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BZS Research Day 2016: Health and 
Politics in Zimbabwe and the Diasporas

This year’s Research Day, held on 18 June, was
was held in collaboration with the African Studies
Centre, University of Oxford and Zimbabwe
Health Training Support (ZHTS.
This issue is mainly a report of the Research Day,
which was highly successful. This year’s speakers’
contributions covered issues both within Zimbabwe
(ranging from epidemics though mental health) and 
beyond, with a discussion about the role of the 
diaspora. Our keynote speaker was Dr Portia 
Manangazira, a Director of Epidemology and Disease
control in Zimbabwe’s Ministry of Health and Child
Care. She is in charge of four Ministry functions: the
national health system, health promotion and the con-
trol of communicable and non-communicable diseases.
This last was the subject of several publications, along
with women’s health, neglected tropical diseases, 
vaccinology and, most recently, adolescent health. 
Dr Portia Manangazira also mentors  MPH students

from the University of Zimbabwe and from Africa Uni-
versity during their field attachments.
A summary the paper she delivered to the Research

Day follows on pages 2 – 7 of this Review. 

Next year’s Research Day will cover the topic ‘Staying
Alive in Zimbabwe – Food, Health and Nutrition’ and
will be held on 17 June. As in previous years, it will be
at Saint Anthony’s College Oxford and will be held in
partnership with the Oxford African Sudies Centre.
(See also page 24.) 

Our annual Members’ Meeting will be held on 22
October at St James’s Church Hall, 11 Prebend
Street, London N1 8PF from 2–5.00pm. 
The meeting begins with the Society’s AGM, which
will include elections for next year’s Executive.The
AGM will be followed at 3.15 pm, after refresh-
ments, by our guest speakers. 
These include McDonald Lewankia, researcher at

the London School of Economics, on democracy and
the state in Zimbabwe (https://lse.academia.edu/mc-
donaldlewanika). For more information, see the 
enclosed leaflet and page 24 of this Review. 

St James’s Church Hall is on the corner of Prebend
Street and Packington Street, just ten minutes from
the Angel tube station. Turn right out of the tube 
station, walk past Islington Green on to Essex Road
and then turn right at Packington Street.

BZS Members’ Meeting and AGM
Saturday 22 October 2016



families and communities at affordable cost and with
their full participation’ (National Health Plan, 1985). The
fundamental components embraced appropriateness, ac-
cessibility, affordability, and acceptability of care pro-
vided with equity as a central theme. This culminated in
the development of the Health for all Action Plan of
1985, and the White Paper on Health, Planning for 
Equity in Health.
Origins of the National Vision were spurred on by

the Alma Ata Declaration of September 1978, at the
international conference on Primary Health Care
(PHC). As a strategy, that aimed to respond effec-
tively, equitably, and suitably, to give basic priority
to health needs while addressing the underlying
socio-economic and political causes of poor health.

Colonial era practices
Colonial era practices limited access to health care by
rural communities. Hospitals and specialist services
were located in urban areas – which the majority of the
population could not reach. This was reflected in the
health patterns in the country and the burden of ill
health in rural areas, especially communicable diseases
and malnutrition (affecting a third of the children aged
1-5 years in rural areas and a quarter of suburban grade
one pupils) (National Health Plan, 1985).

Health for all
The White Paper on Health sought to correct these im-
balances by outlining a health policy consistent with
the economic policy embedded in the growth with eq-
uity, and establishing a socialist, egalitarian, and dem-
ocratic society. Thereafter, the Government of
National Unity and the post-2013 planning for health
have continued on Equity in Health, but not quite
reaching equitable health for all Zimbabweans.
The Health for all Action Plan was prepared ‘to

give effect to the national health policy and strat-
egy outlined in the white paper, Planning for Eq-
uity in Health for the period 1985-90’, but policy
direction possibly extended to be valid to the year
2000. 
Formulated on the basis of PHC after a rapid but

intense study of the health sector … this was to be

Dr Portia Manangazira began by outlining the his-
tory of Zimbabwe from colonial times to the pres-
ent day, observing how history and recent
political events have had an important bearing
today with regard to health and health policy in
Zimbabwe.

She explained that: 
‘In recent years, (since 2000) the land redistribution
and reform, economic, industrial, monetary, fiscal
policies and other changes have led to considerable
decline in performance in key sectors, including agri-
culture production and exports; impacting negatively
on the economic, social, health and nutritional as-
pects of most of the population in the worst human-
itarian crisis since independence. … Health
indicators, which had considerably improved during
the 1990s, [have plummeted] well away from the
millennium development goals’.

Dr Manangazira’s summary of her speech continued:.

At Independence in 1980, the new government sought
to address the inequalities in health brought on by the
colonial system, through a deliberate policy that ushered
in ‘health care universally accessible to all individuals,

Development of National Health Policy: the current issues and 
challenges for Zimbabwe
Adapted from a presentation by the Director of Epidemiology and Disease 
Control in the Ministry of Health and Child Care, Zimbabwe, Dr Portia 
Manangazira (MBChB, MPH, UZ), Britain Zimbabwe Society Research Day, 
18 June 2016, at Oxford University
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a broad strategy to implement the policy through
restructuring the health care system, reorienting
health manpower and preferentially allocating
health resources.
Primary health care has since been central to health

service delivery, and remains embedded on the Min-
istry’s logo, while equity in health has been articu-
lated in all health plans. But whether or not either has
been achieved is a different matter.
In addition to political directives influencing

health policy over the years and planning periods, the
following have also played a key role in shaping
Zimbabwe’s health policy:
• Various World Health Organisation (WHO) pro-
nouncements on health including the 1948 defini-
tion of ‘Health’.

• First National Health Plan 1985, with emphasis on
health for all by the year 2000.

• The National Health Strategies; 1997–2007, 
2008–2014, and 2016–2020.

• The 100-Day Plan of Action for Zimbabwe, 2009
in the aftermath of the political and economic crisis.

• The Millennium Development Goals of 1990-2015
– The Abuja Declaration 2000.
– The Global Fund to fight AIDS, TB and Malaria.

• The Constitution of Zimbabwe 2013, which artic-
ulates healthcare provision.

