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Preword 

In summer 1987, when we started to discuss a student-orientated 

research programme on the health care system in Zimbabwe, we did 

not expect, that this project would become an exceptionally suc- 

cessful one. Originally we "only" wanted to strengthen the prac- 

tical and the empirical orientation of the teaching of sociology. 

of development at the faculties of education at the University of 

Cologne. 

This approach should serve to intensify the students' professional 

qualification for jobs in and with developing countries on the one 

hand. On the other hand, we intended to increase the sensitivity 

of the university's members, teachers and students, for questions 

related to the the North-South-relation. 

Only future will show, whether we have reached the first target. 

The fact, however, that many members of the group have meanwhile 

undertaken additional projects in Zimbabwe and that others have 

written their final theses about related topics, gives evidence 

for the success of our approach in this respect. 

At the same time, different exhibitions and lectures organized and 

given by members of the research team contributed to an increased 

presence of the "Third World" in the University of Cologne. The 

reader, which is presented here, is only the last step within this 

efforts. 

In the beginning, we have not really been sure to be successful 

with our approach, because this was the first time, that such a 

programme was tried in the teaching efforts of the different 

faculties, which were involved. 

As the number of students who participated in the programme was 

much greater than originally expected we are now even more grate- 

ful for the results of their research work. It would be a great 

progress, if there were more often offers to the students at our 

university to leave the general lethargy, which accompanies the 

passive reception of academic knowledge and to organize themselves 

for research efforts.



Most often, unfortunately, innovative concepts are cost-bearing 

exercises. Therefore, we want to thank those institutions which 

made our work possible in organisational and financial respect. 

We briefly want to present some aspects, which are most inter- 

esting and typical for the presented reader and the way it was 

written. 

1. The book is a product of real interdisciplinary work. The 

students did not only put together the results of different disci- 

plines, as it is done most often in so called interdisciplinary 

projects. In the contrary, there was a constant debate between the 

research participants who came from four different faculties: edu- 

cation, Heilpadagogk, medicine and philosophy. The open and vivid 

atmosphere, which was predominant in those discussions, could be a 

positive example for the professional everyday life of researchers 

and planners. 

2. Apart from some basic acadamic and organizational assistance 

the studies were self-planned, self-conducted and self- evaluated. 

It is remarkable that the students were not only able to finish 

their individual theses within 15 months but also to write the 

present reader. This is an evident proof for the fact that more 

freedom in research and in the selection of topics and methods - 

even for students - are neccesary if creativity and efficieny 

shall also be aspects of academic work. 

3. We find interesting articles concerning different realities 

within the general framework of health care, e.g. a description of 

traditional midwivery, an analysis of the practice of Primary 

Health Care, a discussion of contrasting programmes for the reha- 

bilitation of disabled people. This is a solid introduction into 

the health care system of “developing countries' in general. At 

the same time the political and economic situation in Zimbabwe 

becomes more transparent and, moreover, the relevant problems of 

development policies are discussed. . 

4. The reader in written in English language. This shows, that the 

authors take their own approach serious by making research results



transparent and by giving back informations to the country of 

their origin and to those people where the informations come from. 

The group does not want to keep its knowledge, but to make it a 

topic of discussion and a target of critical reviews despite of 

the shortcomings which are symptomatic for every academic work but 

especially for that of young university students. 

5. During the whole research period the participants had a close 

and constant contact with their counterparts in Zimbabwe. They 

were integrated in projects and right from the beginning they 

tried to avoid an arrogant and eurocentric attitude. 

Although we have worked several times in so called * Third-World- 

countries', we have learnt a lot from this programme, which 

originally was our own initiative. Especially we were impressed by 

the spirit of team-work and the constant eagerness to respect the 

work of the partners on the spot. We consider this as a challenge 

for our own efforts. 

May more teachers and students be motivated by this reader to try 

a similar approach in their work. 

We are grateful for all assistance which we got in Zimbabwe and in 

the Federal Republic. 

October, 1989 

Anton Geiser 

Volker Monikes



I. Introduction 

1. Presentation of the project 

1. Information about Zimbabwe and its health care system 

1. Survey of the following chapters 

1. Presentation of the project 

This Reader is the result of a project dealing with the subject 

“health care system in Zimbabwe". This project that was originally 

planned as a research was carried out by students of the 

University of Cologne. In the beginning three intentions of the 

project have been phased: 

- to recognize the dependence of development upon policy by the 

example of the health care system in Zimbabwe, 

- the application of empirical research methods in the field 

- and to get a better understanding for a future engagement within 

the scope of ‘developing countries’. 

The wide range of topics in the field "Health care system" which 

will be treated below can be deduced from our comprehension of 

health. We regard "health" and "development" as two aspects which 

cannot be separated in realilty. 

"Health" cannot only be defined by the absence of illness but 

includes the physical and psychological well-being of a human 

being. To realize this, economical and political conditions, as 

well, have to be taken into consideration. The distribution of 

land and the nutrition siuation for example have a direct impact 

on the level of health. Distribution if income, infra-structure 

and possibilities of education are other important aspects. There- 

fore health and political activity always effect each other 

mutually.



Going out from this extensive comprehension the fields Primary 

Health Care, traditional medicine, obstetrics, handicap and handi- 

capped persons as well as programmes for the support of women have 

been taken into special consideration. 

The three months stay in Zimbabwe from July to August 1988 was 

preceded by six months of intensive preparation under content, 

organizational and methodological matters. The preparation - in 

the beginning supervised by two assistants - was carried out by 

the students themselves. 

During the preparation period each participant decided in favour 

of one topic. During the stay in Zimbabwe we have visited differ- 

ent institutions and worked in institutions of the health care 

system. 

For all students it was the first time to take part in such a pro- 

ject. We faced several problems during the three phases of 

preparation, data inquiry and data analysis (compare chapter 8: 

"The study project"). Among other things they have influenced the 

results of the individual studies. 

We’d like to see our studies mainly as an impetus for further 

studies of this kind. At the same time we consider the Reader as a 

documentation to describe the process of the field study in which 

we describe the course of the project and analyze the arisen pro-_ 

blems. This may possibly be useful for other students regarding 

the planning and realization of a similar project. 

1. Information about Zimbabwe and is Health Care System 

Zimbabwe is a landlocked state in the south-east of Africa. Only 

in 1980 after an armed fight for independence which lasted for 

years, the Zimbabweans liberated themselves from the foreign rule 

of the white settlers. Since then the country is ruled by 

President Robert Mugabe who admits himself to socialism.



Harare, the capital, is at the same time the biggest city of 

Zimbabwe (656.000 inhabitants); other big cities are Bulawayo 

(414.000 inhabitants) and Chitungwiza (173.000 inhabitants). Al- 

together there are now more than 9.4 million people living in. 

Zimbabwe; about 80% of them are living in the rural areas. They 

are composed of different groups of population: The major part are 

the Africans (almost 98%); the other 2% is composed of white men 

(about 100.000), Asians and Coloured. The two major ethnic groups 

among the Africans are the Shona (about 77%) and the Ndebele 

(about 17%); the other 6% can be apportioned to smaller ethnic 

groups such as the Tonga, Venda, Sotho and others. 

While the Shona have already lived for centuries in the region of 

contemporary Zimbabwe the Ndebele came to the beginning of the 

19th century from South Africa to the south-west of the country 

when they avoided the Boers. In doing so they subjugated the resi- 

dent Shona tribes. Still today the Ndebele live mainly in that 

part of the country (provinces Matabeleland North and South) 

whereas the Shona dominate in almost all other regions of the 

country. The conflict between the Shona and the Ndebele, later on 

a political level, has still been lasting until this century. 

During the fight for independence it came to a separation of the 

liberation movement into the ZANU-PF (Zimbabwe African National 

Union - Patriotic Front) and the ZAPU (Zimbabwe African People’s 

Union) due to different opinions regarding the means of surmoun- 

ting the colonial rule. The ZAPU under the command of Joshua Nkomo 

who mainly represented the Ndebele was defeated clearly in the 

elections of 1980 by the ZANU. The latter represented mainly the 

Shona and put their political interests after the clear electoral 

victory to the fore. Till 1987 when both parties joined to the 

United Party the fight between the parties which expressed itself 

in partly bloody clashes in the Matabeleland could be settled. 

However, until that moment the Matabeleland was insufficiently 

provided. This included the health care system as well. 

With the settlement of former Rhodesia by the Europeans the sup- 

pression and exploitation of the Africans began; a strict racial 

policy which influenced all sections of life worsened the situa- 

tion considerably. From the beginning the Africans defended them-



selves against the white rule. Until the armed fight began in 1972 

there had already been two people’s revolts, different protest 

movements and parties which have been prohibited by the government 

again and again. 

When in 1980, after free elections, Zimbabwe finally got its inde- 

pendence the new government had to face the problems of the in- 

herited colonial structures. The unfair distribution of land le- 

gitimized by law granted the few white men in the country about 

half of the soil while the black men had been forced back to the 

reservations determined for them. Since the government under 

Mugabe didn’t expropriate the white landowners they continue to 

keep in the so-called Commercial Farming Areas their agricultural 

big farms. Their export orientated production contributes decis- 

ively to the ‘prosperity’ (in the sense of the gross national 

product) of the country. The government has obliged itself to pay 

compensation for the land which it wants to use for the programmes 

of resettlement. However, those programmes could only be carried 

through in a small scale so that the colonial structures of the 

distribution of land have changed very few. 

A considerable part of the other economic sectors continue to be 

organized privately. In doing so lots of companies dispose of 

South African capital. 

The white government of Rhodesia left the new state Zimbabwe a 

very poor health care system. For the African population the ra- 

cist policy means both quantitatively and qualitatively a discri- 

mination in medical supply. Until 1980 the main emphasis was put 

on a curative medical aid which was concentrated on urban centres 

so that modern institutions of the health care system were not 

accessible to the rural population - except a few mission hospi- 

tals. Today the former privately organized health sector does 

exist furthermore beside the public health sector. The private 

health sector is used by those groups of population who dispose of 

enough financial means.



The structure of the national health care system of the government 

under Mugabe is based on the Primary Health Care (PHC) concept. It 

was proclaimed in 1978 by the World Health Organization (WHO). PHC 

is to be seen as a field-overlapping approach to improve the 

health situation. This only can be realized by an active partici- 

pation of the population. This concept includes other sectors re- 

ferring to health such as nutrition, agriculture, water-supply, 

waste disposal and others (compare Diesfeld/Wolter, page 226) as 

well. 

The declared aim of the WHO is: health for all in the year 2000. 

The WHO demands that health should not only be the result of pure 

curative medical treatment. The preservation of health should be 

the most important aspect. Therefore the satisfaction of the basic 

needs is an inevitable presupposition. That also includes a medi- 

cal basic care putting the main emphasis on promotion and preven- 

tion. 

To realize this health conception a reference system on three dif- 

ferent levels (village - district - province) has been built up in 

Zimbabwe. It focuses on the referral of a patient to the next 

higher level in the case of exceeding competence. 

In the rural areas the mission hospitals still play an important 

role for the extensive medical supply of the population. Like in 

the case of the state hospitals the medicine is allocated by the 

state, the personnel is paid by the state. Since the mission 

hospitals receive additional financial and material aid from over- 

seas they are normally equipped in a higher standard than the 

state hospitals. 

The medical treatment for a patient with a monthly wage of less 

than 150 Z2$ is free of charge. 

Until now every effort - both from governmental and from non- 

governmental organizations - has been made to improve the health 

situation on the base of the PHC-concept. It’s remarkable, how- 

ever, that the traditional medicine, for the major part of the 

population often the first kind of medical treatment, is not taken 

into consideration regarding health planning.



Although the PHC-programme is carried out quite successfully 

problems can be stated which reduce an optimal medical supply. In 

this context, first of all, the existing difference between the 

cities and the rural areas has to be pointed out. All medical in- 

stitutions on a higher level are located in the cities which makes 

the access for the rural population more difficult. Despite a for 

African conditions quite well extended transport system the trans- 

port continues to be problematic. Furthermore, the infrastructure 

in the peripheral areas of Zimbabwe, the nothern Tonga area and 

the area along the border to Mozambique is only poorly built up. 

This can mean that for example a hospital is only difficult to 

reach. 

The medical supply at the border to Mozambique is reduced in 

particular by the South African policy of destabilization - a par- 

ticipant experienced that herself. As a front-line state Zimbabwe, 

too, suffers from the efforts of South Africa to maintain its 

powerful position in Southern Africa via political, economical and 

military means. The attacks of the rebel organization of 

Mozambique, MNR, also upon Zimbabwean territory have transferred 

the state along its eastern border into a warlike position which 

causes big problems regarding the development of these areas. The 

only partly possible agricultural cultivation influences the nu-_ 

trition situation of the population; the anyway undersupplied 

areas have to absorb the refugees of Mozambigue who come across 

the border; institutions of the education and health care system 

are only insufficiently supported. Due to their unattractiveness 

these areas lack medical staff, so that a sufficient medical 

supply continues to be problematic. Furthermore, the uncertain 

situation makes the performance of health programmes more diffi- 

cult.



1. Survey of the following chapters 

In the following reports the "study project" is presented and the 

results of the individual studies are laid down. 

In chapter 2 we will present the applied methods and the diffi- 

culties of their performance. 

Chapter 3 deals with the health concept "Primary Health Care". The 

theoretical basis of the concept and the problems linked with the 

performance (3.1) are completed by the presentation of a concrete 

health measure (3.2). 

In chapter 4 the combination of traditional and modern medicine 

which is a general problem is described from a special part of the 

health care system, the obstetrics. 

Since the traditional medicine plays an important role for the 

major part of the population chapter 5 goes separately into the 

traditional medical system and points to conflict situations with 

the scientific medical system. 

Four participants are studying special education and are espe- 

cially interested in the living situation of handicapped persons. 

In chapter 6 various institutions for handicapped persons and 

their activities at schools are presented. 

Like in most "developing countries" women play a very important 

role in Zimbabwe regarding the supply of the family. At this point 

programmes for the support of women begin which have not only con- 

sequences on the way how women see themselves but also on their 

income situation and the health of their families. Such programmes 

are described in chapter 7. 

In chapter 8 ‘the study project’ we want to give some ideas for 

similar projects by describing the problems that arose during the 

performance of the project.



In chapter 9 ‘group results’ we want to reflect critically in how 

far the aims phrased at the beginning of the project have been 

reached. Furthermore we present the discussion about the problem 

"research tourism" and finally emphasize the aspect of the inter- 

cultural learning. 

The data of the introduction are taken from: 

NEUMANN, Maria, Anregungen zur Beschaftigung mit der 

Behindertenproblematik in einem "3. Welt Land" am Beispiel der 

Geistigbehinderten und Kérperbehinderten in Simbabwe, Kdln, Juni 

1989, Kapitel 3: Informationen zu Simbakwe, page 15-30.



II. Research methods and problems 

1. Research in a foreign culture 

2. Applied methods 

3. Problems involved in application 

This chapter will deal with the basic problems involved in doing 

research work in a foreign culture and will demonstrate chrono- 

logically the methods we applied and the problems we faced in the 

field research. 

1. Research in a foreign culture 

Doing research work in a foreign culture means to be confronted 

with unknown norms. Being characterized by a particular socio- 

cultural background and his own personal socialisation, the re- 

searcher can percept a new culture only selectively and is only 

able to apply subjective patterns of interpretation. 

If the researcher is aware of the fact that his foreign way of 

viewing things is restricted, if he continually reflects upon his 

role and if he clearly reveals his own perspectives when analyzing 

and interpreting his results, his information will be checkable 

and comprehensible. 

Language, perception and evaluation have a stronger influence on 

the research process in ‘developing countries’ than on research 

work done in one’s own culture. 

Problems connected with the foreign language imply losses of in- 

formation and misunderstandings; even interpreters are incapable 

of compensating for all deficits and, in addition, they may be a 

further cause of fault. 

The contents and way of my perception is dependent on my own per- 

sonality. Evaluations are based on subjective patterns of inter- 

pretation and thus they are always representative merely to a 

restricted degree. Only a sum of comparable examination of the 

same kind can result in a statement of general validity.



10 

2. Applied methods 

In the preparation phase, we became acquainted with qualitative 

and quantitative methods. We applied mainly qualitative methods 

for the following three reasons: 

1. Since it was for all participants the first attempt to do 

‘scientific work’ in a so-called developing country, we were aware 

of the fact that the foreign culture would confront us with 

totally new and unknown phenomenons. The topic of qualitative 

methods is an open one, thus allowing new subjects to be included. 

2. Qualitative methods require direct communication between inter- 

viewers and interviewees. Interviewees may participate in the de- 

termination of contents and misunderstandings can be cleared up 

immediately. Both partners can equally influence the interaction. 

2, it had not been known precisely which institutions had to be 

visited and a differentiated operalisation - which is necessary 

for quantitative methods - was hardly possible. 

Preparation phase: 

During the preparation phase, we got into contact with experts and 

analysed literature. Guideline interviews were developed for 

specific institutions (hospitals, rehabilitation centres) on the 

basis of existing knowledge. 

Inguiry phase: 

The inquiries were carried out primarily in rural areas. We ob- 

served the work in the hospitals, schools and rehabilitation 

centres, accompanyed and assisted in in ambulant services and 

participated in seminars of adult education and saving clubs. The 

roles were clearly defined by the way we were introduced to the 

institutions and the personnel. This resulted in an extended 

accessibility, on the one hand, but on the other hand information 

was withheld for this reason, e.g. internal difficulties in the 

institutions themselves.
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"Participating observation" 

"Participating observation" is understood as the planned percep- 

tion of people’s behaviour in their familiar environment by an ob- 

server who takes part in the interactions and who is regarded by 

other persons as part of their environment (J. Friedrichs: 

Methoden empirischer Sozialforschung. Opladen 1980, S. 288). 

By applying this method, the researcher has a double role to play: 

on the one hand, he participates directly in the interaction, on 

the other, he - as an oberver - is on the outside and interferes 

in the interaction already by his presence. In participating ob- 

servation, the situation is more natural and the environment is 

included. 

On the basis of participating observation that has not been pre- 

structured in advance, a comprehensive description is given, 

which, however, reduces the degree of comparability of the data 

ascertained. The working day in different institutions, treating 

and therapy measures as well as lessons had often been subject of 

participating observation. 

Guideline interviews and open interviews 

Guideline interviews and open interviews are intended to inquire 

into basic fields. They offer to the interviewee the possibility 

to set priorities as far as topics are concerned and they are open 

for new issues. 

This method takes much time but it offers the interviewer the 

possibility to include his own experiences and to examine the 

background of certain conditions. 

At the beginning of a stay, a guideline interview could be carried 

out with the director of an institution (e.g. hospital) in order 

to get a general survey. During the following stay, information 

could be supplemented by observation and further interviews and 

talks. 

Informal talks 

By carrying out informal talks, the interviewer tries to discuss 

specific topics in relaxed conservations. They are not planned, 

i.e. the conversation partners and the intentions have not been 

fixed priorily. The informal talks may take place in coincidental 

meetings.
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Self-observation and self-reflections were recorded with the help 

of personal diaries. Personal perception was to take place without 

interpretation, as far as this was possible. 

Reworking phase and final assessment 

During this phase, the individual results were presented to the 

group, discussed and compared to results out of similiar situa- 

tions. 

The attempt to present single results in a gernral view has still 

not been concluded. 

3. Problems in application 

Problems involved in the foreign language and in experience in 

working with ‘scientific methods’ were the most serious problems 

all students had to face. Problems with the language partly ex- 

cluded us from taking an active part in the events, since both 

members of the institutions and clients spoke primarily Shona or 
Ndebele during their working time. Thus, we were dependent on 

translations implying a loss of information and distortion of con- 

tents. 

Applying ‘scientific methods’ in the field itself had to be 

learned during the stay in Zimbabwe, i.e. learning to make a 

distinction between essential and irrelevant things and to es- 
tablish categories of observation. , 
In case the participants were not officially introduced to the 
field of working, their room for activity was not clearly defined 
for the following cooperation and communication. It could happen, © 

then, that we were completely integrated in the working day of the 
different institutions by the Zimbabwean members, so that our ac- 
tive particapation hardly left any time for making own records. 
Problems involved in requirements made on the legitimation and 
truthfulness of our work will be treated in chapter nine.



13 

III/1 Primary Health Care in Zimbabwe 

Jochen Gensichen 

Strutcure: 

1. Introduction 

2. The Concept of Primary Health Care / PHC 

3. Two principles for approaching a PHC examination 

4. The MANAMA region and its health care infrastructure 

5. Examination results 

Proposals for the regional PHC work 

7. Open questions 

1. Introduction 

Immediately after independence, the Zimbabwean government declared 

the Primary Health Care concept to be the fundamental element of 

its health policy, thus committing itself to support, in which the 

general development of the country forms both prerequisite and the 

consequence of health (M.o.H., 1984). 

In the following contribution, I intend to explain the Primary 

Health Care concept, on the one hand, and show partly how it has 

been applicated in the southern region of Zimbabwe, on the other. 

The information given in this contribution is based on my two 

months’ visit of the Matabeleland South region in mid - 1988. 

2. The concept of Primary Health Care 

The PHC concept calls for a health care that is based ona 

scientificly sound and socially accepted standarts and methods. It 

is to be developed in the sense of local self reliance within the 

whole communtiy and with the participation of the latter. It must 

be accessible for the general public and its costs remain with the 

means of each individual and the whole society. 

PHC is the crucial element of the national health service which is 

to be regarded as part of an economic and social development as a 

whole.
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Its consitutive elements are: 

Delivering health education in order to permit case finding, 

prevention and control of local health related problems, 

securing food supply and delivering means and methods to safeguard 

improved nutrition, 

providing drinking water and developing adequate sanitations 

delivering services in maternal and child health care ( family - 

planing included ), 

fighting against the most serious infectional diseases with the 

help of vaccination campains, 

and finally preventing and controlling local deseases by. using 

"essential drugs" exclusively (LACHENMANN, 1987, RIFKIN, 1986, 

WHO, 1979). 

3. Two principles for approaching a PHC examination 

It was in the MANAMA region that I became closer a aquainted with 

this comprehensive concept of health care and its realisation. 

There are two principles to which I want to show the aspect of 

social education in the PHC work. Obstacles to self-determination 

for the individual person are to be identified and possible 

solutions are to be found. This makes it indispensible to chose an 

interdisciplinary way for looking at things (HERMAN, 1980, IBEN, 

1970; KLAFK1, 1976). 

I. principle of social education 

The ‘Intersectoral Cooperation’ is to be regarded as one of the 

principles chosen since it is placed on the footing of the mutural 

respect of all health workers. Under an integration aspect, it 

calls for a multi-perspective analysis to be carried out by all 

members. This is the prerequiste for an appropriate identification 

of problem areas and corresponding solutions. 

II. princple of social education 

The ‘Community Participation’ represents a further principle of 

social education. There, results are listed, which indicate 

obstacles to self determination and participation in the regional
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health service system - obstacles which are faced both by the 

individual and community. 

‘Qualitative procedures’ determinated the way inquiries were made, 

e.g. ‘participating observation’, ‘guideline interviews’ and 

informal talks’. I would like to point out to the role I was 

assigned in the inquiry; it is perhaps most clearly expressed in 

the way companions introduced me to the people. 

‘This is Mr. Gensichen. He is medical student at present staying 

at the MANAMA hospital’. 

I was introduced to the people as a ’medical student’, i.e. as 

‘representative of the hospital’ and thus member of the modern 

medical system), Therefore it was only possible to raise but 

limted and vage information about the traditional health care 

system. On the other hand, hardly any criticism was to be expected 

of the Lutheran Hospital’s representatives and their work, i.e. 

of the Lutheran Church in general which is very committed in the 

regional development work. 

4. The MANAMA hospital region and its health infrastructure 

In the year of 1988 there was a poulation of about 110 000 (+4%) 

people living in this southern part of Zimbabwe, here called 

MANAMA region. These people are living in an area characterised by 

extrem geographical and climatic conditions (with, among other 

things, the higest temperatures on the national level, the most 

severe droughts and the most inferior soil qualitiy); furthermore, 

the regional development receives only little support from 

national official institutions (ARDA, 1984; M.O.L.A.L.R., 1986). 

Since the beginnigs of 1988 there has been an end to the civil war 

between the Zimbabwean government and the "dissidents" of the 

southern region and today - thanks to this settlement - resources 

are also devoted to the southern region of Zimbabwe. Thus, 

regional development plans can be initiated there as well.
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In oder to impelment PHC, Zimbabwe has built up a public referrral 
system which is divided into four levels. 

I. level: Village Health Worker - VHW 
II. level: Rural Health Centre ~ RHC 

III. level: Hospital 

IV. level: Central hospital 

(M.O.H., 1984; MANGA, 1988) 

In the MANAMA region I became acquaintd with three lowest levels 
of public rural health work: 

One Village Health Worker is responsible for about 80 familis in 
the area, eleven Rural Health Centres are each taking care of 
about 9 000 people and the hospital deliver health services for 
rural population of the region. All are working according to their 
respective competence. 

I. level 

In case of deseases, patients enter the health care system already 
in their village. They ask their Village Health Worker / VHW for 
advice. VHWs are, for the most part, women having gone through a 
three month’s training with emphasis on pedagogical motivation 
work. Their competence and responsibility is restricted: they are 
not so much perfoming curative and medical tasks but rather to 
take care of the patients placed in their charge by giving them 
support in their serious situation and accompanying or referring 
them to the further treatment. Their efforts are mainly focused on 
encouraging the village community’s involvement in the health care 
issues of the environment. At the so-called ‘Village Health 
Meetings’ the prevailing living conditions are discussed about and 
specific measures and projcts are elaborated, as e.g. the 
installment of toilets or wells. 

II. level 

The eleven Rural Health Centres are directed by one or two trained 
nurses and their auxiliaries. Here the most frequent regional 
deseases are treated so that only complicated cases must be 
referred to the hospital.
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Apart from delivering medical and curative services, the RHC are 

also performing the function of centres for the work done in 

general regional development. Here, for example, members of 

various charges with external duties are holding monthly meetings 

with local people. 

Furthermore, the RHC offer health education courses (e.g. for 

traditional midwifes) and, among other things, they lay out model 

gardens for domestic vegetable-growing. 

III. level 

The hospitals are in charge of the patients’ treatment, of 

training courses (e.g. trainig courses for VHW) and of health 

programme planning and implementation (e.g. weighting and 

vaccination programmes). In addition, the doctors of the hospital 

are accompanying the staff of the RHC on their monthly visits. 

5. Examination Results 

I became acquainted with the comprehensive PHC work within the 

above-mentioned three institutional levels of the publice health 

service system. 

In the following I want to illustrate the aspect of social 

education with regard to the principles I already mentioned: 

a) ‘Intersectoral cooperation’ and 

b) ‘Community self-reliance’. 

These two principles are basic elements of the work in specific 

sectors that involve specific problems. 

The involvement of many skilled workers from various fiedls of 

development aid (agricultur, hydraulic engineering, curative and 

preventive medicine, rehabilitation, economy, councillors) is a 

charateristic feature of ‘’Intersectoral Cooperation’ in the rural 

health work of the MANAMA region. 

These qualified and professional staff members meet frequently to 

share information (among other things, at the monthly "Ward Health 

Meetings" and "Ward Development Committee Meetings"). It is to be 

seen on all three levels that some groups are partly not involved 

in this information interchange.
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In the hospital this particularly affects the native nurses aids 

with inferior qualifications. Staff meetings are organised very 

irregularly. 

The representivs of the traditional health care system with their 

special healing methods are not involved in the information 

interchange on all three levels of health care. This is also the 

case with patients and their relatives, who have the non- 

professional knowledge. 

This knowledge refers above all to the regional particularities 

and the corresponding optimal strategies for survival. The 

population is able to survive two years of drought without causing 

a Significant increase in the manifestation of malnutrition. It is 

only in the third year of drought that this comes about. 

The little involvement ( exclusion ? ) of the lower staff and the 

population in the changing knowledge process may indicate that 

established staff members are directing in their efforts towards 

to professionalisation. 

Some of the difficulties stated in the examination are the direct 

consequences from the little involvement of several groups in the 

intercharge of knowledge pertinent to health. 

Furthermore, the little involvement of these groups may be 

regarded as the reason for the insufficient and unsophisticated 

equipment in some health centres. 

Superior health administrators sometimes have water flushs 

installed in the health centre without prior consultation of the 

affected local popuiation. In extremly dry areas like the MANAMA 

region the installment of water flushs is an inappropriate and 

unnecessary waste of resources. 

Especially the Village Health Workers often have to face problems 

they cannot scpoe with. This is due to the fact that superior 

health administrators set and assign these tasks without 

consulting the VHW perviously. The VHW are often lacking the time 

and means indispensable for satisfactory work. 

Prestige thinking and careerism within the health authorities, 

e.g. the work in the hospital, are further consequences of the 

fact that superior administrators attach very little importance 

and consideration to the lower staff. For some of the Village 

Health Workers, careerism is becoming more and more important but 

implies a loss of interest in the needs of the village community.
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The issue of ‘Community Participation’ concern the general 

resource allocation by the community. Expatriate involvement in 

resource allocation was to be seen in the following three sectors. 

In hospital, the lead is taken by a group of managing directors 

who are foreign to the region. This means that the two doctors and 

three (out of total of five) nurses (SRN) have been trained in 

Europe and are, in part, development aid workers. 

The Rural Health Centers are owned by the people living in the 

respective region, they provide equipment and ensure the 

maintenance of RHCs (e.g. the installment of waiting rooms or 

fences and vegetable gardening). The population can refuse 

partcipation in principle, for example in case they consider work 

in other sectors more important and want to become committed 

there. However, such a behaviour would deprive them of the 

national resources which are distributed to them by the Ministry 

of Health (among others). For this reason, the population is 

forced to cooperate with the RHC if they want to have access to 

the public means. The professional RHC staff decides upon the use 

of manpower; it is however, striking that the population has got 

no say in the employment or the dismiss of these staff members in 

‘their own’ health centre. 

Expatriates rule in the health sector may be regarded as the 

reason for social distance between the professionais and patients. 

Only a small number of health workers pay regular visits to 

schools and villages. The distance between patients and the urban 

professional health personnel has an advers effect on the 

confidance, which is indispensable for cooperation in the rural 

region. 

