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1.0 Definition of Key Terms
SRHR refers to the various issues that affect women and men and represents four areas which include
sexual health, sexual rights, reproductive health and reproductive rights
Sexual health is a state of physical, emotional, mental and social well-being concerning sexuality.
However, in communities within Zimbabwe, sexuality issues are often seen as taboo.
Sexual rights involve the right to fulfil and express sexuality as well as enjoy sexual health.
Reproductive health is about the ability to have a satisfying, safe sex life and the capability to reproduce, including the freedom to decide if, when and how to do so.
Reproductive rights – involve the recognition of the basic right of all couples and individuals to decide freely and responsibly the number, spacing and timing of their children, having the information
and means to do so. This is where issues of family planning come into place.
Gender justice refers to equality and equitable distribution of power, knowledge as well as resources
between women and men, (Side by Side, 2021)
Gender-Based Violence refers to any act that results in, or likely to result in, physical, sexual or
psychological harm or suffering to women because of being women and to men because of being men,
including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in public
or private life. (Based on article 1 and 2 of UN General Assembly Declaration on the Elimination of
Violence against women, 1993)
Universal Declaration of Human Rights: The Universal Declaration of Human Rights is an international document adopted by the United Nations General Assembly that enshrines the rights and
freedoms of all human beings.
Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW) is an
international treaty adopted in 1979 by the United Nations General Assembly. Described as an international bill of rights for women, it was instituted on 3 September 1981 and has been ratified by 189 states.
Beijing Platform for Action: The Beijing Declaration and Platform for Action or BPfA is a landmark
document for advancing the rights of women and gender equality worldwide agreed during the 4th
World Conference on women in 1995. The international community came to a consensus and agreed
to a comprehensive blueprint of commitments supporting the full development of women and their
equality with men in 12 areas of concern: (1) women and poverty; (2) education and training of women;
(3) women and health; (4) violence against women; (5) women and armed conflict; (6) women and the
economy; (7) women in power and decision-making; (8) institutional mechanisms; (9) human rights
of women; (10) women and media; (11) women and the environment; (12) the girl child.
SADC Protocol on Gender: The SADC Protocol on Gender and Development looks into integration
and mainstreaming of gender issues into the SADC Programme of Action and Community Building
initiatives which are important to the sustainable development of the SADC region. The Protocol aims
to provide for the empowerment of women, eliminate discrimination and achieve gender equality by
encouraging and harmonising the development and implementation of gender-responsive legislation,
policies and programmes and projects.
The Constitution of Zimbabwe is the supreme law of Zimbabwe. The constitution was approved in
the referendum of 16 March 2013. The parliament approved it on 9 May 2013, although it became operational from the 22nd of May 2013.
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2.0 Introduction
This is a report for the SRHR and Maternal Health Conference held in Bulawayo on the 1st of June
2021 at the ZITF tea room. The conference was attended by a total of 45 participants who came from
the Bulawayo and Umzingwane communities. The meeting was graced by stakeholders from different
ministries, civil society, local authorities, gender commission, academia and Parliamentarians with
special attendance by the Chairperson of the Parliamentary Portfolio Committee on Health and Childcare. The conference sought to take stock of access to SRHR and maternal health care services in the
country and to proffer solutions for gaps and challenges faced especially amid the COVID 19 pandemic.
Below is the background and highlights of the event as presented by the different presenters and recommendations for the way forward.
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3.0 Background, Problem Statement and Zimbabwe’s
National Health strategy
Several countries within the Southern African Development Committee (SADC) region failed
to mainstream Sexual and Reproductive Health Rights (SRHR) into their Covid-19 response,
leaving many women and girls without vital services during the pandemic. According to the 2020
SADC Gender Barometer which was launched in August 2020, many girls and women are struggling without vital services and support throughout the region during the pandemic. Statistics
show that in the region, more than 600 120 people have contracted the virus with 11 738 deaths
and 447 943 recoveries. The pandemic has not only affected healthcare service delivery but led
to a spike in the abuse of women and girls including in Zimbabwe. The barometer also noted
that maternal mortality remains high across the region, despite political commitment to reduce
it as the target remains 70 deaths per 100 000 women. Many women experience disrespect and
abuse at health facilities and choose to deliver at home, putting themselves and their babies at
risk of complications and death. Currently, 458 maternal deaths occur per 100,000 live births in
Zimbabwe. The COVID-19 pandemic has exacerbated this crisis by further straining an already
weakened health system, particularly maternal health. In addition, there has been a disruption
in the availability of resources and other factors beyond the control of the institutions. During
the first wave of COVID-19, the provision of maternal health care, including emergency obstetric
and neonatal care services, was severely disrupted. In particular, the urban centres of Harare and
Bulawayo have seen a marked increase in maternal and neonatal deaths. This is because referral
hospitals located in these cities receive some of the most critical cases from around the country,
including delayed referrals. It is in this regard that Women’s Institute for Leadership Development (WILD), Bulawayo Progressive Residents Association (BUPRA), and Diakonia conducted an SRHR and Maternal Health Services conference to understand access to comprehensive
health care services in Bulawayo and Umzingwane.

