.9%

3.5.6. Micronutrient Deficiencies

A first overview of the extent of major micronutrient deficiencies in Zimbabwe from the
World Bank review in 1982 is presented in Table 62. Micronutrient deficiencies which
need special focus are Pellagra, lodine Deficiency (Goitre), Vitamin A Deficiency and
Anaemia (iron Deficiency). With regard to lodine Deficiency the mid-decade goal of
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Universal Salt iodation is achievable and can be met because its monitoring system is
in place. The goitre prevalence decreased slightly since the intensified IDD
programme. The major challenges which the nutrition programme is currently facing,
is addressing the problems of Pellagra and Anaemia.

TABLE 62: FREQUENCY OF CASES OF MICRONUTRIENT DEFICIENCIES IN

HEALTH FACILITIES 1982
Sometimes 33% 33% 44%
Rarely 12% 22% 49%
Never 5% 4% 3%
Total 100% 100% 100%
No. of
Facilities 42 55 39 43

Source:  World Bank, 1983

3.5.6.1. lodine Deficiency Disorder (IDD)

Typical for a land-locked country as Zimbabwe with population concentrations in
higher altitudes is the high prevalence of iodine deficiency disorders including goitre
and cretinism. The main cause of the endemic seems iodine deficiency as a result of
iodine deficit soil (Todd and Bourdoux, 1991). Goitre surveys since 19686, illustrated
the presence of iodine deficiency in different population groups in various parts of the
country. Goitre was found to be a public health problem with prevalence rates ranging
from 25% to 75%. A national survey in 1988 of schoolchildren showed that every
province in the country had at least a mild level of endemic goitre, The Murewa district
was most affected with a Total Goitre Rate (TGR) of 78% and a Visible Goitre Rate
(VGRY) of 24%. The overall national rates were 44% TGR and 4% VGR.

Additional studies revealed that endemic goitre was prevalent enough as a public
health problem to institute prophylactic programmes. The remote isolated areas in the
highlands with high rainfall were the most affected areas. Goitre levels are higher in
ferales and tend to increase with age. Hearing was not found to be impaired,

myxematous and neurological cretinism has rarely been documented (Todd, Sanders,
Nielson).

The 1990 repeat survey, indicated a lower level of goitre prevalence than reported in
1988 for Murewa district but still the TGR is as high as 65.1% and a VGR of 5,6%.
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There is a low urine iodine level in the sub-sample. 95% of the subjects had urine
iodine below 10pg/dl, 83% below 5 pg/di and 40% below 2 ug/dl. The levels of 2 pg/dl

implies severs iodine deficiency.

After the 1988 national IDD survey, a consultative meeting was organised to develop a
national programme for contro! of iDD. intersectoral and subcommittees were fonned
dealing with salt iodation, social mobilisation, monitoring and research including the
overall co-ordination of the programme. The successful pilot for monitoring iodised
salt formed the basis for the National Monitoring Programme.

The iodation of salt was the major approach and iodised capsules were only
distributed in areas of very high prevalence awaiting the availability of iodised salt.
Series of workshops were organised to raise awareness, assess community response,
and ensure high population coverage in designing a community acceptable distribution
approach.

A system for quality control and monitoring iodised salt through the IDD controt
programme was established and the legislation to have all salt for human consumption
iodised was passed. The Food and Food Standards Regulations were amended in
1994 to accommodate the iodation of all salts for human consumption at 30-90 mg of
iodine per kg of salt. Zimbabwe imports all its salt. The salt importers agreed fo
import only iodised salt and a monitoring system oversees the implementation of the
regulations.

A recent study (SSP 6th round, 1996) to monitor the iodine levels in salt was
executed. Around three in five {(62%) of the samples were within the legally required
range of 30-90 ppm. One third (33%) of the samples were still below. This indicated
that the mid-decade goal for salt iodation was not yet achieved, despite enacted
regulations.

As follow up to the World Summit for Children, Zimbabwe committed itself to the
elimination of lodine Deficiency by the year 2000. Through the Universal Salt ledation
the goal of elimination of IDD by the year 200 seems possible. The reduction of the
national average of Goitre prevalence rate to 5% and the iodation of all salt are the
targets set by the National Plan of Action for Children to be achieved by the year 2000,

3.56.2. Vitamin A D

A study in 1968 (Mac Manus) revealed that vitamin A deficiency was of a high level in
Matabeleland between May and December when cow's milk and green leaves were
unavailabie and measles was more prevalent. Most of the reports before 1980
suggested that some xerophthalmia occurtred following measles among children with
protein-energy malnutrition. A cluster sample survey (8000 schoolchildren) of Vitamin
A Deficiency in 1991 revealed a prevalence of Bigot's spots (0.17%}) and vitamin A
related corneal scaring (0.02%). Assuming that the study was representative for the
situation throughout Zimbabwe and in view of the WHO recommendation that a
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prevalence of Bigot's spots below 0.5% and comneal scaring of 0.05% is not
considered a public health problem it was confirmed that vitamin A Deficiency was not
a public health problem in Zimbabwe.

In follow up to the World Summit for Children, Zimbabwe commitied itself to eliminate
Vitamin A deficiency by the year 2000. The control programmes of Vitamin A capsule
distribution during drought and fortification of food stuffs coupled with increase of
Vitamin A rich foods is being implemented. Vitamin A capsules (50000 1U ) have been
included in the Essential Drug Programme. It is indicated {o provide children with
measles, chronic diarrhoea and eye signs of Vitamin A Deficiency with these capsules.
High measles vaccination coverage (1995 - coverage 83%) and the further reduction
of the measles incidence may have a positive effect on the Vitamin A Deficiency.