Here, too, lacking effective participation on the part of 

population is to be regarded as a consequence of the fact that the 

established staff members adhere to ministerial regulations rather 

than comply with the interests of the village community. 

The adherence to ministerial regulations of the lower staff also 

means that preference is given measures that can ‘easily’ be 

demonstrated (e.g. the installance of toilets), which is to the 

disadvantage of activities that are not clearly visible (e.g. 

discussions about health issues and motivation work at village
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meetings. Thus, in the realization of PHC, health work becomes 

technologically orientated performs a ‘control function’ over the 

population. 

It becomes clear that the two principles of ‘Intersectoral 

Cooperation’ and ‘community self-reliance’ are intertwined. If the 

population is not permitted to control resource allocation 

effectively, the notion of ‘gras-root participation’ (i.e. 

participation of lay personnel and the population) in the 

intersectoral exchange is misunderstood and ineffective. 

Intersectoral exchange can only be efficient if it takes place 

between equal partners. Otherwise there must be talk of 

considering knowledge and resources that haven't been used far and 

that are used to achieve better acceptance of expatriate ‘health 

packages’, like immunisation programmes. 

6. Proposals for the regional PHC work 

By making proposals for the future health work in the MANAMA 

region, I am trying to attend to my interest in doing practical 

field work. These proposals has been identified on the basis of 

the results already mentioned and are placed on the footing of 

knoweldge I aquired during may short stay in the region as a 

student. 

The suggested objectives are to be understood meerly as a 

contribution to the discussion on how to direct measures in the 

region. It is indispensable that the proposed goals and measures 

are examined by involved local people. Without such a control, 

these proposals loose any importance or meaning for the regional 

health work. 

One of the goals to be achieved in the sectors of ‘Intersectoral 

Cooperation’ can be derived from the preceding discussion: 

‘Integrating all members in the interchange process of health 

work’. 

This goal encompasses active participation of all groups hitherto 

not involved, i.e. representatives of the traditional medical 

system with their particular healing methods, the lay members of 

the health care staff with their specific knowledge of the region 

and finally patients (or their relatives) with their lay knowledge
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are to exert influence in health work within their specific 

competence. 

Introducing and enforcing an continual supervision could provide 

support for the integration hither to not involved groups. In this 

context, the notion of supervision implies that all members 

working in the sector are accompanied by highly skilled advisers. 

It is to be hoped that sensitization of the estabilshed staff may 

lead to higher acceptance of so far excluded groups and their 

competence in health related questions. A similar and 

comprehensive effect may be expected from further education the 

health workers are promised to receive. 

The effectiveness of both measures depends on the continuity of 

their implementation. Supervisor and teachers have to realize the 

particular conditions and problems prevailing in the district as 

well as their development. 

A well established confidence between involved members is a 

prerequisite for joint reflection on these matters. However, this 

confidence can only be developed by regular supervisions. Besides, 

it is to be made sure that supervisors do not, or do no longer, 

perfom a control function, i.e. a trained supervisor must not be 

authorized to dismiss the accompanying member and the supervisor 

himself is to be appointed by the latter. 

The training of Health Assistants in general medicine tasks, which 

is already comprehensive today, could be supplemented by the 

contents of supervision. Thus, it would become possible for these 

Medical Assistants to assume independent supervisor 

responsibilites. 

The lutheran church is alraedy successfully involved in the rural 

development work and is therefore accepted by the community 

Representatives of the church may be integrated in the supervision 

work as an independent ’elder function’. 

In the sector of ‘Community Participation’ the measures are 

oriented to the following goal: 

"Extension of self-determination or effective control of resource 

allocation by the population".
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The achievement of this goal demands that health work and 

administration is largely orientated towards the grass-roots, i.e. 

to the lower staff and the affected population. 

Giving more possibilities of control to the grass-roots may also 

imply that they become committed to health work to the increased 

extent. 

The allocation of the resources by the grass-roots makes it 

possible to safeguard appropriate use, since it is above all the 

local population that has the necessary knowledge of the region. 

Community self-determination and participation in health work, on 

the one hand, and the population commtment, on the other, must be 

regarded as independent goals. They must not be missused as socio- 

technological instruments for saving costs. If this was the case, 

the extent of "self-determination" would depend on the specific 

cost-effectiveness, i.e. it would be determined by the health 

administration that defines the indicator. 

The grass-roots involvement in the decision-making process could 

also be extended to the allocation of personnal and material 

resources. 

A community with authority to emply and dismiss its health workers 

has, thus, an effective means of control, which allows the 

community to impose its own interests in the district. 

The established health personnel would be forced to focus their 

efforts on the interests of the community controlling them. 

The authority in resource allocation could be transfered to the 

conmunity in a process of gradual development. An extension of 

decision-making powers for staff members with inferior 

qualifications (e.g. in hospital) implies for higher-skilled 

workers a complucion for giving them instructions and further 

training. Thus, there would be a continuous rise in the authority 

of the members and the managment of the hospital’s interests would 

be gradually handed over to an association of staff members. A 

similar development may also be expected for the members of the 

health centers.
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Such a development clearly shows the necessity to regard these two 

measures as independent elements. 

The first crucial step to be taken in this process is to supply 

the grass-root workers with sufficient and appropriate amount of 

material for their work, e.g. medicine, building material and 

appropriate transport facilities. These should also be guarante 

continuity in the delivery of offered health services. An example 

for this is the permanent vaccination and weighing team working 

continually in the same place with the same staff. Their regular 

work enables them to develope their perception of specific 

situations and to dismantle social distance between the health 

personnel and patients. 

The second step is to supplement the dicision-making power of the 

population be allowing them to decide over the use of the 

resources. It should become possible ‘or the population to 

effectively define new purposes for which to use the resources. 

This increase in the decision-making power must be accompanied by 

continuous supervision which is also responsible for the 

acquisition of required knowledge. 

The development of community involvement in resource allocation 

must be considered a process in which supervision and effective 

increase in control are interdependent elements. 

Supervision has to provide the possibility of reflection, i.e. of 

thinking over the prevailing situation, and to guarantee the 

necessary recources. This reflection must be confirmed by a 

corresponding and effective increase in decision-making power in 

order to guarantee genuine self-determination for grass-roots. 

Successful development with a real and effective increase in the 

responsibilities taken by them. 

7. Open Questions 

The examination of PHC in the MANAMA region was concentrated on 

the institutional level of health work. 

It was not possible to analyse what kind of experiences (good or 

bad) the affected population made with health work. I am, however, 

clearly aware of the fact that it is indispensabie to consider 

this aspect when assessing PHC work.
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Furthermore, the examination does not elaborate on the village 

community structures, which could ensure that health work is 

actually orientated towards the underprivileged people of the 

community. Supporting the controlling power of the community - 

represented in the commitees - may harbour the danger of 

paralyzing already existing and injust structures in the exertion 

of influence. 

The betore mentioned problem areas can only be dealt with in an 

examination that is carried out with local researchers. They know 

the regional languages and rules and are able to perceive local 

structures rather than expatriate field workers.
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Primary Health Care Measures Of The Nyadiri Hospital In The North 

East Of Zimbabwe 
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2.0. Introduction To The Siuation In The Province, The District, 

And The Hospital 

2.1. The Primary Health Care (PHC) Work Of The Hospital 

3.0. The Expanded Programme On Immunisation (EPI) 

3.1. The Road To Health Card 

3.2. The Importance Of Nutrition For Health 

4.0. The Expanded Programme On Immunisation Of Nyadiri 

4.1. Description Of The Average Working Day 

5.0. Description Of Specific Aspects Of The Programme 

5.1. Final Remarks 

1.0. Introduction 

During the preparatory phase of my occupation in the health care 

system of*Third World‘ countries in general - in Zimbabwe in par- 

ticular - I was especially interested in the concept developed by 

the World Health Organisation, called Primary Health Care (PHC). 

In my opinion, this concept seemed to be a promising approach to 

an improvement of the health care available for the population in 

rural and suburban areas, since health is to be secured by em- 

ploying simple, appropriate means and by using national ressources 

instead of exporting medical high technology into ‘Third World* 

Countries. It*s now several years ago since the Declaration of 

Alma Ata has been made and the first experiences of countries 

adopting PHC principles, forcing to lower the euphoric expecta- 
tions placed in the concept‘s realization. It was interesting for
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me, now, to examine how Zimoabwe - a country committed to a socia- 

list system - tries to achieve the PHC goals and to find out 

whether theory and praxis are corresponding or rather diverging. 

With these central questions in mince, I travelled to Zimbabwe and 

tried to get answers to my questions. 

2.0. Introduction To The Situation In The Province, The District 

And The Hospital 

The Nyadiri hospital is located in the North East of Zimbabwe at a 

distance of about 30 km away from Mutoko. 

It is situated in the Mutoko district which, in turn, is part of 

the Mashonaland East Province - a province inhabited for the most 

part by the ethnic group of the Shona. Mashonaland East has a 

surface of 24,954 km and a population of 1,495,984 people (see 

Statistical Yearbook of Zimbabwe, 1987, page 22). The Statistical 

Yearbook says that the province Mashonaland East has an urban 

population of about 5/7,5% while 42,5% of the people are living in 

rural areas (Statistical Yearbook of Zimbabwe, 1987, page 23). 

This high rate in urban population is due to the fact that the 

capital of Zimbabwe Harare (the biggest Zimbabwean town) as well 

as Chitungwiza (the third biggest town of the country) are located 

in this province. 

According to the Secretary For Health, there is no other town in 

Mashonaland East beside thease two except for Marondera, a city 

that is, however, already iocated outside the Mutoko district 

(Secretary For Health, 15986, page 29). 

Thus, the Mutoko district is a typical example for a rural area. 

129,682 people are iiving there (Ministry of Health, P.H.C. 2, 

1987). The district capital is Mutoko. There is also a hospital in 

Mutoko, which has been very small hitherto. However, during the 

time of my stay, it has been extended in order to expand its ca- 

pacity and to meet the demands made on a district hospital - a 

status it does already hoid. 

Beside the district hospital, there is as well the All Soul 

Hospital of the Roman-Catholic Church. 

The Nyadiri hospital, too, is a denominational one. It, belongs to 

the United Methodist Church and was founded by Dr. Gurney in 1922
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(Gelfand,M.,1988, page 60). It is equipped with about 160 beds, a. 
women‘s and a men‘s ward a paediatric ward as well as an isolation 
ward, a maternity ward and a tuberculosis ward, separated for 

women and men and responsible for all tuberculosis cases occuring 
in Mashonaland East. 

In addition, the hospital has got 2 operating theatres, 3 labour 
rooms, 1 laboratory, 1 pharmacy, 1 X-Ray equipment, 1 ultrasound 

and 1 ambulance. In the Mutoko district, the Nyadiri hospital is 
the only one to be in the position to perform operations. One of 
the two German doctors doing development aid work is a surgeon, so 
that all operations between Harare and the border of Mozambique 

are performed in this hospital. Thus Nyadiri has, in fact, got the 
status of a district hospital (though not officially carrying this 
name). 

2.1. The Primary Health Care Work Of The Hospital 

In addition to providing curative health care, the hospital is 
also taking measures in the Sector of Primary Health Care, such 

as: 

- Maternal And Child Health Care In Hospital 

including preventive measures for both mother and child (e.g. 
vaccinations, prenatal care) 

- The Nutrition Village 

The Nutrition Village takes care of badly malnourished children 
under five years of age. In part, they have been nourished artifi- 
Cially and are spending some time in the ‘village* together with 
their mothers in order to gain weight by getting regular and 
balanced meals. 

The mothers are instructed in preparing well-balanced food for in- 
fants and in laying out gardens so as to improve (if possible) the 
quality of children‘s daily nutrition at home as well. 

- Family Planning 

~ Daily Health Education at the maternity ward
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~ Mobile EPI Work 

The hospital has its own special personnel for the Nutrition 

Village, for family planning and mobile EPI Work; all other work 

connected with PHC is done by nurses who are also delivering cur- 

ative services. For reasons of space, this report will only elab- 

orate on EPI Work as an imprtant element of the PHC concept in 

order to demonstrate exemplarily PHC work. 

3.0. The Expanded Programme On Immunisation 

EPI forms an essential part of the Primary-Health-Care concept, 

which Zimbabwe has adopted from the WHO. Its importance becomes 

clear when looking at demographic analyses finding that 47% of 

Zimbabweans are less than 15 years of age (see Statistical 

Yearbook, 1987),.that the infant mortality rate is 83:1000 

(Statistical Yearbook, 1987) and that among the children from 0-4 

years of age measles, neonatal tetanus and various infections of 

the respiratory system account for 48% of all death cases within 

this age group. 

This clearly demonstrates that children do not die of exotic 

tropical diseases (those do not even occur in the list of the 9 

most frequent causes of death) but of the typical diseases of 

poverty spread by malnutrition, insufficient access to safe water 

and bad sanitary conditions. 

Thes diseases, however, can be controlled very easily by taking 

measures within the preventive sector; for this reason, Zimbabwe 

has adopted the Expanded Programme On Immunisation at the begin- 

ning of 1982 with the aim of having all Zimbabwean children im- 

munised by 1990. 

According to a fixed order, vaccinations are given against 

measles, pertussis (whooping-cough), tetanus, poliomyelitis, 

tuberculosis and diphteria.
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3.1. The Road To Health Card 

The introduction of the Road To Health Card at the end of 1984 was 

an integral part of the vaccination programme. The Road To Health 

Card is a double-sided folding card recording, on the one hand, 

the respective child‘s weight development in a diagram and re- 

gistering, on the other hand, diseases, ablactation time and vac- 

cination given to the child. 

Each child is to receive such a card at its birth or, at the 

latest, when entering the medical system and its instiution for 

the first time. 

Thus, the card is performing a vital documentary function for 

medical institutions, enabling them to retrace the child‘s 

"medical biography". It thus becomes an important instrument for 

prevention of malnutrition, which - despite all efforts taken to 

fight it - still constitutes a serious problem in Zimbabwe. 

According to statistics, 23.8% of the children from 3 to 59 months 

of age are malnourished, taking a basis of less than 80% of the 

average NCHS/WHO standard (Secretary For Health, 1986, page 24). 

These percentages vary strongly from province to province and ac- 

cording to the standard taken as a basis for measuring. 

For Mashonaland East, the percentage is at 23.8% according to the 

above mentioned standard (Secretary For Health, 1986,page 24). 

3.2. The Importance Of Nutrition For Health 

Nutrition has a vital role to play in the prevention of diseases. 

"The undernourished organism is but to a reduced degree resistent 

to infectional diseases, i.e. the body's defence mechanism is im- 

paired." (Wolter,S. in Diesfeld,H-J. 1984, page 473, translated by 

J.). There is a spiral effect to be seen: Most infections go hand 

in hand with a lack of appetite causing a reduction in eating, 

which, in turn, impairs the resistence against germs of diseases, 

etc. 

And if the worst comes to the worst, this means death to the 

child.
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Apart from these extreme cases, deficiency conditions may also 

occur, e.g. iron or vitamin A deficiency, possibly entailing night 

blindness or, at worst, total blindness. 

Generally speaking, a reduced supply of calories at any rate leads 

to a reduction in the level of activity - and this applies for 

both children and adults. For children, however, this implies a 

reduced exploration of their environment, which consequently af- 

fects their mental development (see Morley,P., 1979). Furthermore 

sufficient nutrition is also vital for normal longitudinal growth 

and above all for the development of intelligence. Deficiences 

occuring in the first two years of life can cause irreparable 

damages, since it is especially in the first two years that an 

intensified linking of synapses takes place in brain and that 

intellectual growth is stronger than during any period of time 

later. 

Undersupply of the masses in early years of life can, in fact, 

have effects on the national economy (the medical relations cannot 

be treated here in detail; see Morley,P, 1979 and Diesfeld, H-J., 

1984). 

4.0. The Expanded Programme On Immunisation Of Nyadiri 

A landrover, donated by the Dutch Methodist Church, is exclusively 

available for activities in the scope of PHC. It is being used on 

4 to 5 working days from morning to evening and often on very bad 

roads. Although the car is only 3 years old, it is already worn- 

out. Without this car, mobile EPI Work would be impossible. 

A permanent team staff consisting of a driver, a fully trained 

Finnish nurse, 3 auxiliary nurses and a dental nurse (who does not 

accompany the team on every occasion), organises and carries out 

work in remote regions of the district that is stretching out to 

the borders of Mozambique. 

There is very little fluctuation within the team; the nurse and 

two auxiliaries have been working for the team since the pro- 

gramm‘s implementation in 1982; the other two nurses have joined 

the team only last year.
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All members of the team are native to the country with the excep- 
tion of the white nurse belonging to the Methodist Church and thus 
having the possibility to work for an indefinite period of time. 
They are all paid by the Zimbabwean Government, that, in addition, 
bears the costs involved in petrol, car maintenance as well as in 

‘the purchase of medicine and vaccination instruments. 
The landrover is equipped with several weighing scales, vaccina- 
tion instruments, cooled vaccines, basic medicine against malaria, 
cough, headache and implements for family planning. 
Further supply of vaccines is to be ordered in monthly lists ac- 
cording to demand. Actually, the vaccines are to be delivered to 
Nyadiri. This, however, did not take place and for this reason the 
hospital itself collected its vaccine supply in Mutoko. 40 vac- 
cination spots are made for in regular monthly intervalls; they 
are located either in a school or a clinic (Rural Health Center) 
or at a distinct place in the bush. 

Every month, 3600 babies are weighed by this team; in the year 
1987, it were 37,000. Less than half of them, however, had to be 
vaccinated. 

According to the Finnish nurse, the average vaccination rate is at 
90% in the district of Mutoko, which means that almost exclusively 
newborn children are vaccinated. There seems to be a very high ac- 
ceptance of this vaccination programme. 

One group, however, the followers of the Apostolic faith, strictly 
refused the vaccinations for religious reasons. During the time of 
my stay in Zimbabwe, it was being discussed whether the members of 
this population group should be given compulsury vaccinations, 
since it were their children who had often caused measles 
epidemics in the past.The size of this group was unknown. 
The answer I received to my question of whether traditional 

healers (N‘anga) promote or inhibit vaccination work was: 
"N*angas don‘t care for EPI", 

The vaccination‘s car arrival is announced by the team itself, but 
also by the Village Health Worker (Community Development Worker), 
by the schools of the region and by the clinic personnel.
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4.1. Description Of The Average Working Day 

There is a fixed daily programme for the car, which is to make for 

one or two vaccination places. 

When it arrives at it‘s destination, many women and children have 

already been waiting for it (sometimes for many hours). Each team 

member has a definite role to play. One of them (they are alter- 

nating monthly) is responsible for the women‘s welcoming and their 

health education. One (or perhaps two) of them weigh the children 

and fills in the card and keeps the rcords. 

One of the two auxiliary nurses welcomes the women; they sing and 

pray together (as already mentioned, Nyadiri is a mission 

hospital). Afterwards, the date of the car‘s next visit is an- 

nounced. The women are to repeat the date several times. Then, 

they have to attend a 15 to 20 minute‘s lesson in health educa- 

tion. The subjects are differing widely depending partly on 

seasonal relevance and partly on current events (realisation of 

new compains planned by the Secretary For Health). The contents of 

health education are for example: how to behave in case of di- 

arrhoea in childhood, preparation of salt and sugar solution, 

malaria prophylaxis, symptoms of children‘s diseases, the impor- 

tance of the Road To Health Card, of a balanced nutrition for in- 

fants, of sanitary measures and of clean drinking water, propaga- 

tion of birth in hospital and breast feeding, the importance of 

vaccinations, AIDS, family planning. 

Courses in health education ressembles lessons in school: the 

women are to reiterate key phrases or they learn in playing games 

of question and answer. Sometimes the women also raise questions, 

which are then commonly discussed. 

The whole atmosphere is quite relaxed, the women are amused but 

also very attentive. 

Health education courses take place in Shona exclusively as it is 

the case with the implementation of the rest of the programme. 

After the lesson in health education, the dental nurse talks about 

5 to 10 minutes about teeth and dental hygiene, thereby using for 

her demonstrations an enormous and movable plastic tooth model as 

well as an oversized tooth brush.
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In case additional personnel accompanies the team (e.g. a dentist 

or a family planner), these people are announced as well. Then, 

the weighing procedure commences. The women queue up in a row and 

receive one bottle top per child which they are to hand over to 

the statisticians later on. Then, the children get undressed and 

are sat down in the "weighing pants". A hook fastens these pants 

to the scales that is hanging from a tree. The weight read on the 

scales is registered in the respective column of the Road To 

Health Card. The card is checked in order to see whether the child 

needs vaccination for which the woman receives small cards of dif- 

ferent colour. She takes these cards to the car where the vaccina- 

tions are given, then she goes on to the personnel responsible for 

analysing the weight development and finally she comes to the 

statisticians. 

The bottle top - indicating the number of the present children - 

are handed over again. Weight and age of each child is registered 

in a graphic table and each mother is informed on whether her 

child has gained enough weight or not. 

The first time a child’s increase in weight is found to be insuf- 

ficient, the mother is only admonished to see to a more adequate 

nutrition. The second time, efforts will be made to find out the 

reasons for the child’s malnutrition. If, for example, a woman is 

very poor, she may receive a can of peanutbutter (there are always 

several cans available in the car thanks to the private initiative 

of the Finnish nurse) which she had to mix up with the child’s 

food. Children suffering from extremely malnutrition are taken to 

haospital (this did not take place during my stay) or it is pro- 

posed to the mothers to spend some time in the Nutrition Village 

of the hospital. 

Sometimes, when there is no family planner accompanying the team, 

the Finnish nurse distributes the oral contraceptives. They are 

available at a price of 20 Zim cents per box, which is still 

within the means of the Zimbabwean rural population. In case a 

woman still cannot afford it, she gets the oral contraceptives for 

free. The only prerequisite for her is to be married. Statistics 

are also compiled about family planning.
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5.0. Description Of Specific Aspects Of The Programme 

- Unlike in some provinces, the supply with vaccines seemed to 

be no problem in the Mutoko area. During the time of my stay, it 

came to slight delays in the delivery of some vaccines; however, 

these delays never exceeded one day. 

Interviews with the team members confirmed this impression. The 

reason for the good supply in vaccines may be the proximity of the 

capital (150 km on extended roads) 

- The cold chain was no problem either. In hospital, a well- 

functioning refrigerator serves for storing the vaccines. Every 

morning, the daily demand for vaccines is taken out of the re- 

frigerator and is then transported in cold boxes until vaccina- 

tion. The team members handled the cold boxes with care, they kept 

them out of the sun and saw to it that the ampoules were always 

placed on the cooling aggregate - even during the vaccinations. 

- Supply with vaccination instruments and other equipment 

It was during my stay in Zimbabwe that expendable syringes were 

used for the first time. 

They had already been ordered for a long time in order to elimi- 

nate the possibility of AIDS infections (with compliance to the 

governmental directives); however, the syringes had not been 

allowed for reasons of an alleged lack of resources. Up to that 

time, syringes had to be cleaned by hand with no precautions being 

taken for the cleaning personnel and with cleaning solutions being 

used repeatedly. 

The rest of the equipment was rather simple but sufficient. 

- Transport 

The car (one of the most imortant elements of EPI Programme, as 

already mentioned) was rather absolescent; it had no seats in the 

back so that people had to sit on boxes and it was constantly 

feared that a new car would not be available in case the old one 

broke down completely, which would imply that the whole vaccina- 

tion campaign would be paralysed.
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In the Mutoko region, the government seems to be pursuing a policy 

of equipping only governmental health institutions with cars that 

are well working. 

Thus, for example, new landrovers were driving around the Mutoko 

region. Perhaps, the government is speculating on the possibility 

that the church will find a way to finance a new landrover by 
collecting enough donations and thus to get silently out of it. It 

had also been necessary to defend the car against the 

administration that tried to make official and private use of it. 

- Training Of The Team 

Two of the auxiliary nurses have gone through a six month‘s 

training programme. Both are capable of giving injections and 

giving lessons in health education. Furthermore, they are able to 

fill in the Road to Health Card. 

The dental nurse is merely trained in dental hygiene and can only 

assist in weighing the children. 

The third auxiliary nurse is still skilled by learning by doing 

and till now is merely doing some writing work. 

The Finnish nurse is fully trained. 

- Collaboration with other PHC Institutions 

Mobile EPI work was always done in cooperation with the respons- 

ible Village Health Worker (Community Development Worker) who were 

~ nearly almost - at hand to assist in the weighing programme. 

Aiso the clinic personnel supported the vaccination programme. 
Many times, the team staff of the vaccination car was accompanied 

by family planners. 

On hospital level, regular meetings were held with other medical 
institutions of the district in order to discuss, among other 

things, PHC ~ relevant issues. A similar meeting existed at 

province level.
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5.1. Final Remarks 

It can be said in conclusion that, on average, the Nyadiri hos- 

pital*s EPI work is satisfactory. This is also proved by the fact 

that its vaccination rate exceeds the average national rate by 

far. 

Interviewing both a doctor and the Finnish nurse showed that in 

the other two hospitals the efficiency of EPI work was much in- 

ferior, which makes necessary for Nyadiri to assume responsibility 

for an increasing number of vaccination centers and clinics. This, 

however, is impossible, since already now its capacity is fully 

used. 

On the other hand, it is inconceivable why the other institutions 

- despite sufficient technical facilities (personnel, cars) - are 

not in a position to realize their EPI programmes effectively. 

Perhaps, analyses carried out on district level may help to 

provide a possibility to discover the reasons for bad functioning 

and to interfere by imposing stricter regulations (e.g. in case 

EPI cars are used for private purposes, which impairs the pro- 

gramm*s continuity). 

The programme‘s implementation largely lay in the hands of the 

Finnish nurse and owed its effectiveness to her strong personal 

commitment as well as to her capability to contact the "right" 

people for solving EPI - relevant problems. This was certainly the 

reason for the programme‘s great success but it implies problems 

of finding a successor for her in case of sudden dropping out or 

retirement. 

In my opinion, the most positive aspects of the programme were the 

linking between promotive measures (health education) and preven- 

tive elements of the programme, on the one hand, and the continued 

repeating of issues in health education, on the other. 

This allows to spread information and to promote health conscious-~ 

ness even in the most remote areas of the region. It is most cer- 

tainly the relaxed and (as I have been told) the "simple" manner 

of teaching by the nurse aids that has a decisive role to play 

thereby.
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IV. Midwifery in Zimbabwe 

Frauke Imhorst 
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2. Modern midwifery 

2.1. The St. THERESA’S HOSPITAL 

2.2 The labour ward 

2.3 The midwives 

2.4 The ante-natal-clinic 

2.5 Delivery in the hospital 
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3. Traditional attendance at a birth 

3.1 Traditional birth attendants 
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4. Training courses for traditional birth attendants 

5. Final remarks and open questions 

1. Introduction 

During the last years there has been a strong tendency towards a 

peaceful and natural childbirth. Many women, deterred by the idea 

or their own experience of delivery in the sterile athmosphere of 

a hospital, wish to deliver their child in a warm, harmonic sur- 

rounding. They renounce strong pain~killing drugs and medical help 

in order to be able to experience the childbirth consciously, and 

not to stress the child unnecessarily. They try new breathing 

techniques and new positions for delivery, and they want the 

childa’s father to actively share this great experience.
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Many ethnics in the so-called developing countries, where up to 80 

% of the deliveries still take place outside medical facilities, 

seem to apply traditional techniques to assist at a childbirth, 

whicn are today propagated as peaceful and natural in Europe and 

in the USA . 

Traditional societies consider pregnacy and birth a natural event, 

which determines a woman’s life, but they do not attach medical 

importance to it. Thus, an expectant mother is not given the 

a patient, which is the case in modern midwifery (com- 

pare DLESFELD/WOLTER, 1986, S. 79). Moreover, birth represents a 

n ~ shared in by the whole family. 

Against this background, a traumatizing character is often attri- 

buted to delivery in a hospitai: doctors, influenced by the 

western scientific medicine, are unable to give their time and at- 

tention to the womens’ needs; in too many cases they decide on a 

drip to start contractions or on a caesarean section. Traditional 

knowledge gets lost. The strange surrounding, unknown techniques 

in the labour ward and delivery in a supine position make women 

feel uneasy. 

At the same time, however, we must not forget that, thanks to the 

means of modern medicine, many complicated deliveries have a happy 

ending, which would otherwise have caused the death of the mother 

  

child, 

Within the framework of the PHC-programmes, which have been con- 

Siderably promoted in Zimbabwe since the independance, the health 

of mother and child is taken into special account. During ‘health 

taiks’ women are encouraged to make use of the possibilities they 

are ofYrered: . 

~ the ‘ante-natal-ciinic’ (anc), medical check-ups during 

pregnancy 

~ delivery in the hospital, if complications during the delivery 

are expected 

~ the ‘post~-natal-clinic’ (pnc), the examination of mother and 

child after delivery, and finally
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- the EPI-programmes (expanded programme on immunnisaticn) pro- 

grammes for weighing and vaccination. 

At the same time the knowledge of traditional birth attendants is 

intended to be improved by training courses. 

The personnel consists for the most part of native female and male 

nurses, village health workers and midwives who have been trained 

in Zimbabwe. 

There is one such nursing schoo] in the ST. THERESA’S HOSPITAL 

near Mvuma, where the pupils can leave after a three-years~ 

training as a nurse and after one more year with a midwife certi- 

ficate. 

It seemed reasonable to me to suppose that these midwives have 

traditional knowledge in addition to their medical training. To 

me, this seemed to be an ideal condition for an integration of 

traditional and modern forms of delivery. Could it be possible 

that modern midwifery was not only adopted uncritically and forced 

on a different cuiture but that positive elements of traditionai 

assistance at a birth also found their way into the labour ward? 

Furthermore, the dialogue between the traditional birth attendants 

working in the villages (vanambuyas) and those working for the 

public health care system, which is strived for ali over the 

country, seemed to me being a good basis for a continuous inter- 

change of information and knowledge. A report about the ST. 

THERESA’S HOSPITAL, which I received from the hospital in the 

course of my preparations as an information (no exact source, 

1984), reinforced my assumption that not only the interaction be- 

tween the midwife and the woman giving birth had have to be of a 

better quality but that a woman’s social network, her family, was 

taken into account as well. 