3.1 Zimbabwe’s National Health Strategy
In 2016, Zimbabwe was motivated to realign its health policy to the Global strategy by designing and adopting a National Health Strategy (2016 – 2020) (MOHCC, 2015). The strategy provides a national health framework and guidelines to provide, administer, coordinate, promote
and advocate for the provision of equitable, appropriate, accessible, affordable and acceptable
quality health services and care to Zimbabweans while maximising the use of available resources
in line with WHO Primary Health Care Approach. It is anchored on 4 priority areas, that is: 1)
Communicable Diseases, 2) Non-Communicable Diseases, 3) Reproductive, Maternal, Newborn,
Child and Adolescents and 4) Public Health surveillance and Disaster Preparedness and Response. Through the strategy, the government of Zimbabwe commits to enhance service delivery
platforms or entities, creation of an enabling environment in which policy and administration
are effectively implemented and coordinated. It also commits to enhancing sustainable funding
mechanisms for health in which people access and use quality services without hardships (Global
Fund, 2013; World Bank, 2015). It acknowledges the need for significant investments in health
system strengthening for health facilities, service delivery and coordination platforms to operate
optimally. For all these commitments to work, the health workforce, medicines and other commodities, health information system, transport and infrastructure and ultimately, leadership and
governance are transformed accordingly (MOHCC, 2011, 2015). All these efforts were adopted
from the Global Strategy which promised to support country-led policy plans, integrated delivery of health services, stronger health systems, sufficient numbers of skilled and well-equipped
health workers, good-quality services, innovative approaches and improved monitoring, evaluation and accountability (WHO, 2015).
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3.2 Problem Statement
Despite increased national efforts to create an inclusive health system in Zimbabwe, gender
equality and integration remains significantly low and uneven. Political, human and financial
barriers to deliver on gender-responsive health promises are evident both in initiatives and efforts to integrate gender dimensions into sector-specific programs and planning. In instances
where gender-responsive health policies exist in the health sector, implementation and coordination remain weak because of unclear and gender-blind strategies, targets and indicators at the
planning level (Pendleton et al, 2015). Zimbabwe’s National Health Strategy (NHS) commits to
principles of equality and equity and further dedicates an entire priority area in line with Global
Strategy on Women’s, Children’s and Adolescents’ Health. However, the other 3 priority areas
of the strategy are gender-neutral. Their targets and indicators are silent on women and girls
and therefore do not show how the whole strategy will consider gender dimensions and integrate them in the whole strategy, beyond one gender-specific priority area. Women and girls’
health issues go beyond their biological needs, even though these too are critical to address and
resource. The NHS is founded on the constitutional provisions in the Constitution of Zimbabwe
stipulating that every citizen and permanent resident of Zimbabwe has the right to access basic
health care services including reproductive health and that the State must take reasonable legislative and other measures within the limits of the resources available to it to achieve the progressive realisation of health rights for all citizens. However, with the COVID-19 pandemic, the
situation has become worse for women and girls.

“

The challenges that
women face concerning
access to health can be
summarised as the
absence of waiting mothers’ shelters, poor
road infrastructure, long distances to get
to the nearest medical services, lack of
medication and qualified health personnel. Since the burden of caring for the sick
falls heavily on women, it is important to
highlight that where health services are
not available, accessible, affordable and
of good quality, women bear the brunt of
providing the necessary
care and support.
- Prof Chingarande.
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4.0 Opening Remarks and agenda-setting by Samukeliso
Khumalo Executive Director (WILD)