• The Sustainable Development Goals 2016 – 2025.

Strategic directions and milestones
The country managed to implement most of its health
policies guided by strategic plans, rolling plans and
tactical plans, but also benchmarking with the legal
and binding, globally and regionally agreed targets
that seek to identify and address key health chal-
lenges at the said levels.
The WHO, as the lead authority on health provides

guidance to member states on the best strategies for
addressing specific identified key health challenges:
– the six building blocks for strengthening health
systems; 

– financing for health; 
– Periodic National Health Accounts, (NHA), and
how to move towards integrated NHA; 

– the legally binding International Health Regulat-
ions, (IHR, WHO, 2005);

– Integrated Disease and Surveillance, (IDSR, 1998,
2008) for detecting and reporting epidemics and 
other public health events; 

– Framework Convention on Tobacco Control,
(FTCT);

– Addressing the Social Determinants of Health, 
(Commission report 2008, International Confer-
ence and Rio Declaration 2012); 

– various guidelines, policy development frameworks
to target interventions that achieve the greatest impact;

– the United Nations High Level Summits; on the bur-
den of HIV, and non-communicable diseases.

Determinants of our health system
Zimbabwe’s rich culture and tradition, combined with
the influence of the Church, makes for a complex spiri-
tuality that has an impact on health-seeking behaviours,
especially, at the primary level of care. While the major-
ity of the population seek health services from the public
and private health institutions, it is widely accepted that
they also consult traditional and faith healers. 
In the extreme cases community members have

avoided or been barred from accessing individual or pub-
lic health interventions because of for religious and/or
cultural beliefs, often setting them on a collision path
with the health authorities. 
If the country is to achieve health equity and universal

health coverage, more work will be required to ensure
access to health is not affected by these health-demoting
practices.
The National Health Service delivery is further af-

fected by capacity and practice, which are in turn
shaped by the resource allocation to health, the nature
and practice of training institutions and the imposi-
tion by Treasury of the health worker establishment. 
This, in this author’s opinion, has had a bearing on

the quality of health care provision in view of the
country’s worsening disease burden and epidemio-
logical profile.
ESAP and current policy
Furthermore, Government and externally induced re-
forms such as the structural adjustment programmes
(ESAP) have had a negative impact on health and so-
cial services, largely by labelling health and social
services as consumer rather than productive sectors
and therefore not worth investing in. 
This policy is in direct contrast to the primary health

care philosophy and the most recent Sustainable De-
velopment Agenda and Goals approach which looks
at health in relation to national development. 
This current government-wide thrust on Results

Based Management, (RBM), and the Ministry of
Health and Child Care’s programme of Results Based
Financing, (RBF) could, if well implemented, bring
notable improvements to health service delivery and
population health status.
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Organisation of the Health Services
The health service delivery system was established
during the colonial era and therefore designed to
serve the interests of the administration at the time.
Decision making and funding has remained cen-
tralised, as follows:
• National Headquarters
• 8 Provincial Hospitals
• 5 Central Hospitals
• 62 District Hospitals
• 1550 Health Facilities (clinics, rural hospitals)
• Community Involvement Mechanisms/Manage
ment Boards at most levels.

Structure and functions
The district health executive coordinates health services
offered at all health facilities in the district, including the
district hospital, as the functional or basic unit, while the
provincial hospital provides hospital care to clients re-
ferred from all district hospitals in the province. The
central or special referral hospitals and head office pro-
vide a wide range of specialised services, including
training of certain professional staff.
The majority, (at least 80 per cent) of health care in-

frastructure and providers in the country are from the
three-pronged public sector: the Central Government,
that is MOHCC; the local government through the
urban and rural local authority run institutions, and the
faith-based health institutions. 
Other public health service providers include the

uniformed forces, i.e. defence forces, prison, police,
parks and wildlife health services; while private sector
contributors to the health services are the non-govern-
mental (NGO) health services, private hospitals, gen-
eral practitioners, private nursing and maternity homes,
and traditional medical practitioners. 

Regulation of medical practice
The code of professional conduct for all health practi-
tioners is regulated by the Health Professions Authority
under the Health Professions Act Chapter 27:19 of 2000. 
Regulatory authorities include:the Medical Dental and

Allied Practitioners Council, the Health Professions Au-
thority (for the practitioners, practice and premises),
while research, medicines and devices are regulated by
the Research Council of Zimbabwe, (RCZ), the Medical
Research Council of Zimbabwe, (MRCZ) and the Med-
icines Control Authority of Zimbabwe, (MCAZ)
through their respective acts of parliament. In addition:
• the Traditional Practitioners’ Act of 1981 provides a 
framework for practice and regulation of its members. 

• The Medical Services Act of 1998 provides for the es-
tablishment, operation, and minimum standards of 

practice for all hospitals, medical insurance companies, 
and the establishment of hospital management Boards 
at central and provincial hospitals.
The Public Health Act 15:09 provides for all pre-

ventative aspects of health including water and food
safety, housing and urbanisation, disease surveillance
and notification and compliance with the Interna-
tional Health Regulations (IHR, 2005) while several
other pieces of legislation under the Ministry of
Health look at other aspects of health. 
The key current issues for health in Zimbabwe
The favourable health indicators of the mid-1990s
have seen a reversal, resulting from more than a
decade of economic, political and social crisis, com-
pounded by environmental and climatic issues. 
Now the population health status has become char-

acterised by very high burden of both communicable
and non-communicable diseases, such as HIV, car-
diovascular diseases, cancers, neglected tropical 
diseases, epidemics, malnutrition, injuries among
others and resultant high levels of premature and
avoidable deaths, (National Health Profile 2014). 
Maternal mortality, which should be rare, is now

talked of thus: ‘nowadays you are lucky to get both
mother and baby back from the hospital, it’s usually
one or the other and not both.’ (Members of a com-
munity monitoring group Ezivelakatshana mentioned
in Mangwe district during an RBF joint review in
2013.) The high levels of maternal mortality stimu-
lated the Ministry, as from March of 2015, to report
maternal deaths weekly on the rapid disease 
notification system.
Structural and social barriers that prevent access to

life-saving interventions have worsened, with more peo-
ple now living further than the desired (National Health
Strategy 1997-2007) 10 km radius of a health facility.
Following the land reform process and land redistribu-
tion, resettled communities have not been served with
clinics in the former commercial farming areas, while
the social dimensions fund which used to pay user fee
exemptions to MOHCC has collapsed, resulting in the
health institutions failing to provide basic logistics and
supplies, and in catastrophic health spending by those
seeking health care.
• A lack of political will for health has been 
demonstrated by failure to support key health inter-
ventions, despite being articulated in the national 
health plans:
– Fiscal allocation to health in the country is still 
to reach the agreed Abuja target of 15 per cent: 
instead it hovers between 7.3 – 9.9 per cent, 
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against a need to move from the 2000 target of 
60 per cent coverage to achieve the 2005 Abuja 
call of 80 per cent coverage of health to the new 
target of universal health coverage demanded by 
the Sustainable Development Goals (SDGs); 