The report says: 

‘In front of the labour ward, the women are waiting for the moment 

the new human being to see the light of day. When it is born, they 

express their joy by making shrill Ululu-sounds everybody can 

hear; even the oldest grandmother participates in this and dances 

sprightly with joy.’ 

(translated by E.Rolf)
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During my stay in the ST. THERESA’S HOSPITAL I therefore wanted to 

find out in how far midwifery in this hospital could achieve the 

character of a model in a so-called developing country. And if so, 

could it also gain importance for our understanding of pregnancy 

and delivery. 

2. Modern midwifery 

2.1 The ST. THERESA’S HOSPITAL 

The ST.THERESA’S HOSPITAL, which is run by Dominicans, is located 

in the Chilimanzi Communal Land between Mvuma and Masvingo. It has 

170 beds and 2 doctors, thus being the biggest hospital in the 

district. It has separate wards for men and women, children and 

pregnant women as well as two operating theatres and one labora- 

torium. Thanks to additional financial and material help from the 

church, the ST. THERESA’S HOSPITAL seems to be equipped above- 

average - compared with the general situation in the country. 

2.2 The maternity ward 

The maternity ward lies in a bright, friendly corridor, with rooms 

of 8-10-beds each, 2 labour wards and the premature ward fol- 

lowing. In the broader sense, the maternity ward also includes the 

staying house, which is outside the hospital, and where pregnant 

women are accomodated who should be regularly observed during the 

last days or weeks until delivery. 

2.3 The midwives 

All the pupil midwives are young women in their early twenties, 

who have, contrary to my expectations, no experience at all with 

traditional midwifery. They are women who have finished school and 
are offered the possibility of a formation. They have chosen the
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profession of a nurse/midwife, which is popular with women, 

without having had anything to do with this job before. The trai- 

ned midwives in the hospital are sometimes only few years older 

and often have not have children of their own yet. 

2.4 The *‘ante-natal-clinic’ 

The ST THERESA’S HOSPITAL also offers PHC~programmes. A mobil team 

regularly visits the clinics and schools in this area in order to 

carry out the EPi-programmes. The ‘ante-natal-clinic’ (anc) is 

executed by the midwives and pupil midwives of the hospital them- 

selves. Every pregnant woman is advised to make use of the medical 

check-up very early and to go to the ‘anc’ once a month. 

Every week at a fixed date, the women from the near villages come 

to the ST. THERESA’S HOSPITAL. A further day is fixed for the anc 

for the mothers in the ‘staying houses’. 

Some women have to start their way through the plain, which is 

very dry in this seascn and has hardly any trees and bushes, very 

early in the morning to arrive at the hospital in time. Then they 

gather, chatting or knitting before they have to go through a long 

  

series cof examinations. With the first examination, each of them 

has received a card containing her personal data but also the me- 

dical histories of previous pregnancies and examination results. 

If a woman comes to the ‘anc’ for the first time, she is examined 

thoroughly; blood and urine tests are made. With this and with 

every new examination, her weight and kicod pressure is measured, 

the abdomen is palpated in order to determine the child’s posi- 

tion. The child’s heart sounds are checked with a stethoscope. 

This way, possible complications that might occur during the de- 

livery, because of the child lying in an abnormal position or be- 

cause a twin birth is expected, can be diagnosed in good time. 

In general, every woman but especially primigravidas and multi- 

gravidas (more than 5) are advised to give birth in a hospital or 

a ‘clinic’. The traditional birth attendants are also recommended 

to make use of the modern mec@ical possibilities, if necessary, and
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to refer a woman to the hospital or to accompany the woman there. 

(compare chapter ‘training courses for traditional birth atten- 

dants’in this article). 

According to the Matron, 90 % of the women in the catchment area 

of the ST THERESA’S HOSPITAL give birth to their child in a hos- 

pital. 

What do they have to expect there? 

2.5 Delivery in the hospital 

A woman having labour pains has been lying in the labour ward for 

hours now. A pupil midwife cares about her. Every 20 minutes she 

checks the baby’s heart sounds and every 30 minutes the number and 

duration of the contractions. It is not always so quiet in the 

labour ward and not every woman is given so much attention. Often, 

several women are in labour at the same time; then there is 

hustling activity among the white-dressed midwives. 

Then the time has come: the cervix is completely cpen and the ex- 

pulsive pains commence. Now, the other midwives arrive, too . At 

least one trained midwife is present. The ‘delivery packet’ con- 

taining all the utensils necessary for a delivery, sterilely 

packed, is opened. Cushions are put under the woman’s head. The 

midwives keep on and on at the woman repeating the words: sundai, 

sundai sterek! - Press. The mother hardly makes a sound; her face 

has become contorted and she follows the midwives’ instructions. 

With one strong contraction, an episiotomy is carried out. And 

then the little head can be seen, followed, after a short while, 

by the whole tiny body. The exhausted mother sinks back into the 

cushions without saying a word, without expressing joy or relief... 

In the meantime the umbilical cord has been ligatured with a cot- 

ton thread and cut off. The newborn is lying under a warming lamp 

and rests of amniotic fluid are removed from the baby’s mouth. 

Then the apgar is determined, the baby is washed, weighed and 

dressed. In the meantime, the midwife sutures the cut. A doctor is 

not called for help under such normal conditions.
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Degression: The determination of the apgar is a method to ascer- 

tain the newborn’s condition during the first hours of life. 

The colour of skin, respiratory rate, heart rate, muscular tonus 

and the reflexes are factors that are assessed. This method was 

named after the American anaesthetist Virginia Apgar. 

Never have I seen a delivery taking place in a so disciplined 

manner but at the same time, as it seemed, so free of emotion. 

Culture doesn’t permit a woman to express her pains loudly. But 

net every woman behaves so disciplined that she can suppress the 

cry of pain. In such a case, however, there is no understanding 

among the midwives. These make jokes, laugh and try, as they ex- 

plained their behaviour, to take the woman’s mind off her pains 

and to create a relaxing atmosphere. However, I can’t help 

thinking, that they lack the capacity for understanding, in 

contrast to the midwives who have already had children, who there- 

fore know about the birth pains from their own experience and in 

most cases have much more understanding. 

It remains open to what extent the woman in labour feels these 

different manners or if my impression is based on my own personal 

perception only. The large number of deliveries in hospitals and 

‘clinics’ - according to Luchinger: 75 % (1986) (compare Luchinger 

1986, page unknown), according te the Matron of the ST. THERESA’S 

HOSPITAL: about 90 %.- indicates that the women actually trust in 

modern midwifery. 

The young midwives in the hospital are respected, which is ex- 

pressed by calling them ‘ambuya*. ‘Ambuya’ is the Shona word for 

‘grandmother’and is applied to every old woman and to the tradi- 

tional birth attendants, who always come from this generation. 

2.6 The traditional knowledge of the midwives in the hospital 

Midwives in a hospital obtain their knowledge from Englisch 

teaching books and use modern methods in the labour ward. 

As I mentioned before, the midwives and pupil midwives haven’t had 

anything to do with traditional assistance at a birth before their 

training as midwives, i.e. neither have they attended at a birth
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at home, nor have they been at least present at a delivery. Thus, 

their interest in the profession of a midwife is not based upon a 

background of experiences already existing. Concerning the know- 

ledge of traditional rules and ways of delivery, it seems we have 

to distinguish between pupil midwives and those midwives having 

long-term practice. True, the latter have not made much experience 

with traditional birth , however, they have improved their know- 

ledge by discussions with women and traditional birth attendants. 

They have not seen a birth at home themselves but they can tell, 

even in detail, what they have heard from the ‘vanambuyas’. 

Furthermore, they have experienced during their own pregnancy that 

the family makes demands on them or advises them 

to obey certain rules, although they practise a medical profession 

and gave birth in a hospital. 

None of the pupil midwives has ever seen a traditional birth, and 

none can describe a birth at home, perhaps based on what somebody 

might have told them. Most of them can at least give some rules a 

woman should obey during her pregnacy, but some pupil midwives 

couldn’t answer my questions on this matter at all. One of them 

said, that she knew there were some rules and that the women 

coming into the hospital to give birth surely would obey them, but 

she, for her part, hadn’t had a good look into this, yet. 

Traditionally, it is usual, that a young girl is only initiated 

into the ‘secrets’ of pregnacy and birth by her mother or grand- 

mother when she is pregnant and then gives birth to her child. 

Against this background, we can understand why pupil midwives who 

have not had children on their own cannot tell much about tradi- 

tional assistance at a birth. 

Nevertheless, it would be surely desirable that pupil midwives 

would become aquainted with traditional rules and methods in good 

time, which would enable them to better give their attention the 

women.
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The midwives and pupil midwives I discussed with in the hospital 

were always frank with me and willing to give me some information. 

However, I often thought to have felt hesitation when I started 

the conversation and touched on traditional assistance at birth. 

First, these women, having a modern attitude toward life, seemed 

embarrassed to be asked to say something about obsolete tradi- 

tions. I presume, however, that this little information I got, 

especially from the pupil midwives, is not caused by restraint or 

discretion but, actually, by their inexperience. 

I have no objective clues about this assertion. It is only based 

on my general impression of the conversations and the atmosphere 

during the conversations. 

In many discussions it was expressed quite clearly that the mid- 

wives dissociate themselves from traditional ways of thinking. It 

seems that they don’t believe any longer in many rules of conduct 

or replaced traditional understanding by rational reasoning. In 

the following, I want to give some examples: 

- During a woman’s first pregnancy, she is given a herbal medicine 

prepared by her mother or grandmother. This medicine is 

intended to help to expand the woman’s birth canal, thus 

avoiding an episiotomy to become necessary. One midwife reports 

that her mother had prepared this medicine for her when she was 

pregnant for the first time and that she took the medicine. She 

admits, however, that such self-prepared medicines are not 

completely harmless, but that they can do damage, too, since 

they can be dangerous for the mother and the unborn child and 

even damage the child. 

- One pupil midwife who has not had children yet, reports about 

this medicine, too, but she doubts about its effects. At the 

same time, however, she admits that she would also take this 

medicine during her pregnancy, if her family ‘prescribed’ it for 

her.
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These two examples clearly show, that the midwives have their 
critical views on this custom, doubt its effect and question 
whether it is right, but, on the other hand, submit to the social 
pressure their families exert on then. 

In the traditional society, a twin birth is considered a great di- 
saster. For this reason, one of the children was abandoned; they 
let it die. Nowadays, infanticide is prohibited by law, but many 
mothers still consider it fateful to give birth to twins and 
therefore consult a ‘n’anga’ who gives a medicine to all members 
of the family in order to avert malfortune (compare GELFAND, 1985, 
P. 5). One of the midwives, however, gives to me a very rational 
explanation why women are desperately unhappy when they are told 
that they are expecting twins. Most families are too poor to pro- 
vide for two kids at the same time, to supply them with the 
necessary food and clothes and to raise enough money for school. 

2. Traditional assistance at a birth 

In this chapter I want to describe what I learnt about traditional 
assistance at a birth from discussions with the midwives in the 
hospital and from three traditional birth attendants. These re- 
sults are added by supplementary information from the relevant 
literature. 

3.1 Traditional birth attendants 

Traditional birth attendants (vanambuyas) use to be old women, 
beyond the child-bearing age, who have already given birth to a 
large number of children. Every women who has given birth to at 
least one child is a potential birth attendant. Therefore it is 
possible, that she - mostly within her family ~ is called to as- 
Sist at a birth without having been trained for some time by an 
experienced ‘ambuya’. The ‘vanambuyas’ are not appointed to do 
this work, which is the case with traditional healers, for exam- 
ple, who can be the medium for an ancestor’s spirit (compare
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MINISTRY OF HEALTH Report on the first workshop (...), 1985, P. 

33). 

As an average, an ‘ambuya’ cares about two or three deliveries per 

year only. This makes it difficult to professionalize. But ap- 

parently, there are also birth attendants who have better know- 

ledge, so that their help can be asked in the case of difficult 

deliveries (vgl. MINISTRY OF HEALTH, Report on the first workshop 

(...), 1985, P. 31). 

3.2 Pregnancy 

if you asks many different midwives, you will receive a long list 

of rules a woman should obey during her pregnancy. Many of thei 

concern eating habits: the woman shouldn’t eat sugar cane, other- 

wise the child will have many white pimples in its face; if the 

woman eats eggs during her pregnacy, the child will be born 

without hair. If the woman cannot resist mangos, the newborn’s 

skin will be sallow (presumably this is hinting at the jaundice of 

many newborn). It is not advisable to eat rock rabbits, otherwise 

the baby will cry very much. 

But especially concerning the restrictions of eating habits, every 

‘ambuya’ seems to know her own rules. One cld ‘ambuya’ said that 

she didn’t know about certain rules concerning what to eat and 

what not: a woman was allowed to eat whatever she liked. 

There are also rules having more general validity. These rules are 

based on the belief that seeing an ugly person, or the negative 

thoughts and feelings of the mother can influence the spirit, 

character and the appearance of the unborn child. Thus, the ex-~ 

pectant mother should avoid to look at ‘cripples’, since then she 

will give birth to a handicapped child. If she. nontheless, meets 

a handicapped person, she can avoid the worst thing by spitting on 

her belly. The pregnant woman should not attend a funeral; she 

should avoid to look at a dead body because otherwise the child 

will be mentally disturbed and suffer from hallucinations. On the 

whole, the woman should only look at people having a good
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character, because the good characteristics are transferred to the 

foetus. Very often, the rule is mentioned tnat the pregnant woman 

must not sleep during the daytime because she then will have la- 

bour pains for an extremely long time. Furthermore, an ‘ambuya’ 

told me that the woman should not transport fire wood untied in 

ner arms or on her head because this could cause a breech. 

Besides these instructions how to behave, the woman does not re- 

ceive any special welfare during the first months of her 

pregnancy. ft is not usual that the ‘vanambuyas’ already look 

atter tne woman during the pregnacy. 

ty
 rom the seventh month, the pregnant woman must stop the sexual 

f
w
 e ntercourse with her husband. If she is a primigravida, she then 

4 Jiia return to her family where she will give birth to her child 

and stay three weeks to two months after the delivery. The in- 

formations on this period are varying. The woman’s next children 

Will be delivered in her husband’s village, wnere she is living. 

The husband accompanies his wife to the viliage where her family 

Lives. Chidyausiku describes this event as a ‘home bringing cere- 

mony’. fhe cdaughter’s Leather apron is spread in front of the 

parents’ hut. Then the parents have to spring over it one after 

the other (compare CHIDYAUSKIU, 1984, P. 88). I can give no in- 

formation whetner this ritual, may be in a changed form, is still 

oy
 eing gractised today, with the woman wearing western dresses. Be- 

t A oT 

vt
 e the husband leaves his wife with her family, an animal, which 

ct
 ne puspand brought as a present, is slaughtered. 

Until the birth of the child, the mother, and sometimes the grand- 

mother will look after the daugnter respectively granddaughter. 

She will wrepare for her a medicine of herbs, which she collected 

by her own, intended to avoid a episictomy. This custom is, as far 

as i can judce it, widely spread, but obviously there are other 

methods yet to make the perineum more flexible. 

A nurse telis that her grandmother had advised her to rub soap 

over the perineum and to massage it regularly. 

When the date of birth comes nearer, a hut is built for the woman 

where she wili deliver.



3.3 Delivery 

The birth attendant is not called before the woman has strong 

labour pains. During the pregnancy, there is no precautionary care 

for the woman by the ‘ambuya‘’ 

In the hut, the woman lays down on a mat: a stapie of blankets is 

put under her back. Only the ‘ambuys’ and one olaer woman, who as- 

sists, are present at the birth. Nothing is against the father 

being cresent at the birth. This, nowever, is not common practice. 

First, the ‘ambuya’ will examine the height of the child’s head 

with her finger. To check whether the cervix is completely opened, 

she introduces her complete hand into the vagina, clenches her 

fist so that it corresponds with the seize of the baby’s head and 

pulls out her hand of the vagina. She palpates the woman’s belly 

to find out the child’s position. If the child is in a breech, she 

will try to turn it. Some ‘vanambuyas’ carry out a episiotomy if 

they think this is necessary. For this purpose they use their 

fingernails. The blood is stopped by a mixture of herbs. There are 

other ‘vanambuyas’ who know another method to force the baby’s 

head to come out: they introduce their fingers into the woman’s 

anus and try to press the baby’s head upwards. 

If the delivery doesn’t preceed normaliy and there has already 

passed a long time since the rupture of the amniotic sac and the 

first labour pains, the ‘ambuya’ will try first to quicken the de- 

livery by pressing the belly with her hands. If ali these attempts 

remain unsuccessful, there are grounds for the assumption that the 

woman has had sexual intercourse with a lover during her 

pregnancy. To save the child’s life, she must tell the birth at- 

tendant her lover’s name. If the woman refuses to make a confes- 

sion, there are means ts force her to do so: with the help of some 

solinters of wood are driven 

  

fomern who keep aold of her, 

under her fingernails until these start to bleed (compare 

CHIDYAUSIEKU, 1984, P. 10). if the woman doesn’t confess her guilt 

and the baby dies, tne birth attendant’s assumption seems to be
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justified. However, a midwife in the hospital explains that the 

baby’s death cannot be put down to the fact that the woman didn’t 

say the truth or withheld something but to the stress under which 

the baby had been during the long labour. 

If the child is born, the umbilical cord is ligatured and nowadays 

usually cut with a razor blade. The women ululate one time to pro- 

nounce the birth of a boy and two times to pronounce the birth of 

a giri to those waiting in front of the hut. 

3.4 After delivery 

The young girls who haven’t had children yet, are not allowed to 

enter the hut during the delivery because one fears that they 

might get scared and in the end would reject to marry at all. 

After the birth and when the baby has been washed they are allowed 

to see the newborn, except for those who are menstruating. 

During the first days after the birth, the woman stays in the hut 

with her newborn child and the birth attendant looks after them. 

When the rest of the umbilical cord has fallen off, it is burried 

together with a special medicine. Cow dung, which had been put on 

the floor of the hut after the delivery, is applied on the navel 

{compare GELFAND, 1985, p. 4). This of course is a very dangerous 

custom, since tetanus bakteria can come in through the navel, 

which would mean, after a short time of illness, the dead of the 

child. 

After the birth, a celebration is hold. On this occasion, an 

animal is slaughtered, the people eat ‘sadza’, drink beer and 

dance. 

Against the background of the information I could get, most 

methods of traditional assistance at a hirth , which are applied 

by the Shona, do not coincide with our ideas of a peaceful and 

natural birth.
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The traditional rules of behavior a woman has to obey during her 

pregnacy may be only considered superstition by somebody formed by 

western culture (in this context one should not forget that even 

in our culture similar ideas and explanations exist, which are not 

so far spread nowadays). These, however are not harmful, neither 

for the mother, nor for the child - quite the reverse. Many of 

them show that there are efforts to make a pregnancy a time of 

balance without excitement. I am thinking of the order not to go 

to a funeral and the advice to have only pleasant thoughts and 

feelings. 

It is just the contrary with many methods applied during birth 

that can be dangerous for the life of the mother and the unborn 

child. The ‘vanambuyas’’lack of knowledge concerning hygiene 

favours infections, that could be otherwise avoided: they examine 

the woman’s vagina with unwashed hands; blood is removed by means 

of dirty cloths; the umbilical cord is cut by an unsterile razor 

blade and, finally, the navel is rubbed with dung. 

A great disadvantage, of course, is the fact that the ‘vanambuyas’ 

have only limited possibilities in the case of an unnormal birth. 

They lack not only the knowledge and the means midwives in a 

hospital have at their disposal; mostly, they lack the experience 

to know what to do when complications arise , since they are in 

charge of a relatively little number of deliveries in the course 

of their practicing and they are probably not very often con- 

fronted with complications (compare MINISTRY OF HEALTH, Report on 

the first workshop (...), 1985, p. 31). 

tin order to abolish these probiems, in Zimbabwe training courses 

are held for traditional birth attendants.
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4. fraining courses for traditional birth attendants 

The Zimbabwean Government endeavours to build up a medical health 

care system for the whole area, i.e. including rural areas. For 

this reasen, basic medical knowledge they want to impart to the 

‘vananouyas‘, whe still iook after many births, so that optimal 

care for pregnant women, mothers and children can be guaranteed. 

The government aims at a reduction cf the infant mortality from 

40/1000 to 20/1000 and of the mortality in childbirth from 

Z200/160.G00 to 100/100.000/7) (compare MINISTRY OF HEALTH, 

Zambebwe 4uealtn for alL action plan, 1986, p.10). 

In principie, there is nothing to say against a normal delivery to 

take place at home, provided that the birth attendant obeys some 

important rules and is willing to take the pregnant woman to the 1 

next *clinic’ as wu
 soon aS compiications arise. In training courses 

intended to be carried out by state-certified midwives or so- 

sistants’ who have several years of experi- 

  

a dialogue with the traditional birth atten- 

dants in order to help midwives to setter understand the 

“yanambuyas’ methods and, vice versa, to help the ‘vanambuyas’ to 

r develop a better acceptance of modern midwifery. Therefore it is 

wuportant 1G bet the ‘vanambuyas* know ivom the very beginning of 

tie courcos what is the alm, so that they can understand that no-~- 

body intends to minders their work, but that mutual learning from 

each other is strived for. 

yor the most part, nowever, those tupics are predominantly addres-— 

  

iyvas’., One of chem, for example, is hygiene. The 

vanambuyas’ will be shown how fo use simple means to avoid infec- oO fe
 

tions, or to look after the umbiiicai cord. They learn about the 

normal course of labour and how to diagnose complications, and 

making safer. 

  

pe
 the public health care system provides must be 

mace transparent to the ‘tvanambuyas’ to enable them to become 

inhibitions and tc reduce them. They are ad- 

    

to seca all women to the ‘tanc’ since a high infant mortality 

t ign percentage, caused by 

  

pregnancy, which means that 

 



The ‘clinic’ will give a ‘delivery packet* to each woman coming to 

the ‘anc’ in the 8th month of her preqnancy. This packet includes 

some important utensiles for the delivery: a.o. a string for tying 

the umbilical cord and 2 sterile razor blade to cut the umbilical 

cord. 

During the training course the ‘vanambuyas‘ are explained how to 

use the ‘delivery packet’. 

If complications occur during the delivery, the ‘vanambuya’ shall 

refer the woman to the next ‘clinic’ cr the next hospital, with a 

rapid transport surely remaining a problem. Births with a risk in- 

volved shaii always take place in a facility of the modern health 

care system. This includes a.c. primigravidas and multigravidas. 

Concerning primigravidas, however, a conflict arises with the 

traditional custom that says that a woman returns to her familiy 

he
 at the end of her pregnacy. In this article, however, it must 

remain an open question how this conflict is treated. 

5. Final remarks and open cuestions 

Returning to the initial guesticn of ae possible integration of 

Or
s @livery, it turns cut that such modern and traditional methods of 

  

an integration - as far as one can speak of integration at ali - 

takes place to a very limited extent. 

Nevertheless, the Zimbabwean Government’s attempt to inteqrate the 

‘vanambuyas’ into the Plc-concept and to give them further educa- 

tion in training courses has to be valued positive, at all events. 

Thus, even women living in remote rural areas can be reached and 

better profit from the PHC-programme. Vice versa, however, there 

are no innovative impulses from the traditional birth attendants 

for the midwife’s work in the labour ward. They, who have adonted 

new moral concéeres that exclude an acceptance of old traditions, 

don’t seem to be willing to start a real dialogue.
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Against this backyround, it becomes easier to understand why - on 

the basis of the information available for me - there are scarcely 

any approaches to a real integration. 

in this article traditional birth attendance appears in a more or 

less negative light , which is surely due to the fact that the in- 

formation I got was given, for the most part, by midwives from the 

labour ward. When I taiked to the ‘vanambuyas’ in Siyahokwe, 

nurses were my translators, which will surely have influenced the 

Answers to my guesticons. Actually, nobody emphasized one single 

positive aspect concerning traditional birth assistance that can 

bear comparison with modern midwifery. In the contrary, the 

methods of the ‘vanambuyas’ seem to be rather primitive and in 

some cases even highly dangerous. Nevertheless, I want to ask the 

question whether a ‘vanambuya’ does not have a better knowledge on 

herbs and natural cure. The cniy example given in this connection 

Was the medicine taken to preclude a episiotomy. However, it would 

be interesting to know whether the ‘vanambuyas’ also know remedies 

for contreception and abortion, against infertility, for stimu- 

jating the lactation etc. 

Tn order to vain a deeper insight into traditional methods and 

techniques, it would be necessary to concentrate, above ali, on 

quest.oning the traditional birth attendants. 

rurthermore, this articie lacks the statements of women who go 

ints a ‘clinic’ or hospital for delivery and who have perhaps 

given birth to a chiid or more children at home already. They 

surely would be abie to give information on traditional rules and 

methods for delivery and could, moreover, directly compare a tra- 

ditionai with a modern delivery and name the advantages and espe- 

cially the disadvantages of a delivery in the labour ward in 

contrast to a traditionally assisted birth. 

What was their motivation to take advantage of a medical facility 

this time? How de they teel about the atmosphere and the technical 

equipment and methods in the labour ward?
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So there still remain a lot of open questions, which perhaps can 

be answered in the future. These answers might then contribute to 

a critical reflection of the moral concepts imported from the 

western world and to use the knowledge gained to take appropriate 

practical steps. 
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V. Traditional medicine in Zimbabwe: medical dualism? 

Dieter Simon 

1.2. 

1.2. 

1.3. 

1.4. 

4.1. 

4.2. 

4.3. 

Introduction 

The relevance of traditional medicine 

The term of disease and the cause of disease 

The traditional belief in connection with traditional 

medicine 

The competence of traditional medicine 

Socio-economical significance for ‘"developing countries’" 

Description of the Traditional and Medical Clinic (TMC) with 

a case study 

The problem of acceptance and resulting demands 

Possible development of the tradtitional medicine in the 

future 

Requirements/assumptions 

Problems of the traditional healers 

Changes in the traditional section 

Closing remarks and open questiones 

O. Introduction 

In Southern Africa, especially in Zimbabwe, the herbalism, has 

great importance for the population as one element of traditional 

medicine 

In the western industrial countries and specially the Federal 

Republic as one of them, the importance of alternative healing me- 

thods is more and more increasing (compare DER SPIEGEL, 1988).
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Many people are dissatisfied with the classical scientific treat- 

ment, both medical and psychological. 

The questions that arise for the African cultures with dealing of 

their traditional medical system on the background of this deve- 

lopment are various. Which approach has the traditional medicine, 

how relevant is traditional medicine, are there diseases that can 

be treated much better by traditional medicine, is the African 

dualistic medical systems ahead of the Western systems time? 

In the following chapters I will try to describe the relevance of 

the traditional medicine in Zimbabwe and partly give answers to 

the named questiones. 

1. The relevance of traditional medicine 

1.1 The causes and the term of disease 

In this chapter I would like to give a short description of the 

different terms used to describe disease, and the different causes 

of disease. It is important to see that cultures understand and 

define diseases and their causes in many different ways. The 

understanding of this local system of diseases and their causes 

causes a special working within this medical system. 

With this short introduction I hope to supply the base for a 

better understanding and therefore an appropiate/fair considera- 

tion of traditional medicine. 

The western scientific-mechanistic term of disease is more or less 

limited to the categorisation of well-defined effects and causes. 

These causes and effects are explained mainly in terms of organic- 

physiological processes (compare LACHENMANN, 1982. p. 15 and 

BUCHNER, 1975). There are, however, some modern concepts 

(psychonanalysis, psychosomatic) that define the term of disease 

more comprehensive, but these concepts seem to have at the moment 

less influence on daily practiced scientific medicine (compare 

LACHENMANN, 1982, p. 15). 

In contrast to this is the holistic understanding of disease 

wherein the physiological and psychological aspects of the human



60 

being are not seen in a separat way, but rather in the context of 

a person’s cultural and social network 

Medical sociology classifies the awareness of a disease in three 

ways: in terms of illness, disease and sickness. Illness describes 

the individuals subjective awareness that something is amiss with 

the body. When the subjective feeling is objectively defined 

through specific symptoms within a medical system it is called di- 

sease. The term sickness covers the other two terms and describes 

events that occur during the times one is ill (compare PLFEIDERER, 

B., BICHMANN, W., 1985, p. 25). 

There are two parties that play an important role in the process 

through which disease is recognized: the individual who feels sub- 

jectively that something is amiss and the society which defines 

the disease objectivly through symptoms understood by its authori- 

ties within a specific medical system. In other words, the indivi- 

dual and his social environment form a unity in the diagnosing and 

treatment of disease (compare KOCH, L.C., 1986, p. 20). 

Therefore we must bear in mind that every culture or society has 

its own medical system based on specific cultural knowledge about 

health and disease, as well as its own diagnostic and therapeutic 

methods. 

Diseases are generally divided by the Zimbabweans in two large 

complexes: They differentiate between normal, natural diseases, 

and those which come into existance through supranatural or other 

abnormal circumstances. Normal diseases (cough, flew, feavers, 

stomach- aches, etc.) come and go through natural causes that re- 

quire no further explanation. Abnormal diseases, however, come 

into existance because of supranatural powers for reasons that 

must be explained if one is to cure a disease. Such diseases are 

always caused by bad spirits (DAMASANE, CHAKALI, 1988). Bad 

spirits come into existance by: 

1. violation of taboos 

In this case it is believed that the violation of religous or 

social taboos upset the spirits.
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2. diseases caused by witchcraft and magic 

In this case the disease is caused by a living person who has the 

power of witchcraft or magic. There can be many reasons for the 

use of such powers against one; often jealousy of a third person 

is involved. (‘witchcraft: certain cultures believe that there is 

witchcraft. witchraft is a bad spirit that can main one‘ s life. 

So the person might not want his neihbour to progress so he will 

find herbs to maim the brain so that the person might not proceed’ 

Interview with a nurse, Bulawayo 1988.) 

The causes of disease are described so widely, because the estima- 

tion of the patients disease in normal-unnormal effects the choice 

of the type of doctor. That means patients that estimate a disease 

as unnormal will consult a traditional healer, whereas with a dif- 

ferent estimation the scientific doctor will be consulted. 

Nowadays the urban population seem to estimate different diseases 

as unnatural than in earlier days. 

