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• Zimbabwe's SGDI score for health is 59%, while the CSC is 65%.
• The Maternal Mortality Rate (MMR) is beginning to decrease, but is still high. MMR now

stands at 614 deaths per 100 000 live births for the seven years preceding the 2014 Multiple
Indicators Cluster Survey (MICS) and 581 deaths per 100 000 live births for the five years
preceding the MICS. The government, in collaboration with development partners, has
focused on reducing the factors - user fees, the lack of accessible health services and the
low numbers of trained mid-wives and birth attendant, among others - that lead to maternal
deaths.

• Zimbabwe is one of the six countries in the region with contraceptive coverage of more
than 50%.

• There is a wide gap between households using improved sources of drinking water (67%)
and those with access to improved sanitation facilities (37%).

KEY POINTS

CHAPTER 6

Health

Article 26

The senior nurse and the nurse in charge of the drug store check medicine stocks in the dispensary at the Mbare
Polyclinic in Harare in 2013. Photo: International Committee of the Red Cross
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Zimbabwe's score on the SGDI, at 59%, has remained
the same since 2012. The country ranks nine among the
15 SADC countries. Researchers base the SGDI on the
following indicators: women between the ages of 15-

49 years reporting use of at least one or more of modern
contraceptive methods, births attended by skilled
personnel, and the maternal mortality rate.

On the other hand, the CSC has fluctuated. In 2012,
citizens scored Zimbabwe at 61% in this category. That
number moved to 70% in 2013 and it is now 65%. Issues
such as inadequate infrastructure, long distances to
travel to hospitals and clinics and other qualitative issues
that affect the health of women, especially during
pregnancy, may influence the score.

CSC
59%

9

Table 6.1: SGDI and CSC scores for health

Scores
Ranks

SGDI
65%

8

Figure 6.1: Comparative Health SGDI Scores 2011 - 2014
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Figure 6.2: Comparative SGDI and CSC scores for health
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As shown in Figure 6.1 wide variations exist in the SGDI
for health. Mauritius, at one end of the scale, has had
an almost constant SGDI score of 91%, while Angola,
at the other end, is beginning to show improvement,
moving from 41% to 44%.  A number of countries have
also improved, most notably Malawi, which has recorded
steady improvement from 47% to 65%, and Swaziland,
which has shown a marked improvement in the last
year and now has an SGDI score of 77%.

South Africa and Seychelles fall between 80% and 89%;
Swaziland, Botswana and Namibia register between
70% and 79%; Malawi is at 65%; and Lesotho,
Zimbabwe, Madagascar, Zambia, DRC and Tanzania all
come in between 50% and 59%. Mozambique and
Angola scored less than 50%. While there has been
some progress, there remains a great need to scale up
efforts and investment to improve the health of women
in SADC.
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Figure 6.2 compares the SGDI and the Citizen Score
Card (CSC), which measures women's and men's
perception of their governments' performance. These
perceptions capture the availability and quality of the
services offered. Over the last six years, the CSC score
has increased by ten percentage points from 58% to
68%. The most marked increase took place during 2012-
13, but the regional average remained static at 68%.
The average figure masks the score increases in seven

of the 13 countries for which researchers got CSC scores
this year, and declining scores in five countries.  The
improved CSC scores bring DRC (55% SGDI, 53% CSC),
Malawi (65% SGDI, 65% CSC) and Namibia (75% SGDI,
77% CSC) CSC scores to a very similar level as their SGDI
scores.  The citizens of Mauritius and Swaziland, which
have relatively high SGDI scores (91% and 77%
respectively), have previously rated their governments
quite critically.

Background

Section 76 of the country's new Constitution provides
for the right to health care and reproductive health
care. In addition, several laws and policies exist that
seek to promote maternal health and the delivery of
equitable health services. These include the National
Health Strategy for Zimbabwe (2009-2013), the Maternity
Act, the Maternal and Neonatal Health Road Map (2007-
2015), the Zimbabwe National HIV and AIDS Strategic
Plan II (2011-2015) and the National Gender Policy.1

However, many of the economic and social inequalities
faced by women, as well as their lack of access to quality

and affordable health care, continue to impinge
negatively on women's reproductive and sexual health.