– Poor finance management systems, internal con-
– trol, record keeping, management of property and 
equipment all tend to waste the resources and 
equipment and fail to maintain infrastructure;

– The collapse of private health insurance industry, 
characterised by poor management, high spend-
ing by officials at the expense of provider and 
patient obligations, have also compromised the 
health benefits of the 10 per cent who were cov-
ered under private health insurance. A lack of 
social health insurance means the majority
who once could afford regular pre-payments
must now pay for health services at the point of 
care – thus denying them access.

• Poor funding for health results in a huge funding
gap of $10 per capita annually. 
– According to the health advisor to the president
and cabinet, Government provides about US 46 
cents, donors $4, and the balance must be met
by in dividuals, which means very high out-of-
pocket payment for health;

– It also directly affects medicines provision logis-
tics, and services availability, which results in
inadequate, poorly capacitated and staff with low
motivation for those on government remunera-
tion, and insecurity for those on donor funding.

• Poor capacity, resilience and sustainability of the 
systems for health according to the WHO building 
blocks for strengthening health systems has re-
sulted in a heavy dependence on vertical, donor- 
funded programmes – but most donors have not 
implemented provisions of the Paris declaration 
on aid effectiveness (see http://www.oecd.org
/dac/effectiveness/34428351.pdf). This has lim-
ited the impact on disease specific programming, 
and also affects challenges related to maternal and 
child health (such as AIDS, TB, malaria and the 
high burden of neglected tropical and non-com-
municable diseases).

• Social protection services to the poor have been 
eroded by the protracted socio-economic crisis, 
with the poor suffering disproportionately. User 
fees in health lead to a huge burden of preventable 
disease and avoidable death: there are inadequate 
strategies to address barriers to access, essential

services and there are greater challenges reaching 
the remote communities with health services.

• Per capita income has declined due to massive de-
industrialisation and chronically underperforming 
economy. After more than a decade of challenges, 
there have been considerable losses – but a small 
number of gains have been made, too. If the right 
decisions are made, a lot more can be recovered.

Innovation and resilience within the health 
delivery system
• The country reversed adverse trends; maternal 
mortality, (920/100 000 in 2009 to 651 in 2015), 
HIV sero-prevalence and maternal to child trans-
mission of HIV (MTCT).

• There has been improved reporting on health 
events and information sharing through an im-
proved health information system (HMIS) using 
the district health information software has risen 
from 43 per cent in 2008 to 98 per cent in timeli-
ness and completeness by 2013 (MOHCC 2014).

• There have been key community-based surveys 
providing data on community level events (which 
may not be recorded at health facilities): these 
should be consistently conducted, with demo-
graphic and health surveys, (ZDHS), population 
censuses, nutrition and other surveys.

• Successful embedding technology into society 
through development of the e-health strategic 
plan, and general improvements in the e-health 
ecosystem.

• M-Health for Rapid Disease Notification System 
now generates weekly reports on 17 diseases of 
public health significance.

• Piloting telemedicine in Manicaland province.
• Various electronic patient monitoring systems in 
use at health institutions.

• There has been a sustained increase in immunisa-
tion coverage, epidemic control, neglected tropical 
diseases (NTD) interventions with a view to 
reaching the regional and global elimination and 
eradication targets.

• Programmes to address specific diseases and for 
health system strengthening have been introduced: 
the impact of results-based financing (RBF) has 
been encouraging, with potential positive impact 
on ensuring the poor access to quality health services; 
pooled funding, (Health Transition/Development 
Fund) has provided staff incentives and improved 
salaries, while starting the integrated approach to 
health delivery. Continued on next page
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• Despite limited funding and human resources chal-
lenges, the Ministry successfully addressed threats 
and shocks to population health and health service 
delivery, including:
– Cholera outbreaks down from the unprecedented 
2008/9 levels to just a few; 
Successful pandemic influenza planning, sur-
veillance and vaccination in 2009/10;
Abating outbreaks of measles, and controlling 
vaccine-preventable diseases earmarked for elimi-
nation/eradication (neonatal tetanus, measles, polio);
– Successfully planning for possible ebola threat
(intercepting a body that arrived from Guinea 
Conakry, supervising its burial);

– Conducting surveillance during the floods and 
internal displacement in Masvingo Chingwizi. 

– Working on mitigating climate change and the 
El Nino planning;

– Addressing the challenge of migration and health
– Developing a national platform for addressing the so-
cial determinants of health;

–Developing a national platform for address-
ing the social determinants of health;

–Developed the school health policy and a pro
gramme to address the gap in adolescent and pre- 
adolescent health.