I have the assumption that referring to the classification of di- 

seases in normal-unnormal a moving/displacement has taken place. 

1.2 The traditional belief in connection with traditional medicine 

This chapter is intended to outline the traditional religion of 

the Ndebele and to emphasis their special relevance for the tradi- 

tional medicine. 

The Ndeble believe in a God who embodies the highest power in a 

hierachic order. Next to them follow the spirits of the tribe and 

of their ancestors as mediators between men and God. These 

mediators receive their power through God and can pass it to men. 

These dead ancestors called ‘amadlozi’ by the Ndebele, have two 

main tasks. 

On the one hand they serve as mediators between men and the 

highest God, on the other hand they care about the general welfare 

of every single family. Their main ‘duties’ are to protect people 

from disease, misfortune and personal failure as well as to supply 

enough food and to look after the peoples’ welfare. These every-
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day points of contact lead to a strong relationship between the 

people and their ancestors. 

At this point the connection with traditional medicine is evident: 

Many traditional healers receive their healing powers through 

their ancestral spirits. 

Generally, an ancestral spirit can determine any person to be his 

medium. In most cases, however, the spirits who had often been 

traditional healers themselves, choose descendants from their own 

family. 

If the determination of a person chosen as a traditional healer is 

recognized and accepted, a 1-3 years training by an experienced 

healer will usually follow. 

Originally, there had been different types of healers with dif- 

ferent tasks (e.g.either diagnosing only or treatment only), but 

having the same ‘prerequisite’ :each healer had received his supra- 

natural abilities through his ancestral spirit. 

Today the situation is this: there are different ‘prerequisites’ 

but only few types of healers: today healers in the most cases 

possess the two abilities considered most important: the ability 

to realize and to diagnose the causes of a disease as well as the 

knowledge how to treat it. While the ‘herbalists’ receive their 

knowledge partly by indirect ways (they are led by dreams), other 

healers (spirit mediums) work directly with their healing spirit. 

In my opinion, the connection assumed to exist between traditional 

belief and traditional medicine can be clearly seen in the fol- 

lowing points: the ‘amadlozi’ as the central element in the tradi- 

tional religion transfer their supranatural powers to the healers, 

thus enabling them to have a (medical) effect on their fellow men. 

Furthermore, these ancestors, some of whom have been known and can 

still be experienced, establish direct relations with 

‘supranatural powers’, i.e. it is possible to explain the origin 

of a healer’s powers but not the effects. 

Digression: There are some differences between the autochthone 

religion of the Shona and that of the Ndebele, but the connection 

of belief and medicine, mentioned above, exists in both ethnics. 

The Shona healers, too, receive their powers through ancestors’ 

spirits, but, in addition, through spirits who have no direct
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connection with the healers’ families (compare MAGAVA. 1986, 

CHILD, 1965, COBBING, 1976, BOURDILLON, 1976, GELFAND, 1985, 

SCHROETER MUGICA, 1985). 

1.3. Recognition of Competence 

Relevance, way of working, effectiveness and seriousness of tradi- 

tional medicine are often and very controversially discussed. At 

this point, I want to make only few remarks on my own observations 

in Zimbabwe, emphasizing that the competence of traditional medi- 

cine is acknowledged. 

Various sources (CHRONICLE, 1989, DIESFELD, 1989) reveal that 

about 80 % of the rural population enlist the traditional medicine 

for first medical aid. 

In urban areas as well, the number of traditional healers and 

patients is very high although in the most cases it is not a que- 

stion of first medical help (compare point: Choosing a Doctor) 

Thus the population seems to have trust in the traditional medi- 

cine. 

The Ministry of Health as well as privat and religious institu- 

tions timidly commence to get into contact with traditional 

healers. They organize workshops where first interchanges can take 

place. This presupposes that the traditional medicine is at least 

partly accepted. (compare point 3: acceptance). 

Some scientific doctors refer to the competence of the traditional 

healers in treating psychological and psychosomatic diseases. 

(HARVEY, 1988, NDLOVU, 1988, SILUNDIKA, 1988, KAHABKA, 1985, P.99, 

101). 

The Traditional and Medical Clinic (TMC) in Bulawayo offers its 

patients to freely choose between the scientific doctor and the 

traditional healer who work independent of each other and with the 

same rights. 

Western pharmaceutics companies start to examine native plants for 

their active substances in order to sell them as medicine later.
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Even though this is a variant of neo-colonialism, it proves that 
traditional medicinal plants are of Significance. 

1.4 Economic significance of traditional medicine for ‘developing 
countries’ 

Two reasons can be assumed for the fact that 80 & of the rural . 
population enlist the traditional medicine for medical aid. . 
On the one hand, it might be the degree of familiarity of the 
rural population with its own medical system, on the other hand, . 
it might be a question of distance from the scientific medical 

facilities. 

Looking at it from this aspect, the use of traditional medicine as 
a resource, especially for rural areas, becomes economically im- 
portant. Promoting the traditional medicine in order to support 
and extend a further offer for comprehensive and holistic medical 
health care could save resources in the longer term, since the ne- 
cessary infrastructure is available already. 

Promoting the traditional medicine, in the sense of giving it an 
equal status, must not mean a reduction of resources in other 
fields, e.g. the scientific medicine. 

Saving resources does not only concern the state but also the 
population: a healthy population constitutes an efficient poten- 
tial of capacity for work. And when I feel healthy, I need not 
spend any money for a doctor. 

In my opinion, this approach implies that the traditional medicine 
keeps on existing as a separate system and is not integrated into 
the existing scientific medical system, thus avoiding the tradi- 
tional medicine’s decline, not only in the long term. 
From my own experience, the term ‘integration’ is limited to two 
main points. First, that the traditional medicine is limited to 
only very specific areas, second that modern medical practice has 
recognized the benefit of certain traditional healing herbs. 
‘integration’ seems to be the incorporation of the above elements 
into the scientific medical system. As long as the competence of 
traditional medicine is defined by scientific doctors and their 
representatives in the relevant ministries but not by the popula- 

. tion, this so-called ‘integration’ is unacceptable.
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It would be necessary to examine whether parallely existing 

systems - i.e. the existing Primary Health Care System including 

an improved distribution and availability of resources (compare 

the articles by Jochen Gensichen and Andrea Konig) and a 

‘modernized’ traditional system - (compare 3.4 Demands by the 

medical doctors) were able to guarantee sufficient medical care 

for the population in the whole area. 

With the following summary, I want to point out again the signi- 

ficance of traditional medicine, especially for Zimbabwe. 

I take the view that the traditional holistic understanding of 

disease - integrating the individual person and its social en- 

vironment, disturbances of social relationships within this en- 

vironment as well as religious aspects (ancestors and ancestors’ 

spirits) - in particular presents the fundamental conditions for a 

medicine to be really effective. In our modern medical system 

these requirements are seldom met 

This strong religious attachment to the traditional medicine, 

favours one requirement for a medical system, which is the convic- 

tion and the belief in the system. 

The accceptance of the traditional medicine’s competence by the 

social environment and the category of its economic relevance are 

further aspects, emphasizing the significance of traditional medi- 

cine. At this point, however, I want to stress once again that the 

economic significance is not the only criterion and must, by no 

means, have negative consequences for those affected by the health 

system. 

In search for crossroads or commongrounds of scientific and tradi- 

tional medicine, I found the TRADDITIONAL AND MEDICAL CLINIC (in 

the following called TNC) in Bulawayo.
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2. Description of the TMC with a case study 

The meaning of the term ‘Clinic’ is different from that one used 

in European languages and thus a little confusing. This ‘Clinic* 

is no hospital but rather a large privat practice, i.e. people 

receive out-patient treatment only. The TMC is based on the idea 

to offer two different medical systems under the same roof. The 

patient can choose either the traditional healer or the scientific 

doctor. The TMC has a reference system, i.e. both doctors refer 

patients to the other one, though they make their diagnosises in- 

dependent from each other. 

In addition, I have to mention the role of the coordinator. Be- 

Sides organizational tasks and public relations work, she cares 

about and gives advice to all patients who are referred from one 

medical system to the other. This consultation is obligatory for 

every patient before he is referred to the other doctor. Thus, the 

coordinator acts as an intermediary between the traditional and 

the scientific sector. 

Generally, a referral causes no problems. In some cases, however, 

patients react uncertainly to the scientific doctor’s proposal to 

consult the traditional healer after the scientific doctor’s 

treatment was unsuccessful. The reasons for these inhibitions must 

be revealed by discussions. Religious reasons may play a role. 

Vapostori (African Apostolic Church of Johane Manake - a new in- 

dependent church with about 50,000 members - and the catholic 

church, for example, forbid to consult a traditional healer who 

works with the help of a spirit (which are, acccording to the 

coordinator, 2-3 out of 100). Often, patients state to have lost 

their relationship to the traditional belief. They want to consult 

the traditional healer but bans and attitudes are strong enough to 

make a decision so difficult. In these cases, parents or near 

relatives whose traditional belief is stronger or more conscious 

are asked to act as ‘mediators’ 

Thus, the concept of the TMC is based on conscious (re-)turning to 

the own culture and the apparent acceptance of this culture, with 

traditional belief involved.
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A man about 35 years of age enters the TMC waiting room, which is 

at the same time the reception. A nurse at the reception asks the 

man for his reason to come. He explains that he feels ill and 

wants to consult the scientific doctor. The nurse and the patient 

sit down at the reception and jointly take down the patient’s 

medical history. The nurse asks some personal data in the native 

language. Afterwards, she inquires what causes him trouble, 

whether he has taken any medicine and further details of his case 

history. After having taken down these data, the patient is given 

the card of his case history and he is led to the scientific 

doctor. The patient complains about stomach-ache and headache, 

especially when his head is touched. Furthermore, he complains 

about hot toes and swollen feet. He often has gaps in his memory, 

feels shattered and lethargic. He has had these problems for 4 

months already and during this period he consulted 3 scientific 

doctors and 2 traditional healers, whose treatments, however, had 

little success. The scientific doctors several times treated 

him for malaria, the traditional healers stated that annoyancce of 

his ancestors’ spirits as well as witchcraft were the reasons for 

his illness. 

‘The scientific doctor examines the patient and then proposes to 

refer him to the traditional healer of the TMC, after he could not 

diagnose anything that has not been treated before. 

The patient goes to the TMC coordinator’s office to disccuss again 

his situation. The coordinator talks with the patient about his 

referral to the traditional healer and solves problems if there 

are any. The patient has no reservations concerning the healer and 

there also don’t seem to be religous restrictions that, for exam- 

ple, forbid to touch traditional medicine. After a short waiting 

period in the coordinator’s office, the traditional healer leads 

the patient into his treatment room. 

He wants the patient to describe in detail what troubles him and 

inquires the previous treatment. After this questioning, he gives 

the patient some snuff, which he has to take through the nose. The 

healer makes up some medicines by means of a little measuring jug. 

When giving them to the patient he explains exactly when and how
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to take them: a mixture of pulverized herbs has to be taken for 

breakfast, together with porridge and milk. Then the healer gives 

him some small pieces of wood he has to smoke. This is meant to 

ease the pain a little. The healer says that he could offer an ef- 

fective treatment, which then would have to be given at his house 

because of too little room in the TMC. The patient agrees, says 

goodbye to the healer and leaves the room without having paid him. 

The traditional healer explains to me that this man would become 

mentally ill but that he wanted to try to help him. With the 

consent of both, healer and patient, I attend the treatment at the 

healer’s house the next morning at 07.30 am. Replying to my 

question (the healer is not present), the patient says that he has 

had a quiet night and is almost free of pain at the moment. 

The treatment consists of two parts and takes place in an exten- 

sion of the house. A bowl containing herbs and roots is filled 

with hot water. The patient, completely naked (neither watch nor 

necklace left), sits down on the floor. He takes the bowl and puts 

it between his opened and bent legs. He is covered with 3 thick 

blankets and has to inhale for about 10 minutes. After 5 minutes, 

he changes the position. He kneels and deeply bends the upper part 

of his body over the bowl, again covered with blankets. During the 

last 1-2 minutes, the traditional healer says some words and 

touches the patient and the blankets with an animal tail at 

several sports. The patient is completely bathed in sweat. After a 

break of about 15 minutes, the second part of the treatment 

begins. A mixture of herbs is died away in a pan over charcoal. 

First, the patient inhales for 5 minutes, being covered by the 

blanket. Then he inhales further 4 minutes by using a copper pipe, 

which he holds into the embers in the pan. 

This is the end of the treatment, and the patient puts on his 
clothes. We go into the house and are offered a cup of tea. 

The patient asks the healer whether he can tell him the reason for 

his illness. So we return to the treatment room. This time, every- 

body present (the patient, the healer and I) has to take off his 

shoes. The healer puts on a necklace and his plume and gives out 

snuff to the persons present. We all sit down on the floor. The
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healer murmurs some words, takes some snuff, sprinkles his small 

pieces of wood (bones) with it and begins to throw them. While 

murmuring constantly, he repeats this procedure several times. 

After some minutes, he lets the patient know what his spirit has 

told him: A woman in the patient’s house had bewitched him. The 

patient nods his head, he acccepts the explanation. Owing to the 

apparently new situation, a new treatment becomes necessary, which 

is said to be almost identical with the one before. In addition to 

the inhalation, the patient will have to put his hands and feet 

into the liquid in the bowl. This treatment is planned to take 

place the next morning. 

This time, I cannot attend the treatment. Since I haven’t met the 

patient afterwards and he didn’t answer my letter, I don’t know 

whether the treatment was successful or not. 

3. The problem of acceptance and resulting demands 

‘Doctors biased: Zinatha 

DOCTORS in Zimbabwe are not keen to work together with traditional 

healers because they are afflicted withcultural imperalism, say 

Zinatha president Professor Gordon Chavunduka. 

Speaking on the ZTV programm, The Nation, last night, Prof. 

Chavunduka said while his organisation was willing to liaise with 

doctors in medical research, most of these doctors trained in the 

Western countries were simply not interested. He said the doctors 

received biased training as they were taught to consider 

‘everything that is African as part of our evil spirits ’ (...)’ 

(CHRONICLE, 12.09.1988). 

This quotation also points out the main problem of traditional 

medicine: representatives of modern systems of knowledge, com- 

prising the Government, the scientific medicine, the church, the 

educated upper class and, for some part, the media, too, have dif- 

ficulties with the acceptance of traditional medicine. 

The term ‘traditional healer’ is often treated as equivalent to 

the term ‘witchdoctor’. I often heard this term, in Zimbabwe as
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well as in Europe, and noticed that people always associated 

witchcraft, evil wheelings and dealings, death and, above all, 

fanning the flames of mistrust andd hatred among people living 

together. If spectacullar events in connection with traditional 

medicine appeared in public, the topic was described by the term 

‘witchdoctor’, thus giving it a very negative sense and dismissing 

it. This was and still is intensified by the fact that, for the 

most part, only the negative events were discussed in detail 

(compare CHRONICLE, 12 and 17.03.1988, CHAVUNDUKA, 1982). 
reasons for this generally negative attitude are given by dif- 

ferent groups of the society. 

Since 1879, the church has been maintaining its attitude towards 

traditional medicine. Even today, we can read in an article on the 

development of the catholic church in Zimbabwe that it has reser- 

vations against ancestor worship/cult. 

Catholics are not allowed to attend a meeting where a person 

acting as a medium, contacts a person deceased and makes 

statements on disease, misfortune and guilt. This does not mean 

that the ancestors don’t have to be given respect and held in 

esteem. A similar differentiation has been made regarding the 

medicine men who founded an association after the independance and 

have undergone a revival. The catholic church only accepts them 

helping ill people by the use of medicinal herbs. The church dis- 

approves their acting as mediums (BERGER, translation: E. Rolf). 

In 1988, an approach was scarcely perceptible. It was admitted, 

however, that today the church does not reject the traditional 

medicine as vehemently as it did before. 

The scientific doctors’ attitudes towards traditional medicine 
range from generalizing and unreflected statements (inefficiency, 

excessive dosing, patients treated wrongly) and simple ignorance 

to serious discussions about traditional medicine. This group, 

however, seams to be relatively small. 

Paradoxically, the ministry of health has been propagating since 

1980, the year of independance (In 1981 The Traditional Medical
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Practioners Act, No. 38 was passed and legalized the practice of 

traditional healers.), the integration of traditional medicine in 

the health care system (compare MINISTRY OF HEALTH,, 1984 and 

1985). Open-minded scientific doctors who have to be taken 

serious, as well as the ministry of health, however, make demands 

on the traditional medicine that will have to be met before a co- 

operation can become possible. ZINATHA, the association of tradi- 

tional healers, takes one of these demands into account by 

obliging the healers to have themselves registered as a require- 

ment of legal practising. In addition, training courses 

have been established where the healers acquant themselves with 

various new aspects, such as labelling the medicines they use, 

better control of dosages, improved hygienic conditions or the 

willingness to see that people having certain diseases or problems 

should be better referred to a scientific doctor. 

Digression: The Zimbabwe National Traditional Healers Association 

was founded in 1980; all healers who want to practise legally must 

be registereed at ZINATHA’s. In 1988, about 36,000 healers were 

registered. A figure informing about the total number of healers 

does not exist. 

Furthermore, there is a demand to exactly classify the various 

medicines, to analyze them and to name them. The healers are also 

requested to make their working methods transparent. But how can a 

healer who receives his knowledge through a healing spirit and who 

often treats the same symptoms using different medicines or dif- 

ferent dosages restrict himself to a limited choice of medicines? 

Since this would mean, in the end, a reduction of his possibili- 

ties of treatment. Control seems to be but it is doubtfull whether 

this demand helps to achieve the equality of two separate medical 

systems. The problem of training, mentioned above, must be re- 

garded in a different way. See point 4.2. 

As we can see, there are attempts to take the demands of the 

modern system into account. However, these attempts are hardly 

supported, neither financially nor ideologically. This may partly 

be caused by the lack of continuity on the part of the MINISTRY OF
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HEALTH which, during the past years attached varying importance to 

the traditional medicine. The negative attitude of the church and 

of the majority of scientific doctors, however, still play an im- 

portant role. 

The fact, that western ways of thinking and western standards are 

often adopted uncritically, causes a disapproval of traditional 

medicine, too. This applies especially to that section of popula- 

tion educated in a Western way and orientated towards the West. 

The official negative attitude towards the traditional medicine 

which seems to predominate although represented by a comparatively 

small section of the population is answered by the healers with a 

negative attitude towards a cooperation with the scientific medi- 

cine. 

ft is presumed that the healers fear to loose influence when re- 

ferring- people to the scientific doctor or when attending courses 

and seminars, which could be interpreted as a defeat, play a role 

as well as the demand for a comprehensive analysis of all medical 

herbs regarding their action and their mixture does. 

This unsureness arid negative attitude is expressed in the large 

number of healers who are not registered by ZINATHA. 

Thus, two medical systems face each other, more or less speechless 

and both of them are prejudiced, fear contact with the other 

system and are afraid to loose their competence. 

the principal demand arising from these problems and, at the same 

time, a basic condition for a further development of the two 

medical systems is to promote the dialogue between these two 

systems. There were, respectively there are workshops and lectures 

on traditional medicine in the university or in hospitals. But 

these are, without doubt, tasks of the MINISTRY OF HEALTH. They 

have the necessary resources to realize their own demands. 

Which questiones arise in addition to these aspects?



4. Possible development of the traditional medicine in the future 

What will the future development look like if two medical systems 

exist separately from each other and with equal rights? 

4.1 Requirements/Assumptions 

Regarding the TRADITIONAL AND MEDICAL CLINIC (TMC) Bulawayo as a 

model, problems arising there today could serve as indicators for 

future problems in Zimbabwe. Conditions for applying these ex- 

periences to Zimbabwe, however, are: 

1. the existance of separate systems 

2. the willingness on both sides to cooperate 

3. the traditional medicine must not be reduced to herbalism/ 

ethnopharmacy. 

Referring to the whole country of Zimbabwe, the two systems would 

have to be given ‘equal chances’ as this is the case in the TMC, 

as far as it is possible within the given institutional condi- 

tions. An everyday example: the traditional healer is not allowed 

to write a confirmation on somebody’s inability to work. 

There are no empirical proves that the TMC can be regarded as a 

model (the reasons are: my lack of experience; the topic was 

determined too late; the significance of possible indicators was 

recognized too late (acceptence by the surroundings) which, in the 

end, resulted in a problem of too iittle time.) Nevertheless, I 

want to make an attempt to prove that the TMC can be considered a 

model. This evaluation is based on the following points. 

1. Some scientific doctors in Bulawayo cooperate with the TMC, 

i.e. they refer patients to the traditional healer. 

2. The TMC as a privat practice has been existing for 8 years 

already. It is self-supporting, which is only possible, if the 

TMC concept is accepted by the population. (Number of patients 

1981-82: 2000; 1984-85: 12,000; 01-06/1988: 7,670, 170 of 

which are new patients. 85 % of these patients consulted the 

scientific doctor, 15 % consulted the traditional healer.)
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3. The TMC is approved by ZINATHA as well as by the Ministry of 

Health and, at least partly, supported ideologiccally. 

4. In 1986, the TMC was chosen as the seat of the INTERNATIONAL 

ORGANISATION OF TRADITIONAL AND MEDICAL PRACTIONERS AND 

RESEARCHERS. This means that the TMC is approved outside 

Zimbabwe, too. 

As far as a ‘modernisation’ of the healers’ working methods is 

concerned, the TMC completely supports the above-mentioned demands 

of the scientific doctors in their ‘aims and objectives’. 

This includes the demand on the healers to make their working 

methods more checkable and thus more ‘trustworthy’. 

This includes the acceptance of the fact that in the case of some 

illnesses their importance will become reduced, the willingness to 

take over new working methods as for example the taking down of a 

patient’s medical history, to have records of patients, to keep 

medicaments in labelled containers, to dose by means of exact 

measuring units such as a spoon etc., more hygiene. 

The ‘witchcraft’ problem must be made a topic of discussion, too. 

The healers main task should not be to accuse somebody of 

withcraft but to cure patients. 

4.2 Problems of the traditional healers. 

These requirements are accepted by both, the TMC and ZINATHA. 

There were only very few problems in the TMC arising from the 

realisation of rather simple points, as for example the dosage of 

medicines, keeping them in labelled containers, taking down a 

patient’s medical history and the referral of certain illnesses to 

the scientific doctor.(Compare with the example: There are no 

problems when the patient is referred from the scientific doctor 

to the traditional healer. The medicaments are given after being 

exactly dosed and the previous treatment is taken into account.) 

At this point, however, I have to emphasize again, that the TMC 

with its conditions including the traditional healer’s willingness 

to modernize his methods cannot stand for the situation in the 

whole country. In view of the fact that the situation in urban 

areas is different from that in rural areas, the willingness of
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healers and scientific doctors to change their behaviours must be 

promoted, in particular in the rural areas, through a dialogue. 

A further problem arises, independent of the TMC, from the 

scientific doctors’ demand on the healers to have their working 

methods controlled. This requires a registration of all tradi- 

tional healers, which is promoted by ZINATHA. 

Another possibility would be an exactly defined training, com- 

parable with that of scientific doctors. This, however, would mean 

the inevitable reduction of traditonal medicine to pure herbalism. 

After all the possibilities of herbs to act and to be applied were 

scientifically examined, the traditional healer would cease to 

exist. It is encouraging to hear the statements of some tradi- 

tional healers saying that their importance as spirit mediums will 

never diminish. This also includes the knowledge they receive 

through their spirits who always propose new medicines that are 

dosed specially for a certain person and his illness, in the 

healer’s dreams or in the falling of bones. 

How should it be possible to control these healers for whom a 

training is and can be an additional one only? - Besides educa- 

tional work still remains the fact that people gain confidence in 

their doctor that he or she uses his/her knowledge in a respon- 

sible way, so that the patient will not suffer from it. This 

aspect of responsibility in the sense of a professional ethic that 

cannot be ‘controlled’, will always remain. Those in the scien- 

tific medical profession cannot deny, that they themselves, and 

not only traditional healers must adhere to a personal ethic con- 

cerning their responsibility that comes only through self-reflec- 

tion. 

Digression: In Zimbabwe, the term ‘bones’ in connection with 

‘throwing bones‘ is used ambiguously. Depending upon the region, 

bones can mean small wooden pieces (in the most cases), but also 

shells or, sometimes, bones. 

The traditional healer’s working place brings up another 

‘problem’. The patient in the above mentioned case study could not 

be treated in the TMC but had to be treated in the traditional 

healer’s house. On the one hand, this was necessary because of too
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little room in the TMC. On the other hand, however, this example 

brings up the question to which extent the traditional healer 

being detached from his (traditional) surroundings and that of his 

patient is able to work effectively at all. 

This probiem cannot be investigated in this chapter but should be 

discussed by other faculties. 

4.3 Changes in the field of traditional medicine 

Change in believe 

There seems to exist a connectin between traditional belief and 

traditional medicine (compare point 2). 

In the case study, the referral of a patient from the scientific 

doctor to the traditional healer does not cause any problems. Al- 

though many Zimbabweans confirm that they have a feeling for 

traditional medicine, even though this feeling may be differently 

strong, problems arise in the TMC from time to time. (Comparee 

point 2, coordinator). Patients are uncertain about traditional 

medicine. This seems to indicate that the healer must try to find 

new ways to approach the patients. In the TMC this is the coordi- 

nator’s task, who tries to help patients who have problems to con- 

tact the traditional healer. 

Cooperation 

The relationship between the two doctors is characterized by 

mutual acceptance. Both doctors know about the competences and 

limits of the own system, so that the referral of patients does 

not raise any problems. The two doctors have given joint lectures | 

in Zimbabwe as well as in the neighbour countries. Professional 

debates do not take place, not even on a patient referred from one 

doctor to the other. 

The demand for the sovereignty of either medical system is con- 

sequently met.
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Specialization 

Within the TMC, the traditional medicine seems to specialize in 

certain fields. The main diseases the scientific doctor refers to 

the traditional healer are: asthma, allergies, infertility, im- 

potence and loss of libido. In the cases of people who get into a 

state of panic, who have behavioural disturbances as well as dis- 

orders caused by stress, the scientific doctor recommends a co- 

operation with the traditional healer. 

According to the traditional healer, he often treats patients 

having problems with their blood pressure or have a cough. Other 

diseases are: mental confusion, cancer, infertility, asthma, 

headache, stomach-ache andd pain in the breast as well as 

epilepsy. 

Patients from urban areas seem to change their estimation of ill- 

ness. Less or other problems/illnesses are considered as un- 

natural, so that the traditional healer is only consulted for cer- 

tain problems. 

ZINATHA has a data file of the registered healers where the 

specialization of a healer is recorded, too. Patients having a 

certain problem can refer to ZINATHA and are advised which tradi- 

tional healer can help them best. 

Originally, too, a healer specializes on certain problems/ ill- 

nesses, thus making his treatment particularly effective. 

This means a special quality criterion for the patient, too, and 

helps him decide for one healer or another. 

5. Closing remarks and open questions 

For the reasons I already mentioned, I do not want to judge the 

work of the TRADITIONAL AND MEDICAL CLINIC, where I stayed for 

more than three weeks. 

Compared with the overall situation in Zimbabwe, I want to 

describe the TMC, who tries to improve the approachment of the two 

medical systems, as successful. The groundwork which has been and 

is still done by the TMC is surely of extraordinary significance. 

Certain problems, however, arise from the fact that the TMC must 

be self-supporting, and from the dominance of some individual 

persons.
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To what extent, for example, can it be still considered respon- 

sible to work profitably? Which measures are taken? How are 

resources used? 

The traditional medicine is one part of culture. Which other ele- 

ments are parts of this culture? Are there any limits in the acti- 

vities of an institution called TRADITIONAL AND MEDICAL CLINIC in 

the cultural field? 

Can traditional medicine, as an individual part of the whole cul- 

tural field, survive at all? 

To what extent can we speak about the traditional medicine’s 

equality, when answering the question who is the one making de- 

mands on thee traditional medicine? 

How much ‘tradition’ will be left in traditional medicine when it 

is faced with the continuous change in values, and the efforts to 

modernize, also demanded by ZINATHA, in the medical field. 

Isn’t it contradictory and eurocentristic to demand a certain pro- 

fessionalization with the intention to maintain the competence of 

the traditional medicine? 

Hasn’t this medical system been maintaining and developing itself, 

and often under repressions, for centuries? 

The explanations in chapter 4 are speculative estimations, which 

are intended to start a disccussion, but which are not to be un- 

derstood as concrete demands. Moreover, the present situation in 

Zimbabwe does not permit demands for political equity of the two 

systems to be pushed through. 

Therefore, the principal demand I make is to promote and go on 

with the dialogue on all levels in order to achieve mutual ac- 

ceptance by the representatives of both medical systems. But is 

has to be taken into account from which groups needs and problems 

will be defined. 

The sovereignty of the two medical systems must be maintained.
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COMMUNITY BASED REHABILITATION (CBR) 

Concluding summary 

In this chapter we would like to focus on the situation of dis- 

abled people in Zimbabwe. We - four students of special education 

- had the opportunity to visit rehabilitation centres, scnools and 

homes. Besides, we got some information about mobile services for 

Gisabled peopie in rural areas.
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In the following, we would like to give an outline of the basic 

conditions in Zimbabwe, that is to provide some general inform- 

ation on the causes and the extent of disability, the training of 

specialist staff, the role of the government and the traditional 

‘understanding of disability. After that, a rehabilitation centre 

we visited will be presented. The topic of our next item will be 

the work of a big organization for the mentally handicapped, 

which, among other things, developed its own care programme for 

disabled persons in rural areas. 

Another mobile service ~ the COMMUNITY BASED REHABILITATION 

PROGRAMME (CBR) of the ZIMBABWE RED CROSS SOCIETY - will be pre- 

sented afterwards. Finally, all results will be summarized in 

order to provide an overall impression of the situation of dis- 

abled people in Zimbabwe. 

1. General information on the situation of the disabled 

Although disability is a world-wide phenomenon, the situation of 

the disabled is determined by the respective social context. 

In developing countries, the factors causing disability are dif- 

ferent to those occurring in industrial nations. In the former 

countries, disability is usually connected with poor health care, 

insufficient hygienic conditions, the lack of clean drinking water 

and refuse disposal as well as faulty nutrition or malnutrition. 