Samukeliso Khumalo gave welcome remarks for the conference. In her remarks she focused on
the key questions meant to guide conversations during the dialogue and engagement processes
proffered by strides that have been made about SRHR, gender equality and health, globally and
in Zimbabwe. She explained the context and the challenges that the country faces about healthcare, particularly for women and girls.
Ms Khumalo highlighted that the equality agenda between men and women is an important
aspect as it is a United Nations basic principle in the United Nations Charter’s preamble. She
noted that the mention of Sexual and Reproductive health in poor countries such as Zimbabwe
brings up horrific pictures of pain and death where instead of celebrating life and being happy
to give birth, menstruate and be admitted into hospitals women are living in fear. Ms Khumalo
questioned why this is happening when the world prides itself in having necessary instruments,
laws and policies for gender equality and women’s empowerment. She noted that commitments
to promote gender equality and women’s empowerment (GEWE) are reiterated by the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) of 1979,
the Beijing Platform for Action of 1995 (UN Women, 2015); and in the outcomes of numerous
major UN conferences such as the World Conference on Human Rights in Vienna, 1993 and
the World Summit for Social Development in Copenhagen of 1995 (UN,1995).
She highlighted that in 1997, the United Nations Economic and Social Council (ECOSOC)
adopted a resolution for all specialised agencies of the United Nations to mainstream a gender perspective into all their programmes and policies (WHO, 2000). Sustainable Development Goal 5 on gender equality and women’s empowerment forms the main pillar of the entire
sustainable development framework. In establishing the SDGs, governments recognised the
contribution of women in social and economic development and the cost to societies of the
multiple issues that women encounter in most countries of the world (SDGs, 2015; Shrine et al,
2018). As a result of the Programme of Action of the International Conference on Population
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and Development (ICPD) in 1994, the World Health Organisation (WHO) created a women’s unit on health, which later evolved into the Department of Gender, Women and Health
(GWH). The Commission on Social Determinants of Health set up by WHO in 2005 formed a
Knowledge Network on Women and Gender Equity to systematically examine gender as one of
the key determinants of health inequalities. Resulting from a series of these commitments, the
Sixth World Health Assembly adopted a resolution WHA60.25 to integrate gender analysis and
action into WHO’s work. Since then, WHO has been scaling up its work to analyse and address
the role of gender in building evidence, developing norms and standards, tools and guidelines,
making and implementing policies and programmes (WHO, 2010).
In 2010, the Global Strategy for Women’s and Children’s Health was launched by United Nations resulting in a worldwide multi-stakeholder movement, Every Woman Every Child to advance health-related Millennium Development goals, commitments and advocacy for women
and girls (Stenberg et al, 2014). However, by 2015, far too large numbers of women across the
world still had little or no access to essential, basic quality primary health care services, clean
and potable water, education, sanitation and good nutrition. They continued to experience
extreme violence and discrimination and were unable to fully participate in society and enjoy
their human rights. The death toll remained unacceptably high at 289,000 maternal deaths, 2,6
million stillbirths, 5,9 million deaths of children under the age of five and it is assumed most of
these deaths could have been avoided.
As a result, in 2016 an updated version of the strategy with expanded target groups was established, the Global Strategy for Women’s, Children’s and Adolescents’ Health (2016 -2030)
with objectives and targets aligned with the Sustainable Development Goals (SDGs). The global
strategy aims to create a world in which every woman, child, and adolescent in every setting
realises the rights to physical and mental well-being, has socio-economic opportunities and
can participate fully in shaping prosperous and sustainable societies. It seeks to accomplish
these goals through striving to end preventable deaths, thriving to ensure health and well-being
and transforming and expanding enabling environment for the delivery of the strategy (Every
Woman Every Child - WHO, 2015). With the COVID-19 pandemic, the situation has become
worse for women and girls. Ms Khumalo highlighted that the conference sought to establish
the status of women and girls with regards to their Sexual and Reproductive Health Rights
and delve into the available resources by different stakeholders including the government, to
support SRHR initiatives. Opening remarks were followed by meeting objectives led by the
Diakonia representative.
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5.0 Objectives of the Conference by Diakonia
Representative  Lillian Matsika, Programs Officer:

• The meeting sought to unearth the work that various stakeholders are doing in line with
SRHR and Maternal health.
• To find out if the government of Zimbabwe is addressing the needs of the marginalised.
• To understand communities’ views on Health Private partnerships and the impact of these on
the general public.
• To hear actual experiences of women and girls concerning SRHR and Maternal Health issues.
• To capture community demands in the provision of SRHR and Maternal health care.
• To get baseline information on the status of SRHR and Maternal Health services in Bulawayo
and Umzingwane.
• To get lived realities of rural and urban women and young girls as they try to access SRHR
and Maternal Health Services.
• To get more understanding on SRHR and Maternal Health policy implementation in order to
improve health service provision by the government.
• To Identify gaps and challenges in the provision and accessing of health services and rights.
9

• To map of advocacy issues on health.

5.1 Participants Expectations
• To understand from local authorities their challenges in delivering SRHR and Maternal health
services
• To steer discussion towards finding ways of mainstreaming SRHR during natural disasters
and pandemics.
• To come up with solutions and best practices on the attainment of SRHR.
• Legislators to take community concerns on SRHR to parliament.
• To come up with strategies for raising awareness on SRHR issues.

6.0 Session 1 Highlights -Are we there yet? Provision of
SRHR and maternal health services for rural and urban
women: Challenges and opportunities

Presentation by Dr Gracious Maviza – Institute for Development Studies (IDS), National University of Science and Technology.
Dr Maviza highlighted that at a regional level, at least 808 women die every day from preventable causes related to pregnancy and childbirth.
• These statistics could have been prevented but because of lack of investment in maternal
health, Zimbabwe also follows the same trajectory and has a very high number. There are so
many injuries and infections that could be prevented in our general hospitals in Zimbabwe,
which are the biggest and most accessible for the general populace of Zimbabwe. Strides have
10

been made in Zimbabwe’s health sector but there are several issues that we grapple with as a
country.
• Sustainable Development Goals (SDGs) that speak to these issues provide an opportunity for
countries to accelerate progress to improve maternal health for all women regardless of how
wealthy they are and where they are located.SDG number 3 seeks to reduce global maternal
mortality to less than 70 per 100000 live births.
• In Asia and Sub-Saharan Africa and particularly in Zimbabwe, the health sector is still recovering from decades of significant challenges that include an economic meltdown, inadequate
financing and shortages of qualified staff. Currently, a significant number of nurses have left the
country. The country continues to train and invest a lot in these nurses and yet the country fails
to keep them. The nurses are demotivated and they often go on strike as their concerns are not
addressed.
Nurses in public hospitals are known to have a bad attitude and are known to be very rough and
although we may question this, it is often because they are disgruntled.