So what has been the Population Health Status, and
what is it now?
In 1990, maternal mortality was 390 per 100 000; the
MDG target was set for 112.5/100 000 but, due to
limited funding for health, the 2010 demographic and
health survey indicated 570/100 000.
Spending on health has averaged 8 per cent and

not the 15 per cent Abuja target, so the burden of dis-
ease remains high. 
In 2009, the Health Ministry was allocated 73.44

million dollars (USD), in 2010 136.43, and peaked at
229.1 in 2012, but for every fiscus, hardly 30 per cent
of the allocated funding is realised as disbursements. 
For developing countries to adequately address

non-communicable diseases, WHO recommends per
capita spending of above USD $60, but when Zim-
babwe is compared to its sub-Saharan peers, who
spend 4 per cent of their GDP on health, it ranks low
at 2.3 per cent according to the Ministry of Finance
and World Bank estimates for 2012, and this is evi-
dent in the population health status. 
For example, the trends in childhood mortality in the

six demographic and health surveys conducted show
increasing post-neonatal (22, 28, 36, 36/1000), infant
(49, 53, 65, 60/1000), child (23, 26, 40, 24) and under

five (71, 77, 102, 82), mortality from the 1988, 94, 99,
to 2005 editions of the survey respectively. Some of
the slight declines have only been realised with in-
creased coverage of specific programatic interventions,
such as the prevention of maternal to child (PMTCT)
HIV infection, immunisation and nutrition.
There has been a decline in the number of unvac-

cinated children from above 80 000 in 2007 to a few
hundred in 2012 indicating improvements in access
– about 100 per cent BCG (TB vaccination) cover-
age and utilisation; and DPT 3 (diphtheria, pertussis
(whooping cough) and tetanus vaccination) coverage
of 90 per cent in 2005, 66 per cent in 2009 during the
crisis to a high of 95 per cent in 2013 of the services.
The persistent burden of common diarrhoea is a

reflection of the poor water and sanitation coverage.
At the same time, the high burden of non communi-
cable diseases is a reflection of the poor access and
utilisation of screening, testing and management of
the chronic conditions in a poorly resourced system.
Taking Zimbabwe’s health delivery system forward
Evidence abounds on what needs to be done. 
This should make improving health service deliv-

ery easier if there are adequate resources and the right
decisions are made. The country has very well struc-
tured systems which have endured the times of crisis
and, in the aftermath, can be improved. Furthermore,
the same people who identified inequalities in health
service delivery and designed strategies and policies
to address them have largely remained in position,
and could still influence policy directives that ensure
that the health of all Zimbabweans matters. 
Suggestions
These are my suggestions on how best to move for-
ward the country’s health delivery system:  
• Adopt the use of evidence to inform national ap-
proach to achieve universal health coverage by:
– Developing a plan to complete MDG agenda
– Finalising the review of the Public Health Act
– Aligning all health legislation to the Constitution 
– Strengthening capacity for policy decisions and
implementation.

• Anticipate and plan for future crises.
• Finalise the process of developing the National
Health Research Agenda by providing the health 
research priorities, addressing current research 
needs, including community-led research.

• Analyse the current health legislation and policy 
environment (in a new Constitution).

• Measure national progress, intervention efficacy, 
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programme effectiveness, the cost of integrating 
vertical programmes, taking into consideration:
– the country’s epidemiological profile and transition;
– demographic transition;
– linkages of economic development and disease 
in tandem with the SDGs;

– the impact of disease prevention on social and 
economic status;

– provision of linkages of health and its proximity to
the developmental agenda in line with the WHO 
guidance on addressing the social determinants 
of health and as articulated in the Zimbabwe 
Health for all Action Plan of 1985.

So what do we require?
• Improved political commitment and financing for 
health – with the knowledge that improved popu-
lation health is essential for national development. 
Few targets have been reached – we must decide 
how to address the unfinished MDG work and 
design an approach as to the attainment of SDGs.

• Improved capacity of the health delivery system:
– local human capacity must be built for the epi-
demiological profile, backed by research on the 
prevention, early detection, control and mitiga-
tion of current disease profile. (The NCDs preva-
lence and Risk Factors (STEPS) Survey, and 
Mortality Trends analysis is urgently required);

– the impacts of the Constitutional provision on 
health care services and aligned policies, and health 
laws on the Constitution must be assessed. Health 
service delivery and health outcomes must be 
monitored and evaluated, recommending those 
for review, reinforcement and adequate imple-
mentation.

– governance for health must be improved and a 
well-intentioned leadership and health govern-
ance framework must be ensured, so all Zimb
babweans can work towards improving the situ
ation, and effectively harness the support of 
health partners who provide technical and/or fi
nancial roles towards realising of the vision of 
the government of Zimbabwe; i.e ‘the attainment 
of the highest quality of health to all Zimbabweans’.

In conclusion...
It is the author’s opinion that attainment of the vision
of the Government of Zimbabwe of the ‘highest level
of health and quality of life for all its citizens attained
through the combined efforts of individuals, communi-
ties, organisations and the government which allow them
to participate fully in the socio-economic development

of the country’, is essentially the attainment of the pro-
visions of the Alma Ata Declaration 1978, of the Plan-
ning for Equity and Health, 1982, of the Rio Declaration
of 2012, of the African Union Vision 2063, and of the
SDGs, September 2015.
All has been well articulated and well intentioned:

the commitment must now be towards ensuring at-
tainment of these basics through robust monitoring
and evaluation with equity at the heart of it all. 
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Simukai Chigudu explained that cholera is mainly
transmitted through contaminated water and
food and according to the World Health Organi-
sation (WHO), ‘is closely linked to inadequate en-
vironmental management’. Left untreated, it can
kill fast, and in large numbers.

The WHO reports that: ‘Cholera outbreaks have
become more frequent in Zimbabwe since the early
1990s,’ and states that ‘with the exception of the large
outbreaks that occurred in 1999 and 2002, the dis-
ease has been kept under control through intensified
prevention and preparedness activities.’

However, the outbreak that began in August 2008
was of a different order. 

By 1 December, the Ministry of Health in Zimbabwe
reported a total of nearly 12,000 cholera cases with
nearly 500 deaths (according the WHO figures) – a more
than 20 per cent death rate in some remote areas, with
half of those who died doing so before being able to
reach a treatment centre.

By late May, there had been more than 98,000
cases and over 4,000 deaths (WHO figures). It was
not only the worst outbreak recorded in Zimbabwe
but, according to The Zimbabwean, the worst in
Africa for over 15 years. 

Further significance lies in the fact that cholera is
rare outside wartime or similar emergency situations
– so its appearance as an epidemic in Zimbabwe in
2008 was exceptional in peacetime.

‘Fragmented and inadequate response’
Simkai Chigudu described the response from the
health system as ‘fragmented and inadequate, sym-
bolising a deeper crisis’. 