Other factors causing disability are insufficient education, for- 

mation and information of the population, stigmatization pro- 

cesses, unfavourable political conditions, adverse social factors, 

environmental and housing conditions as well as catastrophes. 

1.1 Causes and extent of disability 

In 1981, the international year of the disabled, the Zimbabwe 

Ministry of Planing and Social Welfare in co-operation with UNICEF 

carried out a survey to find out causes, extent and other factors 

associated with disability. According to this survey (NATIONAL 

SURVEY), there was a total number of 276,300 disabilities with the 

1 

| 
!
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actual number of disabled people, however, being lower, i.e. 

199,000, for multiple disabilities were registered individually. 

Altogether the following division of the different disability 

types ensued: 

visual disabilities 70.300 

physical disabilities - lower limbs 67.200 

" " - upper limbs 33.500 

mental disabilities 26.900 

hearing disabilities 22.600 

speech disabilities 20.300 

neurological disabilities 15.300 

spinal diseases 10.200 

respiratory diseases 3.000 

cardiovascular diseases 2.700 

skin disorder 2.500 

others 1.800 

When analysing the causes, the following order will result: 

diseases 47.0 % 

accidents 32.0 % 

war 12.5 % 

abnormal pregnancies 4.8 % 

hereditary diseases 1.6 % 

malnutrition 1.6 % 

Remarkable, however, is the fact that 27 % of all those inter- 

viewed were not able to name any real cause for their disability 

and another 27 % ascribed it to witchcraft. 

This fact leads to the supposition that the share of abnormal 

pregnancies, hereditary diseases and malnutrition is much higher 

since these disability-causing factors cannot easily be diagnosed. 

The age structure of the disabled reveals that 41 % of all dis- 

abilities occur within the first four years of age and, for the 

most part, could be avoided by preventive measures such as vac~— 

cinations or health education. As to the results of the above-men- 

tioned survey, I would like to add that the indicated figures are
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only estimates since the actual number of interviews has not been 

stated. 

Because of this and given that it is difficult to assess slight 

mental handicaps, behavioural disturbances and disabilities during 

infant age, it is likely that the indicated figures are too low. 

The percentage of disabled people in developing countries is esti- 

mated at 10 % by international organizations (UNESCO 1981, p.6). 

Thus, about 900.000 people are said to be disabled in Zimbabwe. On 

' the other hand, only 8.000 to 9.000 of them have so far been re- 

gistered by relevant institutions (interview with P. Ncube, chair- 

man of the NCDPZ, August 9th, 1988). 

in Zimbabwe, one still cannot speak of any developed system for 

rehabilitation or special education since there is no general or- 

ganization and structure at all. In the special school system, 

e.g., there is no ruling at all concerning the ratio of teachers 

to pupils, the furnishings of the schools, the teaching curricula, 

final examinations etc.. 

The education of disabled people in Zimbabwe was only carried out 

thanks to private and church institutions being mainly depended on 

charity and mercy. Before Zimbabwe became independent in 1980, 

however, the majority of those institutions only cared for the 

white disabled, 

According to UNESCO, 80 % of today's institutions are privately 

run or partly state-run (UNESCO 1988, p.132). Private sponsors are 

either single persons who, e.g., founded a school on their own in- 

itiative or charitable foundations and parents! groups. As these 

institutions concentrate on urban regions, the majority of the 

disabled who live in rural areas are excluded from rehabilitation. 

The situation of the disabled in Zimbabwe regarding school and job 

prospects is not rosy at all. As far as quantity is concerned, 

there are not enough schools or jobs for any disability type. That 

fact that only 46.9 % of all disabled children attended a school 

in 1981 confirms the severity of the situation (NASCOH, 1981). 

in Zimbabwe, the three special schools for physically disabled 

children are in the two biggest cities of the country and have 

room for about 450 boarding pupils. On the other hand, there is a
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total number of 13.400 physically disabled children required to 

attend school (NASCOH 1981, p.38). 

The deaf and the deaf and dumb have to face a similar situation. 

About 800 of the 5.100 deaf and deaf-dumb required to attend 

school actually do have the possibility to go to one of the 

country's five schools (NASCOH 1981, p.38). 

Apart from two schools for the blind and the partially sighted 

there are 26 integration classes which are affiliated to the main- 

stream schools. 

After the physically disabled, this group constitutes the largest 

part of disabilities in Zimbabwe ~ 10.500 of the blind and par- 

tially sighted are between six and fifteen years of age. Thus, 

their situation keeps particularly difficult as well (NASCOH 1981, 

p.34). 

As far as slow learners are concerned, there is only one special 

school in Harare. Otherwise, they are trained in special classes 

which are affiliated to mainstream schools. 

ZIMCARE TRUST is an organization aiming at the education and re- 

habilitation of mentally handicapped people. (We will have a 

closer look at it in this chapter under item 4). {ft runs twelve 

schools for this group in the major cities of the country. 

As these institutions are mainly in urban areas, the poor rural 

population normally has no access to them because they are too far 

away. Besides, the few vacancies in the boarding schools are much 

too expensive for the majority of these people. 

The big institutions which have often been propagated as appro- 

priate conceptions out of prestige or other reasons simply cannot 

cope with African needs and conditions. There, a few privileged 

people enjoy an expensive rehabilitation which is adapted to Euro- 

pean standard. 

For the grown-up disabied it is even more hopeless than for the 

nondisablied to find a training or a job vacancy on the overcrowded 

labour market. The few job vacancies for disabled people are in 

the cities as well (there are 16 workshops for agriculture and 

craftsmanship). In reality, however, these vacancies are only oc~ 

cupied by those with slighter disabilities. Therefore, a self-help 

organization of physically handicapped persons is claiming legal
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measures to improve the job prospects of the disabled both in the 

public and private sector. 

As far as quality is concerned, it is insufficient as well. In the 

schools, e.g., there are mainly primary school teachers who 

haven't had any sort of special training at all. The few special 

school teachers and therapists from overseas have had a specialist 

education without regard for the needs and structures of a devel- 

oping country. 

1.2 Training of personnel to work with the disabled 

Since 1983, the “United College of Education’, which comes under 

the Ministry of Education, has been offering the possibility of 

additional training for qualified and experienced primary school 

teachers for the period of one year. 

Teachers for the deaf and blind have been trained there since 1983 

and there has been a training course for teachers for the mentally 

handicapped since 1987. If the teachers have someone who can stand 

in for them during this period, they will be released from school 

for one year in order to participate in the training which is free 

of charge. During this time, they still will be paid their Z$ 600 

a month. For each school type there are 15 places a year. Later 

on, when the most urgent needs will have been covered, the 

training will be intensified and extended. At the moment, however, 

it seems to be better to train local personnel since their share 

has been very low so far. 

In Zimbabwe, there hasn't yet been any kind of training for speech 

therapists. Their training at the Harare University, which has 

been planned since 1986, has been put off till today. In 1988, 

eight speech therapists trained in Europe or the USA worked in 

Zimbabwe (Interview with Helen House, speech therapist at the 

Central Hospital in Harare, on September 12th, 1988). 

These specialists are helped by speech correctionists who have ac- 

quired a knowledge of speech therapy either by themselves or 

during their practical work with the therapists. Apart from that, 

the black speech correctionists speak Shona and Ndebele, thus 

being able to treat the children in their native language, some- 

thing the white speech therapists cannot do.
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In 1987, there was talk of a three-year lasting training for both 

physiotherapists and occupational therapists. This plan, however, 

hasn't yet been realized. Like the speech therapists, they have 

been trained overseas and are helped by assistants who, before 

being officially employed, have to prove that they have worked for 

several years with a physiotherapist. The training of rehabili- 

tation assistants which formerly lasted for three months has been 

extended to two years in 1984 and comes under the Ministry of 

Health. The participants are prepared for both the work in big 

hospitals and the realization of CBR programmes in rural areas. At 

the moment, 90 rehabilitation assistants are working in the public 

health sector (NASCOH 1986, p.24). 

1.3 The government’s role in the care for the disabled 

After Zimbabwe became independent in 1980, the health service and 

the educational system have been much extended and made accessible 

for the black population as well. The greatest dilemma of public 

rehabilitation, however, is the lack of co-operation and communi- 

cation within the various departments of the ministries. Lacking 

coordination causes a loss of time and money; funds could be used 

faster and more effectively if things were better arranged. 

Nevertheless, the successes achieved up to now must not be disre- 

garded: 

- the Ministry of Planing and Social Welfare should pay Z$ 45 a 

month to less well-off children under 18 years of age 

- free medical treatment for people with a low income in the 44 

rehabilitation departments of the country's hospitals 

- the training of rehabilitation assistants has recently been made 

possible 

- an additional training of primary teachers who work at special 

schools is supported by the government 

- the teachers at special schools and the paramedical personnel of 

the institutions are paid by the Ministries of Health and 

Education
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in the rehabilitation departments, all disabled persons are 

ixeated regardless of their disability type and age. There, they 

can get help when suffering from an acute disease, in case of 

diagnostic examinations, physiotherapy or follow-up treatments. 

Apart from that, they are given assistance if they have integra- 

tion problems or if they cannot find a place at a special school. 

Further rehabilitation departments are being planned. 

Tne Ministry of Education net only offers financial aid but also 

dues pedagogicai work via its “School Psychological Service’ in 

the Department of Special Education’. The staff of this depart- 

ment, which is mainly composed of specially-trained psychologists 

and teachers, gives lectures on special education, informs primary 

schoo! téacaer and advises them on how to cope with disability. 

before being referred to special institutions, disabled children 

receive medical care and private tutors try to fill the gaps in 

their Knowledge. When the rehabilitation in one of these special 

institutions is finished, the children go back to the mainstream 

schools. The integration of the blind and of slow learners has 

made good progress: the number of integration classes for this 

group of pupiis amounts to 26 and 59 respectively. 

As far as the deaf and the physically handicapped are concerned, 

cusmunication problems and long distances to school make it quite 

Gitticult for them to attend a mainstream school. The ~ Department 

of Special Education’, however, also strives for an integration 

programme tor these pupils and tries to foster them by way of 

changed and better adapted teaching methods. This shall be real- 

ized by a better, i.e. a more specialized training of the 

Leéachers. 

2. Traditional understanding of disability and its effect on 

rehabilitation 

As described in Chapter 5 (Traditional medicine in Zimbabwe’), a 

distinction between ‘normal’ and ‘abnormal’ diseases has initially 

been made. Abnormal diseases, which also comprise disabilities, 

needa an expianation and are usually ascribed to angry ancestral 

spirits or witchcraft.



According to the NATIONAL SURVEY, 6.9 % of all those interviewed 

ascribed their disability to witchcraft. In answer to the 

question whose help they sought, 65 % of the parents, or the 

disabled themselves, stated that they had only a formal treatment; 

12 % exclusively consulted traditional healers; and 23 % both had 

a formal and a traditional treatment. Unlike this rather low 

number of persons who exclusively consulted traditional healers 

and those who associated their disability with ancestral spirits 

or witchcraft, directors of institutions, organizations and 

schools stated in conversations and interviews that most people 

have traditional explanations for the disability of a relative. 

While particapating on a workshop on rehabilitation of the 

ZIMBABWE RED CROSS in rural areas these statements were confirmed 

by the women of the viliage. 

aré some reasons for the intervention of ancestral spirits: 

Hemiplegia is caused by the spirit of a person who has suffered 

stices in iife and who is not able to find any peace of mind. C fo
 Gi 

Thus, he takes revenge by touching a sleeping person who will be 

partially paralyzed when waking up the next day (interview with 

Mr. Mtetwa, representative chairman of the RED CROSS CBR-pro- 

gramme, on September 29th, 1988). 

Children are born mentally handicapped if their father has commit- 

ted adultery (Interwiew with Mr. Mtetwa, on September 29th, 1988) 

or if their mother has eaten meat of the family's totem animal 

(Bbozongwana 1985, p.&). 

Owing to this belief, many parents are made responsibie for the 

disability of their child. 41 % of the disabied registered in the 

survey became handicapped before the age of 4. Only if disability 

occurs during adolescence or adult age, people generaliy think 

that it was the person's own fault. According to Pixa-Kettner the 

most frequent explanation is that an ancestor's anger has been 

provoked. In this case, he can be placated again if his claims, 

which can be found out by the N'anga, are complied with. By doing 

that, further punishment will be prevented, but as far as the 

Gisability is concerned, it will persist. Pixa-Kettner confirms 

that the ancestors do not have to be feared any more after their
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wishes have been met and that there is no more reason to blame the 

disabled child or its parents (Pixa-Kettner, 1986, p.51). 

On the other hand, it should be taken into account that the 

parents' sins or transgressions against the social order become 

cbvious to the whole community when a disabled child is born. That 

is why in former times disabled children often were hidden or 

locked up in huts, where at best they were supplied with some food 

until they died. Pixa~-Kettner as well as our own conversations and 

interviews confirmed this. 

If, however, a disability is ascribed to witchcraft, the parents 

are not blamed for it. 

People did not share the same opinions concerning their attitudes 

towards disability. Mrs. Shava, a social worker ina big home for 

physically handicapped children in Harare (Jairos Jiri-Southerton 

Centre), told us that in the first years after setting up the cen- 

tre in 1965, the parents' attitude was a great problem because 

they simply took their children there without ever coming back. 

Apparently, they felt relieved of the responsibility for their 

children. Mrs. Shava thinks that only few parents really love a 

disabled child (Interview on September 28th, 1988). The majority 

of those interviewed by us, however, thought that the situation is 

much improving due to public relations and educational work. 

The main point of traditional medicine is to explain the origins 

of a disability. This understanding does not take into considera- 

tion pedagogical therapies. 

Longterm-therapies must, therefore cause scepticism especially if 

they are combined with far away therapy-visits or at with stays in 

special centres. Such scepticism is augmented when the success 

only becomes visible after a long period. Modern treatment in tra- 

ditional view often implies that recovery is only possible through 

medicine, something which contradicts prolonged therapies.
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3. KING GEORGE VI MEMORIAL CENTRE - Rehabilitation Centre 

In Zimbabwe, there are rehabilitation measures in different cen- 

tres. In the KING GEORGE VI CENTRE (KG VI) in Bulawayo we stayed 

for two weeks and so had the opportunity to get to know the thera- 

pies carried out, the school, the personnel and the pupils. In the 

following, the centre and its services will be described, com- 

mented on and various problems will be named. 

Owing to the polio-epidemic of 1947 to 1949, the RED CROSS and 

some physicians founded a class for children suffering from polio- 

myelitis who were no longer able to attend mainstream schools. Be- 

cause of the growing number of pupils, more teachers, equipment 

and rooms were needed. In 1950, the city council of Bulawayo put a 

site at their disposal where the centre was built. 

In 1956, the centre was opened to the deaf and blind as well. Un- 

til 1980, it was exclusively accessible to the white disabled, but 

since Zimbabwe's independence, disabled people of all skin colours 

have been allowed to come to the centre. Nowadays, no more blind 

people are admitted to the KG VI, because the relevant special 

education teacher has left. A special library for the blind, how- 

ever, which is the country's only one so far, is still there and 

is used by more than 100 people. 

Since 1987, there have been two special classes for the deaf 

children and those with hearing problems at a mainstream school in 

Bulawayo. Once a week, the pupils and teachers are informed and 

advised by a specialist of the KG VI school. Nowadays there are 

more and more classes especially established for deaf pupils in 

state mainstream schools. Thus, the director of the centre be- 

lieves that in the long term only physically disabled children 

will be admitted. 

3.1 CENTRE 

The centre offers physio-, occupational- as well as speech 

therapy. Although all departments of the centre are well equipped 

compared to other institutions in Zimbabwe, there is a lack of 

personnel. Due to this, it is mainly the 68 children and young 

people living in the centre's home who are treated there, but
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there are also a few outpatients. The waiting list for the school, 

the boarding house and the outpatient treatment, however, is very 

long. In the transitional period, the parents of waiting children 

receive instructions for a home-care programme. In all depart- 

ments, mainly individual therapies, which usually last for 30 

minutes, are carried out. Between once and four times a week there 

is group therapy for children and young people with similar 

symptoms or problems, too. 

Assessment and admission: 

Usually, the children are referred to the centre by physicians. In 

addition to the physicans diagnoses, other tests regarding intel- 

ligence, motor activity and speech are carried out and anamnestic 

data are recorded in the KG VI. A problem, however, is the choice 

of testing material. Since the development of special education 

only began after Zimbabwe became independent in 1980, 

for lack of more suitable teaching aids, European and American ma- 

terial is normally used recently, however, the therapists have 

been developing more adequate material in the centre as well. As 

this material is very much influenced by sociocultural factors, it 

can only be utilized to a limited degree. The most common tests 

are the HAWIK and the PVT intelligence tests as well as the 

REYNELL speech test which are also used in Great Britain and in 

the F.R.G.. Children with a normal intelligence quotient (IQ > 80) 

who are either physically disabled, hard of hearing or deaf are 

admitted to the centre. 

Physiotherapy: 

The department for physiotherapy, which is the biggest section of 

the centre, is accommodated in a large room. An English physio- 

therapist who is in charge of it is helped by a trained Zimbabwean 

and two semi-skilled assistants. In this department 11 outpatients 

are treated. Their parents not only have the opportunity to get 

advice during the therapy, but there is also a parents' evening 

twice a term. Also, the department offers rehabilitative measures 

for physically disabled children who suffer from a mental handicap 

as well. These children are not usually admitted to any insti- 

tution at all. Every Wednesday afternoon the personnel go to a.
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western suburb of Bulawayo where they treat the multiply handicap- 

ped children in the community 

hall and advise their parents on home care programmes. There is an 

average of ten mothers per meeting; regular attendance, however, 

is rare. This is due to the fact that public transport has not yet 

been fully developed so that every trip takes much time. Apart 

from that, many disabled children have to be constantly carried by 

their mothers for lack of orthopaedic aids or due to complete 

lameness of the legs. 

Occupational therapy:. 

The department for occupational therapy resumed its work in May 

1988 after a break of one and a half years. An occupational thera- 

pist from Switzerland is helped by a non-qualified assistant and 

by a young white woman suffering from Down-syndrome, who among 

other things picks up the children for therapy and brings them 

back afterwards. The therapy itself aims at the stimulation of the 

perceptive faculty, the memory, motor activity as well as self- 

sufficiency regarding eating, washing and getting dressed. Fur- 

thermore, a strategy has been worked out to facilitate the expres- 

sion of needs, the daily life of the disabled and the acceptance 

of the disease. 

Speech therapy: 

An English speech therapist has been working for approximately 35 

years in the speech department of the centre. She has two 

assistants, a black and a white Zimbabwean. The Zimbabwean 

assistant often has to translate, especially when dealing with 

children who are not yet at school and do not speak any English. 

The majority of the children coming for assessment in this depart- 

ment are between two and five years of age. In comparison with 

previous years, the age of the children who come to the centre has 

decreased, something which is probably due to the better infor- 

mation of the parents. The therapy, which may follow the as- 

sessment, will normally be in English just as in all other depart- 

ments of the centre.
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As the speech therapy group only has two very small rooms, it al- 

ways must look for other free rooms. 

In the moment there are no outpatients treated in this department. 

For pupils with hearing defects there is also a classroom therapy 

which takes place during normal lessons and where the deaf among 

other things learn lipreading in English. 

The children and young people who only have a speech disorder 

mainly suffer from dysphasia, stuttering or mutism. 

Rehabilitation of adults: 

Since 1978, the centre has a department for disabled adults, too. 

Two non-qualified assistants are in charge of the rehabilitation. 

The 13 adults who come to the centre are mainly occupied with 

painting, making up flowers and doing pottery. Owing to their 

disabilities they have only few chances to find a job in the 

public sector. All of them are long-term patients. 

Hostel: 

The 68 children and young people who are living in the hostel are 

alternately looked after by nine homemothers and two homefathers 

who do not have any special training. They act as a counselors and 

work in two shifts each consisting of three women and one man. 

They are helped by four state registed nurses and two state en- 

gaged nurses. Another 13 employees are in charge of cooking, 

washing, cleaning etc.. 

The children and young people are divided up into four groups ac- 

cording to age (7 - 13 and 14 - 18 years) and sex, and between two 

and fifteen of them sleep in one dormitory. The washrooms are 

adapted to the needs of the disabled. Apart from that, the hostel 

has a large dining-hall, a TV- and recreation-room, which is used 

daily, a small playground and a swimming pool in the garden. 

Every morning, the children housed in the hostel go to the govern- 

ment-approved KG VI School. After lunch, the school offers them a 

variety of pastime activities. From time to time, they even go on 

a trip to the environs. 

Mostly, however, the disabled have to stay in the boarding house 

so that they have scarcely contact with the outside-population.
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Only when the hostel is closed during the holidays, the children 

return home to their parents or relatives. 

3.2 KG VI School 

160 children and young people between three and eighteen years of 

age go to the KG VI School. The majority of the pupils are hard of 

hearing or deaf (60 pupils). The most common types of physical 

disability are: cerebral palsy (49 pupils), osteogenesis imper~ 

fecta (extreme brittleness of the long bones - 9 pupils) and 

poliomyelitis (6 pupils). 

Apart from a special reception and observation class, the school 

has a seven-year primary school and a six-year secondary school. 

In Zimbabwe, it is the only secondary school for physically dis- 

abled pupils to have a boarding house. 

When we visited the school, 15 children went to the reception 

class. In this class there are also children who come for a period 

of two weeks so that an assessment observation can be made. Three 

languages were constantly spoken in this class: Shona, Ndebele and 

English. As the white class teacher only speaks English, a Zimbab- 

wean assistant works very much with the Shona- and Ndebele- 

speaking children, singing songs with them, etc.. The work with 

the class as a whole is rather limited since each child is looked 

after and observed individually. 

Unlike most other schools, the classes are not divided up into 

three levels. A differentiation is only made in mathematics and 

grammar. There are eight special classes for the deaf and children 

with hearing defects. On the whole, the school has 26 teachers: 

four of them are specially trained for work with the deaf, two for 

work with the physically disabled and one for the mentally handi- 

capped. Seven assistants without special training help the 

teachers in classes with younger and severely disabled pupils. All 

lessons are held in English and are based on the mainstream school 

curriculum because the Zimbabwean government has not yet developed 

a special school curricula. In the KG VI School, the pupils learn 

much slower than in mainstream schools because of frequent ab-
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sences due to the consultation of doctors, hospital stays and the 

therapy itself. 

Rhythmic and daily life activities have higher priority than at 

mainstream schools. The school aiso offers options such as 

cooking, pottery, scouting, sport, chess, out-/indoor games or 

needlework. 

The KG VI secondary school alse takes on pupils who have completed 

primary school at other schools. As the young people can usually 

only stay in the centre until they are 18, the number of those who 

actually pass the exams for the 'A-level'is quite low. The job 

prospects of the school-leavers of the school are very bad. It is 

rather an exception if a physically disabled or a deaf youth finds 

a job in the city, which may also be due partly to the country's 

high unemployment rate (13 % in 1988). Most young people return to 

their parents or relatives in the rural areas. Their life there 

mainly depends on their own mobility, and on their parents' atti- 

tude toward them and their willingness to buy or build orthopaedic 

aids for their children etc.. The jobs in the special workshops 

are so limited that the number of those who really do work there 

is not worth menticning. There are only 16 of these workshops in 

the whole of Zimbabwe. In general, the staff of the centre 

normally are not informed about the careers of their former 

pupils. 

3.3 Aims cof the centre 

According to the head of the centre, their most important aim is 

the rehabilitation of the children and to help them accept their 

disability, especially in serious cases. Furthermore, they strive 

for integration: the children and young people participate for ex- 

ample in parties, festivals, scout jamborees or go on trips to the 

environs. It is always intended as well to send the pupils back to 

mainstream schools if possible.
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3.4 Probiems 

We were unanimously informed by the staff of the centre that their 

worst problem is the bad financial situation. Tuition fees are 

stipulated by the government: the primary school is free, however, 

the fees for the secondary school amount to Z$ 40. Generally the 

school requires Z$ 9 per student for materials and additional ex- 

penses. The teachers are paid by the government and every school 

gets a specified amount from the Ministry of Education for main- 

tenance, administration and equipment, which is yearly recal~ - 

culated for every school. The funds available to the KG VI are 

currently lower than in pre-independence times, when more money 

was channeled into the centre through its relatively wealthy white 

students. 

The situation is even worse regarding the hostel: the housing~fees 

are not fixed by the government and amount to 2$ 100 a month (2$ 

360 a term) which is too much for most parents. When this is the 

case, the ‘Department of Social Welfare’ agrees to pay Z$ 45 per 

month ignoring the centre's actual claim of 2$ 100. According to 

Mrs. Barrett, the head of the centre, 49 of the children are oe
 

dependert on secial welfare, so that the centre sustains heavy 

losses. 

Due to the general lack of personnel and particularly of specially 

trained staff, it is not possible for all children to receive good 

therapy. Up to the present, only the most disabied children have 

been treated - unfertunately to the detriment of the others. There 

are currently long waiting lists for all departments in the cen- 

tre. 

During the last 10 years there was a change in the student popula- 

tion: while in earlier times the majority suffered from polio- 

myelitis, nowadays there is a greater number of students suffering 

from severe cerebral palsy. 

As the pupils have to leave the centre at 18, few of them are able 

to pass their fina! examinations. Although the centre tries to 

find them a training vacancy or a job, only a smal} number of the 

disabled successfully aquire one.
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4. The JAIROS JIRI ASSOCIATON - Organisation for physically 

disabled and blind people 

The JAROS-JIRI ASSOCIATION, up to now the biggest organization for 

disabled persons, was found in 1950 by Jairos Jiri. His intention 

to help disabled and blind beggars by offering board and lodging 

but also education was the basis for setting up several centres 

for disabled persons all over the country 

During the following 30 years, donations from private Zimbabwean 

sources and governmental subventions, i.e. material help (as for 

example land and farms), made it possible to build up this organi- 

zation. Jairo Jiri's journeys abroad were a great help as well, 

since they gave him new inspirations for rehabilitation and as- 

sured financial help from abroad. 

Today 25 centres are existing where about 2000 disabled children, 

young persons and adults live and have the opportunity to start a 

training or find work. These centres comprise: 

- centres for children 

~ workshops 

- training centres 

- arts and crafts shops 

~ old people's homes. 

The "Sunrise-Band", consisting of 30 disabled and non-disabled 

members, contributes to the popularity of the JAIROS JIRI 

ASSOCIATION. 

In 34 branches the disabled can make use of the above-mentioned 

institutions. These branches are regional JAIROS JIRI groups. They 

are run by the people working in the institutions, the relatives 

of the disabled and other members living near JAIROS JIRI centres 

er being in contact: with disabled people through their work in the 

near schools. 

The main tasks of such a branch are: public relations work and 

procuring financial help, for example by organizing parties. Once 

a year, there is a meeting of the directors of these branches with
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their president in order to exchange news, experiences and infor- 

mation. 

Today, the organisation has an administrative system employing one 

person each responsible for the following different sectors: 

public relations work, personnel, finances as well as various 

sectors depending on the individual centre, e.g. farmwork and 

workshops. 

With a short survey on the variety of institutions for children 

and a more detailed description of one of these centres as an ex- 

ample, the following paragraph will give an idea of the work of 

the JAIROS JIRI ASSOCIATION. 

In the centre in SOUTHERTON, a suburb of the capital, 210 children 

are given the opportunity to attend a school within the centre and 

to live in an environment built-up according to the needs of 

disabled persons. Since this special school is limited to Primary 

School level, the children are seldom more than 14 years old. 

120 blind children live in the JAIROS JIRI centre in KADOMA. 70 of 

these children attend the school for blind associated with the 

centre. The remaining 50 blind children, however, attend normal 

schools nearby that have been equipped with so called “resource- 

rooms’. 

The blind children living in the second centre for blind in PUMULA 

attend the normal schools nearby, without exception. These schools



100 

sionary schools, which are situated nearby. They have to do their 

way tec school ( a distance of 400 m to the Primary School and 800 

m to the Secondary School) on foot. Therefore, in the centre are 

living only disabled who need no special aids like wheel chairs 

but who walk on crutches for example. 

The disability that occurs in the most cases is polio (50 out of 

80 children), followed by cerebralparese and diseases affecting 

the bones. 

Compared with their co-pupils at the normal schools, the children 

and young people coming from the MUKUWAPASI centre are relatively 

old. While the average age of normal pupils in the forth class is 

about 9 years, the age of the 8 disabled MUKUWAPASI children is 

almost 12 years. In discussions, teachers from the Primary School 

next to the centre give, among others, the following reasons: 

~ As long as the disabled children do not live in a centre for 

disabled, the distance between their parents home and -school 

often makes it impossible for them to attend a school. Therefore 

the age when they start school is higher. 

~ War circumstances until 1980 made it impossible, especially for 

disabled children to attend a school. 

Beside the head of the centre, the administrative director 

and a nurse, the personnel consists of 5 women who are not espe- 

cially trained (their tasks are to clean the centre and keep it in 

tidy) as well as 2 cooks and 3 gardeners. 

There 1s no educational care for the children and young people in 

the MUKUWAPASI centre. Because of this fact and because of the re- 

ote location of the centre and the lack of financial means (e.g. 

Lo buy toys or means of transport), they are completely left to 

their own resources in their free time. 

The fact that these children and young people have to do the rela- 

tively long way te school on their own does promote the integra- 

tion of disabled persons and their independance, but for many of 

them 1t means overtraxing, particularly in the rainy season. 

The MUKUWAPASI centre as weil as the other centres make clear that 

the JALROS JIRI ASSOCIATION does its best to integrate disabled 

persons. Four of the total 6 centres mentioned follow the concept
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to partly or completely integrate children and young people in the 

normal school system. 

5. ZIMCARE TRUST - organization for the mentally handicapped 

ZIMCARE TRUST is a registered welfare organization for the educa- 

tion andcare of mentally handicapped children, young people and 

adults. It has so far been the only organization to be especially 

set up for the mentally disabled in Zimbabwe. ZIMCARE was created 

in October 1981 from a merger of four welfare organizations 

working with the mentally handicapped. The first 

institutions of this kind have already been created in the 1950's. 

Until 1981, there were eight centres: five day schools which were 

exclusively for the black mentally handicapped and three centres 

for non-Africans only. The latter not only were schools but also 

had boarding houses and workshops. 