6.1 Zimbabwe’s Health System
The maternal health sector in Zimbabwe has been deteriorating since the year 2000 while in
2008 the country’s health system nearly collapsed. There has been gradual structural dilapidation in every sector as infrastructure, laws and regulations are mostly from the colonial era and
not much has been done to reduce the dilapidating infrastructure and the economic situation
has been a contributing factor. The aforementioned factors have led to a drastic decline in the
quality of health services in the country. In 2020 the emergence of COVID-19 overwhelmed the
health system even more and this resulted in the reallocation of funds to focus on COVID-19.
This further impacted negatively on the health sector. During the COVID-19 lockdown, there
were numerous disruptions of health services supplies as women who were supposed to take
medication for antiretroviral therapy and pregnancy check-ups could no longer do so due to
the restrictions on travel. The maternal health objective is to ensure that mothers and children
in every stage of their pregnancy (antenatal, delivery and postnatal care), are healthy and well.

6.2 Maternal Health Service Provision in Urban and Rural Zimbabwe
(FACTS)
Maternal healthcare is a legal entitlement for every woman to receive care during pregnancy,
childbirth and the postpartum period. Government is the main duty bearer who is expected
to provide the necessary health facilities that fully cater for the needs of women. In Zimbabwe,
assistance is mainly being provided by the Global Health Fund, donor agencies such as USAID
and non-governmental organisations. Zimbabwe has a heavy burden of high maternal, neonatal and child mortality compared to countries in other regions of the world. In rural areas, there
is a lack of sound health facilities at satellite clinics and this is hampering the fight against maternal deaths. The unavailability of maternal facilities means that some expecting mothers cannot be accommodated. The health system in rural areas is supported mostly by Village health
workers, local clinics, and access to district hospitals, provincial, general/referral hospitals and
private institutions is limited and this has an impact on service delivery. SRHR is a human right
and research was conducted with adolescents in Bulawayo, Matobo and Insiza where 36 per
cent said there is medium access to SRHR services while 45 per cent said there was high access
to these services. Dr Maviza noted that although available, accessibility levels are not impressive
in both urban and rural areas. In rural areas, this is attributed to the distance to facilities and
socio-cultural and religious institutions and dynamics, which have greatly hampered access to
SRHR and led to Sexual Gender-Based Violence (SGBV).
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6.3 Maternal and New Born Health Cascade by Area - Multi-Indicator
Cluster Survey (MIC 2019)
Ninety-two per cent of women in rural areas receive antenatal care while in urban areas the figure stands at 96 per cent. Nationally, in rural areas, 73 per cent of the women visit health centres
at least 4 times and in urban areas, the number stands at 68 per cent. Dr Maviza highlighted that
this is very impressive because a significant number of women have access to health services
although on varying scales. In terms of delivery care, institutional delivery in urban areas constitutes 94 per cent for both institutional delivery and accessibility of skilled attendance at birth.
In rural areas, the figure stands at 82 per cent for the latter and the former.
In terms of postnatal care, maternal check within two days after delivery stands at 91 per cent
in urban areas while in rural areas the figure stands at 78 per cent. This shows that what is happening in Tsholotsho is not what is happening in uMzingwane. Statistics of the newborn check
within two days stands at 94 per cent in urban areas and 90 per cent in rural areas.
Bulawayo is doing quite well because the institutional delivery is at 91, skilled attendance at 93
per cent. Postnatal care after two days of delivery for mothers is at 90 per cent while and for
newborns, the figure is at 95 per cent. There is a low number of health institutions in rural areas
coupled with the long distances that women have to walk to access the clinic. Dr Maviza noted
that although there has been important progress that has been made in the country in the last
two decades, there is still room for improvement because there are other women who still experience poor quality of care during pregnancy and after birth due to the economic meltdown,
resource shortages, high staff turnover as the country has lost so many skilled, experienced and
seasoned health personnel who have migrated.
The health sector is not fully equipped. Dr Maviza gave examples highlighting that some areas
in rural Zimbabwe do not have machines for checking Blood pressure and there are no beds in
waiting shelters.
In Matabeleland North and South, Zimbabwean citizens that migrated to neighbouring countries, are now creating associations to assist in the areas where they come from and this is
happening in Maphisa, Plumtree and Tsholotsho as they are bringing in beds with the blessing
of the Rural District Councils. Dr Maviza noted that these efforts which are being put in place
by locals to address the emerging needs within their communities are commendable. However,
she noted that because of the public’s perceptions of public health institutions, most people are
not going to the health centres and this is resulting in a high mortality rate.