Findings of the 2010-2011 Zimbabwe Demographic and
Health Survey show that there is a correlation between
women's empowerment and reproductive health care.
Women who participate in major household decisions
with their husbands or partners are more likely to
receive antenatal care (91%), delivery care (68%) or a
postnatal check-up within the first two days after birth
(30%) than women who participate in fewer or no
household decisions.2

Poor rural women with no education are least likely
to be empowered within their households, and
often unable to access reproductive health as well
as other forms of health care. No money to pay for
treatment and the distance to a health facility
account for the two main reasons (59% and 49%
respectively) cited by women, especially those living
in the rural areas, for not accessing health care for
themselves.3

One of the key indicators of women's empowerment,
maternal mortality, is improving. According to the
2014 Multiple Indicators Cluster Survey, maternal
mortality stood at 614 deaths per 100 000 live births
in the seven years preceding the survey, and 581
deaths per 100 000 live births in the five years
preceding the survey. The 2010-2011 Zimbabwe
Demographic and Health Survey put the maternal
mortality rate at ten maternal deaths for every 1000
births.

A nurse at Chivi District Hospital attends to a pregnant woman.
Photo: Courtesy of UNICEF website

The Protocol provides for state parties to, by 2015, adopt and implement legislative
frameworks, policies, programmes and services to enhance gender-sensitive, appropriate
and affordable quality health care; reduce the maternal mortality ratio by 75% and ensure
the provision of hygiene and sanitary facilities.

1 A Situational Analysis on the Status of Women's and Children's Rights in Zimbabwe 2005-2010.
2 Zimbabwe Demographic and Health Survey 2010-2011.
3 Zimbabwe Demographic and Health Survey 2010-2011.
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Kadoma policymakers have carried out a gender analysis
of sanitation facilities in two areas of Kadoma. They
completed this work as part of the development of a
strategic Water, Sanitation and Hygiene (WASH) plan
for Kadoma City council covering the next five years.
Since women comprise the major consumers of WASH
services, and as a Centre of Gender Excellence, the
council wanted to meet the needs of local women.

The activities carried out are in line with the SADC
Gender Protocol. Stakeholders saw a gender analysis
of sanitary facilities in Ngezi and Chemukute as the
broad objective of the initiative.  The specific objectives
included:

• To raise community awareness on gender and
sanitation;

• To capture gender dimensions in the Kadoma City
strategic WASH plan;

• To identify immediate issues that impart on gender
that needed attention;

• To improve accessibility of public water points and
sanitary facilities by women and children; and

• To change the attitude of the community towards
women and children.

Sanitary facilities are overloaded and old in many areas
of the town. This is particularly so in Chemukute and
Ngezi. Town developers originally built these settlements
as barracks for Polish soldiers during World War Two.
Council, therefore, is in the process of upgrading these

facilities so that people live a life there
with dignity.

It is against this background that
stakeholders completed a gender
analysis and needs assessment to
consider concerns of women and other
marginalised groups. The survey
involved focus group, administering an
interview and questionnaires and key
informant interviews.

Researchers placed particular attention
on women and other marginalised
groups as the major consumers of WASH
survives. Any disruption of these services
adversely affects woman and children
more than men. Thus, the council sees
it as fair to ensure that women have
the same opportunities as men in giving
their voice and ideas in the planning

and the implementation of WASH
projects. The partners in the project are Kadoma City,
Kadoma Residents Associations, GAA and the Ministry
of Education.

Results indicated that there is a need to consult women
in planning and managing WASH activities. Issues
identified as needing immediate attention include
motorising boreholes so that the disabled and young
children can easily get water, building accessed pumps
at water points and frequently unblocking sewage lines.
Women also mentioned the need to install lights at the
public toilets and include pad disposal systems.

The council also found that institutions like clinic and
schools do not comply in terms of access. Following this
survey, council promptly rehabilitated 21 water closets,
provided 21 disposable bins for pads in toilets, and
constructed seven water points. These changes have
helped reduce the time women spend fetching water,
so they can spend more time doing household chores
and other projects. This has greatly improved household
hygiene and sanitation.

The council also has a community water and sanitation
committee that looks after the maintenance of the
water and sanitation facilities provided. Women
comprise 75% of committee members. Women also
take part in participatory health and hygiene education
and health clubs.