In 1980, racial segregation was abolished. 

Ever since ZIMCARE came into existence seven years ago, it has ex- 

tended old institutions and created new ones. In 1984, a com~- 

pletely new programme has been brought into being: the 'Home Based 

Learning Programme' also known as the ‘Rural Programme! which aims 

at the support of the mentally handicapped in rural areas and 

townships. What ZIMCARE offers the mentally handicapped in the 

whole of Zimbabwe: 

1) 12 schools (2 of them with boarding houses) 

2) 3 centres for adults (2 of them with accomodation in hostels) 

3) i. farming project for adults 

4) the 'Rural Programme' in 24 districts 

In the following I would like to provide some further information 

on the schools and the 'Rural Programme'. I had the occasion to 

visit five schools, to participate in the 'Rural Programme’ and to 

interview the staff of ZIM- CARE TRUST. The following chapter is 

based on the experience and information I gathered during my stay 

in Zimbabwe.
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4.1 Schools 

In the whole country, a total number of approximately 800 mentally 

handicapped pupils go to the 12 ZIMCARE schools which can only be 

found in the big cities. Both in Harare and Bulawayo there are 

four of these schools. 

Ruvimbo School in Harare has 120 pupils and is the largest day 

school. The smallest school is Mudavanhu School in Gweru with 30 

mentally handicapped pupils. ST.CATHRINE'S SCHOOL.in Harare and 

SIR HUMPHREY GIBBS SCHOOL in Bulawayo are the only schools to have 

their own boarding house (112 vacancies altogether). All schools 

take on pupils between 5 and 18 years of age. Two special classes 

for children between 3 and 6 years have only been established at 

the SIR HUMPHREY GIBBS SCHOOL. Some schools, however, have mother- 

child- groups which meet once a week in order to foster children 

at pre-school age and to advise their mothers on home care. 

Profoundly subnormal and multiple handicapped children are only 

admitted to one school: the ST. FRANCIS SCHOOL in Bulawayo with a 

capacity of 70 pupils. Directly beside the school there is a 

hostel for these pupils, which, however, does not belong to 

ZIMCARE but comes under the Ministry of Health. 

All schools except for ST FRANCIS only take on disabled persons 

who are mobile, that is who are able to move by themselves. Mrs. 

Davids, the supervisor of all ZIMCARE schools, told me that this 

restriction was due to the additional work caused by children in a 

wheel-chair which cannot be coped with owing to the lack of per- 

sonnel. 

There are no standardized regulations as to the tuition fees, but 

for most schools they amount to Z$ 20 a term. In ST. CATHRINE'S 

SCHOOL and SIR HUMPPHREY GIBBS SCHOLL, however, they are much 

higher: Z$ 150 per term. On the other hand, their equipment is 

much better than in other schools. Before Zimbabwe became inde- 

pendent, both schools only took on white pupils who are still in 

the majority today. 

There are long waiting lists for all schools which are not in the 

least sufficient for all mentally handicapped children. There is a 

special lack of vacancies for children at pre-school age and the
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seriously disabled. More or less all schools have to cope with 

financial problems which lead to a lack of teaching materials 

etc.. Another great problem is to find jobs for the school- 

leavers. The sheltered workshops and the ZIMCARE farming project 

only have a capacity of about 200 mentally handicapped adults. In 

Zimbabwe, there are no other centres for this group of people who 

scarcely have any chance on the free labour market. 

Teachers: 

108 teachers work at the ZIMCARE schools. 85 % of them have com- 

pleted a teacher training for pre-schools or primary-schools and 

only 15 % are special teachers. Some of the mainstream school 

teachers have participated in a part-time training course for the 

education of mentally handicapped children, which was offered by 

ZIMCARE until the introduction of the course in special education 

for mentally handicapped at the 'United College of Education' (see 

6.2.). Those who passed the final examination received the so- 

called 'ZIMCARE TRUST-Certificate'. Neither the headmaster nor 

Mrs. Davids were able to tell me how many teachers at the ZIMCARE 

schools actually do have this certificate. 

There is only one teacher for each class. According to Mrs. 

Davids, the size of the classes should not exceed 7 pupils, which, 

however, cannot be realized. Sometimes, there are even up to 12 

pupils in one class. Under these circumstances, a differentiation 

of the lessons necessary to meet the different needs and capa- 

cities of the pupils is very difficult or even impossible. Few 

teachers are helped by a so-called class assistant whose number 

amounts to 18 for all schools. Usually, they are not specially 

trained and work in classes with younger pupils or seriously 

handicapped ones. 

Curriculum and lessons: 

The curriculum of the school for the mentally handicapped in 

Zimbabwe is not fixed by the government. Therefore, the staff of - 

ZIMCARE TRUST have worked out a curriculum by themselves. The most
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recent school syllabus has been issued by Mrs. Davids in March 

i988. She told me in an interview that she had tried to come as 

close as possible to the syllabus of the first mainstream classes. 

She continued that the syllabus was not at all binding but only a 

recommendation. ZIMCARE has worked cut a special learning pro-~ 

gramme for language, reading and mathematics based on the 'Direct 

Instruction System for Teaching and Remediation' (DISTAR) which 

has been developed in the USA. This programme which has been writ- 

ten in Shona, Ndebele and English is still being used at 

Zimbabwean schools today and is divided up into three different 

levels. Thanks to these programmes the teachers are precisely in- 

structed for each teaching unit. Normally, frontal teaching is 

given the priority with the pupils answering in chorus as soon as 

the teacher has asked a question. This has to be done extremely 

quickiy. 

{£ do not think this kind of teaching to be appropriate for the 

work with mentally handicapped pupils since there normally is no 

homogeneous level of performance. Apart from that, the needs of 

Weaker pupils cannot ve sufficiently met when answering in chorus. 

On the whole, classes are too verbal-cognitive when following 

these iearning programmes. On the other hand, it is advantageous 

that only few and simple materials are needed which normally are 

inexpensive and available. The programmes aiso provide the pupils 

with worksheets. The drawings in the books are as simple as pos- 

sible, clear and unambiguous. Besides, they are adapted to 

Zimbabwean cultuxze by showing well-known objects and sites of the 

country. AS to the teaching methods, singing and melody as well as 

working files for each child are a good thing. 

The sunool syliabus for 1988 distinguishes between three class 

types. There are seven learning areas with a list of those skills 

and abilities the pupils have to acquire. They are specified in 

several subitems. The learning areas for the 'Reception class! 

are: seif-nelp, number, language/reading and fine motor co-ordina- 

tion/art. For the ‘Academic class' there have only been listed the 

foilowing items: number, language/reading. In the ‘Practical 

class', the pupils have to learn domestic and community skills as 

well as vocational and recreational activities. 

the scheol syilabus contains quite a detailed list of the skills
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and abilities the pupils are supposed to acquire. Thus, the 

teachers have a catalogue with the most important teaching ob- 

jectives. I really think this to be very useful. From time to 

time, however, the list of objectives is much too detailed so that 

it would sometimes be better to give it a more general wording. 

That way, the most important objectives could be stressed and much 

better realized by the teachers who have to take into account the 

needs and abilities of their pupils. 

Curriculum and lessons: 

The curriculum of the school for the mentally handicapped in 

Zimbabwe is not fixed by the government. Therefore, the staff of 

ZIMCARE TRUST have worked out a curriculum by themselves. The most 

recent school syllabus has been issued by Mrs. Davids in March 

1988. She told me in an interview that she had tried to come as 

close as possible to the syllabus of the first mainstream classes. 

She continued that the syllabus was not at all binding but only a 

recommendation. ZIMCARE has worked out a special learning pro- 

gramme for language, reading and mathematics based on the 'Direct 

Instruction System for Teaching and Remediation' (DISTAR) which 

has been developed in the USA. This programme which has been writ- 

ten in Shona, Ndebele and English is still being used at 

Zimbabwean schools today and is divided up into three different 

levels. Thanks to these programmes the teachers are precisely in- 

structed for each teaching unit. Normally, frontal teaching is 

given the priority with the pupils answering in chorus as soon as 

the teacher has asked a question. This has to be done extremely 

quickly. 

I do not think this kind of teaching to be appropriate for the 

work with mentally handicapped pupils since there normally is no 

homogeneous level of performance. Apart from that, the needs of 

weaker pupils cannot be sufficiently met when answering in chorus. 

On the whole, classes are too verbal-cognitive when following 

these learning programmes. On the other hand, it is advantageous 

that only few and simple materials are needed which normally are 

inexpensive and available. The programmes also provide the pupils 

with worksheets and the drawings in the books are as simple as
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possible, clear and unambiguous. Besides, they are adapted to 

Zimbabwean culture by showing well-known objects and sites of the 

country. As to the teaching methods, singing and melody as well as 

working files for each child are very useful. 

The school syllabus for 1988 distinguishes between three class 

types. There are seven learning areas with a list of those skills 

and abilities the pupils have to acquire. They are specified in 

several subitems. The learning areas for the 'Reception class’ 

are: self-help, number, lan-guage/reading and fine motor co-ordi- 

nation/art. For the 'Academic class! there have only been listed 

the following items: number, language/reading. In the 'Practical 

class', the pupils have to learn domestic and community skills as 

well as vocational and recreational activities. 

The school syllabus contains quite a detailed list of the skills 

and abilities the pupils are supposed to acquire. Thus, the 

teachers have a catalogue with the most important teaching ob- 

jectives. I really think this to be very useful. From time to 
time, however, the list of objectives is much too detailed so that 

it would sometimes be better to give it a more general wording. 

That way, the most important objectives could be stressed and much 

better realized by the teachers who have to take into account the 

needs and abilities of their pupils. 

I think the division into three class types with different ob- 

jectives to be problematic. The 'Academic class', e.g., con- 

centrates too much on cultural techniques. 

There are also lessons in art, music and physical education al- 

though this has not been stated in the syllabus. Physical educa- 

tion not only comprises elements of normal sport lessons but much 

more: it is rather a psychomotor exercise. This subject has béen 

introduced by Mrs. Kundidzora who has completed her training for 

remedial exercises and psychomotor activity in West-Germany. She 

is the only member of ZIMCARE TRUST who is able to instruct the 

teachers of all schools on physical education. Thanks to a non- 

standardized test evolved by herself she makes a diagnosis as to 

the physical and psychomotor development of each pupil. On the 

basis of the results she develops special programmes for them. The
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following tests are usually carried out: balance control, reaction 

control, room orientation, body orientation, sense awareness, mo- 

tor skills, special movements and the capacity of combining dif- 

ferent motorics. The power of concentration and the development of 

the emotional and social sphere are additionally trained in many 

exercises. 

4.2 Home Based Learning Programme (Rural Programme) 

The Home Based Learning Programme provides the parents and family 

members of the mentally handicapped with help and instructions in 

order to foster them at home. This programme is meant for those 

mentally disabled children, young people and adults who do not 

attend any institution for disabled persons. As these people 

mainly live in rural areas, the programme is also called the 

"Rural Programme'. In the following, I adopt this expression be- 

cause it is generally used by the ZIMCARE staff. On the other hand 

it should not be overlooked that the R.P. is also applied in the 

cities, especially in townships. 

In 1984, the R.P. was launched in four districts (Mutoko, 

Marondera, Bindura and Mvurui). According to Mrs. Mariga (the 

national coordinator who is responsible for the whole programme) 

they were able to extend it to 24 districts by August 1988 and 

about 2000 families have so far benefited from it. There are only 

4 ZIMCARE officers including Mrs. Mariga who are in charge of the 

24 districts. The fourth officer has only been employed in Septem- 

ber 1987. 

(The information on the R.P. stems from an interview with Mrs. 

Mariga on August 25th, 1988 and from personal observations). 

Aims of the Rural Programme: 

The R.P. mainly aims at the rehabilitation of mentally handicapped 

people and their reintegration into society. Apart from that, the 

R.P. shall foster the overall development of the disabled and in- 

crease their self-respect. They shall be made as independent as 

possible of help from anyone else. Besides, the handicapped shall
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be enabled to look after their rights and responsibilities in 

everyday life and to become active members of their families and 

society. According to Mrs. Mariga this means that they are sup- 

posed to 'function' within community in accordance with their in- 

dividual possibilities. 

The parents and relatives get help and instructions in order to 

foster their mentally handicapped family members at home. As many 

family members as possible are to participate in the care pro- 

gramme and are informed on possible causes of disability and on 

‘the possibilities to help the disabled. That way, the sympathy for 

and the acceptance of the disabled shall be increased. Instruc- 

tional work is also needed within the community itself in order to 

reduce superstition and prejudices regarding mentally handicapped 

people. Ideas to integrate them into community life are also pro- 

vided. If possible, mentally handicapped children shall go to 

mainstream schools in their district. 

The R.P. staff work together with the medical staff and the social 

workers of every respective region. They are to participate in the 

care programme in order to be able to recognize mental handicaps 

and children running the risk of becoming mentally handicapped. In 

this case, they will be referred to ZIMCARE. 

The content of the Rural Programme: 

Based on the WHO manual called 'Training disabled people in the 

community' ZIMCARE has developed a training programme especially 

adapted to Zimbabwean culture. It aims at the fostering of men- 

tally handicapped children and young people at home. To this end, 

instruction cards have been made in Shona, Ndebele and English. 

They contain short instructions for special exercises and are il- 
lustrated by clear drawings. The training programme offers exer- 

cises for the following eight fields: 

1) infant stimulation 

2) stimulation of motor skills 

3) self-help (e.g. feeding, drinking, hygiene, toileting and 

dressing) .
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4) socialization (e.g. cooperative playing, obeying certain rules, 

exploring one's environment) 

5) understanding and using language 

6) cognition (e.g. memory training, ability to discriminate, 

understanding of numbers) 

7) survival skills (doing everyday work, e.g. cooking, washing, 

fetching water, sewing, gardening and herding). | 

8) epilepsy (the symptoms of an epileptic fit are described and 

there are instructions on what to do or not to do during a fit). 

The training programme does not pretend to be complete and does 

not want to be a series of exercises to be kept to from start to 

finish. The thing is rather that suitable exercises should be 

selected for every child from various fields. If necessary, these 

exercises can be supplemented by other exercises invented by the 

parents etc.. 

How the Rural Programme is carried out: 

Before launching an R.P. in a district, the local health centre 

must be contacted. Usually, the medical staff of the centre can 

provide the ZIMCARE officers with several addresses of families 

with mentally handicapped children. Some of the mentally 

handicapped who could participate in the R.P. are treated in 

district hospitals with a physiotherapy department. The village. 

health workers are also contacted because they work with those at 

the grass roots and are in a very close contact with the com- 

munity. Apart from that, the ZIMCARE officers get in touch with 

the local schools. | | 

Sometimes there are slow learners and even pupils with mental han- 

dicaps who need a special training. Later on, the cooperation of 

the teachers is necessary in order to integrate mentally handicap- 

ped pupils into the mainstream schools. 

It turned out to be advantageous to visit an affected family to- 

gether with an employee of the local health centre, e.g. a village 

health worker or a nurse known to the family. That way, the 

ZIMCARE officer can be introduced to the family by a familiar per-
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son. Besides, it often is quite difficult to find a family's 

dwelling in the bush of a remote area or in the streets of the 

townships. Thus, it is good to be accompanied by a guide who knows 

his way around. © 

During his first visit the ZIMCARE officer tries to find out as 

much as possible on the disabled child and its area of life. An 

informal conversation on the child and the family background per- 

mits to gather amnesic data. Questions concerning the course of 

pregnancy and birth will also be asked. All this may help to find 

out the cause of disability which often is unknown. On this occa- 

sion, the parents are informed on mental handicaps in general and 

on their possible origin. 

ZIMCARE has developed a special questionnaire and a test in order 

to assess the extent of disability. It is no standardized method 

of testing and is generally not used to determine the IQ or the 

intellectual age. The questions refer to the child's mental de- 

velopment compared to other children, to its motor skills, its 

present behaviour, its understanding and use of language. 

The next step is to draw up an individual training programme. When 

fixing the aim or several aims the child is supposed to attain, 

the family is also asked in order to decide what the child shall 

learn first. The ZIMCARE officer, however, has to see to it that 

the aims are realistic, so that the child has a chance to attain 

them. This decision-making process encompasses a general informa- 

tion on the possibilities and limits of help and fostering. It is 

stressed that the fostering of mentally handicapped children is a 

long process requiring constant exercises and a lot of patience. 

Finally, an aim is fixed which should have been attained by the 

next visit of the ZIMCARE officer. The latter explains and demon- 

strates the exercises together with the child. In most cases, the 

exercises from the above-mentioned instruction cards are used 

which are given to the parents as a sort of memory aid. | 

Most families who are looked after by the R.P. belong to rela- 

tively poor social classes and one cannot expect them to spend 

much money on educational material. That is why it must be as in- 

expensive as possible. Objects for everyday use and natural ma- 

terials are thus being used for the realization of the programme.
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The families are also given instructions on how to make simple ma- 

terials themselves. 

Some of the children and young people who are looke after by the 

R.P. not only are mentally handicapped but also have a slight or 

even a serious physical handicap. Often orthopaedic aids such as 

wheel-chairs, crutches or other things are needed in order to fa- 

cilitate their movements. Many families, however, cannot afford 

buying such aids which often are not even available in Zimbabwe. 

The parents can make the necessary materials themselves by con- 

sulting the above-mentioned WHO manual for so-called low cost 

aids. Such low cost aids made by hand usually have the same func- 

tion as industrial products. There are both quite simple aids 

(such as crutches, pen holder devices or a handle at the toilet) 

and more complicated ones (e.g. toilet chairs, special walking 

aids or artificial prostheses). 

# 

Problems of the Rural Programme: 

Due to the lack of personnel the success of the R.P. is limited to 

a small number of families. The R.P. has so far been introduced in 

24 districts, which means that half of the districts have not yet 

been reached. Probably, not even all mentally handicapped persons 

in the 24 R.P. districts can be looked after. This can be derived 

from the fact that ZIMCARE officers, who have been working in a 

region for quite a long time, again and again visit older handi- 

capped people for the first time who have been mentally handicap- 

ped for years. 

The quality of the programme is restricted as well due to lacking 

personnel. Normally, it is not possible to visit a family more 

often than every 6 to 8 weeks for about half an hour or sometimes 

an hour. In many cases, this period of time is much too long. 

Mistakes or misunderstandings which may arise when doing the exer- 

cises as well as other problems can only be talked about very 

late. Some parents need being visited more frequently in order to 

keep them motivated if success does not become apparent at once. 

Mrs. Mariga is sure that some parents do not encourage their 

children at all to do the exercises or much too seldom. If the
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ZIMCARE officers were able to visit the families more frequently, 

children making good progress could be shown new exercises much 

earlier. 

It can also happen that parents refuse to receive a ZIMCARE of- 

ficer. This attitude may have different reasons. Mrs. Mariga told 

us on this matter that they would not force their help on the 
parents who reject it. On the other hand, she hopes that these 

parents will some day change their minds when learning about other 
families whose children have benefited from the R.P.. One reason 
for the rejection of help may be that the parents are ashamed of 
having a disabled child and that they want to keep it a secret. 

Evaluation of the Rural Programme: 

The R.P. is a very valuable programme which has been specially 
. adapted to the living conditions of mentally handicapped persons 
in Zimbabwe. Thanks to this inexpensive form of organization much 
more mentally handicapped people can be helped than this would be 
the case in the limited number of special schools. According to 
Mrs. Mariga it would be financially impossible for ZIMCARE to 
build sufficient schools for all mentally handicapped children in 
Zimbabwe. It would be questionable anyway if it were desirable for 
all mentally handicapped to go to special schools. 

For years, it was thought in many countries that the mentally 
handicapped should go to special schools but there have recently 
been more and more efforts to integrate them into mainstream 

schools. In Zimbabwe, this idea has also been spread more and more 
and the R.P. contributes very much to integrate mentally disabled 
people into society. The children, e.g., are fostered at home or 

at least in their community and are integrated into daily living. 
In many cases, everyday work constitutes part of the programme or 
sometimes the entire programme. Its aim is to enable the handicap- 
ped to participate actively in the family life and the community. 
They can learn this best in everyday situations. To this end, the 
training programme also offers help and special exercises.
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Taking into account the poor job prospects of mentally handicapped 

adults in Zimbabwe, it must also be realized that most mentally 

handicapped even have to stay at home without a job after they 

have finished school. That is why it is so important to enable 

mentally handicapped people to cope with family and community life 

because they normally have to spend their whole lifes there. 

I conclude from my own observations and from the information Mrs. 

Mariga gave me, that the Rural Programme is very effective despite 

some problems. It is a good solution to improve the situation of 

the mentally handicapped in Zimbabwe, but it would be desirable to 

extend the programme by increasing the personnel. 

6. COMMUNITY BASED REHABILITATION (CBR) 

The basic idea of the CBR is similar to that of the above-men- 

tioned Rural Programme of the ZIMCARE TRUST. The CBR aims at the 

rehabilitation of the disabled at home or in their communities 

rather than in special institutions. 

The CBR programmes offer possibilities of medical rehabilitation, 

of. training and further vocational training, of job creation and 

social services in the home towns of the disabled. The families of 

the disabled, the local health centres and their staff as well as 

teachers and social workers are an important part of the pro- 

gramme. All this aims at the medical and social rehabilitation of 

the disabled, that is at their integration into the community they 

are living in. 

In Zimbabwe, several welfare organizations such as the RED CROSS 

have launched CBR programmes for disabled people. In 1982, the RED’ 

CROSS has launched a CBR programme in the Mutoko district (pro- 

vince of Mashonaland-East) which has recently been extended to the 

Gutu district in the province of Manicaland. The RED CROSS staff 

prepare health personnel, social workers and volunteers for the 

work with the disabled. In rural areas, there are seminars where 

' the participants can acquire some basic knowledge of various disa- 

bilities, causes, forms of treatment, aids for the disabled and _
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general foster measures. The WHO manual 'Training disabled people 

in the community! has provided the RED CROSS with many useful 

ideas for its CBR programme. 

(The above information has been gathered in an interview with Mr. 

Mtetwa, deputy-chairman of the RED CROSS rehabilitation pro- 

gramme). 

The RED CROSS rehabilitation programme consists of three different 

fields: 

1) prevention: 

- promoting health conditions, e.g.. building of toilets, clean . 

drinking water etc. 

- reducing accidents 

- health education 

2) treatment: 

- supplying people with rehabilitation aids and orthopaedic aids 

- fostering of physical and general development 

- referral to specialists (e.g. for operations) or institutions 

such as special schools 

3) social integration: 

- the disabled are to go to mainstream schools 

- integration of handicapped adults into working world 

- participation of the disabled in community life 

(compare: RUMANO, 1985) 

After all, the community is held responsible for the rehabilita- 

tion of disabled people. Many members of the community who parti- 

cipate in the CBR programme are volunteers without. any special 

training. In principle, the RED CROSS is only a sort of catalyst 

for rehabilitation; it can grant financial aid to a very limited 

degree only. 

7. Concluding summary: 

In summary, one can say the following about rehabilitative 

measures in Zimbabwe:
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- The disabled are mainly looked after in special institutions and 

special schools. 90 % of them can only be found in the cities 

and all of them have long waiting lists. Large rehabilitation 

centres which have often been propagated as appropriate 

conceptions out of prestige cannot cope with African needs and 

conditions. All solutions are somehow interwoven in a unique 

socio-cultural and spatio-temporal network of conditions, so 

that only few of them are actually transferable - perhaps only 

the relatively peripheral ones (see: KLAUER, MITTER 1987, p.3). 

In Zimbabwe, the disabled are looked after in special 

institutions and apart from some minor modifications 

rehabilitation is similiar to the West-German system. This may 

be due to the fact that foreign concepts have been adopted and 

that several foreign organizations have contributed to start 

rehabilitation. A few privileged people - 1-2 % of the estimated 

900.000 disabled in Zimbabwe (interview with P. Ncube, chairman 

of the NCDPZ) - benefit from an expensive education adapted to 

European standard. These children, however, have been torn away 

from their natural environment so that they lose contact to the 

community they will have to return to after a successful 

rehabilitation or after they have finished school. Nevertheless, 

these centres cannot be completely rejected for it is only there 

that children suffering from poliomyelitis or cerebral palsy can 

benefit from continual and intensive therapies necessary for 

their general recovery. A better cooperation with local health 

centres and mainstream schools as well as time limits on the 

stays in the centres could contribute to benefit from the 

positive aspects of these institutions. Basic rehabilitative 

exercises, e.g., could simply be introduced in the centres and 

be pursued at home. That way, integration could be fostered as 

well. 

- An increasing number of outpatient programmes have been launched 

in rural areas. Home care programmes of the ZIMCARE TRUST, the 

JAIROS JIRI ASSOCIATION and the ZIMBABWE RED CROSS SOCIETY have 

demonstrated how the majority of the disabled can be looked ‘ 

after at little cost.
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- There is only one centre for the severely and multiple disabled. 

- Cooperation and communication among the individual centres is 

insufficient. 

- The disabled are excluded from other social processes which 

leads to the isolation of this group. 

- There is scarcely any communication or cooperation among the 

rehabilitation departments coming under the ministries and other 

departments so that the work of every individual department is 

too one-sided. On the other hand, the positive results and 

successes achieved since 1980 should not be forgotten. 
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VII. Furtherance of Women's Development in Zimbabwe: 

Adult Education, Savings Clubs and Projects 

Jeannette Schwarz-Brosch, Maria Berger 

+ 

Outline: 

(0) Introduction 

(1) The Change in the Role Women Play in Society 

(2) Two Examples of Non-Governmental-Organization (NGOs) 

. that Work in the Field of Women's Education 

(2.1) The ADULT LITERACY ORGANIZATION OF ZIMBABWE (ALOZ) 

(2.2) _ The SELF-HELP-DEVELOPMENT-FOUNDATION OF ZIMBABWE (SDF) 

(3) Education as Key to Emancipation - Reports on the 

: Participation in Two Trainings Courses for Women 

(3.1) SDF: Savings Club Management Trainings Course 

(3.2) ..: RANCHE HOUSE COLLEGE: Women's Leadership Development 

Training Course | 

(4) Final Remarks 

(0) Introduction 

Our contribution is based on material collected in Zimbabwe as 

well as on personal experiences made during our stay. Decisive 

factors for choosing this theme were not only the subjects of our 

studies hithero made, but also our personal interests and activi- 

ties in the fields of women's research, sociology of the de- 

. veloping countries and adult education. 

Maria has specialized in savings clubs (cp sections 2.1.6., 2.2. 

and 3.1.); Jeannette has concentrated on adult education 

(cp sections 2.1.1. until 2.1.5., 2.1.7. and 3.2.).
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(1) The Change in the Role Women Play in Society 

The traditional role of the women in the societies of the Shona 

and the Ndebele which are organized ina patrilinear form and. 

dominated by men was for the first time starting to change during 

the struggle for independence. 

Many women worked in the guerilla camps in Mocambique and Zambia, 

and several even took up arms against the white Smith regime. 

The women from rural areas also contributed importantly to the 

struggle for independence by hiding the guerillas in their vil- 

lages and by providing them with food. 

Since the independence, the situation of the women has improved 

decisively. The government makes every effort to promote projects 

for women and to provide the legal basis for the emancipation 

process: | 

“Even today the Zimbabwean legal system consists of both the tradi- 

tional law and the statutional law. 

In 1982 the LEGAL AGE OF MAJORITY ACT came into force. Since then 

all women, as well as men, attain their majority and the capacity 

to contract at the age of 18. Up to this time, women had been 

minors for life! They directly passed from the guardinship of 

their father to that of their husband. They did not have the right 

of property, and they could marry with the consent of their father 

only. 

The traditional marriage is combined with the payment of a bride- 

price, the so-called LOBOLA. The payment of the LOBOLA serves as a 

compensation for the worker lost to the family of the bride. It 

also symbolizes the relationship between two families and guaran- 

tees that the rights for all the children coming from this mar- 

riage belong to the family of the bridegroom. The modern form of 

marriage is the registration at the registry office in charge of 

civil status. 

If a marriage has been divorced according to the traditional law, 

the children always stayed in the family of the husband. Moreover, 

the parents of the wife had to pay back the LOBOLA. According to 

present law, a divorce is pronounced by a court that has to deter- 

mine where the children are to be brought up with a view to the 

well-being of the children. If the children stay with their
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mother, the father has to pay child support. This also applies for 

illegitimate children. 

Working women get the same wages as men because of the EQUAL PAY 

REGULATIONS. The principle is: Equal pay for equal work! 

The women also profited from the introduction of a minimum wage, 

because an outstandingly large number of them is working in the 

lower income-groups. Working women have the right of maternity 

leave, and they are released from work for nursing. 

Meanwhile the legal situation of women looks promising, but the 

gap between law and reality is wide. Especially the rural popula- 

tion still acts according to the traditional law which often has 

negative consequences for those women. Their decisions are still 

made for them by their husbands, and they have to carry the burden 

of bringing up the children and making their living. 

Many men live and work in towns or in mines and do send money only 

irregularly or not at all. That is the reason why a lot of women 

depend on their own receipts, for even if they are able to feed 

their families by subsistence economy, they still need money for 

the schools and for the school uniforms of their children! 

If a women is divorced she has to leave the children to the family 

of her former husband as soon as the children are independent 

enough. | 

Both the government and the non-governmental-organizations (NGOs) 

support measures to improve the women's plight and to strenghten 

their independence. 

Inter alia these measures include: 

- special education programs by means of which the women are 

informed about new laws and about their rights towards family 

and society . 

- since the middle of 1983 the Zimbabwean literacy campaign is in 

progress which has started by the government and which is 

supported by NGOs. About 75% of the courses' participants are 

women 

- promotion of savings clubs 

The following aspects are aimed to show the activities of two NGOs 

in the field of adult education which especially apply to women. ©
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(2) Two Examples of NGOs that Work in the Field of Women's 

Education 

(2.1) THE ADULT LITERACY ORGANIZATION OF ZIMBABWE (ALOZ) 

When Zimbabwe became independent is was a country with a very low 

literacy rate. Therefore, the party in power, ZANU, declared on 

its election platform that adult education was one of its goals: 

"give every adult who had no or little educational opportunity the 

right to literacy and adult education" (quoted after ZVOBGO, 1987, 

P.332). In 1983 the government started a literacy campaign. At the 

beginning of this campaign 40% of the adult population still could 

not read or write, two thirds of them being women (cp GRAINGER, 

1986, 9fol). It is the governments goal to gain the victory over 

illiteracy by the year 2000 (cp ZVOBGO, 1986). The campaign is or- 

ganized and carried out by the competent ministry in cooperation 

with various NGOs. 