He noted that the outbreak became politicised,
with a range of parties accepting, ignoring or reject-
ing competing emergency claims and ideas of what
the nature of the threat was and the role of human
agency in shaping the outcome. 

There was even a move to blame an external plot
from the West, while the political arguments around
the epidemic served only to make humanitarian relief
difficult to administer.

Chigudu expressed the view that the government re-
sponse was ambivalent largely because the outbreak was
not the product of war – it indicated a breakdown of

Panel 1 Epidemics and Politics 
Simukai Chigudu, Annie Holmes, Seth Amanfo
1. Disease, disaster and denial
Summary of paper by Simukai Chigudu

health service delivery, with the government both un-
willing to acknowledge that sanctions might be working,
and compounded by the fear that a cholera outbreak
made it look badly-run, or ‘tin-pot’.

For those suffering, there was a feeling of being
abandoned, with one resident of Chitungwiza saying,
‘We can’t admit there is cholera because the opposi-
tion will use it against us.’

However, eventually (again, see the WHO) moves
by the Ministry of Health along with various aid
agencies, to rectify the problems met with some suc-
cess, both in the short and longer terms. 

Cholera: facts and figures
Cholera is an acute diarrhoeal disease, caused by a 
bacteria, Vibrio cholerae, ingested in contaminated food
and water. Its incubation period can be as short as two
hours, which makes it especially dangerous and quick 
to spread.

The cause of death is mainly through dehydration, and
treatment, if administered quickly, is relatively 
straightforward, involving oral rehydration (salts 
dissolved in clean water). 

The WHO believes that, where treatment centres exist
and are easy to reach, deaths from cholera can be 
reduced to less than one per cent of those infected. A
significant proportion of infected people show no 
symptoms, which adds to the danger, as the bacteria can
still be passed on through their faeces, in places where
sanitation is poor. 

Estimates of the number of cases annually vary widely –
according to WHO figures, there are between 1.4 to 4.3
million cases, and 28 000 to 142 000 deaths per year
worldwide. 

At-risk areas are urban and semi-urban slums, and 
settlements of displaced people where there is no clean
water or proper sanitation. The provision of these is the
most effective way of preventing cholera and other
water-borne infections.

Source: WHO

Simukai Chigudu is a D. Phil candidate in Interna-
tional Development at the University of Oxford,
where he holds a Hoffman-Weidenfeld Scholarship.
His talk, Disease, disaster and denial, centred on
the significance of cholera as a marker of the ex-
tent of failure in Zimbabwe’s health system. For
more on the 2008/9 cholera outbreak, see:
http://www.who.int/csr/don/2008_12_02/en/ and
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3225117/



Despite advances in biomedical technologies to pre-
vent and treat HIV, the virus is still being transferred
to far too many people, particularly adolescent girls
and young woman in southern Africa. (See below.)

From several kinds of engagement with HIV over the
years – as a filmmaker in Zimbabwe in the 1990s, in a
feminist organising group (JASS) in the 2000s and now
with a research consortium (STRIVE) – I am struck by
the potential of story-telling to guide understanding and
structural measures to effect significant change in the
lives of adolescent girls and young women. 

Nhasi Tava Nehama/ No Longer Alone
In the early 1990s, the Women and AIDS Support
Network (WASN) commissioned me to write and
produce a short drama. The result, Nhasi Tava Ne-
hama/ No Longer Alone, screened around Zimbabwe
for several years, is still pertinent, not because I knew
so much, but rather because I didn’t, and so I sought,
listened to, and based my script on the personal ex-
periences of individuals. As a result, the drama cen-
tres on the violence women often faced and still face,
both as a factor in HIV vulnerability and as an effect
of their status, and on stigma and isolation.
In Malawi
Some fifteen years later, I joined JASS facilitators at a
workshop with HIV-positive activists in rural Malawi.
Facing their own and their families’ seasonal hunger,
participants stowed part of each meal away for later.

My (wonderful) colleague proposed an additional
session to our days full of Freirian popular analysis:
we would all gather after dinner, spread our chitenges
on the floor and converse by candlelight. Good lord!
These women were thrilled to have electricity and
now we were going to light candles? I didn’t get it. 

Until, by candlelight on our cloths and wandering
far from the formal agenda, women began to share
their most meaningful stories, interspersed of course
with advice on the best herbs for sustaining a man’s
erection – and much laughter.

Listening to those affected
Without the voices of those most affected, science
can only make approximate stabs at solutions. And
where are these solutions to be found? As we know,
the right drugs are crucial, knowledge is critical and
some behaviours, risk-laden, need to change. 

However, beyond the individual, her choices and
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2. Approaching HIV through structures 
and stories
Speaker and this summary: Annie Holmes

the substances in her bloodstream, there are structural
factors with the potential to shift risk in whole pop-
ulations. Examples include changes to stigmatising
attitudes; increasing gender equality and reducing
partner violence; and regulating alcohol marketing. 

Focusing ‘upstream’
I encountered this kind of thinking when I joined
STRIVE, a research consortium led from the London
School of Hygiene and Tropical Medicine. Intervening
structurally means focusing ‘upstream’, for example
on keeping girls in school. This has been shown to ef-
fectively reduce HIV risk, but seems expensive when
you calculate the cost per life saved. STRIVE econo-
mists have countered this by developing a model for
sharing costs across the sectors that benefit from these
programmes, using the Zomba trial as an example.

Links
Information about the work of JASS with HIV+ ac-
tivists in Malawi:
https://www.justassociates.org/en/resources/mch4-
power-movements-change-malawi

Continued on next page

As we move into the new paradigm of the Sus-
tainable Development Goals (SDGs), this kind of
cross-sectoral and structural approach is gaining
ground, integrating HIV prevention within wider de-
velopment and rights-based thinking. And in focus-
ing on justice and rights rather than narrow medical
solutions, we need the stories of real lives to show us
the way to bring about real impact.



3. Towards a bilharzia-free Zimbabwe
Speaker and this summary: Seth Amanfo
Schistosomiasis, commonly known as bilharzia, is a
parasitic disease caused by worms called blood flukes
of the genus Schistosoma. The disease is sometimes
called ‘snail fever’, with Schistosoma haematobium
being the species that causes urogenital schistosomi-
asis. Like malaria, the disease is prevalent in sub-Sa-
haran Africa with about 180 million infections across
the continent, equivalent to about twelve times the
population of Zimbabwe.