Excerpt from Kadoma Municipality WASH
SADC Protocol case study, 2014
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Kadoma WASH facilities get a gender makeover

Kadoma City Council invests in ensuring a clean and gender-sensitive environment.
Photo: Tapiwa Zvaraya
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Figure 6.3. illustrates the maternal mortality ratio across
SADC. Zimbabwe's maternal mortality ratio is the second
highest in the region at 614 per 100 000 births.All the
countries in the region fall between 620 and 440.

About 24% of the women who die are between the
ages of 15-19 and 38% of these in 2011 belonged to
an apostolic group that encourages early marriages, as
well as polygamous marriages. The majority of women
who die in childbirth - 83% in 2011 - work in domestic
service, and have little or no education and tend not
to give birth in formal health facilities.4

Concerted efforts to increase women's access to
antenatal care and health services have contributed to
the decline in maternal mortality. The percentage of
births attended by skilled personnel has increased from
66% in 2010-2011 to 80% in 2014, and 79.6% women
delivered in a health facility.5

Pregnant women receiving antenatal care, which
reached a peak of 94% in 2005, and then dropped to
90% during the ZDHS 2010-2011 survey, is now at 93.7%.
In addition, seven in ten women had the World Health
Organisation (WHO) recommended four antenatal visits.6
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Figure 6.3: Maternal mortality rate per 100 000 live births in Southern Africa
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Source: Gender Links 2014; 2014 Multiple Indicators Cluster Survey, Unicef and ZimStat.

Mozambique

South A
fric

a

Tanzania

Namibia

Lesotho

Swazila
nd

Mauriti
us

Zambia

Malawi

Madagascar
DRC

Botswana

Angola

Seychelle
s

100

90

80

70

60

50

40

30

20

10

0

Figure 6.4: Percentage of births attended by skilled personnel
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Figure 6.4 shows that Zimbabwe still needs to improve
in terms of skilled personnel attending births. Currently
skilled personnel attend 66% of births. Other SADC
countries have done much better on this indicator,
including Mauritius (100%), Botswana (99%) and
Seychelles (99%).

The 2005-2010 Situation Analysis on the Status of
Women's and Children's Rights in Zimbabwe identified

“three delays” which contribute to a large proportion
of maternal deaths. These include the delay in
recognising a problem and deciding to seek care, the
delay in reaching a facility after the decision to seek
care, and the delay in getting effective treatment at
the facility. These three delays contribute to 72.8% of
maternal deaths.7 Of the maternal deaths notified
in 2010 and 2011, medical staff deemed 70% as
avoidable.8

4 Zimbabwe 2012 Millennium Development Goals Progress Report.
5 Zimbabwe Demographic and Health Survey 2010-2011; 2014 Multiple Indicators Cluster Survey.
6 Women and Men in Zimbabwe Report 2012, ZimStat, April 2013.
7 A Situational Analysis on the Status of Women's and Children's Rights in Zimbabwe 2005-2010.
8 Zimbabwe 2012 Millennium Development Goals Progress Report.
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Sexual and reproductive health

By 2015, countries should develop and implement policies and programmes to address
the mental, sexual and reproductive health needs of women and men.

Zimbabwe's Constitution provides for reproductive
rights, but limits these rights to the extent they infringe
on the constitutional right to life of the unborn child.
Section 52(b) on the Right to Personal Security, states
that there is a constitutional right to bodily and
psychological integrity, “subject to any other provision
of this Constitution, to make decisions concerning
reproduction.”14 Section 52 also requires informed
consent before anyone may be subject to extraction or
use of bodily tissue.15

Section 48, the Right to Life, requires parliament to
pass legislation to “protect the lives of unborn children,
and that Act must provide that pregnancy may be
terminated only in accordance with that law.”16

Lawmakers will have to interpret the provisions of the
2013 Constitution on reproductive rights alongside
those ensuring women's equality and non-discrimination
in order to provide reproductive rights for women that
are consistent with the equality guarantees under the
Constitution, as well as comply with international and
regional commitments.17

Researchers have identified the leading causes of
maternal deaths in the country as AIDS-defining illnesses,
post-partum haemorrhaging, hypertension/eclampsia,
infections, complications from abortion and malaria.9

Although gender violence does not feature as a cause
of maternal mortality, it is important to note that 5%
of women who have been pregnant reported that they
experienced violence during one or more of their
pregnancies.10 Any form of violence to women during
pregnancy puts their health and that of their unborn
child at risk.