One of those NGOs forms the centre of this chapter: | 

ALOZ is not only the biggest but also the only organization in 

Zimbabwe that mainly works in the field of literacy training for 

adults. Besides, ALOZ helps with managing income generating pro- 

jects and savings clubs. The following passages are based on in- 

formation we have got from ALOZ members and on brochures on the 

organization and on the relevant Zimbabwean literature. 

(2.1.1) Historical Development 

In 1970 two organization working in the field of adult literacy 

training and deriving from christian initiatives joined forces. It 

were the ADULT LITERACY COUNCIL working in Mashonaland and LIT LIT 

working in Matabeleland. The new organization that was now working 

in the whole country was called ALOR, the ADULT LITERACY COUNCIL > 
OF RHODESIA. Already in the seventies the work had several levels: 

In addition to the literacy work training programs for teachers 

were carried out and material for training was provided. The work 

of the literacy groups was already combined with savings clubs and 

income generating projects. 

After having achieved independence, not only the name was changed
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to ALOZ but the work was intensified in all fields. In 1983 the 

ALOE PRESS was founded, a printery owned by ALOZ were the teaching 

material is produced and which also executes outside orders 

(cp ALOZ 1985). 

(2.1.2) Organization and Financing 

The organization's main office is in Harare. This office is in 

charge of two regional offices: the branch office responsible for 

Northern Zimbabwe (Mashonaland) that is situated in Harare and the 

office in Bulawayo responsible for the Southern region 

(Matabeleland). The printery ALOE PRESS forms an independent unit 

of the organization. An ALOZ worker stated that in 1988 75 people 

were working for ALOZ. Their distribution was as follows: main of- 

fice in Harare: 25 workers; office in Harare responsible for the 

northern region: 15 workers; office in Bulawayo responsible for 

the southern region: 13 workers; ALOE PRESS: 12 workers; in addi- 
tion to this there are 10 field workers who are imployed on a re- 

gular basis and who are in charge of the literacy groups and the 

projects in rural areas. 

Including ALOE PRESS ALOZ had a budget of Z$ 477,167 in 1984 (cp 

ALOZ, 1985, p. 17). According to the information given by the main 

office in Harare about 90% of the total budget are provided by 

foreign organizations. The rest is provided by Zimbabwean finan- 

cial backers as for example ministries, communities and some 

enterprises. 

(2.1.3) ‘Theoretical Background 

Chiefly four theoretical approaches to literacy can be distin- 

guished: At first the traditional approach in which, while cor- 

responding to the school system, reading and writing are regarded 

as an end in itself. This approach is rarely used today, because 

it does not at all regard the political and economical problems of 

a devolping country. The second method is the psycho-social ap- 

proach of PAULO FREIRE. Here the shaping of political ideas, the 

so-called conscientization, is to the fore. As third concept the
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integrated approach should be mentioned which integrates literacy 

training into a more complex development program. Finally there is 

the functional approach that also links literacy training to 

gaining practical experience which, on the contrary to the inte- 

grated approach, must not necessarily be useful for the develop- 

ment (cp MAKANYA, 1981). . . 

MUPEDZISWA mentions the mass campaign as fifth possibility, which 

has been very successful in Cuba in 1961 and in Nicaragua in 1980 

(cp MUPEDZISWA, 1982). | | 
ALOZ follows the functional approach, but it does also use the 

psycho-social approach of PAULO FREIRE in its teaching material. 

The aid given to obtain knowledge relevant for the every day life, 

which is connected with literacy training, is mainly based on pro- 

moting income generating projects and on organizing savings clubs. 

In the ideal case this means that a group learns together how to 

read and write while at the same time managing a savings club and 

realizing a project. | 

The subjects of the training groups can be orientated according to 

those themes that are important for the savings club organization 

and the project management. . . 

In the following paragraphs the four levels of ALOZ work which are. 

intimately linked in their practical realization will be pre- 

sented, as there are literacy training, teacher training, savings 

-Clubs* organization and project management. 

(2.1.4) | Literacy Training 

The literacy training consists of three stages with each stage 

lasting nine or twelve months. After each stage every group member 

has to pass an examination and gets a certificate. When finishing 

the third stage, every participant should be able to participate 

in programs of the formal educational system, e.g. in correspon- 

dence courses. After two or three years of participation in such 

programs the education of the primary school level (7 years in the 

Zimbabwean school system) should be finished. - 

A learning group consists of 30 participants maximum. In rural 

areas 78% of the participants are women. Their average age is 26
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and on average they have three children (cp ALOZ, 1985). The nunm- 

bers may deviate considerably in both directions, though. 

I. visited a group in a high density suburb of Harare where one 

ofthe female participants was aged over 50. According to the ALOZ 

workers a participation in a- literacy course has positive effects 

on the personality of the participants. They become more indepen- 

dent in their everyday life, and they assume functions and tasks— 

for the village community. Particularly women gain self-assurance 

and social respect. 

At first the lessons are held in the native language, Shona or 

Ndebele. In the second stage one starts to teach simple English. 

The basic arithmetical operations are taught, too. 

The concept for the teaching material is made by ALOZ itself. Each 

book, consisting of a few pages, is referring. to one special sub- 

ject while use is made of FREIREs method of key words (cp FREIRE, 

1977). The subjects come from all fields of the everyday life. A 

lesson on family planning, for example, that especially meets the © 

interest of women is based on the key word *children'. . 

The training by projects is regarded as very important. By using 

the. books, the participants learn how to plan, finance and manage 

a project. This aspect of project management will be treated again 

in section 2.1.7 . 

It is clear that litercay training is no end in itself, but that 

it is used according to the furictional approach in order to impart 

knowledge to the participants that helps them to cope with their 

everyday lives. So only the methodico-didactical aspect of Freires 

approach of 'conscientization' has been adopted. The goal of 

Freire the political emancipation stays in the background (cp 

Freire, 1977 and 1971). On being asked, an ALOZ worker said that 

the goal of ALOZ was not the political emancipation, but the im- 

provement of the economic living conditions of the participants.
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(2.1.5) Teacher Training 

ALOZ itself does the training of the literacy teachers. The 

courses chiefly take place in the two offices in Harare and 

Bulawayo, but meanwhile there are also courses in rural areas. 

I was lucky to be offered the possibility to attend a graduation 

ceremony. On this occasion I learned a few facts on teacher 

training, as there are: In Bulawayo there are three courses per 

year that last three months each. The average number of partici- 

‘pants is ten to twelve persons. The course just ended had had 

eleven participants including two men only. The participants nor- 

mally come from the whole Matabeleland. They have to look. and to. 

pay for an accomodation by themselves; most of them stay with 

relatives. . . . 

The course costs over Z$ 100 including the working material. The 

training is cheaper for those who are coming from remote areas, if 

they participate in one of the courses taking place in the rural 

areas. Two ALOZ workers are occupied with this decentralized 

teacher training. The people learn the same things as in Bulawayo 

in several stages of two or three weeks each. The participants are - 

school graduates, young unemployed women or men who have been sent 

by their village organizations, e.g. project groups, cooperatives, 

savings clubs. If the participants can not pay their trainings by 

themselves, they have to find sponsors. That means that either the 

village community that will benefit from the knowledge gained has 

to pay or another sponsor, e.g. the church or a NGO has to be 

found. 

‘The same applies to the subsequent payment of the teachers. With 

the exception of a few, they are not payed by ALOZ. That is why, 

after having returned to their villages, many of the graduates 

start a literacy course on a honorary basis and continue to look 

for a sponsor. Some are forced to go into another region. 

The organization of an income generating project is one possi- 

bility for using the knowledge gained from the course in the 

everyday life. The training is not only restricted to reading and 

writing and arithmetics, but it also includes all knowledge 

connected with project management. At the end of the course every 

participant gets two certificates. One certificate states that
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they now are literacy teachers, the other one confirms that they 

have been trained in project management. 

Experienced ALOZ workers supervise the teachers. Every teacher is 

visited by an ALOZ supervisor twice a year, and on this occasion ~ 

they can talk about problems and can exchange ideas. The ALOZ su- 

pervisors hold the exams of the participants at the end of each 

stage. Once a year there also is a refresher course on further 

education for teachers. 

In 1987 there were 206 teachers in Zimbabwe who were supervised by . 

ALOZ, 147 of them in Mashonaland and 59 in Matabeleland. These 

numbers are based on information given orally by ALOZ in Harare. 

(2.1.6) Savings Clubs 

One aspect of the teacher training is the training in organization 

and realization of savings clubs. To this end every teacher gets 

two books for bookkeeping for every savings club. In the one book 

every member has a page where his or her personal savings, with-. 

drawals, membership subscription and fines (payable for non- 

appearance and late-coming) are listed, the other book is used for 

listing the total savings, payments etc. of the club. In the 

courses taking place in rural areas the teachers are to propose 

the organizations of a savings club to their students. Thus the 

students can meet after the courses under the supervision and with 

the help of the teacher. . 

Every savings club is to elect a chairperson, a secretary, and a 

treasurer, with the teacher often taking the chair. At the savings 

meetings there are often the smallest amounts that are saved while 

there is no savings minimum. It is sufficient that a member is 

present. The entries into the books are usually made by the secre- 

tary and they have to be signed by the chairperson afterwords. 

Treasurer, secretary and chairperson together are responsible for 

the smooth handling of the savings and for taking the money to the 

bank on a regular basis. If needed, the three leaders can act for 

each other, but mainly they have the task to control each other. 

This is aimed at helping to minimize the risk as much as possible...
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The students themselves who are learning how to read, write and 

calculate are an additional controlling body. In spite of this 

there are thefts again and again that lead to a certain mistrust, 

especially since the literacy students may come from a vast area 

without knowing each other. Thus mutual trust has to develop in 

course of time. A savings system that guarantees a maximum of con- 

trol and that can be used by a large part of the population in- 

cluding illiterates, but that is always dependent on a parent or- 

ganization as described in detail in sections 2.3. and 3.1. There 

‘the question on sense and purpose of savings clubs is treated with 

further details. Many savings clubs also run 

income-generating projects, by means of which the members can gain 

an additional income (cp section 2.1.7). 

The members of the club told me about their sewing project in 

which they were making clothes which they were selling on the mar- 

ket. In another project the members were producing soap and were 

selling it in the neighbourhood, though as a matter of fact this 

project had just started, and they still had difficulties with the 

correct production. A special training for soap making would have 

_ been needed here, but the ALOZ workers could not provide it be- 

cause of having too much to do. 

In spite of a few difficulties with the realization of savings 

clubs and projects, I think that the combination of literacy 

training, savings clubs, and projects is very useful, as it is a 

good combination of theory and practical experience. By this means 

the skills learned in the literacy course can be used directly and 

even profitably! 

(2.1.7) | Supervision of Projects 

If a literacy group wants to organize an income-generating pro- 

ject, ALOZ helps with the planning, the financing, and the reali- 

zation. ALOZ has a qualified staff for supervising the projects. 

ALOZ does not give donations to finance the projects, but it 

grants non-interest-bearing loans. In addition to this, they take
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heed that there is a share of equity capital of 10 to 20 % that 

‘can be saved before, e. g. in the savings clubs. This is to 

strengthen the direct responsibility of the project members. The 

terms of repayment for the loans are very generous, though. Repay- 

‘ments have to be effected only if an acceptable profit has been 

made. 

The members have already gained the knowledge necessary for profit 

management in their literacy course. After the start of the pro- 

ject, they are given the opportunity to put their knowledge just 

gained in practice. They learn how important reading and writing 

are, e. g. in order to negotiate with authorities or business 

partners. Their knowledge concerning arithmetics helps them to 

keep the books correctly. The supervision and the support by ALOZ 

workers is particularly intensified if the economic interests of a 

project are concerned. Because of bad experiences in the past, 

ALOZ nowadays does only grant loans if a previous feasibility 

study shows good chances for the respective project. ALOZ takes 

heed that the group acts independently on its own behalf, that 

means, it may be that an ALOZ worker helps to come into contact 

with others, but a representative of the group has to present the 

matter and/or has to negotiate. 

In judging the functional approach to literacy to ALOZ I agree 

with the arguments used in section 2.1.6. The combination of li- 

teracy training, savings clubs, and projects, guarantees a useful 

completion of theory and practice. . . 

(2.2) The SELF-HELP-DEVELOPMENT-FOUNDATION OF ZIMBABWE (SDF) 

(2.2.1) General Aspects 

The SDF was named accordingly no sooner than in 1987, after having 

_ been known as WYCOMBE-FOUNDATION or SELF-HELP-DEVELOPMENT-MOVEMENT . 

(SDM) for a long time. Its origins lay in the year 1963, when the 

Jesuit father F. WADDELOVE organized the first savings clubs in 

Zimbabwe. - 

Today the SDF promotes 6,000 informal savings clubs in Zimbabwe
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with an average membership of 30 persons and a percentage of fe- 

male members of 90 % (cp SPENGLER, 1988). 

( 

(2.2.2) ‘Goals 

_ The task of the SDF is the promotion of savings clubs, i. e. they 

have to encourage the people to found new savings clubs, they have 

to supply working material, to advise the clubs, and to encourage 

them to start a project. The women are to get an additional income 

through the savings and through the profits gained from those pro- 

jects, so that they are able to improve their families' standard 

of living. . . . | 

The main goal to the SDF is the improvement of the socio-economic 

conditions of the disadvantaged groups among. the population, i. e. 

chiefly the rural population and especially women (cp SPENGLER, 

1988). 

- (2.2.3) Structures of Organization 

Since this goal applies to the whole of Zimbabwe, guidance activi- 
ties that cover all parts of the country are needed to reach it. 

The SDF is coming near it by having four branch offices, one in 

Harare, one in Bulawayo, one in Rusape and one in Kwekwe, and by 

having two training centres in Harare and in Rusape. So far the 

leading positions of the organization have been held by men, 

though women are the main target group of the SDF. Since 1988 a 

woman holds the position for the management of public relation and 
education, so that the interests of women are now also represented 

on a higher level of the SDF. 

Female leaders do work in the branch offices long since, because 

the members of the savings clubs trust them more easily. 

(2.2.4) Financing 

The SDF is sponsored by the KONRAD ADENAUER FOUNDATION (KAF). It 

needs this money to pay workers, to get teaching and working ma-
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terial, and to train club members. The money is also needed for 

-IMaintenance, official journeys, and therefore for the maintenance 

of the vehicles owned by the organization, and finally it is 

needed for research purposes (cp SDF, 1987, p. 36). 

A permanent representative of KAF controls the use made of the 

money. After my stay in zimbabwe I cannot judge whether, under 

these circumstances, the KAF‘can or even does exercise political . 

influence. - . 

(2.2.5) Fields of Activity 

The SDF has developed a special system, the so-called 'book and 

stamp system', in order to guarantee the successful realization of 

the saving in groups. This system means that the savings clubs get 

free working material including books and savings stamps (25 or 50 

cent) for every member. By: means of this method it becomes pos-. 

sible that even women with little education are able to control - 

their savings. Once a month the bookkeeping of every club is 

checked by SDF workers in the branch offices, and at the same time 

the club members can ask for stamps and then take their money to 

the bank. Clubs that are too far away from the next branch office 

take their money to the nearest bank and are in correspondance | 

with the SDF, though it is an advantage for the clubs nearby to go 

to the office personally, because there they can also get some ad- 

vice and even a few tips. The book and stamp system does not only 

make it. easier for the women to control the whole process of 

saving, but it also enables the SDF to control the club leaders as 

to reduce the risk of embezzlement as much as possible. This is 

even more necessary since the savings clubs in Zimbabwe do not 

consist of social groups that originate from the traditional 

structures, as it very often is the case in West Africa for ex- 

ample. Usually the women of one region or one field of activity 

only join forces to save money. - This does not mean, of course, 

that such a savings club cannot turn into a social group in which 

there would be a better possibility of mutual control or influ- 

ence, and it does not mean either that there cannot be an existing 

social group that decides to save money! .
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In addition to the work done in the branch offices the SDF offers 
training courses in which club members or people who want to be- 
come club members learn the things that are necessary for the or- 
ganization of a Savings club (cp section 3. 1). , 
In these training courses the SDF together with the MINISTRY OF 
COMMUNITY DEVELOPMENT AND WOMEN'S AFFAIRS and with AGRITEX 
(AGRICULTURAL, TECHNICAL AND EXTENSION SERVICES from the MINISTRY 
OF LANDS, AGRICULTURE AND RURAL SETTLEMENT) also gives advice on 
PRIMARY HEALTH CARE (Cp reports of Kénig and Gensichen) and agri- 
culture. 

In the next section I will give a detailed description of the 
activities and problems .of the savings clubs in order to explain 
further the idea of a savings club and in order to enable the 
reader to judge by himself or herself whether the work of the SDF 
is useful or useless. 

(2.2.6). Savings Clubs 

The members of a savings club usually meet once a week. When 
founding their club, they draw up statutes that lay down the mem— 
bership subscription and the fines for late- -coming and absence. 
These fees are about the savings minimum, i. e. about a stamp 
value that is about 25 or 50 cent according to the choice anda the 
financial situation of the members. Money received from the fees 
is collected in a fund and is used for travelling expenses to the 
bank and to the SDF office and for postages or for the buying of 
material. 

Every club elects a chairwoman, a secretary and a treasurer, who 
have to keep an exact record of appearance, savings, stamps issued 
or kept, and of the daily income. In addition to this they. have to 
sign the stamps the members have payed for. These three persons 
are also responsible for taking the money to the bank once a month 
and for ordering enough stamps. As soon as the savings activities 
are successful, the club should look out for a suitable project. 
It can get advice from the SDF workers.
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The project is individually organized by the club. Some clubs only 

work together during their meetings, others work at home, and some 

work both individually and together for their projects. In every 

case the products are collected and then sold together. Either the 

earnings are put into the fund, or they are distributed to the 

workers. One part of the earnings normally is reinvested in the 

project. | 

Projects exist for example in the fields of agriculture, horti- 

-culture, and the breeding of small animals. Moreover, some clubs 

are occupied with baking, producing soap, making baskets, doing 

pottery, producing children's furniture from papier-maché, doing 

needlework and a lot more. The women have higher earning through 

their project work than through savings alone. They chiefly spend 

these earnings for school fees, school uniforms, food, household 

appliance and the building of a house. Membership in a savings 

club does not only offer economic advantages, but also offers 

social advantages that lead from communication with other women 

and the discussion of problems in a group to the improvement of 

own skills, to more self-confidence and to more autonomy. 

(2.2.7) Problems 

There also are a lot of problems, though, that the clubs have to 

face. . | 

There are, for example, too many projects of the same kind in one 

region, so that the balance between supply and demand is not 

guaranteed. The means of transport needed to take the products to 

the market very often are restricted. In addition to this the 

clubs sometimes do not get sufficient advice and support when 

starting their projects. Most clubs do not have a house for their 

meetings, which is a grave problem especially during the rainy 

season. Moreover, many have difficulties to get their husband's 

permission to join a club. 

Therefore, the most important task of the SDF should be an exten- 

sion of the advice and the education offered at the training cen- 

tres, in the branch offices and especially in the villages in
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order to contribute to a solution of the problems mentioned above. 

Of course, they would need more field workers to have direct con- 

_ tacts with the clubs. A training centre in Matabeleland is missing 

als well, particularly since a second one has been opened in 

Mashonaland, which has created an imbalance, that should have been 

prevented in view of the reconciliation of the Mashona and | 

Matabele. The work of the SDF is not only the one concerned with. 

spreading a savings system, but the women shall also learn how to 

handle such a system and how to use it. according to their own 

ideas and interests. 

At this point the banks are asked to employ more mobile banks and 

thereby making it easier for the clubs to save money, because they 

.could then have regular opening hours in the villages and so they 

could improve the savings conditions! 

Accordingly a better cooperation is desirable between formal fi- 

nancial institutions, the SDF and the official group representing 

the interests of savings clubs all over Zimbabwe (founded in 

1988). 

In the next chapter I want to describe a further education 

training course that took place in a small village and in which I 

was allowed to participate (see section 3.1.). 

(3.) Education as Key to Emancipation: Two Reports. on 

Women's Training Courses 

(3.1) A Further Education Training Course Offered by the SDF 

(3.1.1) General Aspects 

From August 15 to August 19, 1988, I participated ina further 

education training course near Murehwa, about 60 km from Harare. 

This date and the invitation were announced 17. days before the 
course started on the occasion of a small agricultural show in 

this district. At the edge of a remote village there is a small 

hall for these exhibitions, where agricultural products and other 

manufactured goods as, for example, clothes, soap, vaseline and 

others are presented. This building could now be used for the
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training course. Next to this hall there was a place for cooking, 

about 20 metres away from this there stood an old shed, where one 

could wash oneself with the help of a bucket of water, and again 

about 50 metres away from this there was a toilet house. The par- 

ticipants could use two bore-holes, one of them with drinking 

water. 

About 30 women of various ages and one man from within the region 

participated in the course. Most of the women were sleeping on 

mats in the hall, as the leader of the course herself, because it 

was impossible for them to travel every day. The course was held 

by an SDF worker from the Harare branch office who was speaking 

Shona for only a few participants were able to speak English. Thus 

everything I wanted to know had to be translated into English, so 

that I am sure to have missed some important details. 

It was the goal of this course to enable the women to organize and 

manage a savings club and to teach them in the fields of PRIMARY 

HEALTH CARE and agriculture. The subjects aimed at reaching this 

goal were as follows. 

(3.1.2) Subjects and Methods 

Questions of organization as for example the registration of the 

participants formed the beginning of the course. Then the women 

were divided into groups in order to discuss various subjects, as 

for example "What do you do if you want to organize a club? What 

do you do to make progress? How do you divide your annual inter- 

-ests?..." The main answers were: "If. I want to organize a club, 

first I have to ask my husband for permission to contact other 

- women and the SDF. In order to attract others, I have to tell them 

about our club, I have to invite them to our meetings, and I have 

to be successful. Progress can be made only by effective project 

work with rising profits." Only a few timid proposals were made 

to answer the questions how to divide the annual interests, which 

confirmed the experience I have made when I visited several | 

savings clubs revealing that a lot of clubs do not know what to do
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with their annual interests. Therefore the leader of the course 

proposed to use these interests for a joint project. 

The presentation and explanation of the savings club kit was a 

main part of the course. This kit consists of seven pieces: 

1) Form A: registration of the stamps issued, the stamps kept and 

those just received 

2) Form. B: registration of the club's money saved or paid weekly 

or monthly including membership subscriptions and fines 

These two forms are needed to order new stamps. Since these forms 

stay in the SDF offices when they have been used for an order, a 

club must have a double bookkeeping in order to keep its 

documents. . 

3) Certificate Register: every page full of stamps (a certificate) 

from every member is registrated here 

4) Savings Book: personal savings book of a member 

5) Savings Stamps 

6) Stamp Record Book: As Form A 

7) Bank Book: Official savings book issued by the bank 

These points were discussed in detail, and the correct calculation 

and registration were trained in particular. Then some parti- | 

cipants could. try to explain the use of Form A and Form B to the 

rest. of the group. Some participants had problems when they had to 

write something down, and therefore the exercises on bookkeeping 

were very difficult for them. The day before last we pretended to 

all this seriously.... The women were divided into groups; every 

group had to elect its own chairwoman, secretary and treasurer, 

and then they had to play four successive meetings. This task de- 

manded all their knowledge concerning bookkeeping and management.
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In addition to the subjects presented so far, a female VILLAGE 

HEALTH WORKER and an AGRITEX-Extension worker gave lectures. The 

. VILLAGE HEALTH WORKER gave a lecture on family planning. She pre- 

sented different methods of contraception and encouraged the women 

to use these methods even against the will of their husband. 

The next point stated the importance of starting to save money for 

the education and the school uniforms of a child the minute it is 

born. Finally the women got the opportunity to ask questions on 

sexuality, a subject that was discussed vivaciously. 

The AGRITEX worker gave a short lecture on horticulture and the 

breeding of small animals, and also on the present costs for the. 

necessary inputs and the possible profits. Thus the participants 

got concrete ideas of feasible and suitable projects. 

On the last day a representative of the MINISTRY FOR COMMUNITY | 

DEVELOPMENT AND WOMEN'S AFFAIRS spoke to the group in order to 

show them once again the importance of self-help-measures by means 

of informal savings clubs and to encourage them to go on working. 

As a guest participant in this training. course I have seen how 

hard it was for the women (and for the one man) to learn the basic 

skills for the organization of a savings club, but I also saw how 

proud they are, when they have got their certificate and when they 

recognize that they are now able to do something to overcome their 

poverty. I think that this course was very useful, for the women's 

self-confidence had been strengthened, and they could return to 

their villages with new ideas, though it must be said that their 

village communities expect to profit from their newly gained 

knowledge. 

I would also like to mention what I regard as an important argu- 

ment for such a training course. I mean the fact that sucha 

training course is a means to enable the women to get rid of their 

everyday routine and to discuss their problems with other women, 

to exchange experiences, to get new impulses, and to sing and 

dance together a lot. . |
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(3.2) RANCHE HOUSE COLLEGE: Women's Leadership Development 

Training Course 

During my stay in Zimbabwe I had the opportunity to participate. in 

a training course for women from rural areas which lasted a fort- 

night. The course with the title “Women's Leadership Development 

Training Course’ took place from August 22 to September 2, 1988, 

in the RANCHE HOUSE COLLEGE in Harare. It was aimed at showing the 

. participants how to organize and to realize an income-generating- 

project. The RANCHE HOUSE COLLEGE is an institution for adult edu- 

cation which offers both programs for the final school examina- 

tions and in particular courses with subjects relevant to women. 

The existing rooms offer accomodation for about 44 students. ~ 

(3.2.1) Aspects of Main Interest and Difficulties 

My interest in this course chiefly had two aspects: On the one 

hand I wanted to learn something about the participating women, 

their everyday problems and their projects, on the other hand I 

was interested in the goals, subjects and the management of the 

course. I made use both of the formal opportunities, i.e. the les- 

sons, and of the informal ones during the meals, the evenings and 

the weekend, to meet the other participants. My taking part in the 

lessons was restricted to the role of an observer. The language 

proved to be a great obstacle. The lessons were nearly completely 

held in Shona - the material was in Shona, too. Because of this I 

depended on additional explanations provided by the teacher after 

the lessons in order to complete my rudimentary observations and 

to see them in the right angle. The same difficulties arouse when. 

I was communicating with other participants during informal 

meetings. About 50% of the 24 participants were able to speek a 

bit of English, but this only sufficed to make polite remarks or 

to use easy sentences. 

Only two women formed an exception: they were able to speek 

English fluently enough to talk about their living conditions and 

their everyday problems.
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In view of these difficulties my observations according to the 

participants! lives were reduced to a minimum. Where everyday ex- 

periences and contributions to the lessons made by the partici- 

pants are presented in the following sections, the information is 

nearly complete based on the translations and explanations I was 

given by the teacher after the lessons. 

(3.2.2) Financal Requirements 

The women had to pay nothing for the participation and board and 

lodging in a double room on the terrain of the College. The fare 

from their home village to Harare was repaid on presentation of 

the ticket. The only thing the women had to pay for was the 

teaching material which included copy-book and ballpen as well as 

the cloth for sewing and dyeing. It seems to be sensitive that the 

women make a small contribution to the expenses for this 

strengthens their sense of responsibility. On the other hand it 

leads to the formation of groups with obviously different financal 

possibilities where the purchase of cloth is concerned. While some 

participants bought one piece of cloth for sewing and another one 

for dyeing, there were others who did not buy cloth at all. The 

majority bought one piece of cloth for the sewing course. 

(3.2.3) The Teacher 

Except for the sewing course all lessons were held by one teacher 

only. Not only was she teacher, but she had also designed the con- 

cept of the course and always tried to improve new ideas and to 

integrate them into her lessons. Especially in view of this course 

“it is wise to. have one teacher only: thus the teacher being a 

direct contact for the participants is able to create a trustful 

and relaxed working atmosphere a lot easier. 

.This teacher had had a special training for adult education - 

inter alia in Great Britain. Her personality combined both 

Zimbabwean tradition and occidental intellect, for on the one hand 

she knew the problems of the rural population and wanted to con-. 

tribute to solving them, on the other hand she was taking part in
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the feminist movement and was well informed about the global goals 

of the latter. Her commitment to the lessons and her strong moti- 

vation affected the participants and led to concentrated work in a 

relaxed atmosphere. | 

(3.2.4) The Participants 

The following information is chiefly taken from the RANCHE HOUSE 

COLLEGE'S list of participants. 24 women participated in this 

course. 50% of them came from Mashonaland West and 50% from 

Mashonaland Central. The college intends to offer courses for 

people from neighbouring provinces in order to faciliate communi- 

' cation later on. 

The average age was 35,66 years. Eight participants belonged to 

the group of those aged between 20 and 29. Five women were aged 

between 30 and 39, and ten women were between 40 and 49 years of 

age. The eldest participant, a women at the age of 50, was at the 

same time the only one aged over 50. The age structure shows that 

a certain experience in life and in projects is necessary for a 

course participation. When asked about their duties in former pro- 

jects the women answered inter alia: 10 times they had been chair- 

woman or vice-chairwoman, 5 times secretary, once treasurer, and 

two times coordinator or organizer and several times member. 

Every woman was experienced in projects on the one level or the 

other. 

On the occasion of a visit by the government official of 

Mashonaland West I learned more details about the selection prin- 

ciple for the participation in such a women's leadership course. 

_ AS soon as a date for the course is fixed and the planning is 

finished the college being the organizer informs the government 

officials in the relevant provinces about the date. The official 

then informs the district. There the project groups and the 

women's groups are addressed directly. The RANCHE HOUSE COLLEGE 

attaches great importance to the fact that the participants are 

elected by the members of their organizations and that they are 

not chosen by the government officials. This is hard to prove,
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though. 