The parasite has a complex life cycle involving
human and snail hosts.In infected individuals, the

From the Schistosomiasis Collection at the Natural His-
tory Museum (SCAN) http://scan.myspecies.info/ 
© The Trustees of the Natural History Museum, London.

adult worm lays thousands of eggs which are passed
out in urine. 
On reaching fresh water, they hatch into miracidia

that infect the appropriate snail host. There is further
development in the snail until the motile cercariae
forms are released. 
When humans come into contact with contaminated

water, the cercariae penetrate through the skin, trans-
forming into a schistosomula, which develops into an
adult worm. These reside in the veins around the bladder. 

Symptoms
The cardinal symptom of bilharzia is the presence of
blood in urine (haematuria), and the ubiquity of this
amongst children means that in endemic regions chil-
dren not exhibiting these symptoms are rather con-
sidered to be unwell or biologically immature. 
Other obvious signs include pain at urination and

an enlarged liver and spleen.
Our research group at the University of Edinburgh

(Parasite Immunoepidemiology Group), headed by Dr
Francisca Mutapi, along with our partners, Professors
Takafira Mduluza and Nicholas Midzi from the Uni-
versity of Zimbabwe has, over the past 20 years, fo-
cussed on evidence-based scientific research, knowledge
transfer and engagement with policy makers towards
combating the disease. 

Mapping the distribution of the disease
In 2010 and 2011, our group was part of a team that
conducted a nationwide cross-sectional survey to
map the distribution of schistosomiasis and other
soil transmitted helminths amongst primary school
children across Zimbabwe. This study showed an
overall bilharzia prevalence of 22.7 per cent, with
variations between districts. 
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Continued from previous page
https://www.justassociates.org/en/womens-
stories/my-body-matters-fighting-dignity-malawi

Tools for understanding the three faces of power and
related analysis:
https://www.justassociates.org/en/resources/mch3-
power-concepts-revisioning-power-justice-equality-
and-peace
STRIVE: research on structural drivers of HIV and
searchable archive of resources:
http://strive.lshtm.ac.uk/
http://strive.lshtm.ac.uk/resources

STRIVE work on cross-sectoral financing for inter-
ventions with multi-sectoral benefits:
http://strive.lshtm.ac.uk/resources/breaking-down-fi-
nancing-silos-potential-co-financing-michelle-
remme
http://strive.lshtm.ac.uk/resources/paying-girls-stay-
school-good-return-hiv-investment
http://strive.lshtm.ac.uk/news/achieving-value-
money-hiv-health-and-development

Videos about the SASA! intervention to prevent HIV
and violence against women:
http://strive.lshtm.ac.uk/resources/sasa-video-pre-
vent-violence-against-women-now-subtitled - longer
version 
http://strive.lshtm.ac.uk/resources/sasa-introduction-
subtitled - shorter version

Annie Holmes (https://annieholmes.net) is a writer
and film-maker. Originally from Zimbabwe, she di-
rects the Knowledge into Action work of STRIVE –
a research consortium at the London School of
Hygeine and Tropical Medicine.



Launching a control programme
These results and others which were presented at the
World Health Organisation’s (WHO) workshops in
2010 and 2013 helped inform the national plan of ac-
tion for the control and elimination of the disease,
leading to the launch of Zimbabwe’s five year Na-
tional Control Programme, which involves mass drug
administration (MDA) of praziquantel (the anti-
helminthic drug for treating bilharzia) as recom-
mended by the WHO. 
The drug is administered at a concentration of 40 mg

per kg body weight. This programme targets all primary
school children throughout Zimbabwe, independent of
infection status, because current diagnostic tools miss
low infections, which are clinically important.
There is an annual treatment of approximately five

million children. The Zimbabwe National Control
Programme against bilharzia and other intestinal
worms is said to be one of the most successful pro-
grammes against the disease in Africa, mainly be-
cause of its local ownership, the involvement of
government, and the programme’s integration with
the educational system in the country.
Our group has shown that in addition to killing

worms and reversing the pathological effects of the
disease, treatment also accelerates the development
of an individual’s immune response which protects
them against re-infection. As a result, the adminis-
tration of praziquantel has both short-term and long-
term health benefits in treated children. 

Pre-school children
Over the years one of the key questions has been the
exclusion of preschool children (1-5 years) from the
MDA programme because little is known about the
burden of disease among these children – it was as-
sumed that this age group was less likely to come
into contact with infected water bodies. This means

that this age group has been neglected both in terms
of research and control. Our group, therefore, con-
ducted a study of infection and treatment efficacy and
safety in this younger age group in Zimbabwe and
infection prevalence was about 21 per cent.
Treatment significantly reduced infection with

an egg reduction and cure rates of 99 and 96 per
cent respectively.
We also showed that PZQ treatment was safe in

preschool children. These results from our study
together with those from other studies in Africa led
the WHO to recommend praziquantel treatment of
preschool children in control programmes. While
our research and that of others have provided sci-
entific evidence for inclusion of this age group in
MDAs, the next challenge is the formulation of a
paediatric version of praziquantel, which our group
is actively pursuing with other stakeholders. 
Praziquantel has been the drug of choice for bil-

harzia treatment for many years. The difficult
prospect of schistosome worms developing resist-
ance to praziquantel as they did to oxamniquine
means that there is the need for research into alter-
native drugs and ultimately a vaccine for bilharzia.
In this regard, our group is actively researching on
possible vaccine candidates and we are hopeful that
in the near future there will be a viable vaccine to
complement treatment with praziquantel.