A large proportion of maternal deaths occur during the
first 48 hours after delivery, emphasising the importance
of postnatal care. Zimbabwe's postnatal coverage in
the recommended period of within the first two days
after delivery has increased from 27%11 to 77.3% for

women who deliver in a facility or at home.12

The country's 2012 MDG Status Report recommends the
following measures to reverse the increasing maternal
mortality:
• Resolving the barrier of user fees;
• Minimising the “three delays”;
• Addressing cultural and religious objectors;
• Developing and disseminating targeted information,

education and communication materials to address
misinformation and misunderstanding on health
issues;

• Developing innovative strategies to engage adoles-
cents on sexual and reproductive health issues in order
to reduce teenage pregnancies;

• Ensuring adequate supplies of critical maternal and
newborn health and medical equipment and commo-
dities such as blood products; and

• Extending health education on maternal and newborn
issues to all women, particularly those in the domestic
services sector, and those with little or no education.13

9 2010 Millennium Development Goals Status Report Zimbabwe.
10 Zimbabwe Demographic and Health Survey 2010-2011.
11 Zimbabwe Demographic and Health Survey 2010-2011.
12 2014 Multiple Indicator Cluster Survey.
13 Zimbabwe 2012 Millennium Development Goals Progress Report.
14 Zimbabwe 2013 COPAC Constitution  ,48(3); The Politics of Engagement: Women's Influence and Participation in Zimbabwe's Constitution-Making

Processes, Claudia Flores and Patricia Made, forthcoming publication, UN Women.
15 Zimbabwe 2013 COPAC, 52 (c); The Politics of Engagement: Women's Influence and Participation in Zimbabwe's Constitution-Making Processes, Claudia

Flores and Patricia Made, forthcoming publication, UN Women.
16 Zimbabwe 2013 COPAC ,52(b); The Politics of Engagement: Women's Influence and Participation in Zimbabwe's Constitution-Making Processes, Claudia

Flores and Patricia Made, forthcoming publication, UN Women.
17 Zimbabwe 2013 COPAC ,52(b); The Politics of Engagement: Women's Influence and Participation in Zimbabwe's Constitution-Making Processes, Claudia

Flores and Patricia Made, forthcoming publication, UN Women.
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Country statistic/policy
Maternal mortality is beginning to decline from
a high of 960/100 000 reported in the 2010-2011
ZDHS
2014 Multiple Indicator Cluster Survey

Stakeholders debated abortion within the
constitution commissions and raised the issue in
public consultations during both of Zimbabwe's
constitution-making processes

614/100,00019

80
45

67

Abortion is not legal, except in rape
cases (Criminal Law Act)

63
92
34
78

Indicator Comment

Table 6.2: Key sexual, reproductive and health indicators

Current maternal mortality rate (Lifetime
Chance of Death from Maternal Causes (one
in how many)
% Births attended by skilled personnel
% Contraceptive use among sexually active
women 20-24
% Contraceptive use among married women
Number of deaths annually as a result of illegal
abortions
Country policy on abortion

Total coverage of sanitation facilities (%)
Urban coverage (%)
Rural coverage (%)
% Households with access to safe drinking
water

Source: Zimbabwe 2010-2011 Demographic and Health Survey; 2011 Zimbabwe Labour Force Survey; 2014 Multiple Indicator Cluster Survey.

“Reproductive health is a state of complete physical,
mental and social well-being and not merely the absence
of disease or infirmity, in all matters relating to the
reproductive system and to its function and processes.
Reproductive health therefore implies that people are
able to have a satisfying and safe sex life and that they
have the capability to reproduce and the freedom to
decide if, when and how often to do so. Implicit in this
last condition are the rights of men and women to be
informed and to have access to safe, effective, affordable
and acceptable methods of family planning of their
choice, as well as other methods for regulation of
fertility which are not against the law, and the right to
access appropriate health care services that will enable

women to go safely through pregnancy and childbirth
and provide couples with the best chance of having a
healthy infant.

In line with the above definition, reproductive healthcare
is defined as the constellation of methods, techniques
and services that contribute to reproductive health and
well-being by preventing and solving reproductive
health problems. It also includes sexual health, the
purpose of which is the enhancement of life and personal
relations, and not merely counselling and care related
to reproductive and sexually transmitted disease.”