“

”

Are We There Yet?
Zimbabwe is somewhere in between in terms of providing
better services for both SRHR maternal healthcare. There is a need for
the betterment of the infrastructure in terms of legislation
and services.
- Dr Maviza

12

“

It is our human right
imperative that we
should make motherhood as safe as it can be
right from pregnancy,
childbirth and postnatal
care. - Dr Maviza

”
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6.4 Session 1 Highlights Gender Justice: Gender-Based Violence, SRHR
and Maternal Health Care Presenter: Princess Khumalo
(Musasa Project)
Where there is gender justice, both men and women equally define and shape policies and any
other decisions that affect their lives and society as a whole, thus ushering in greater freedom
and increased well-being. Such decisions could be on SRHR for example. The absence of gender
justice leads to gender inequality (unequal treatment of men and women). It is undisputable
that the impact of gender injustice is severely felt by women and girls than by men and boys.
The inclusion of women and girls, is essential in decision making with regards to policies and
issues related to SRHR and maternal health.

6.4.1 Causes of Gender Injustice
• Patriarchy, societal mindset, unequal access to education, unequal employment opportunities
• Inadequate legal protection of vulnerable groups, lack of bodily autonomy especially amongst
women (decisions on Family Planning and Sexual Reproductive Health)
• Restricted religious freedom for women
• Limited political will on gender-related issues.
• Exclusion of the common person in decision making of issues affecting them.
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6.4.2 Causes of GBV
Patriarchy, disrespect, abuse of power, harmful practices. GBV often at times tends to have its
adverse effects on women and girls than men and when left unattended to can result in the following injuries: death, divorce and imprisonment.

6.4.3 Umzingwane Shelter: The case of Musasa Project
One of the key functions of the Musasa Project is to offer shelter for victims of various forms of
GBV. A greater percentage of the beneficiaries are women and girls because these marginalised
groups are largely exposed to GBV. In as much as there was a hike in reported cases of GBV
during the COVID-19 induced lockdown, Musasa Project’s impact was far-reaching beyond
the large cities of the country. In Umzingwane, a Shelter aimed at offering psychosocial support
to GBV survivors remained in its vibrancy. From July 2020 to April 2021, 396 GBV survivors
(individuals) have accessed post GBV care services at the temporary safe shelter. Below are
some of the statistics that outline the services that were provided through the temporary shelter:
• 219 survivors and 71 accompanying children were provided with temporary safe shelter.
• 267 survivors accessed shelter services either as walk-in clients or through mobile counselling
outreach activities within the District.
• 25 survivors have returned to the shelter for further assistance on their cases
• 29 teenage pregnancy cases have been attended.
• 35 of these cases were of rape and only 5 were reported within 72 hours and accessed Post
Exposure Prophylaxis.
• Most girls aged between 10–19-year-olds are the ones that reported rape.

“

“Are we giving adolescent
girls space and opportunity
to fully partake of policymaking processes that
relate to full access to
SRHR services?”

”

– Princess Khumalo
(Musasa Project)

6.4.4 GBV and Sexual and Reproductive Health Rights
The persistence of GBV can lead to other various social consequences especially on women
and girls through a deprivation to entitlements such as Sexual and Reproductive and Health
Rights (SRHR). There is a continued dialogue on whether as a society we have reached a point
of allowing adolescents to access birth control alternatives. It is known that the correct use of
15

birth control alternatives can curb instances of unplanned and unwanted pregnancies, therefore reducing the prevalence of HIV infections. In Zimbabwe, access to services of this nature
remains largely exclusive to social groups such as adolescents. Girls are demotivated to seek
these services as health personnel are not as helpful as anticipated but instead are quick to name
calling adolescents who would have made an effort to solicit SRHR services. Inadequate protection of adolescent girls both socially and legally exposes them to sexual exploitation. Those who
are in sexual relationships with older partners find themselves exposed to sexually transmitted
infections, unwanted pregnancies, unsafe abortions, and in worse case scenarios, suicide. Adolescent girls are often excluded in policy-making forums yet some of the policies affect them
directly. In a bid to bridge this gap Musasa Project offers cash assistance for women and girls to
access maternal health care services.t.

7 .0 Session 2 Highlights -The status of SRHR and
Maternal Health Services.The Case of Mzingwane and
Bulawayo.(Director of Health Services, Umzingwane RDC.
Presentations by Lungile Ndlovu and Catherine Banana
respectively.

7.1 Umzingwane District Health Services Profile
Umzingwane has a total population of 62000 people, 52% of the population are females while
males are around 48%. The Umzingwane district has 17 health centres, 5 of them are government clinics, 10 are local authority clinics and 2 are private clinics. 8 out of 15 clinics have
mothers waiting homes, all clinics do deliveries. 15 out of 17 are under the RBF programmes,
they access funds according to results, number of deliveries and proper registration. Some of
the clinics that are not under the RBF funding, face many challenges and these include a lack of
adequate equipment and enough staff members. Matopo has 5 wards and 4 clinics, the furthest
16

person has to walk around 15KM to access medical attention, Nswazi has 4 wards and 2 clinics, a person walks an average of 12.5KM to access medical attention, Mzinyathini has 3 wards
and 4 clinics and the farthest person has to walk around 16KM to access medical attention and
Sigola has 2 wards and 2 clinics and the furthest person has to walk an average of 8KM access
medical attention.