Vitamin A Deficiency is being addressed through collaboration with the community
programme increasing the access to Vitamin A rich foods and the policy of Vitamin A
capsules provision to under fives in drought periods.

3.5.6.3. Nutritional Anaemia

One of the major challenges which the Micronutrient Control Programme is addressing
is the problem of anaemia. Little is known about the prevalence of nutritional anaemia
in Zimbabwe. The area of maternal nutrition received little attention and the Nutrition
Unit is developing a strategy to address the issue,

There have been few studies on the extend and causes of nutritional anaemia.
Neither maternal malnutrition nor anaemia are listed by the MOHCW among factors
that contribute to maternal mortality. Based on information (Gillespie, Kevany, Mason
-1991) 90% of pregnant women have at least one pre-natal contact with the health
services where blood haemoglobin levels are measured. Cases of anaemia are
monitored monthly and referred if necessary. A four week supply of prophylactic iron
sulphate and folate tablets are given to all pregnant women who attend the prenatal
clinics. There were no constraints noted in the programme although the stock is low
occasionally. Studies on the impact of the supplementation programme have not yet
been conducted.

Other factors that also cause iron deficiency are iron loss through blood loss from
delivery, injuries and severe infection of schistosomiasis (schistosomia haematobium)
most common in the northern and eastern parts of the country.

3.5.6.4. Pellagra

Pellagra has received little attention which is a chalienge for the Micronutrient Control
Programme. Highly refined maize meal is low in niacin and tryptophan and is not
fortified, thus increasing the vulnerability to pellagra at times when adequate amounts
of other foods are not consumed. Earlier reports have confirmed the high level of
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pellagra (see table above, WB), mainly in adults through informal surveys of health
centres. It is difficult to determine whether pellagra is a problem of significant health
importance. A significant cbservation by Hoiton (1979) indicated that most adult
pellagra cases admitted to the hospitals were alcohol related.

3.5.7. The Institutional Framework

Nutrition is the responsibility of the Unit (formally a Department) of National Nutrition
within the MOHCW. The department grew during the 1980s but nutrition is not only a
health issue. It cuts across all sectors and therefore requires a multi-sectoral
approach. Several ministries and institutions work directly or indirectly with nutrition
issues. In health and to a lesser extend in agriculture and education cadres have
nutrition integrated in the basic training packages. Some of the health and agriculture
workers perform tasks directly related to nutrition, others have an indirect affect on
nutrition. The Nutrition Unit's status and position within the MOHCW is undemining
the ability to link with other sectors and Government departments to address nutrition
as a multi-sectoral entity. But even with these limitations, progress is made to the
development of a comprehensive National Nutrition Policy

The multisectoral dimensions of the food insecurity and malnutriticn problem
underlined the importance of operation beyond the Nutrition Unit. The major progress
toward the founding of a multi sectoral policy body was the launching of the
Intersectoral Task Force (1996). Extensive consultations took place and a policy
framework paper was developed, accepted by the MOHCW and the task force, which
was then submitted to Cabinet for decision making on the institutional follow-up of the
work of the task force. The World Food Summit provided the opportunity for
advocacy of the Food and Nutrition Policy. Consensus amongst the key stakeholders
in Government, private sector and food industry including consumer groups, has been
achieved to make the implementation of the Policy possible.

3.5.7.1. Establishment of the Department of National Nutrition (DNN)

The MOHCW proposed a Food and Nutrition Council to be established under the
Office of the Prime Minister to co-ordinate food and nutrition work but the proposal was
rejected and a Department of National Nutrition within the MOHCW was set up within
the context of the primary health care strategy. The mandate in the early eighties was
to determine the magnitude and extend of malnutrition; and implement a nutrition
surveillance system to monitor nutrition; to develop nutrition programmes in line with
the PHC strategy, to use the intersectoral co-operation to develop a National Food and
Nutrition Policy; to establish norms and guidelines for government institutional feeding
and to provide the technical assistance to other government agencies.

The intersectoral aspects of fhe mandate to tackle the problems of malnutrition
holistically at the level of the MOHCW was made difficult because of the manpower
shortage, status and position of the DNN. The DNN grew gradually with central and
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provincial staff and some posts at large hospitals. It functioned as a resource for
technical support to other food and nutrition related programmes. It established
mechanisms for intersectoral planning.

However, the DNN became a Unit under the umbrella of the MCH Department as part
of a internal restructuring exercise in 1988, The mandate remained unchanged and
placed the Nutrition Unit further away from its role as co-ordinator of intersectoral
programmes and increased the focus on health related nutrition issues.

At the same fime the advocacy efforts of the Unit resulted in increased requests for
technical support from other sectors and increased the need for an institutional
framework providing high leve! dialogue and facilitating co-ordination of nutrition
activities.

The Nutrition Unit is small and provides technical support but is struggling with the
fulfilling of the scope of the mandate given in terms of status, position and manpower.
Few new nutritionists have been trained but no new posts were established as part of
ESAP, making the establishment of an institutional framework to tackle the nutrition
problem difficult. The staff consists of four nutritionists at central level, two in each
province and the cities have their own staff.

The lack of staff trained at the appropriate levels has inhibited the development of a
national food and nutrition policy and slowed the pace of development and expansion
of such crucial national programmes as “Promotion of Adequate infant and Child
Feeding Practices”, "“Community -based Nutrition Surveillance System”. Trained staff
are just becoming adequate in number to implement the “Elimination of IDD". The
Community Food and Nutrition Programme has its own intersectoral management
structure that ensures its operation and expansion. Plans for most of the programmes
exist with the commitment of the donor community but its implementation depends on
the government staff at central and provincial levels and the training of nutritionists to
work at decentralised levels in co-operation with the other sectors.