Source: International Conference Population
and Development report, para 7.2

Defining reproductive health

18 ICPD 1999.
19 Multiple Indicator Cluster Survey 2014, ZimStat.

The adoption of these definitions marked the
beginning of a new era:  In 1995, at the Fourth World
Conference on Women (FWCW) in Beijing, the
international community agreed that human rights
include the right of women to have control over their
sexuality. Stakeholders have increasingly used the terms
sexual and reproductive rights in policies and
programmes throughout the world.

According to the International Conference Population
and Development (ICPD), the reproductive health

approach recognises women as subjects rather than
objects; upholds their dignity; respects their free and
informed choices; and responds in a comprehensive
manner to the totality of their health needs. It also aims
to promote men's understanding of their roles and
responsibilities regarding reproductive health and aims
to address the reproductive health issues of adolescents,
which traditional family planning policies largely
neglected.  Furthermore, it addresses the issues of HIV
and AIDS and sexually transmitted infections as part of
its discourse.18
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Family Planning/Contraceptive Usage
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Figure 6.5: Contraceptive use in Southern Africa
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Source: Gender Links 2014.

The 2010-2011 Zimbabwe Demographic Health Survey
report shows that 59% of married women use a
contraceptive method, and the prevalence rate for
modern contraceptive methods among married women
is 57%. The 2014 Multiple Indicators Cluster Survey
shows that contraceptive prevalence has increased to
67% for women age 15-49 years currently married or
in a union.

Only 45% of sexually active women between ages 20-
24 use contraceptives according to the same study. The
use of modern family planning methods for sexually
active unmarried women is 62%.20 Zimbabwe has
achieved nearly universal knowledge of contraception
with 98% of women and 99% of men having knowledge
of a contraceptive method.

There is higher contraceptive use among women with
more than secondary education (67%) and women in
rural areas are less likely to use contraceptive methods

than women in urban areas
(57% compared with 62%).21

Oral contraceptive (“the
pill”) is the most widely used
form of modern contra-
ception. According to the
2010-2011 Demographic and
Health Survey, the use of the
pill has increased from 23%
in 1984 to 41% in 2010-11.

Public sector family planning
services is the major source
of contraceptives for women
(73%). Women who received
contraceptives from the
public sector or a mission facility say they could to make
an “informed choice,” because these services inform
women of side effects, what to do if they experience
side effects, and other methods that they can use.22

A condom dress exhibit displayed
at the 2013 Zimbabwe gender
summit.

Photo: Nhamoyebonde Loverage

20 Zimbabwe Demographic and Health Survey, 2010-2011.
21 Zimbabwe Demographic and Health Survey, 2010-2011.
22 Zimbabwe Demographic and Health Survey, 2010-2011.

Contraception use is still low but it is improving:
Figure 6.5 illustrates that the number of countries with
contraceptive usage of more than 50% has increased
from five to six. Wide variations still exist when it comes
to coverage across the region.  At 76% coverage,
Mauritius has one of the highest rates of contraceptive
use in the world, while Angola has very poor coverage
(6%). A number of countries, such as Botswana,

Madagascar, Malawi, Namibia and Swaziland have
improved coverage of family planning in the last year.
As the United Nations Population Fund (UNFPA) has
estimated, society could prevent one third of maternal
deaths if countries made contraceptives available to all
women. This is clearly an area where stakeholders must
invest greater effort.
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The 2010-2011 Demographic and Health Survey findings,
however, compare to previous surveys and show little
improvement in the contraception method mix. Public
health facilities continue to be the dominant source of
contraceptives, making them less available to women
where public facilities do not exist.

Strengthening the contraception method mix and the
availability of information, services and contraceptives
at community level can increase access to women in the
rural areas and overall improve the contraceptive
prevalence rate.23 The unmet need for family planning
has remained unchanged since 2005-06 at 13% among
married women. If the country meets this need, the
prevalence rate for married women would increase
from 59% to 74%.24 However, Zimbabwe still does not
provide family planning services to girls under the age
of 16 who marry under customary law, which does not
set a minimum age of marriage.