7.1.1Challenges faced in Mzingwane District
Clinics in this district face several challenges that have hampered their provision of quality
health services these include, inadequate maternal equipment and staff shortages that have
been attributed to the brain drain and general staff turnover due to pathetic working conditions. Some clinics have no mothers waiting homes and women under these wards end up
giving birth at home. Further worsening the situation is cultural beliefs that have contributed
to the underutilisation of mothers waiting rooms for instance at Mawabeni women’s shelter it
is believed there are goblins. There are no ambulances in the clinics under Umzingwane district and this, coupled with transport challenges has made it hard for women to access medical
attention in time. Women also face food shortages in their households, due to this they prefer
to go to Mtshabezi because the clinic offers food to waiting mothers compared to Mbizingwe
clinic which does not offer them food.
Shale clinic is a new clinic that was opened in January 2021, the local authority commissioned
the clinic and then it was registered. The clinic faces challenges such as lack of resuscitation
machines, low drug levels and lack of towels.

7. 2 Bulawayo City Council Health Services Profile.
The Bulawayo City Council has 21 clinics, 19 clinics are in use, 4 are maternity centres, 2 were
leased, 14 are non-maternity centres and 1 industrial clinic. Bulawayo City Council offers vaccinations programmes to the communities, for instance, the HPV Vaccines for girls since 2018,
outreach services for communities such as Cowdray Park and Emganwini which do not have
adequate clinics, growth and monitoring education for mothers and their babies and adolescent
health care. The Ante-Natal Clinic (ANC) booking is US$ 20/1695 ZWL up to 6 weeks, the
ANC booking is heavily subsidised and as it should be around US$ 150. However, there was a
noted reduction in the number of patients assessing SRHR services in 2020 due to COVID-19
regulations.
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7.2.1 Bulawayo City Council Challenges
The brain drain has reduced the number of staff members in clinics as they migrate to other
countries in search of greener pastures.
There are shortages of linen, temperature reading machines and Blood Pressure (BP) machines
They need scales, ultrasound scans, BP machines and new furniture which will make their work
easier

8.0 Session 2 Update on Legislative Reforms in SRHR and
Maternal Services Presenters: Dingane Dhlomo (Ministry
of Women Affairs, Gender and Community Development)
and Dalubuhle Sibanda (Gender Commission)

Dhlomo gave a list of International and Regional Protocols that support access to quality health
services starting with the founding declaration termed the Universal Declaration of Human
Rights, Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW), Beijing Platform for Action, SADC Protocol on Gender and Constitution of Zimbabwe:
a country level we have the following proposed Bills Sexual Harassment Bill, Criminalization of
Consensual Sexual Acts among Adolescents, the National Adolescent Sexual and Reproductive
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Health Strategy 2010 -2015, Domestic Violence Act which details all gender-based violence
issues and how they are conceptualised. The age of consent to health services and the age of
consent to receive medical treatment, including access to contraceptives and HIV counselling
and testing services, is not provided in the legislation. The legal age of marriage is 18 for boys
and 16 for girls, according to the Marriage Act Every person has the right to decide on marrying. No person can be forced into marriage against their will – decisions about whether to
marry or not, whom to marry and when to marry can only be made by the individuals concerned. Women and men have the same rights in marriage and in deciding whether, when and
whom to marry. Children cannot be pledged in marriage. Once married, young people are
considered adults and do not require parental consent to access SRHR services. Only about
half of the countries in the region have legislation and policies governing the management of
learner pregnancy and re-entry to school after delivery. Where these exist, the policies tend to
approach learner pregnancy from a punitive perspective. There is need to consider protection
of young girls from harmful cultural practices which include Pledging girls, Wife inheritance,
Child/early marriage.

8.1 Sexual Reproductive and Health Rights in the Zimbabwean context
Good SRHR means that you have the knowledge, skills, services and ability to make responsible, positive, informed and safe sexual choices – including choosing not to have sex.
Being able to access your SRH rights and being responsible, helps to ensure that you attain good
SRH and can support others to do the same.
Everyone has the right to privately and confidentially make their own decisions about their
sexual and reproductive life and to have these decisions.
Doctors and health service providers have a responsibility not to share a patient’s health or
medical information with anyone else.
This means that what you tell a doctor or health professional is private and it is against your
rights for that information to be shared with anyone else.
However, if you are under 16 and not married, you are considered by law to be too young to be
engaging in sex and if a doctor or health practitioner is concerned for your safety, they can seek
your parents’ agreement before providing SRH services.
Everyone has the right to information and education on SRHR, including the right to know
about the benefits and availability of sexual and reproductive health services.
Everyone also has the right to be treated with respect when accessing SRH information. Even if
you are under 16 and not yet ready to engage in a sexual relationship, you have a right to access
information about your SRH.
Having accurate information will help you to make safe, mature and responsible decisions
about your sexual and reproductive health when you are ready.