The multisectoral dimensions of the Food insecurity and malnutrition as mentioned
before seems now to be acknowledged and with the establishment of the Intersectoral
Task Force for Food and Nutrition during 1985, the Institutional Framework was
proposed.,

The task force comprises of members from a large number of ministries, the food
industry, organisations for agriculture and consumers, research institutions and others.
The mandate of the Institutional Framework can be summarised as follows : to better
monitor and address food security in the country, to promote local self-sufficiency,
nutrition and surveillance and other issues. Drought preparedness will form a key part
of the policy as drought is a recurrent fact of life in Zimbabwe. It will also seek a more
cost-effective alternative to the supplementary feeding programme in non-drought
years.
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The next 5 year planning (1997-2001) works towards the establishment of a National
Food and Nutrition Policy and its implementation. With the consensus of the key
stakeholders this goal can be achieved.

3.5.7.2. Mmmmmwmﬂwﬂmmmm

The MOHCWs interest in a co-ordinated approach to nutrition planning reflects its
recognition that adequate nutrition is beyond the scope of nutrition and health planning
only. Viable health and nutrition programmes are necessary but not sufficient
conditions to alleviate malnutrition in Zimbabwe.

The factors which limited the pace of nutritional improvement were that the policy
makers viewed nutrition as a health problem and not as a multi-faceted issue, the lack
of co-ordination to faciiitate an integrated approach to nutrition interventions, the lack
of a forum to modify the activities of other sectors with adverse effects on nutrition.

The national nutrition programmes have created intersectoral management structures
which are spearheading the development of the Policy. The implementation will be
overseen by a semi-autonomous Food and Nutrition Council served by a secretariat.
The process to operationalise this might take two years but policy development is a
gradual process that integrates the lessons leamed with solving the malnutrition
problems in the local context.

The policy will identify roles and functions of each sector in the government and
private sector and consumer organisations in food and nutrition. Capacity building
initiatives will be developed because the concept and the contribution of the many
sectors to food security and nutrition issues are new. Within the framework of
economic reforms {(ZIMPREST), the nutrition status indicators, the impact of drought
and reforms, will be monitored as well as a food and nutrition surveillance system
developed. A policy framework paper was developed and presented to Cabinet
(1996) and the intersectoral task force is awaiting its decision upon the food and
nutrition policy development.

3.5.8 Nutrition Programmes

3.5.8.1. Nutrition Surveys and Surveillance

Nutrition studies were undertaken or commissioned to further define the problem of
malnutrition in 1980, 1982, 1984, 1988, 1991, 1992, 1994. To name a few : Infant
feeding practices and nutritional status of young children in urban and non-urban
areas in Zimbabwe 1982, The 1985 Nutrition Survey, Growth Monitoring Survey,
Survey of rural technologies for food processing preservation and storage in
Zimbabwe (1986), Consult study on Media strategy for nutrition education, Hove B.B.
and M.D. Patsanza (1986), Survey of knowledge, atfitudes and practices of health
workers in Zimbabwe with respect to breastfeeding (1986). Nutritional status of the
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elderly (1986), A National goitre survey was conducted in 1988., Nutritional and health
status of young children and household leve! food security during a severe drought in
Binga district (1992), Two DHS surveys (1988, 1894) and the MCH/FP survey (1991).

The Sentine! Surveillance for Social Dimensions of Adjustment Monitoring is meant to
monitor the effects of specific measures taken under ESAP on the welfare of
households in Zimbabwe and the availability, accessibility and affordability of basic
goods and services. The concemn of Zimbabwe was the need to monitor the drought.
Six rounds of surveys have been execuied to date. Two types of data are sought ;
the routine monitoring data and additional modules to investigate specific questions.

A nutrition surveillance system has been under development since 1987. Data
recorded on a standard statistics record form T5 filled in at the health centres and
hospitals as part of the NHIS are aggregated at the district, provincial and natiopal
levels. The T5 records data of out-patients under the section nutritional deficiencies.
Information is further collected through the growth menitoring summary and the low
birth weight data.

CSO collects data on urban food and consumer price indices and publishes these in
“STATS-FLASH" newsletters. The system is an indicator monitoring survey looking
into SDA outcomes. Nutrition could be used as an extra indicator as well as a
baseline for the monitoring of trends if it was included in the Famine Early Waming
System (FEWS), FEWS aims at a computerised system of “integrated vulnerability
mapping" to provide data for decision making.

A recent 1993 project document outlined SADC's plans for a new food and nutrition
monitoring system for Zimbabwe. The aim is to develop an information system that
monitors factors that determine household food security and nutrition outcomes
among different groups.

There is a need to take stock and review existing information systems and identify
those systems which inform policy makers on the problem of food insecurity and
malnutrition. The mechanism to integrate these information systems to provide better
understanding of the situation need to be developed. There is a need to strengthen
the capacity in data analysis, interpretation and use of the data at all levels in a user
friendly way to make appropriate decisions. The monitoring of food and nutrition
policy and programmes implementation as well as the impact of development
programmes on the quality of life of the people will receive greater focus in the plan of
operation for the 1997-2001 plans.