Less than one percent of women use the female condom
as a form of contraception,25 even though there has
been a visible campaign in the country to promote it.
The 2010-2011 Demographic and Health Survey shows
an increase in the use of male condoms as a contraceptive
method from 1% in 2005-06 to 3% in the 2010-11 survey.

Women demand access to condoms at the 15th International AIDS
Conference in Bangkok in 2004. Photo: Colleen Lowe Morna

The Ministry of Health launched in 2014 a pilot project
in two areas of the country to vaccinate teenage girls
against the Human Papilloma Virus (HPV), which has
links to cervical cancer. The pilot National Demonstration
Project for the HPV vaccine is underway in Beitbridge
and Marondera and targets 10-years-old girls who will
receive three doses of the vaccine to complete the
course.

The project is a joint initiative between the Ministry of
Health and Child Care and The Ministry of Primary and
Secondary Education with the support of Global Alliance
for Vaccine and Immunisation (GAVI Alliance) and local
partners. It will run in the two sites until 2016 and
legislators will then extend it to other districts in the
country. The vaccine is one of two anti-cancer vaccines
available in the world and is effective in preventing
HPV.

No one has studied HPV infection in girls or boys before
the onset of sexual activities in Zimbabwe and there is
a need for epidemiological studies to determine the
HPV prevalence by age and sex. In addition, no services
exist for HPV testing in the public or private health care
sectors.

The pilot vaccine trials will help the government to
develop a public-funded initiative to reach more women
and girls with the vaccine nationwide, because the
majority cannot afford the cost of the vaccine, which
runs between US$180-$US300 in the private healthcare
sector. Cervical cancer is one of the leading causes of
death among women in the country and the Ministry
of Health allocated US$500 000 for cancer advocacy in
the 2014 national budget.

Government pilots cervical cancer vaccine

23 2010 Millennium Development Goals Status Report Zimbabwe.
24 Zimbabwe Demographic and Health Survey, 2010-2011.
25 Zimbabwe Demographic and Health Survey, 2010-2011.
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The right to choose

Abortion is legal only in limited circumstances.
Government subsidises the cost of contraceptives. No
legal restrictions exist on the provision of family planning
services to minors; adolescents from the age of 16 years
can access contraceptives without parental consent.
However, the adolescent birth rates indicate that they

still have unmet contraceptive needs and engage in
relationships in which negotiating the use of contra-
ceptives to prevent early pregnancies is often not
possible. The adolescent birth rate increased from 96
per 1000 girls in 2009, to 114.6 per 1000 in 2010-2011.
The rate is higher in rural areas (120 per 1000 girls)
compared to the urban areas (70 per 1000).26

Councillor Langton Mabhanga's drive to involve
communities in their own development has paid off.
Some 1500 women, men and children in the city of
Kadoma have been taking charge of their health
through community-based support groups and outreach
programmes.

A community-based support group comprised of three
qualified nurses, three youth and three persons living
with HIV make an average of ten home visits each
month, while every week the group provides blood
pressure and blood sugar screenings to about 120
women.

The council, through a partnership with Population
Services International (PSI), also provides sexual and
reproductive health services, which include HIV testing,
and counselling, sex education and free condoms.
Women make up 83% of the beneficiaries of the
community health services, which also specifically targets
elderly women.

Mabhanga has engaged doctors, physiotherapists,
nutritionists and counsellors who volunteer during the
outreach programmes as well as the council's bi-annual
health expo, which provides information on HIV and
AIDS and other diseases that affect women and youth.

Kadoma's health awareness programme has become a
lifeline to women like Fadzai Rombe, who learned that
her husband is HIV-positive after he spent time in prison

and needed his medication from home. “I started the
painful and severe mental process of dealing with my
husband's status. He hadn't told me about his test and
medication,” explains Rombe.

Upon his release from jail, Rombe's husband deserted
her and their three children. “I endured for three months
until I visited the Health Awareness Clinic... I now know
I can still live, move on and I will make it.”

The council also distributes blankets, utensils and clothes
to the pupils of Jairos Jiri School for the Visually Impaired,
65% of whom are girls.

The health programmes have enhanced the spirit of
volunteerism in the community and people are keen to
help each other. Mabhanga says the high level of
community participation is one way to sustain the health
initiatives.

Mabhanga believes that local authorities must ensure
accountability to women and girls in their delivery of
services. “Through poor service delivery, local authorities
perpetuate and amplify the community voices of
tradition that lead to gender stigmatisation.”