The ability to read and write is one important aspect for choosing 

the women. During ten days the course gives so much information on 

so many subjects that it is not possible to pass on the informa- 

tion ina complete and correct form without the help of written 

notes. This aspect is important since the participants, after 

having returned to their villages, are to work as a sort of 

multipler by passing on their newly gained knowledge to the women 

of their own group as of other groups as well. 

During the course, however, I observed that many women had great 

difficulties in writing, in particular when copying large passages 

from the tablet. The lack of exercise should be the reason for 

this, because according to their own information they all had 

visited school for several years. 

(3.2.5) The Course 

The lessons were held from Monday to Friday in three periods be- 

tween 8 o'clock a.m. and 4 o'clock p.m.. The evening events stated 

in the curriculum had to be cancelled because of the lack of 

workers and/or the related costs. Partly this applied for time for 

teamwork or individuell work on special subjects. The lesson 

periods consisted of two hours with one period. sometimes being de- 

vided, e.g. into working into groups during the first half and an 

examining discussion during the second. 

It seemed wise to have the practical sewing in the afternoon since 

it is well known that concentration then starts to wane. 

(3.2.5) | Methods and Material 

There were a lot of different methods suitable for adults, as for 

example individual work, teamwork, educational discussions, 

students! discussions, lectures and role-playing. 

Teamwork especially prepared the participants for future discus- 

sions on possibilities for solving a problem in their clubs or 

project groups. The frequent methodical changes prevented a loss
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of concentration and attention, which often is a case in groups 

that are not experienced in learning. Only little use was made of 

teaching material for even if the participants can use teaching 

material at all when trying to pass on their knowledge, this use 

can only be small. The teacher preferred to put notes down on the 

tablet. This notes had then to be copied by the women. This also 

had the secondary effect of being a useful writing exercise for 

the participants. Texts that were very long or very important were 

handed out as copies. 

(3.2.6) The Subjects 
‘ 

The subjects treated in the course chiefly belonged to four 

fields: (1) project management, (2) group dynamics, (3) women's 

problems and (4) teaching of practical skills. 

According to the subject of project management the participants 

were informed about all aspects relevant to founding and managing 

a project. The spectrum included the planning phase with the: 

choice of the project, studies on marketing and loan possibili- 

ties, then there was training for correct bookkeeping and the 

discussion about real difficulties participants had had during 

their project work. In the framework of this field the teacher 

worked with a lot of exemplary problems in order to show the women 

things related to their everyday life. These problems had to been 

solved individually or in the team, and then they were .discussed 

together. . . 

The subjects of group dynamics is intimately linked with project 

management in practice for, as can be seen in the participants re- 

ports, numerous projects have failed because of personal differ- 

ences between group members. In view of these facts there was a 

role playing on the subject of styles of leadership. Afterwards 

the teacher explained in detail the democratic. style of leader- 

ship. Moreover, the women were to make a list. of all character- 

istics important for a good project leader. After having accom- 

plished their list individually, they were to reflect on their own 

personal characteristics on the basis of this list. The teacher
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also spoke about special problems that women have. She did this 

particularly in connection with the role women play in working for 

develpoment. Several times information on wholesome food, hygiene 

and child-care, was put in during the lessons. One lesson was to- 

tally given to the training how to build a water filter with 

simple means. 

Three fables, given to the participants as an evening task, 

treated the subject of women's emancipation. In addition to this 

there were some educational discussions on this subjects. On the 

whole I had the impression that the teacher who was influenced by 

the 'western' female movement did not always integrate the pro- 

blems of the women from the rural areas sufficiently. At least she 

excluded the contradictions between the goals of the projects 

aimed at furthering the development of the women and the goals of 

the female movement that are also largely represented by women 

from urban middle-class. . 

The practical part of the lessons consisted of the production of 

soap ans vaseline, the dyeing of cloth and the making of dresses. 

The sewing lessons were in the afternoon from 2 pm to 4 o'clock 

pm. They started with making a pattern and ended with finishing a 

dress. The women did not use sewing-machines, but they sewed by 

hand. The teacher worked for a Zimbabwean enterprise that manu- 

factered cloth. The lessons were free, but therefore the women had 

to use the cloth of this enterprise only. About 15 participants 

were sewing a shirt, which most of them had finished by the end of 

the course. Among the things sewed there were also a child's dress 

and two shorts for children. Those women who had not bought cloth 

because of. the costs tried to do complicated seams and button 

holes on a kind of ‘experimental cloth’. : | 

On the last day the clothes were judged by the teacher and another 

worker of the cloth manufacturer. The skillful execution and neat- 

ness were criteria for the judgement. Seven of the clothes were 

thought proper and were given certificates by the firm. According 

to the teacher this certificate can help those women © 

if someone seeks a sewing teacher or if a sewing project is 

planned in the village. . | . |
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Regretfully we could not go on the announced trip to the COLD- 

COMFORT-FARM because of the lack of transport facilities. This was 

very much regretted by both teacher and participants for this 

farm, which is led by a cooperative, is said to be among the most 

successful ones in Zimbabwe. 

(3.2.7) Summary and End 

On the whole the course did meet my expectations concerning an ar- 

rangement for addult education. There were a lot of different sub- 

jects, and these subjects did not only give specific knowledge, 

but they also had general aspects and helped to shape new ideas. 

The methods extended from educational discussion and teamwork to 

role-playing. The lessons took place in a relaxed atmosphere, and 

the teacher was able to pass on her commitment to the partici- 

pants. The women took part in the lessons vivaciously; they made 

their own contributions without fear. Sometimes I was surprised by 

the self-assurance with which some women presented their exper- 

-lences and their problems in detailed speeches in front of the 

whole group. 

How positive the great variety of subjects may be judged: I am 

sceptical in view of long lasting succes because of the informa- 

tion quantity. The question remains whether this quantity did not 

asked too much of some of the participants. 

In agreement with the competent government official the teacher 

visits former course participants and their projects on a regular 

basis. The gouvernment official, however, makes the choice. In 

spite of this, supervision after the courses is positive: ‘On the 

one hand the women get additional help with their project manage- 

ment, on the other hand the teacher gets the possibility to judge 

her program for the courses according to the everyday work. Re- 

gretfully I did not have the possibility to participate in such a 

supervision program, because I did not have enough time. I am sure 

that it would have been profitable for my. understanding of the 

concept and the realization of such a course if I had met the 

women in their everyay environment.
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(4) Final Remarks 

A review after nearly 12 month: Which phenomenons did mainly 

determine our global impression? 

We feel admiration for the Zimbabwean women. Those we have met 

were self-confident, active and they worked straight towards a 

better future. At the same time they were cooperative and very 

hospitable towards foreigners. Our observation must not be repre- 

sentive, though. The women we have met belonged to a part of the 

population that was particularly active, whether as professors, as 

workers in NGOs or other qualified jobs, or as participants in 

further education courses for the rural population or as members | 

in savings clubs. 

We have to make one decisive difference. It is missleading to 

speak of THE women in Zimbabwe - as it probably is all around the 

world. There are many differences between the rural areas and the 

towns, and these affect the women's situation accordingly. 

The women-in the rural areas go on living their everyday life that 

is still determined by tradition. Even there we could see some 

changes, though: Meanwhile most of the children go to school, the 

‘women take part in literacy groups or they are members of savings 

clubs or income-generating-projects. . , 

On the one hand these developments mean progress in the direction 

of a more human and economically safe life for the rural popula- 

tion, on the other hand the women are burdened even more by losing 

their children as workers, for example, or by the additional acti- 

vities in projects. The government also tries to improve the 

situation of the poor women in the high-density suburbs by pro- 

moting projects and by offering education. 

The life of the middle-class women in the towns is totaly dif- 

ferent. They are educated, some of them have studied abroad, and 

they are able to maintain a job even if they are married and have 

children. During our stay we have met a lot of working women, and 

we have got the impression that - compared to the Federal Republic 

of Germany - they more often are to be found in high and higher
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positions. The struggle for independence was accompanied by a 

slight change of the old structures related to the sexes. The new 

Zimbabwe has granted legal equality to the women. In spite of this 

there still is a structure of dependence. Tradition does not allow: 

women to live beyond their sex-linked traditional role, at least 

not in rural areas. The financal dependence is also clear: Women's 

projects are not to allow them a life independent from their 

fathers and husbands, but they. are to enable them to have some ad- 

ditional earnings. These earnings are spent for the needs of the 

children and for the household. : 

The subjects of the projects are following traditionally femal 

skills: sewing, knitting, crocheting, cooking, baking and working 

_in the field. The realization of such projects is faster and even 

more effective in the beginning, for the women use skills that 

they already have in order to earn some additional money. On the 

other hand the question remains to what extent the traditional 

role of the women is cemented further rather than softed up. 

In spite of all criticism: We think that the projects for women's 

development are a feasible approach and a first step towards 

emancipation! 
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-IIX. The ‘field study’project 

1. Presuppositions and conditions 

1.1 External 

1.2 Internal 

2. Problem analysis 

2.1 First till seventh level of problems 

2.2 Summary 

3. Consequences 

3.1 Positive experiences 

3.2 Improvement proposals 

1. Presuppositions and conditions 

In this chapter we want to describe the presuppositions, the facts 

and the performance of our field study. The problems which emerged 

have to be worked out by a problem analysis in order to stimulate 

further similar projects. 

The facts can be divided into internal and external factors. 

1.1 External factors 

By external factors we mean presuppositions, independant from the 

participants, which devide into temporal, material and conceptual 

parts. 

We had six months at our disposal to prepare the content, organi- 

zation. and methodology of the project (January till June 1988). 

The stay in Zimbabwe was restricted to three months (July till 

October 1988). Within a period of ten months (October 1988 till 

August 1989) we analyzed the results of our project. A qualified 

person has supported us for four months. 

Till the moment of our departure the financing of the field study 

by sponsors was not ensured. At last the participants themselves 

had to bear 50% of the costs (1.500,-DM). | 

Local and regional enterprises rejected requests for donations.



a 148 

Now we’d like to thank the following sponsors for their financial 

support: ‘ , 

- the student’s unions (ASTA) of the faculties of educational 

science and medicine as well as the departement of special 

education of the Universitat zu Kéln | 

- the Carl Duisberg Gesellschaft in Dusseldorf. which organizes the 

programme Konkreter Friedensdienst of the state government of 

Nordrhein-Westfalen - 

- the DAAD in Bonn (German Academic Exchange Service). 

During the whole project there was no sufficient room in the 

university. 

The group bore almost all costs for postage and material. 

Two qualified persons were put in charge of the field study (a 

graduated sociologist and theologican and a special education- 

alist). During the preparation period we had the possibility to 

address to one of them whereas during the field stay and the re- 

flection afterwards we could occasionally speak to one of them. 

The persons in charge of the field study determined the conception 

standing behind the study. In the beginning they decided rules and 

instructions for organization and content. Within that scope the 

performance was carried out by the participants themselves. There- 

fore the group had its own responsibility to a great extent. 

1.2 Internal factors 

By internal factors we mean the facts which depend on the partici-. 

pants themselves and which influenced the development of the field 

study. Most of the participants have never been to a ‘Third World’ 

country; lot’s of them will. end their studies soon. ; 

Group-dynamic processes and external factors (such as pressure of 

time and financial problems) had an impact on the personal in- 

volvement of each participant. .
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2. Problem analysis 

The performance of the field study was partly linked with great 

difficulties. In the following problem analysis we’ll try to point 

out the most important problems and how they depend on each other. 

In group discussions we found problems which each participant had 

to face and which we tried to connect. We formed a hierarchy of 

the different problems which are standing in a ‘cause-effect 

relation’ (see diagram). 

1. Time Conception Resources 

2 Supervision Instruction Transparency 

. Group/ ‘Guidance’ 

3. Contacts Groupdynamic Discipline 

4, Thematic orientation 

5. Counterparts | Criticism of Research methods 

- culture 

6 . Institutions Family life Dialogue about 

involved _ culture 

7. Statements about the health care system of Zimbabwe 

The first level describes the main problems which determine the 

other problems of level two to seven. —
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The problems of one level influence each other and, single and as 

a whole, effect the problems of the level below. 

The position of the Single problems in the hierarchy reflects the 

importance which we attach to the problems only in the scope of 

this analysis. 

The importance of the different levels decreases only in the 

problem analysis, the first being the most important, the last 

being the least important. | 

The fact that the statements on the health care system of Zimbabwe 

are arranged on the last level does not mean that they have less 

importance than an aim/demand of our field study. 

We only want to show that those statements are determined by all 

the other levels (1.-6.).
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(2.1 First till seventh level of problems 

The main problems of our field study constituted the restricted 

period of time during the preparation, the limited resources 

(regarding finances, personnel and rooms) as well as a too large 

scope by the conception (compare 1.1) which will be more clearly 

in the following. a 

The consequence of the main problems described above was that 

there was almost no supervision (no instruction to reflect upon 

the own activity). There was a lack of concrete instructions in 

the decisive phases of the project (an example for the too large 

scope: the missing hint for the urgency of an early contact with 

the Zimbabwean partners). The lacking group dynamic between the 

group and the ‘guidance’ was shown in the mutual unawareness of 

different demands on the project which led to misunderstandings 

with serious consequences (above all regarding the contacts) . 

The partly uncoordinated and unorganized activity expressed the 

poor transparency within the group. Due to the problems described 

above the few contacts to Zimbabwe are a problem with serious 

consequences. 

We restricted the individual topics only very late due to the lack 

of time. . . . - 

. The last mentioned problem, the lack of contacts as well as the 

lacking group dynamic prevented the cooperation with counterparts, 

the discussion of adequate research methods and the confrontation 

with the own culture. 

The consequence of the problems described above is the little co- 

. operation with Zimbabwean institutions (for example university) 

and the aspired but lacking contact with the Zimbabwean population 

(family life). Thus there was hardly a possibility for a dia- 

logue/discussion between both cultures and a critical analysis of 

the own values. | 

At last these facts have an impact on the statements on the health 

system of Zimbabwe. | .



152 

2.2 Summary of the problem analysis 

As it can be seen from the problem analysis-above we could reduce 

the whole difficulties to three main problems (shortage of time 

and resources as well as conceputal difficulties). They caused the 

lack of contacts with Zimbabwean partners. Extensive contacts,. 

however, are absolutely necessary for the success of a field 

study. 

3. Consequences 

Through the following examples, resulting from our own problems, 

we hope to help others who may work on similar projects. First of 

-all we'd like to point out positive experiences, then we would 

like to give suggestions for improvements. 

3.1 Positive experiences . ’ 

The demands on all participants to work with a high extent of own 

responsibility, given by the relatively ‘wide’ ‘conception (compare 

1.1), was a great enrichment. We had to get used to tasks re- 
garding organization and guiding and the emerging difficulties. 

This was a special challenge for all participants. . 

The consciousness that the success of the project depended on the 

intensive cooperation within the group ‘forced’ each single parti- 

cipant to commit him/herself completely. 

Via the necessary contacts to authorities, institutions and or- 

ganizations (money, information) we got to know the way how to 

‘deal’ with officials. | 

3.2 Improvement proposals 

We’d like to prevent the problens \ worked out under point 2 with 

several improvement proposals. 

A preparation period of one year should enable the participants to 

handle the emerging problems. An intensive language course in 

order to learn the local language should be a part of that. Three
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months is the absolute minimum for a field stay. As far as it is 

possible, this period should be spent at one place only. Very im- 

portant for the reflection afterwards which has to begin directly 

after the return is a continual commitment as well as a reflection 

and analysis of the experiences. The aspect of the participants’ 

responsibility should not be overemphasized. Dependant on the 

group instructions have to be given in certain situations. | 

In the case of a self-organized project central and always acces- 

sible rooms are necessary. . 

We think that an adequate assistance is only ensured by two 

experts who are available during the whole period of the project 

and who reflect about the situation in their role as counsellors. 

Within the scope of that kind of assistance the necessary and con- 

tinual supervision is possible. By that we hope to get more de- 

tailed instructions for the self-reflection about the own activity 

and a sufficient interchange between the group and the ‘guidance’. 

In special situations the ‘guidance’ has to give direct hints and. 

instructions for acting in order to prevent serious mistakes. 

Under the ‘guidance’ of the assitants the participants have to in- 

form each other and to talk about the individual claims on the 

project and its realization. Group dynamic exercises can support 

this process of reflection. | 

Partners of the host country have to be included as early as pos- 

sible into this process. An early thematic orientation is a pre- 

supposition for the further cooperation with the counterparts. The 

discussion of the topic and the adequate research methods with the 

counterpart constitute a possibility for the criticism of culture. 

The confrontation with foreign norms and moral concepts includes 

the chance for a reflection about the own culture and identity 

(see point 9).
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IX. Group results 

1. Realization of demands 

2. “Research tourism" 

3. Intercultural learning 

Eleven participants made experiences in different projects of the 

health care system of Zimbabwe. Due to reasons which are indicated 

in the previous chapter it’s very difficult for us to make general 

statements about the health care system in Zimbabwe. Nevertheless 

_we had common perceptions within the scope of this project. 

First of all we want to look back to the demands phrased at the 

beginning of the project and their realization. As one group 

result we will present the discussion about the legitimation of 

our field study. , . , 

We want to finish the reader with the discussion (unfortunately 

started very late) about the intercultural learning and its im- 

portant results. 

1. Realization of demands 

At the end of our project we have to consider critically the de- 

mands phrased at the beginning. In view of a later job in the | 

field of development cooperation we hoped to get information and a 

better understanding of the working and living situation in 
Zimbabwe by this project. The opportunity of observation in hos- 

pitals, institutions for disabled persons and schools made it pos-~- 

sible for us to make concret experiences. This also included our 

first experiences with the research methods of the "Empirical 

Social Research". Detailed discussions always focused on possi- 

bilities and limits of these methods. The greatest difficulty for 

us was the appropriate respectively responsible dealing with the
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study results: "how may I judge the situation due to which infor- 

mation and whom do I harm if I would report about it?" 

The whole project has given all participants in its preparation 

period, during the stay and the evaluation afterwards the unique 

possibility to work out and to reflect upon the situation of as 

country of the so-called Third World. The description of all 

cognitions: achieved in this context would be beyond the scope of. 

this section. The direct correlation between our action in Europe 

and the living situation in Zimbabwe is one.of the most important 

cognitions. This responsibility leads us to talk to others about 

our experiences. | 

Nevertheless there will always be the question if the phrased 

demands can legitimate such a project. 

2. "Research tourism" 

The question which we already had to face during the preparation 

period was the following: don’t we carry on exploiting Zimbabwe by 

posing out our demands? This question forced us to legitimate our 

project. We looked for arguments and "performances" which we could 

give the Zimbabweans in exchange. Finally we could only “offer" 

our broadest willingness to talk to Zimbabweans, the wish to work 

with and in the institutions and, after our return the transmis- 

sion of our impression to Zimbabwe and local interested people as 

well. 

In opposition to that, however, there was the time and attention 

which we demanded only with our presence and which we asked from 

our Zimbabwean supporters. Moreover it is always possible to hurt 

people without realizing it, especially in a foreign environment. 

At the end of the project, too, we have to continue disussing the 

consequences of our activity and to analyse critically our 

demands.
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3. Intercultural learning 

In discussions we realized again the importance of the reflection 

on our own and foreign living conditions. Intercultural learning 

as a learning process to reveal each system of values is necessary 

to develop general strategies to reach common aims. _ 

The space which a field study can provide for this learning pro- 

cess could be a contribution. This requires, however, that a field 

study does not only deal with a special topic but that the demand 

for intercultural learning is phrased to the same extent. The 

discussion of both contents has to be just as intensive.
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Appendix: 

Collective of authors: 

Andrea Kénig, student of education with main emphasis in social 

education. | . 

The experiences made in Zimbabwe form the basis for my thesis 

which still is in the phase of coming into being. 

- Jeannette Schwarz-Brosch, born in 1956. After a vocational _ 

training to become a clerk I decided to study adult education at 

the University of Cologne. My special interests are women's . 

problems all over the world and the sociology of the so-called 

developing countries. I finished my study in 1988. . 

Maria Berger, born in 1965, student of special education for 

speech handicapped, interested in problems of so-called developing 

countries and in the problems of women in general. 

Frauke Imhorst, born in 1965, student of special education with 

the emphasis on speech-therapy. In Cologne I sometimes work at the 

infants’ and the gynaecological ward of a hospital where I also 

had the possibility to observe deliveries in the labour ward. 

That’s why I chose the subjet "Midwivery in Zimbabwe". . 

Simon, Dieter, born 1962. After being trained as a commercial 

clerk and a one-year study in the field of economics I am pre- 

sently studying pedagogics (adult education) and sociology in the 

3rd, respectively the 2nd year. Through my studies I hope to 

create a basis for future work in the field of development 

cooperation. 

Maria Neumann, born in 1965, student of special education for men- 

tally handicapped people and speech-disorder. My main interest in 

Zimbabwe was laid on the work with mentally handicapped people. 

The collected informations formed a part of my theses concerning 

the problems of disabled people in so-called developing countries.
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Volker Ménikes, Ph.D.; born 1957; sociologist and theologian; as 

lecturer of the Research Center for Development Studies at the 

University of Cologne he took the initiative to start the pro- 

gramme in Zimbabwe; own research and project work in Ghana and 

Nigeria; main fields of interest: rural development, self-organi- 

_ zation of African societies, African religious systems, develop-. 

ment work of the churches; now he is representative of the Konrad- 

Adenauer-Foundation in Kinshasa/Zaire. 

brigitte dams, born 1965. 85/86 group art exhibition at the 

german/dutch border, study-project in brasil, since october 86 

studying art at the university of cologne (prof. gisbert ténnis), 

since october 87 free graphic arts at the academy of arts 

dusseldorf (prof. franz eggenschwiler), 1988 study-project in 

tengenenge, zimbabwe, september/october 88 exhibition at the new- 

-art-gallery in tengenenge, zimbabwe, november/december 88 exhibi- 

tion at the gallery-cafe kibo, cologne, may 89 group exhibition at 

the ‘karl-sonnenschein-haus’, dusseldorf. | 

Alexandra Marsch, student of special education, emphasizing 

speech-therapy. After a second stay in Zimbabwe, owing to my fur- 

ther experiences and information gathered, I am going to write my 

thesis about children with speech disorders and speech therapy in 

Zimbabwe. . 

Minu Vahabzadeh, born 1965, student of special education. 

Impressed of my first stay in Zimbabwe in 1988, I visited Zimbabwe > 

this year again for four month, mainly to carry out a project ina 

centre for physically disabled children and youngsters. 

Hildegard Kaiser. student of special education, specially for men- 

tally and physically handicapped people. I am at the end of my 

studies and integrated the experiences I made in Zimbabwe in my 

theses that I finished in may 1989. . |
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Jochen Gensichen, born in 1964, finished his educational studies 

in 1989 with the thesis: Primary Health Care - a concept for a 

public health care system, examplified at the Manama Region in 

Zimbabwe. At present he studies at the medical school in Cologne 

in his second year. .



  

  

What is WUS? 

World University Service (WUS) is an international, non-govern- 
mental organisation focusing on education. It is made up of a 

network of national committees and contacts in 60 countries which 

involve academics and students in international programmes. WUS 

has consultative status with several United Nations agencies. 

Since its foundation in 1920 under the name of European Student 

Relief, the organisation has undergone considerable transformation. 

An initially European focus was gradually replaced by an interna- 

tional one, as committees were established in Africa and Asia, and 

later in Latin America. Renamed World University Service:in 1950, 

the organisation began to take on its present form. An exclusive 

concern with universities evolved into a policy linking the education 

resources of the universities to the needs of the community. Priority 

in its policies and programmes was also given to the defence. of 

human rights, whether political, economic or social, and in particu- 

lar in the education sector, and to the educational needs of women. 

Scholarships for political refugees, returnees and victims of dis- 

crimination have long been a major activity. But increasing empha- 

sis has been placed on linking the human and technical resources of 

the universities with development needs. Social action programmes 

are supported, responding to local initiatives and stimulating self- 

reliance. WUS’s concerns have come to embrace education in its 

widest sense, with participation in literacy programmes and support 

_ for ‘appropriate’ education. WUS has five priority programme areas: 

education and training for refugees, returnees and victims of dis- 

crimination; human rights; women; community development; and 

academic cooperation. 

WUS programmes are presently funded mainly by government 

development agencies and non-governmental organisations in Aus- 

tralia, Britain, Canada, Denmark, Finland, Netherlands, Norway, 

Sweden and Switzerland. 
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WUS gibt es heute in iiber 50 Landern der Erde als 
keufessionell und parteipolitisch nicht gebundene 

internationale Organisation. . 
Der WUS arheitet im Bildungsbereich und besteht 
aus Angehdrigen und Absolventen der Hochschu- 
len. Ausgehend vom gesellschaftlichen Auftrag 
der Hochschule setzen wir uns fiir gerechtere so- 
ziale und politische Strukturen - insbesondere im 
Interesse der Lander der Dritten Welt - ein. 

Was will der WUS? 
Als internationale Organisation von Hochschul- 
angehorigen ist der WUS folgenden Zielen ver- 
pflichtet: 
@ Er wendet sich gegen jede Form der Beeintrich- 

tigung der Freiheit in Studium, Lehre und For- 
schung, 

@ Er fordert das Engagement der Hochschulen bei 
der Losung der Probleme ihrer Gesellschaft. 

@ Er wendet sich gegen jede Form der Diskrimi- 
nierung, Ausbeutung und Ungerechtigkeit, ins- 
besondere im Bereich der Bildung. 

WUS ermutigt die Bildungsinstitutionen, in Soli- 
daritat auf eine uneingeschrinkte Beteiligung al- 
ler, an den Entscheidungsprozessen mitzuarbei- 
ten. Nur so wird eine auf den Bediirfnissen und 
kulturellen Eigenschaften der Bevélkerung auf- 
bauende soziale, wirtschaftliche und politische 
Entwicklung moglich. 

Was macht WUS7 
Diese Ziele versucht WUS vorrangig in drei Aufga- 
benhereichen zu verwirklichen: 
@ Durch ein Programm gegen Diskriminierung (Sti- 

pendien fir Schiller und Studierende im sid- 
lichen Afrika, Stipendien far studierende 
Fluchtlinge aus dem sudlichen Afrika und aus 
Lateinamerika; Forderung von Frauen- 
programmen). 

@Durch »Secial action and community develope- 

ment«-Programme, die in der Regel in Zusam- 
menarbeit mit Hochschulangehérigen durch- 
gefuhrt wehrden (Alphabetisicrungskampag- 
nen, Dorfentwicklungs-, Arbeiterbildungs- und 
Gesundheitsprogramme). 

@Durch ein Selidaritats- und Kooperationspro- 
gramm von und fir verfolgte Wissenschattler 
(innen) sowie in einem Programm zum Schutz 
von Bildungseinrichtungen vor staatlicher und 
halbstaatlicher Repression (Academic Freedom 
Charter). 

Darilberhinaus fordert der WUS durch Offent- 
lichkeitsarbeit und praktizierte Solidaritat zur Ver- 
wirklichung und Einhaltung der demokratischen 
Grundrechte auf. 

Wie arbeltet WUS? 
1, Das deutsche Komitee des WUS arbeitet im Rah- 
men des internationalen WUS an der Gestaltung 
und Vorwirklichung des internationalen Aktionspre- 
gramms durch Spendenaktionen und Finanzie- 
rung von Projekten (Fundraising) mit. 
2. Auf dem Gebiet des Auslinderstadinms leistet 
das deutsche Komitee des WUS koordinierende 
Arbeit und verschafft den auslindischen Studie- 
renden gegeniber Behérden und Institutionen 
Geltung. Es bemiht sich, durch partnerschaftliche 
Zusammenarbeit mit Auslindervereinen und -verbia- 
dea, mit Studentenvertretungen und Studentenge- 
meinden, Initiativgruppen und Aktionskomitees dic 
Lage der ausldndischen Studierenden in der Bun- 
desrepublik zu verbessern. 
Dabei geht es insbesondere um 
@sprachliche und soziale Orientierungshilfen 
@den Abbau von Diskriminierungen, die durch 

Rechts- und Verwaltungsvorschriften und de- 
ren Anwendung entstehen 

@ die Verwertbarkeit der Ausbildung fur die Be- 
rufswirklichkeit in den Herkunftslindern und 
Probleme der Reintegration. 

Zum Beispiei: Zimbabwe 
WUS hat in den letzten 30 Jahren tiber 8.000 Sti- 
pendiaten und Stipendiatinnen in Zimbabwe 
geférdert, als Beitrag zur Unabhangigkeit Zim - 
babwes, als.auch zur Beseitigung der Apartheid 
im damaligen Rhodesien bis 1980. Neben Sti- 
pendienprogrammen férdert(e) WUS durch 
die Entsendung von jahrlich 200 kanadischen 
Sekundarschullehrern und -lehrerinnen seit 
1982 den landlichen Schulsektor in Zimbabwe 
und unterhalt ein Sozial- und Rechtsberatungs- 
biiro in Harare. 

Zum Beispiel: Gesundheit 
Gesundheitsstationen in Afrika, Asien, Europa 
und Lateinamerika zur Gesundheitsvorsorge 
von und fir Studierende an den dortigen Uni- 
versitéten waren einer der ,sichtbaren* Posten 
des WUS in den Jahren 1920 bis 1970. Zur Férde- 
rung des Primary Health Care-Konzeptes 
(PHC) fahrt WUS seit Uber 20 Jahren Seminare 
fir Studierende der Medizin und anderer Fach- 
gruppen durch und férdert Basisgesundheits- 
projekte in Afrika, Asien, Latein- und Zentral- 
amerika. In der Reihe ,Gesundheit und Ent- 
wicklung“ fihrt WUS Seminare durch und pu- 
bliziert hierzu Materialien. 
Wenn Sie am Bezug unserer Materialien interes- 
siert sind oder die Arbeit von WUS in Zimbabwe 
unterstiitzen méchten, sollten Sie sich bei uns 
melden: 

World University Service - WUS - 

University of Zimbabwe 
P.O. Box MP 167 
Mount Pleasant 
Harare 
Zimbabwe 
Tel. 30 32 11 ext. 1699 

Werld University Service - WUS- 
Deutsches Komitee eV. 
Goebenstrake 35 
6200 Wiesbaden 
Bundesrepublik Deutschland 
Tel. (06121) 446648 

Spendenkente: 
72 32 100, Bank fur Sozialwirtschaft Koln 

(BLZ 370 205 00)