3.5.8.2. Community Based Growth Monitoring

Growth monitoring (GM) is an integral part of PHC delivery via the maternal and child
health services at health centres and hospital out-patient services. Community-based
growth monitoring (CBGM) started as a pilot study in two wards in Tsholotsho and
Makoni Districts in 1992, after a study tour to the Iringa Joint Nutrition Support
Programme in Tanzania and baseline studies on the health and nutrition situation in
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the pilot districts. A mid-term evaluation of CBGM was completed. The pilot
programme indicated that CBGM improved growth monitoring by doubling the
coverage from 40% to 80%, the intersectoral integration and participation increased.
in relation to training and transport for supervision, CBGM was relatively time
consuming. CBGM has been adopted as policy and the programme is slowly
expanding in a phased manner to the other districts and provinces to ensure the
quality performance. The main constraints to the programme however is the
requirements of weighing scales and a reliable information inventory. The tools for the
weighing scales inventory and needs assessment were developed through the
participation of the provinces.

The CBGM offers a good opportunity to develop the community capacity to assess
and analyse the food and nutrition situation and to take accordingly the appropriate
action. This process facilitates the community empowerment for action. An impact
analysis of the programme for the two first pilot district is being planned for the 1997-
2001 action programme. The objective of the analysis would be to assess the impact
of CBGM on the knowledge, attitudes and practices of the community and assess the
change in the nutritional status of the under fives as a resuit of CBGM.

3.5.8.3. Children's Supplementary Feeding Programmes (CSFP)

After independence, the national Children’s Supplementary Feeding Programme
(CSFP) was initiated and run mainly by NGO's but the MOHCW Nutrition Department
supported by the Swedish International Development Authority (SIDA) took over the
implementation of the programme. An evaluation in 1982 found that the CSFP was
effective in weight gain for the children attending the programme and the nutrition
education efforts (World Bank 1983). The CSFP attempted to avoid the creation of
dependency aspects with its supplementary feeding programmes by using locally
grown food including nutrition education through the involvement of the mothers
cooking the food and community participation in the functioning of the programme
(village committees).

An even further step was the phasing out of the CSFP and its replacement by the
Supplementary Food Production Programme (SFPP) in which the people were
encouraged to grow supplementary foods. In response to the drought of 1991-92 the
CSFP was reinstated on a much larger scale after a nutritional screening in 1992.
Rates of underweight as reflected by the NHIS decreased from June 1992 (baseline)
to December 1992 in all provinces. A drought monitoring survey in 1992 to assess the
success of the CSFP was carried out. The CSFP was managed by the Nutrition Unit
at national level in collaboration with the National Steering Committee on Food and
Nutrition (NSC) dealing with the funding. The FNMTs (Food and Nutrition
Management Team) operated at provincial level dealing with the logistics,
management and support, with the mothers running the feeding points. The feeding
points became foci for the agriculture extension and the SFPP was renamed the
Community Food and Nutrition Programme.
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The CSFP has expanded during recent years and reflect not only the disaster people
face during drought but measures the accessibility to food.  Although the programme
is justified a more cost effective long term solution fo the food security problem need
to be developed and integrated in the overall Food and Nutrtion Policy
implementation. Since the CSFP is a short term relief, the Nutrition Unit developed a
strategy of Nutrition Education to improve 'young child nutrition’ through improved
feeding practices. Village based weaning food production units were initiated in the
provinces using locally available food, promoting cultivation of nutritious trees and
crops, promoting appropriate technologies for processing foods. IEC technical
backstopping from national and provincial level in young child feeding assessments,
planning and implementing appropriate nutritional education aiming at behaviour
change in young child feeding practices provides the information for planning and
piloting projects.

3.5.8.4. Community Food and Nutrition Programme (CFNP)

The Supplement Food and Production Programme was renamed the Community
Food and Nutrition Programme (CFNP) in 1989 funded by SIDA. Government funding
started in 1989 and by 1991 was responsible for all central funding with some NGO's
funding specific areas. The CFNP mobilises the community to grow nutritious fcods in
a community garden. Where water is a problem the rearing of small domestic animals
was promoted. The aim of the programme was also to improve on village level
technologies for food processing, preservation and storage. An initial budget for the
set up of new projects comes from the MOHCW funds and technical assistance is
supplied by Agritex which is the Ministry of agriculture extension service.

The CFNP has made more land available to the poorest farmers and emphasised on
project management. The CFNP has improved throughout the decade in response to
evaluations and intersectoral Planning Workshops. The improvement of the current
implementation strategies, the strengthening of the communities’ own capacity to
respond to food insecurity and the strengthening of the IEC component including
promoting awareness among parliamentarians are some of the important
recommendations for the further programme implementation.

3.5.8.5. Breastfeeding Policy and Activities

The Maternal, Infant and Child Nutrition Programme consists of maternal nutrition
(women of child bearing age), infant nutrition, young child nutrition (6-59 months) and
school child nutrition (primary schoo! children).

3.5.8.5a. Matemal Nutrition

The nutrition and health of women is important in reproductive processes, the role in
society and developmental aspects. The Nutrition Unit did not yet focus on activities
related to maternal nutrition. The available data is scarce. An action plan (1997-2000)
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with focus on the identification of sources and type of information on nutrition related
problems of women of child bearing age has been formulated.

3.5.8.5.b. Infant Nutrition

Zimbabwe's participation in the World Health Assembly started when the International
Code of Marketing for Breast-Milk Substitutes was developed and passed in Cabinet.
Whilst Zimbabwe has had a Code of marketing Breast milk substitutes since 1984 as
an amendment to the Public Health Act, the regulations are being finalised by a
multisectoral committee to recommend legislation to support the code. A study to
monitor the implementation of the code was funded by the Nutrition Unit and
conducted by Zimbabwe Infant Nutrition Network (ZINN). ZINN conducted also a
survey of the knowledge, attitudes and practices of health workers concerning
breastieeding. This resulted in lactation management training and the production of a
national plan of action.