Mabhanga has plans to expand the idea of the Health
Fair to create a Gender Caravan and establish a “50/50
village.”

Source:  Derived from Councillor Mabhanga's presentation to
the SADC Gender Protocol @ Work Summit, May 2014.
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Gender and health take centre stage in Kadoma

Sanitation

The SADC Gender Protocol requires that by 2015 member states ensure the provision of
hygiene and sanitary facilities and nutritional needs of women, including women in prison.

26 Zimbabwe 2012 Millennium Development Goals Progress Report.
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Figure 6.6: Percentage total coverage of sanitation facilities
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The provision of sanitation and hygiene facilities is
integral to improving women's health throughout the
region. Poor sanitation results in increased spread of
communicable diseases such as TB and malaria, and
women are more vulnerable to both. Furthermore,
menstruation, pregnancy, and postnatal care become
increasingly difficult for women without proper hygiene
and sanitary facilities, as does caring for family and
community members living with HIV and AIDS. According
to the World Health Organisation, we could avoid almost
one tenth of all global deaths by providing clean drinking
water, better sanitation and improving water resources
management to reduce incidence of water-borne
diseases and cases of accidental drowning.

Household sanitation is everyone's responsibility, but
the reality is that women, especially those in rural areas,
bear a disproportionate burden of household
responsibilities. Information collected during the 2009
Multiple Indicator Monitoring Survey shows that in the
majority of households (81%), it is the responsibility of
adult women to collect water. Females less than 15 years
fetched water in 5% of the households and adult men
collected water in 13% of the households.27 It is easier
to complete tasks such as cooking, cleaning, care giving
and caring for children where there is running water.
Inadequate sanitation also affects women and girls'
personal safety.

There is a reduction in women's risk of experiencing
rape and sexual assault when toilets and water supplies
are located close to home, and where women do not
have to leave their homes at night to access these
services. Women thus have a stake in ensuring that their
countries develop good sanitation practices, and
lawmakers should harness their energies to implement
national and community projects to improve sanitation.
Although the SADC Protocol has provisions for providing
hygiene and sanitation facilities, the developments in
this sector have been slow.28

Gweru residents inspect a local service. Gweru City Council has improved
availability of both water and sanitation. Photo: Tarisayi Nyamweda

27 Women and Men in Zimbabwe Report 2012, Zimbabwe National Statistics Agency, April 2013.
28 ZWRCN 2013 National Budget Gender Analysis.

Coverage of sanitation facilities

Figure 6.6 highlights the coverage of sanitation facilities
in SADC countries. Zimbabwe's coverage is at 40%,
underscoring the great need to accelerate efforts in

sanitation. Zimbabwe fares worse than many of its
neighbours in this area, including Zambia (43%),
Botswana (64%) and South Africa (74%).
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Legislators have made commendable
strides to reduce maternal mortality and
to ensure that all women have accessible
and affordable antenatal care. Women's
and girls' access to sexual and repro-

ductive health education, information

and services, however, must be expanded and streng-
thened to enable women and girls to have quality
health care throughout their life cycle.

The National Alliance's suggestions in this area for the
post-2015 matrix are as follows:

SGP Post 2015

The post 2015 agenda and health and sexual and reproductive health in Zimbabwe

Table 6.3: Proposed targets and indicators for the health sector

Thematic area/target Proposed post-2015 targetsSDG

3.1 By 2030, reduce the global
maternal mortality ratio to
less than 70 per 100 000
live births

5.6 Ensure universal access
to sexual and reproductive
health and reproductive
rights in accordance with
the Programme of Action
of the ICPD and the Beijing
Platform for Action

1. Reduce the maternal mortality ratio
to less than  70 maternal deaths
per 100 000 live births

2. Ensure universal access to quality
healthcare for all people, allowing
them choice and control over their
bodies and sexual and reproductive
health rights and needs

3. Adopt and implement laws ensuring
women's sovereignty and choice
over their bodies and reproductive
health choice right to life