Health messages
Finally, the knowledge, attitudes and practices of
school-going children with respect to bilharzia and
other tropical diseases are important so that health
messages can be targeted to these susceptible chil-
dren through the educational route. In this regard, our
group organises student essay competitions in Zim-
babwean districts where our research takes place. In
2014, an essay competition, ‘Bilharzia is an enemy
to my health and education’ was launched, with win-
ners receiving scholarships in the form of school fees
and other consolation prizes available for their schools.
Links
http://pig.bio.ed.ac.uk/
https://twitter.com/PIG_Edinburgh

Seth Amanfo, of the Parasite Immunoepidemiology
Group, University of Edinburgh, is a current PhD stu-
dent at the University of Edinburgh under the supervi-
sion of Dr. Francisca Mutapi and Dr. David
Cavanagh. He explains ‘... we are focussed on schisto-
somiasis (bilharzia) and malaria. We have done some
extensive work on malaria-schistosomiasis co-infec-
tion in Zimbabwe. ... I undertook fieldwork in Zim-
babwe in February 2016.’

The launch of the National Mass Treatment Cam-
paign. Photograph © Parasite Immunoepidemiol-
ogy Group (P.I.G).
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Panel 2 Mental Health in Zimbabwe 
Taurai Kadzviti, Dorcas Gwata, Dr Portia Manangazira

Taurai Kadzviti reported that around 50 million
people worldwide suffer epilepsy (WHO figure).
Nearly 80 per cent of sufferers live in low and mid-
dle income countries not getting help. About three
quarters of such people do not get any treatment.
Epilepsy in Zimbabwe
Although the prevalence in Zimbabwe has been esti-
mated by the Ministry of Health as around two per cent,
this was contested, and it seems likely that the actual
figure is more like 10 per cent. Sufferers are subject to
recurrent seizures and often have to contend with
stigma and discrimination – in many countries, Zim-
babwe included, it is linked to witchcraft.

As in other less wealthy countries Zimbabweans
with epilepsy have little medical support – the ‘treat-
ment gap’ (the number of people with active epilepsy
not on treatment or on inadequate treatment, ex-
pressed as a percentage of the total number with ac-
tive epilepsy) is estimated as over 80 per cent (2010).
An estimated 60 per cent of sufferers are young,
mostly living in rural areas. 
Challenges
Taurai Kadzviti listed the challenges faced for
epilepsy treatment in Zumbabwe, which included the
following:
• Lack of trained personnel (only three neurologists 

and four EEG technicians) and a lack of diagnos-
tic equipment – notably for MRI scans, while the 
CTI scan has not been working for some time. 

• Lack of access to anti-epileptic medication and 
facilities – there are only two  epilepsy clinics.

• Social misconceptions and myths – bringing about 
a reluctance to seek medical treatment.

• There is no policy for, or other statutory instru
ments, for epilepsy.

• The condition is managed under the mental health
remit, by the Department of Mental Health 
(though epilepsy has a physical cause, and is not 
a mental health issue).

• Epilepsy is given low priority and financial support.
Taurai Kadzviti noted that a failure to have med-

ication can lead to severe secondary effects and

complications, not least of which are the risks of
physical injuries such as burns if the person has a
seizure while cooking. 
What needs to be done?
The answers to this question include finding inexpensive
medicine and raising awareness of what epilepsy is (a
condition of the brain, not the subject of supernatural
forces). Such awareness raising needs to include primary
health carers and traditional healers.

The diaspora can help, too, by offering assistance
in training and technical expertise and volunteering
in exchange programmes, as well as assisting in ad-
vocating and resource mobilisation.

Taurai Kadzviti‘s final point was to point to ‘Glar-
ing policy gaps within the constitution with regards
to epilepsy and mental health – the 1992 Disability
Act needs to be re-aligned with the new constitution,
as does the Health Act.’

What is epilepsy?
Epilepsy is a brain disorder, which produces seizures.
These are the result of excessive (that is, greater than 
normal) electrical discharges in groups of brain cells.

In most cases, there is no known cause for epilepsy, 
although it can be the result of head injury, trauma at birth,
certain infections affecting the central nervous system a
stroke or a brain tumour. 

Seizures can range between an involuntary movement
of part or all of the body to complete loss of conscious-
ness, along with loss of bladder and bowel control.  

These seizures can vary in frequency from less than a 
single episode a year to several recurring throughout each day. 

People with epilepsy respond to treatment about 70 per
cent of the time, but the dangers of injury, especially in
low- and middle-income countries contribute to the fact
that the risk of premature death is up to three times higher
than in the general population. 

There are written records of epilepsy from as long ago
as 4000 B.C.E. The stigma attached to the condition has
persisted for centuries.            (Information from WHO)

1. Improving the care of patients with
epilepsy in Zimbabwe
Summary of paper by Taurai Kadzviti

Taurai Kadzviti is a counsellor and a person with a
disability who is Advocacy Officer for the Epilepsy
Support Foundation of Zimbabwe, with whom he has
worked with since 1998. 
He is also a board member of the National Dis-

ability Board, under the Ministry of Public Service
Labour and Social Welfare, and subcommittee chair
on Advocacy and Resource Mobilisation. He is the
honorary secretary for the Federation of Disabled
Persons of Zimbabwe. 
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Global health is becoming more interconnected
and interdependent. As health systems and re-
sources in Africa are increasingly compromised,
there is growing evidence to suggest that the
African diaspora has a critical role in scaling up
health services in the continent. 

The Zimbabwean diaspora has a wealth of expert-
ise and bi-cultural skills. They understand the social,
cultural and political context of their home country
and are well placed to deliver training and interven-
tions in local norms. In Zimbabwe, we have effec-
tively contributed to the scale of mental health training
for health professionals and provided culturally ad-
justed mental health interventions through training.
The Friendship Bench
There are few accounts of evidence-based interven-
tions for depression and common mental disorders
(CMD) in primary care in low-income countries
(Chibanda et al 2016.) The Friendship Bench pro-
gramme in Zimbabwe provides indigenous cultur-
ally-adjusted problem-solving therapy in areas with
high exposure to HIV and social deprivation. (The
word ‘bench’ derives from the Shona word ‘Chigaro
chekupanamazano’ which translates as ‘bench to sit
and exchange ideas’).

Therapy is delivered by female lay healthcare
workers who are familiar with the local challenges,
and are culturally accepted to deliver mental health
interventions in their localities. 

This collaborative mental health programme was
started by a local psychiatrist, Dr Dixon Chibanda, in
response to a request by people in his area for a ‘no-
cost’ community mental health intervention and it is
now being scaled up to wider parts of the country. 