8.2 What are sexual and reproductive health rights (SRHR)?
Sexual and reproductive health and rights include having the choice and ability to:
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Decide to be sexually active or not.
Select a partner of your own choice.
Be accurately informed about SRH issues.
Be free from harm, violence and abuse.
Decide to marry or not (and whom to marry).
Plan to have children or not (and when, and how many).
Be treated with respect and confidentiality when accessing SRH services.

9.0 Session 2 SRHR and Maternal Health Implementation
to improve Health Services by the government Presenter:
Dr Ruth Labode (Chairperson of the Parliamentary Portfolio Committee on Health and Child Care).

Challenges that cripple the provision of SRHR and Maternal Health Services care include the
following:
Underfunding makes it near impossible for women and young women to access efficient SRHR
and Maternal Health Services. The COVID-19 pandemic forced Zimbabwe’s Ministry of Health
and Child Care to divert possible avenues for SRHR funding towards addressing the burden
that came with the epidemic.
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User Fees at central Hospitals are exorbitant and therefore, deny equal access to SRHR and
Maternal Health Care Services in Zimbabwe. By law, there should not be a mother who pays
for maternity user fees. Mpilo Hospital collects nearly $3 million ZWL, which fails to bridge
budget deficiencies due to misappropriation of funds to administration instead of health needs.
Legislation inconsistencies around SRHR and Maternal Health Care Services in the country
inhibit the provisions and access to these services. In Zimbabwe, 13-year-olds are prohibited
from seeking health services without the supervision of an adult or parent. Comprehensive Sexual Education is not being fully implemented in schools at the moment as adolescents do not
access SRHR services. To ensure that laws are implemented equitably, there will be SRH nurses
at schools and as a result, adequate funding will be availed in that regard. Poor policies in the
country are the cause of high maternal mortality. In that light, Parliament is working towards
amending the Public Health Act so that teenagers can be granted the ability to seek health services without the supervision of a parent or guardian.
Hypocrisy is another impeding factor for adolescents and young women to access SRHR services. Churches tend to discourage the youths from accessing contraception, where leaders
state that such goes against their religious beliefs. Cultural hypocrisy mainly affects traditional
leaders and the communities they serve. Political hypocrisy is largely seen at a time when politicians are campaigning to be elected into office and hardly would there be any political will to
discuss the challenges that are faced in the access to SRHR services.
The committee has made strides in ensuring the realisation of Health rights and gender equality
in Zimbabwe as follows- Advocated for decriminalisation of willful transmission of HIV/AIDS
as women were most affected by this law.
Advocated for a Comprehensive sexual education module at schools
Advocated for the employment of SRHR nurses at schools to offer support to pregnant girls.
Advocated for the Health act alignment and repeal.
Formed a health thematic group

“

Supported the Sexual harassment bill

We now have sex
workers that are nine
year-olds, but we deny
adolescents access to
comprehensive SRHR
services such as
the right to
contraceptives
-Dr Ruth Labode

”
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10.0 Lived realities of Rural and Urban women and young
girls challenges and experiences of women in accessing SRHR and Maternal health Services ( Ntombizodwa
Khumalo & Alice Dube)

Covid 19 became a stumbling block for accessing SRHR and maternal services as it was prioritised over everything else.
Quality patient attendance was compromised as nurses feared contracting the virus as they had
no Protective clothing.
Access to health services was thwarted by job losses and communities could not afford to pay
user fees and Maternal fees for women and girls.
There was an increase in home births as this became a cheaper alternative at a time when travelling was restricted.
Delays in SRHR and Maternal health problem diagnosis increased neonatal and maternal
deaths.
There were false transfers and referrals especially from clinics as nurses shunned patients for
their safety.
Dysfunctional family planning services and SRHR services led to an increase in unwanted
pregnancies, HIV/Aids and sexually transmitted diseases as communities fell short of options.
Rape and Child abuse were on the rise as the perpetrators and victims had no option but to stay
together.
Restrictions of hospital visits due to COVID-19 robbed patients of the family support they need
in some hospitals.
Lack of hospital robes put families at risk as patients had to put on their clothes, bring blankets
to the hospital for their comfort.
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Refusal by council clinics of RBF vouchers robbed many of their health rights.
Shortage of ARVs and PREP also put communities at risk.
Furthermore, the COVID-19 pandemic hindered access to services among cancer patients in
Bulawayo. Coupled with electricity and water challenges in the city women could not access
such services in time. Radio and chemotherapy services were not available to women which led
to heavy flows and they could not access blood transfusion services during this time. Women
in Bulawayo could not travel to Mpilo Hospital for their medical checkups due to travel restrictions that came with the COVID-19 pandemic, these women could not be accommodated in
Mpilo and this made it hard for them to access health access services in time.
The COVID-19 pandemic also suppressed ongoing initiatives such as the HPV vaccine for girls
between 9 to 11 years. This exposed these children to the HPV virus as most of them have started engaging in sexual activities.
It was noted that pregnant women also suffered during the COVID-19 pandemic. For instance
there is a pregnant young woman who went to the clinic because she had started bleeding, she
was turned back home twice and the doctor told her that it was an incomplete miscarriage, she
ended up losing the baby and her house had bad smell indicating that she was not doing well.
The COVID-19 era was also characterised by delayed ANC bookings and this put women at
risk of transmitting infections to their unborn children.
The COVID-19 pandemic also fueled gender-based violence cases in Bulawayo as young women were now exposed as they spent most of their time with perpetrators due to the lockdown
measures.