The efforts to change practices in health facilities aiming at breastfeeding support and
discouragement of substitutes have been successful. The MOHCW's breast feeding
policy discourages bottle feeding of new-boms. Mothers are encouraged to
exclusively breastfeed until the child is 4 to 6 months old, starting within the first hour
of life. The Baby Friendly Hospital Initiative (BFHI) drew the interest of the health
institutions to be designated as baby friendly. Efforts are now taken to make ‘baby
friendly’ communities, as many mothers in rural areas still deliver at home and would
not benefit from the BFHI.

The ZDHS of 1994 indicated a deteriorating situation of young children under the age
of five and this is still a reason for concem. In the last five years breasifeeding
promotion activities continued to progress well. The BFHI has taken firm root and
since 1993, 29 institutions have been designated as ‘baby friendly’ (WHO/UNICEF 10
steps). A number of studies showed that exclusive breastfeeding is rare in Zimbabwe.
DHS 1994, indicated that only 17% of mothers exclusively breastfed according to the
WHO recommendations. Babies are introduced to other foodfliquid as early as the
first few days of life. A recent study in Guruve and Mudzi districts indicated the
multifaceted influence of the community in the promotion of breastfeeding (Madzima)
with the mothers in law, the mothers themselves and the health workers as the most
influential people in regard to infant feeding.

The World Breastfeeding Week continues to be celebrated each year, focusing on
different themes and relevant activities. Breastfeeding and HIV/AIDS as subject of
debate was introduced through the media. A consultative meeting indicated that the
MOHCW policy on breastfeeding remains the same in view of the limited studies
available on HIV transmission through breastmilk. Research is needed to investigate
this possible transmission. Wet nursing could be promoted as it is culturally
acceptable to use relatives as wet nurses in Zimbabwe.

Maternity benefits for employed women were instituted after independence and the
women's right to three months matemity leave was enacted recently. Women working
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in the formal sector have the right to take two hours breastfeeding breaks during the
workday. In some countries ‘baby mother friendly comers’ have provided the
opportunity for mothers to bring babies to the workplaces.

3.5.8.5.c. Young Child Nutrition

Previously the Nutrition Unit directed its efforts to the infant with special emphasis on
the promotion, protection and support for breastfeeding. The problems however with
wasting, stunting and undernutrition remained the same with economic and health
consequences. The inadequate intake of food due to improper feeding practices and
insufficient food at household level due to the drought was partly addressed by the
Child Supplementary Feeding Programme (see above) which is only a short term
relief. The Nutrition Unit tackled this with a nutrition education strategy to improve the
young child nutrition through improved feeding practices. (see above).

The way forward is to get IEC backstopping at both the national and provincial levels
for young child feeding assessment, planning and implementation of appropriate
nutrition education aiming at behaviour change in feeding practices.

3.5.8.5.d.  Schoo! Child Nutrition

The nutrition of the school-age child received liftle attention. The IDD was the only
nation wide survey conducted among school children. The prevalence of factors
intervening with leamning such as hunger, micronutrient deficiencies, poor nutrition and
health, need to be identified through a rapid assessment of the prevailing situation.

3.5.8.6. Micronutrient Programmes

The major emphasis of the programme is on the continuous monitoring of the IDD
control and assessment of the prevalence of other micronutrient deficiencies. The
control programme will emphasise the dietary diversification through increase in
consumption of the Vitamin A rich foods. Appropriate technologies for processing and
preservation of foods need to be applied for consumption increase throughout the year
eliminating the micronutrient deficiencies. The successful implementation of the IDD
programme is only possible in its partnership with the food industry ensuring the
quality control. The laboratories monitoring the level of fortification need to be
equipped adequately to respond to the IDD programme goais,

The micronutrient programme has been discussed in detail and per sub component
previously.

3.5.8.6.a. lodine Deficiency Control

The pilot programme for monitoring iodised salt was successfully completed and
formed the basis for a National Monitoring Programme now being implemented.
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Through Universal Salt iodation the goal of virtual elimination of IDD by the year 2000
seemns achievable. The UNICEFAWHO/ICCIDD Conference on IDD in Harare, was
attended by the Nutrition Unit.

3.5.8.6.b.  lron Deficiency anaemia

The contribution of nutritional anaemia to maternal mortality and morbidity is still
unknown.

3.5.86.c. \Vitamin A

Vitamin A is being addressed through its links with the Community Food and Nutrition
Programme which increases Vitamin A rich foods. It is policy to provide Vitamin A
capsules to under fives through the Child Supplementary Feeding Programme during
drought periods. UNICEF has in the past provided the capsules for 1995/96.

3.5.8.6d.  Pellagra

An increased number of cases of pellagra in patients are coming to the clinics.
Pellagra is normally only seem amongst the very poor.

3.5.9. Nutrition Institutional support, Capacity Building and Human Resources
Development.

In the last five years a lot of training was conducted mostly in the form of in-services
training which was highlighted in the training needs assessment of 1995. A number of
nurses and tutors received training through the Eastern, Central and Southem Africa
course, helping to address the " training of trainers * needs, earlier identified in the
training needs assessment. The Nutrition Unit took part in the Bellagio Conference on
review of training and research needs.

The human resources development activities are intersectoral in nature covering the
national level down to the community. They respond to nutrition issues of national
concern including infant and young child nutrition, community food and nutrition
projects and the micronutrients. The Nutrition Unit invested financial resources in the
nutrition managers at different levels for long term and short term training courses
abroad. The Nutrition Unit co-ordinated a six week course in relation to Materna! and
Child Nutrition in collaboration with the Commonwealth Regional Health Secretariat for
East, Central and Southemn Africa (ECSA).