4. Ensure that no person's human and
health rights are violated for any
reason under any circumstances

1. Maternal mortality ratio29  (out of
100 000)

2. Percentage of births attended by
skilled personnel30

3. Contraceptive prevalence rate31

4. Percentage of contraceptive use
among sexually active men and
women

5. Percentage of adolescent
pregnancies

6. Policy that is progressive on
termination of pregnancy

7. Country policy on rights based
termination of pregnancy

8. Country policy and law  on
marriage age

9. Country policy on legal age to
access contraceptives

10. Percentage of women, men and
girls accessing mental, sexual and
reproductive health
services/facilities

11. Number of facilities providing
healthcare services

12. Number of mobile health facilities
and frequency of visits

13. Ratio of midwives to patients
14. Ante-natal care coverage

Percentage
15. Percentage of pregnant women

living with HIV accessing PMTCT
16. Number of health campaigns and

outreach programmes by local
councils

Proposed post-2015 indicators

Sexual and reproductive health and rights

Maternal mortality
Reduce the maternal
mortality ratio by 75%

Adopt and implement
legislative frameworks,
policies, programmes and
services to enhance
gender sensitive,
appropriate and affordable
quality health care

29 WHO, Health Demographic surveys.
30 WHO, Health Demographic surveys.
31 WHO Development Indicators.
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• Promotion of sexual and reproductive rights: Stake-
holders should integrate sexual and reproductive
rights into school curricula from primary school level,
and promote sexual and reproductive rights relating
to both men and women.

• There is a need to scale up research at the national
level:  More and better research is necessary at the
national level to inform the development and revision
of policies and programmes that address the sexual
and reproductive health needs of women and girls,
especially those in vulnerable situations. This includes
prisons, internal displacement camps, refugee camps,
as well as sex workers, elderly women and women
with disabilities.

• The decline in maternal mortality is encouraging.
Consistent efforts should continue through actions
such as IEC campaigns; the development and expansion
of comprehensive health services that have antenatal
facilities, and services that exist closer to the commu-
nities; and the investment of more resources in the
national budget towards initiatives to reduce maternal
mortality.

• Health care policies and strategies should begin to
focus on women's increasing risks of breast and cervical
cancers, diabetes and heart disease. There is a need
for national campaigns on women's health, as well
as financial investments in women's health centres
and in treatment, drugs and equipment for early
detection, as well as to increase women's survival
rates from breast and cervical cancers.

Next steps

Thematic area/target Proposed post-2015 targetsSDG Proposed post-2015 indicators

Non-communicable disease

Provision of basic rights
Ensure the provision of
hygiene and sanitary
facilities and nutritional
needs of women, including
women in prison

Develop and implement
policies and programmes
to address the mental,
sexual and reproductive
health needs of women
and men

Healthy lifestyles

5. Develop and implement inclusive
and holistic policies, programmes,
campaigns and information that
addresses the specific sexual and
reproductive health needs of all
people

6. Improved nutrition and reduce
malnutrition by 50%

7. Ensure the provision of safe water
and improved sanitation for all
people in both rural and urban areas

8. Ensure people, especially
adolescents, are educated about
their sexual and reproductive health
and rights

9. Ensure all citizens have access to
information and facilities for testing
for and treating cancers and other
diseases, also early detection

10. Embark on campaigns to ensure
education on cancer and other non-
communicable disease, also
mainstreaming gender in care work

11. Promote healthier lifestyles, focusing
on prevention to reduce ill health
such as hypertension and diabetes

6.1 By 2030, achieve universal
access to safe and
affordable drinking water
for all

6.2 By 2030, achieve adequate
sanitation and hygiene for
all, paying special attention
to the needs of women and
girls

17. Number of local councils that
provide diverse and inclusive
information on health and sexual
reproductive health

18. Percentage total coverage (urban
and rural) of sanitation facilities

19. Percentage of access to safe
drinking water (rural, urban,
prisons, refugee camps)

20. Percentage of women attending
educational programmes on
sexual and reproductive health
rights

21. Percentage of child mortality
(urban/rural)

22. Prevalence of cancers among men
and women (disaggregate forms
of cancer e.g. cervical cancer,
breast cancer)

23. Number of local councils that
provide information or organise
events to promote awareness of
cancers and other health
conditions

24. Number of cancer screening and
testing centres

25. Adoption of low cost screening
management

26. Prevalence of raised fasting blood
glucose among adults aged ≥ 25
years (percentage) by age and sex

27. Prevalence of raised blood
pressure among adults aged ≥ 25
years by age and sex (percentage)