10.1 Umzingwane Lived realities
Girls in Umzingwane do not have access to sanitary wear and organisations such as Sista to Sista and Plan International have played an essential role in the provision of pads as well as information related to Sexual Reproductive Health Rights. Refreshments that are given during the
workshops have motivated young women to ensure that they attend such engagements which
enlighten them on Sexual Reproductive Health Rights. Organizations such as CAMFED have
trained young women on how to make reusable sanitary wear. However, accessing the material
and machines has been a challenge among young girls. Umzingwane has one big hospital, it
is hard for women to access the hospital due to financial and transport challenges this is why
some women end up giving birth at home. The chief in Umzingwane put a fine in the form of
a goat for giving birth at home and this is a disadvantage to women as they are not involved
in such meetings that have a negative bearing on their lives. Teenage pregnancies is another
challenge faced by Umzingwane, this has been perpetrated by mining activities in the area.
For instance, a 14-year-old got pregnant and gave birth. This shows that teenage pregnancies
have become common in Umzingwane. In some instances, persons with disavilities are greatly
affected as they are victimised and experience stigma. An example was g9ven to demonstrate
the intensity of the problem:
Izilima lani lithanda izinto
uzohlaba idepoprovera yani?”
-unknown nurse.
Translation: “ For a person with
disabilities, you are too overzealous why are you even coming to
receive a depoprovera jab?

“
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11.0 Question and Answer Group work Session

24

25

12.0 Recommendations for (Policymakers, Line Ministries
and Commissions)
Early approval of budgets and full disbursement of funds directed to health care.
Implementation of comprehensive laws on SRHR.
Revival of government health grants to support health centres
Train health workers on SRHR issues
Government to improve staff enrolment in all health institutions
Government to come up with a clear Health Communication Strategy on SRHR and Maternal
health issues.
Government to meet the 15% Abuja declaration demand and make it a binding treaty.
Youth related issues should be decentralised to youth parliament to ensure the inclusion of
youth centred policy issues.
Parliament to exercise their oversight role in monitoring timely budget allocations and disbursement to local authorities.
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13.0 Recommendations for (Civil society and communities)
Civil society organisations to fund/support the review of local authorities SRHR plans
Civil society to partner with local authorities to implement SRHR plans.
There is a need for youth and women engagement and consultation on SRHR and maternal
issues.
Increase awareness-raising on SRHR issues.
Advocate for Realignment of laws with the constitution to protect the girl child from sexual
exploitation
Cascade SRHR education to younger girls and boys at primary level and the disabled
communities.
CSOs to capacitate gender champions to disseminate SRHR issues at the community level.

14.0  Conclusion
Legal and institutional frameworks for the realisation of SRHR and Maternal health rights are
available in Zimbabwe however the success of the provision of quality health care services has
been hampered by a lack of political will, corruption and lack of monitoring of public resources.
This is evidenced by dilapidated infrastructure yet year-in-year-out funds are released to the
health sector to which some service providers do not receive them or these funds are disbursed
late having lost value and fail to purchase the requisites. On a sad note, we have policymakers
who believe the country has economic challenges yet reports of corruption in the health sector
inundate the media and nothing is being done to prosecute these criminals. For instance the
case of the NatPharm, Mpilo hospital, Hwange board, the case of the Minister of Health and
Childcare Obadiah Moyo and Nguvaya who are alleged to have stolen COVID-19 funds. Furthermore the disappearance of ambulances at the Bulawayo City Council as evidenced by the
auditor general’s report demonstrate the large leakages in the healthsector. This illustrates the
lack of political will for the realisation of quality, affordable and accessible health care services
in Zimbabwe. In line with the above conclusion, parliament is called upon to strengthen its
oversight role and for communities to strengthen the monitoring of service delivery at a local
level in order to unearth any suspicious activities.
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15.0 Closing Remarks by Abigail Siziba representative
from BPRA
The closing remarks were delivered by Abigail Siziba from Bulawayo Progressive Residents Association. She emphasised the importance of carrying out the work agreed on at the conference.

She said that misplaced priorities need to be re-routed and that communities should upscale
monitoring of public resources to curb illicit financial flows which hamper quality service
delivery. She encouraged communities to push local authorities and policymakers to enact
and implement laws that protect against violation of health rights. She cautioned communities
against concealing sexual violence and called upon all stakeholders to continue strengthening
key partnerships in the advocacy on SRHR and maternal health issues.
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