The Nutrition Unit had an established training programmes for institutional domestic
supervisors (IDS) but recent expansion of the intake of IDS was decreased because of
unavailability of posts.

The proposed decentralisation process will have significant implications for other skills
and capacities to be developed at the district level. There is a need for a district level

Health Situation Analysis in Zimbabwe Japan International Co-operation Agency

Tart
ay
—t



109

cadre with planning and management capacity to implement food and nutrition
programmes.

In the area of basic training, nutrition as a subject was taught in various programmes
within the health and education and to some extend in the agriculture sector. The
nutrition unit reviewed and strengthened nutrition related curricula in the basic and
post basic nursing, environmental health, community development and primary
education.

Food sciences training at the University of Zimbabwe was discontinued long age but a
new Food, Nutrition and Family Sciences Course staried three years ago and its first
batch graduated at the end of 1996. The University strengthened its nutrition
component in the medical curriculum.

The plans for 1997-2001 indicate that the Nutrition Unit will use the evaluation of the
many training activities conducted over the last five years as a base to improve the
training strategies. Provinces will be encouraged to go through the same process of
evaluation and needs assessment. Once this exercise is completed, the focus will be
on competence based training with more performance oufputs. With the current
institutional policy framework development and the decentralisation process, the
training of the other sectors, the provinces and districts will be orientated towards the
new concepts. Technical and logistic support to develop the training materials are pre-
requisites to support the new training acfivities. As Zimbabwe is member of SADC
and the problems related to food insecurity and malnutrition are beyond borders,
training could be viewed from that angle in the near future.
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3.6. ENVIRONMENTAL HEALTH

One of the major factors in achieving the goals set for better health is improving the
access to safe drinking water and sanitation. The mid-decade goals to increase the
accessibility to adequate amounts of safe water within a convenient distance from
the user's dwelling, to 80% in communal, to 87% in resettiement and 100% in urban
areas remained unmet. The results of the sixth round of the Sentinel Surveillance
Programme {SSP) for monitoring the social dimensions of adjustment were 64%,
75%, and 99% respectively. The majority of people relying on un-safe water
sources such as unprotected wells, rivers and streams, are walking long distances to
the sources. Coverage is difficult to assess at any time by the lack of information on
the number of latrines in disuse, the number of water points broken down. The
information system could not reveal backdated data which was reliable enough to
quote. Therefore the coverage is estimated and trends are difficult to point out.

3.6.1. Water Supply

TABLE 63: MAIN WATER SOURCES FOR COOKING AND DRINKING IN THE
VARIOUS LAND USE TYPES - 1996

Com 1% 2% 1% 22% 14% 100%
SS/RES 8% 2% 4% 61% 13% 10% 100%
LSCF 12% 41% 21% 17% 3% 5% 100%
Rural 4% 8% 5% 52% 18% 12% 100%
Urban 55% 40% 1% 3% 1% 0% 100%
TOTAL 24% 21% - 3% 33% 11% 8% 100%
Source: Report of the 6th round Sentinel Surveiliance for SDA Monitoring -

December 1996
Com: Communal lands
SS/RES: Smali scale commercial farms & resettlement
LSCF: Large scale commercial farms

: Piped water inside household

: Piped water outside household
: Communal tap

: Wellibarehole

: Unprotected well

: River/stream/Dam
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FIGURE 28 : PERCENTAGE OF THE POPULATION WITH SAFE WATER
SOURCE PER LAND USE TYPE

The water compenent of the survey investigated the main sources of water for
drinking and cooking, assuming that the source of piped water is protected.

Table 61 and Figure 28 present the overall percentage of households using safe
water which is 81%, meaning that still one in five households are without access to
safe water. The proportions of households in communal lands using unsafe water
sources for drinking and cooking is very high (36%). The proportions of urban
households having access to safe drinking and cooking water is close to 100%
which is the National Programme of Action Target for the year 2000, the target for
the rural areas is still 30% to go. The target will be achieved in providing access to
all rural households {(communal and commercial farm areas) to a borehole/250
peopie, a deep well/150 people or a shallow well/ 50 people.

Table 64 illustrates an overview of safe water coverage for rural and urban areas.
The urban areas achieved since independence almost 100% safe water coverage.
30% of rural areas still need provision of safe water, although the safe water
coverage increased over the period 1980-96 from 35% to 70%.
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TABLE 64: COVERAGE OF SAFE WATER RURAL/URBAN BY SOURCES OF
INFORMATION 1980-96

i b Yei %%&%ﬁ%&a@% %ﬁ%gzgé
1980 35%
{GOZ)
1988 71.0% 99% 80%
1930 74% 50.9% 99% 75%
(GOZ)
1992 78% 64.3% 99.1% 7%
(GOZ)
1993 70.6% 99% 70%
1994 68.4% 99% 78.9%
1995 73% 95*% 85%
1990/95 64% 99% 77%
report report repoit
1996 70% 99% 81%

1986 : Sentinel Survey 1986

1988-1990-1993 CSO surveys : 71%, 70.6%, 50.9% respeclively for rural areas and 99% for urban
areas.

1980-1990-1892/93 : (GOZ, 1992, SSP - 1894)

1990/95 : state of the world's children report - 1996/97 (UNICEF)

1894 : ZDHS report 1994

1995* ; 95% reticulated trealed dams

Apart from the source of water it is important to reflect on the indicator of distance to
the water source from the households. Households using protected water sources
within a kilometre's distance are considered to have access to “safe” water. The
Table 66 presents, within the marked area, the households which have access to
safe water. The proportion of households meeting these criteria was 76%. The
majority of people rely on unsafe water sources such as unprotected wells and
rivers, streams and dams. Table 65 indicates that in urban areas the main water
source is close (< 0.5km) for 98% of the households interviewed in the sixth round of
the SSP compared to 55% in the rural areas. The majority (86%) of the households
in urban areas has its main water source on the premises compared to about one in
ten in the rural areas. In the rural households the communal land areas are the
worst off regarding the distance to their main water source with 16% having more
than 1 km to walk.
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TABLE 65: DISTANCE TO WATER SOURCE vs. LAND USE - 1996

Communal n-1 825 T 7%

SS/RES n=255 13% 38% 38% 11%
LSCF n=461 26% 60% 13% 2%
Rural n=2541 11% 44% 32% 13%
Urban n=1589 86% 12% 1% 0%
TOTAL n=4130 © 40%. .| 31% -.|" 20% . 8%

Source: SSP, sixth round, 1986

TABLE 66 : MAIN WATER SOURCE vs. DISTANCE -1996

Piped Water inside HH n=856 s |. .f’lO;O%;_ 4 0% 0% 0%
Piped Water outside HH n=879 a-| . -64%;:;. |- 32% |- 4% - 1%
Communal tap n=144 01 522% 7% w 20% - 1%
Well/borehole n=1374 o[ 7% | 2%;__;,6 .. 36%; .| 15%
Unprotected well u 7% 47% 33% " 12%
n=465 n

River/stream/dam s 0% 37% 40% 22%
n=310 a

Other f 50% 0% 50% 0%
n=2 e

TOTAL n-4130 - 40% 31% 20% 8%

Source: 6th round SSP, 1996

Table 67 illustrates the percentage of households in rural areas with access to safe
water. It can be considered that the coverage throughout the rural areas with safe
water in the provinces is between 56% and 70%. These percentages are reduced to
41% and 62% when the acceptable situation of safe water access within 1km is
taken.
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A 15 000 boreholes were needed in 1992 to reach the target of safe water within 1
km. A total of 4232 boreholes and 1251 deep weils have been constructed
between 1992-1996 leaving a requirement of 10 000 boreholes to achieve
acceptable coverage (without taking into consideration the population growth). This
would cost at a Z$ 36 500 per borehole, another Z$ 365 million.

TABLE 67 : THE PERCENTAGE OF HOUSEHOLDS IN RURAL AREAS WITH
ACCESS TO A SAFE WATER SUPPLY AND THOSE WITHIN 1 KM

Midlands
Masvingo 64.5%
Matabeleland S. 67.8%
Matabeleland N. 72.0%
Mashonaland W. 69.7%
Mashonaland E. 55.6%
Masholaland C. 69.0%
Manicaland 65.3%
Source: Rural Water Supply and Sanitafion in Zimbabwe, Sustainability a challenge, 1998
(CS0, 1994)
BO%
70% - -
R O '..-' . - = Do -
B P e N 1
g 50% (| ol |0 A A ] fL \V/r i B
g SR O b ot B P ol repe) |G o) FeT ] 15T | Im—sale water
S 40% | .o - o o AN I
] S I EECRS I CRRY I Rty i A5 e 7 1 e Within 1 km
& 30% || | 1 | | ooe | e B S e V] [
20% BN N IR N
10% NN 11 . <0
- - o i I B “ S I
0% ' oA = o
] g ® Z b ul 1) 2
5 £ 2 T 3 2 E 3
: & $ & 38 3§ 5 £
X F 3 g 2 2
3 : = 8 3
= = = =
Provinge

FIGURE 29 : PERCENTAGE OF THE POPULATION PER PROVINCE WITH SAFE
WATER AND WITHIN ONE KILOMETRE
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3.6.2. Sanitation

The situation in safe sanitation is befter in urban than in rural areas. The resuits of
the sixth round of the SSP revealed that the mid decade goals were achieved for
access to safe sanitation. The National Programme of Action for Children (NPAC})
estimates that 50% of rural households should have access to a flush or Blair toilet
by the year 2000. The 40% found in the sixth round predicts that the 50% is
achievable. A matter of concern is that 47% of the rural households are still using
the bush system as presented in Table 69. 56% of the communal households do
not have toilet facilities. Flush toilet was cited to be the most used toilet facility by
92% of the urban households. Blair latrines where mostly used by the rural
communities for 35%.

TABLE 68 : BASIC SANITATION FOR RURAL, URBAN AND NATIONAL 1982-96

Flush
National 34.40% 36.69% 32.0% 39%
Urban 94.38% 94.6% 92%
Rural 5.21% 2.5% 5%
+ Blair Toilet
National pit latrines 29% 20.4% 22%
Urban 1.64% 1.4% 2%
Rural 25.64% 29.4% 35%
s Pit Latrine
National 14.71% 34.15% 12.6% 9%
Urban 0.77% 3.3% 3%
Rural 52.36% 16.9% 13%
¢ None
National 48% 34% 34.7% 29%
Urban 1% 0.5% 0%
Rural 52% 50.8% 47%

Source:  Combined analysis of data collected from census 1982 -1992
DHS report, 1994
SSP, 1996
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TABLE 69: TYPES OF TOILET FACILITIES USED BY HOUSEHOLDS vs. LAND

USE 1996
Communal n=1826 2% 30%
SS/RES n=255 5% 52% 13%
LSCF n=463 18% 43% 17%
Rural n=2544 5% 35% 13%
Urban n=1589 92% 2% 3%
TOTAL n=4133. . 39% 22% | 9%

Source : 6th round SSP, 1596

TABLE 70 : ACCEPTABLE SANITATION COVERAGE NATIONAL, URBAN AND
RURAL 1982-96

1982 -

1992 99% 47.6% 65.83%

1994 99.3% 48.8% 66%

1995 95% 30% -

1990-95/96" 99% 48% 66%

1996 97% 53% 70%
Sources: Combined analysis of data : DHS, 1894,

€S0, Census 1992, 6th round SSP, 1996
* State of the World's Children Report, 1995/96 UNICEF

Table 68 provides an overview of the basic sanitation (flush toilet, blair and pit
latrines) from various sources of information over time. it is noticed that the national
sanitation coverage in 1996 reached 70%. It is observed that the flush toilets are
most commonly used in the urban areas (82%) and the Blair and pit [atrines (53%}) in
the rural areas. As previously indicated a lot of people in the rural areas are still
using the bush and do not have sanitation facilities at all.
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FIGURE 30 : PERCENTAGE OF ACCEPTABLE SANITATION 1992-96

Table 70 and Figure 30 describe the acceptable sanitation coverage e.g. flush, Blair
and pit systems. Based on these the coverage in 1996 for urban areas is 97%, for
rural areas 53% and on a national level 70%.

3.6.3. The Environmental Health Programme

At independence in 1980 the Government of Zimbabwe recognised that safe water
. and sanitation were essential components in improving the health and social
environment and embarked on a programme of water and sanitation services to rural
communities.

Institutional framework

Water supply and sanitation in rural areas is carried out through co-ordinated effort
of the Integrated Rural Water Supply and Sanitation Pragramme (IRWSSP) following
a National Master Plan for Water (MEWRD) and guided by a National Action
Committee (NAC) made up of key Government agencies. The NAC has been
working in a decentralised manner at provincial and district level through Provincial
and District Water and Sanitation Subcommittees (PWSSC/DWSSC). The
organisational structure is provided in Figure 31.

The Non-Governmental Organisations (NGO) contribute to the water and sanitation
programmes. They are not represented on NAC and therefore the co-ordination is
lacking. The local Authorities, through the Rural District Councils established in
1894, are implementing the water and sanitation projects. Policy statements made it
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clear that RDC will assume responsibilities for the provision of water and sanitation
services taken into consideration the reforms being instituted in the country. Private
initiatives are not recorded in the information system.

Department of National Economic
Water Resources Planning AGRITEX
(DWD) Commission (NEPC) |
Ministry of Ministry of National
Health and Affairs, Employment
Child Creation and Co-
Welfare operatives (MNAECC)
Ministry of o Narg?ﬂatli
H o-grainaton
F('I\r;%’;)e Unit (NCU)
Ministry of Local District
Government Rural Development Fund
& Urban (DDF)
Development
{MLGRUD)

FIGURE 31 : STRUCTURE OF THE NATIONAL ACTION COMMITTEE.

-” The NAC is involved in the approval and implementation of the integrated water and

sanitation projects within the context of IRWSSP. 38 out of the 57 districts benefited
from these projects. The locally produced water and sanitation technology increases
the sustainability within the programme for primary water supplies and on site
sanitation. The recommended technologies are the Blair ventilated pit latrine, the
borehole fitted with a B type bush pump, the deep well fitted with a B type bush
pump, and the protected family well with a bucket and windlass.

Data on infrastructure development for rural water supply and sanitation is not
consistent to analyse the sectors achievements. The numbet of boreholes and
deep wells constructed has increased as well as the construction of Blair toilets.
During 1994/95, 18 992 household Blair toilets were constructed and the total
number of primary water supply facilities in the communal land and reseftiement
areas were :

o 19 558 communal boreholes (DDF report)
9 557 communal deep wells (DDF report)
e 23 768 communal and private shallow wells (MOHCW reports)

Health Situation Analysis in Zimbabwe Japan Intemational Co-operation Agency



119

If all the water points would be in operation 6.9 million people would benefit from the
rural water/primary water supply faciiities but as per DDF statistics 11% of the
boreholes and 23% of the deep wells dried out due to the drought period as well as
18% of the shallow wells. Including the broken down pumps on productive wells the
figure indicates that 80% of the wells are in operation. The total number of Blair
latrines was estimated for 1985 at 60 000, in 1891 at 250 000 and at 1993/94 at 284
300. The last figure however is a cumulative figure from the 1990/91 figure
onwards. During 1994/95 18 992 latrines from the IRWSSP aqd 7 802 with NGO
support were built,

It is not clear which data are correct as district reports contradict the MOHCW figures
on latrines. Including the NGO supported construction with the IRWSSP, there are
over 20 000 new VIP latrines constructed annually. The acceptable sanitation for
rural communities is considered to be the Blair VIP latrine or a flush toilet. In 1992
the acceptable coverage was 30.8% leaving almost 270 000 latrines required to
achieve the target of 50% coverage. This franslates into a government contribution
of Z$ 81 million at the 1996 subsidy of Z$ 300 per unit.

Over the years the programme made progress through the effectiveness of NAC and
the sub-committees including the NCU, Standardisation of technology played a role
in the acceptability and sustainability of the programme. With the decentralisation
process taking off, the RDC’s are taken up their responsibility towards planning,
management and implementation of the projects. The inter-ministerial capacity of the
implementation of the IRWSS programme made the resource mobilisation more
efficient. The lack of reliable data is a major drawback of the present IRWSSP
monitoring system.

A considerable amount of investment is required to continue the programme to

reach the national planning target of 100% coverage with safe water and 50% with
..~ sanitation in the rural areas of Zimbabwe. This emphasises the need for a strategic

plan of action to be developed for the programme covering the next 20-25 years.
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