The Bench itself is actually a wooden bench placed
in the grounds of the Primary Health care setting where
the screening and psychological therapy takes place.
More than 300 lay health workers have now been trained
to deliver these interventions across the country. 

I have been involved with the Mbare Friendship
Bench project since 2010 in my capacity as a Dias-
pora Global Health Specialist. My involvement has
included training lay health workers in the scaling up
the training programme, testing the feasibility of its
use as a Post-natal Depression Tool in Mbare and 
designing and translating Shona questionnaires. 

Lessons for the NHS
London has a diverse population, and the demographics
are increasingly changing. My public health role in the
National Health Service (NHS) explores and provides
mental health interventions for young people and fami-
lies affected by gang culture in inner London. 80 per cent
of this cohort are from minority backgrounds, and af-
fected by trauma of events from migration, stabbings,
kidnapping, sexual violence and poverty.

My research extrapolates lessons from the Friendship
Bench model of care into my clinical work with young
people and families affected by gang culture in London.
The research contributes to the body of evidence-based
practice and knowledge on culturally adjusted models
of care in high-resourced settings that are striving to
achieve better health outcomes for minority populations.
It explores the broader issues of health, culture, stigma
that are crucial in developing innovative methods of en-
gagement with ‘hard to reach’ groups.

The research explores the lessons that the NHS
can learn from low income countries like Zimbabwe
and how these lessons can inform a potential scale
up of these culturally adjusted interventions in wider
parts of the UK.
Mental Health Gap training
In Zimbabwe we have used the WHO Mental Health
Gap Training package to deliver training in the assess-
ment and management of self-harm and suicide as well
as addressed the global safeguarding challenges faced
by vulnerable individuals affected by mental illness.
Our diaspora involvement seeks to validate efforts of
health care professionals working in low-resourced en-
vironment, scale up skills and knowledge at grassroots
level and, in doing so, strengthens our partnerships. 
References
Chibanda et al 2016: Opening up the mind, problem solving
therapy delivered by lay health care workers, International
Journal of Mental Health Systems

Dorcas Gwata is a Clinical Nurse Specialist and a
trustee of the charity Zimbabwe Health Training
Support (ZHTS – see the November 2015 issue of
This Review), and has a background in Public
Health, Gender Violence and African Cultural
Practices. She currently works on a project that in-
cludes culturally adjusted mental health interven-
tions for families and children affected by gang
culture, and was awarded Nursing Standard Mental
Health Nurse 2015 for her work with young people
involved in gangs. 

2. On culture and mental health: what can
the NHS learn from Zimbabwe’s 
Friendship Bench project?
Speaker and this summary: Dorcas Gwata

See next page for a summary of the final 
presentation made at this panel. 
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3. The ministry perspective on mental
health
The final speaker in this session was Dr Portia
Manangazira, who also gave the keynote address
(see page 2).

Dr Portia Manangazira spoke of the need for im-
proved response mechanisms for domestic vio-
lence, especially through improvements in data
collection.
She went on to discuss mental health services

within the Ministry of Health – noting that the first
psychiatrists in Zimbabwe were first trained in
1987, and are still trained at the University of

Panel 3 Health and the Zimbabwean diaspora
Jenny Cuffe, Roselyn Masamha, Ruponiso Shire

Zimbabwe. There are currently seven hospitals in
Zimbabwe, and other facilities under the prison
system remit.
Dr Manangazira emphasised the difficulty of ac-

quiring accurate data on mental health issues, for
the following reasons: 
– mental health is not integrated into the health 
system;

– misdiagnosis and non-recognition of mental 
health problems are commonplace;

– there is no breakdown of numbers of mental 
health professionals; and, finally

– the system does not know to what extent mental  
health services are being properly funded.

1. When the crisis out there becomes the
crisis within: the story of three 
Zimbabwean families 
Speaker and this summary: Jenny Cuffe
This presentation draws on doctoral research for
the University of Southampton, funded by the Arts
and Humanities Research Council, UK. It arises
from an interest developed in the course of over ten
years of voluntary work with asylum seekers and
refugees.

The ongoing nature of economic, civil and political
problems in Zimbabwe leaves many members of the
diaspora in in a state of anxiety and uncertainty about
the future. 

Three families
A study of the impact of national crisis on three ex-
tended families from different ethnic groups and so-
cial backgrounds (Shona, Ndebele and white)
highlights the importance of the family itself as a sur-
vival strategy. 

Within their life stories, individual family mem-
bers describe how the delicate balance of relation-
ships based on favours and duties bestowed and
received is disturbed when the family scatters across
national borders, how some ties are stretched and
broken while others are strengthened and new ones
are formed. In drawing on these narratives, I argue
that government policies in both the UK and Zim-
babwe have reduced the family’s capacity to help it-
self and thereby prolonged and exacerbated ‘crisis'. 

A cross-disciplinary and story-telling approach
My research is cross-disciplinary in that it draws
from work in the fields of anthropology, sociology,
human geography and international relations. 

It is based on ethnography and 34 life-stories of
family members ranging from 19 to 81 years old, sit-
uated in the UK, Zimbabwe and South Africa. 

The story-telling approach was chosen because it
allows participants to explore their experience of
public events in the context of their personal and
family history, highlighting the interplay between
macro and micro worlds. 

I also asked participants to draw family ‘maps’ in-
dicating the relational ties that meant most to them
and how these had altered since migration. 

Interviews were conducted over a two-year period
in each of the aforementioned countries and I remain
in contact with participants through telephone, email
and mobile messaging services. 

Participants in my research included people
who stayed in Zimbabwe throughout the crisis,
along with ‘crisis migrants’, for whom migration
was a means of surviving. 

In the UK
For the purposes of this presentation I will focus on
people who travelled to the UK in the early 2000s
and sought leave to remain and in particular on three
women – Fungai, Dwana and Diane – who acted as
‘gatekeeper’ to other members of their families. 

Despite their different ethnic, racial and social
backgrounds, all three women suffered a period of
depression and mental anguish after taking flight



from Zimbabwe. Unable to work while applying for
asylum, they were robbed of their sense of identity
as independent women who could look after them-
selves and their families. 

Fungai recalls the moment she was dumped in a
filthy house on a Rochdale estate and spent all night
cleaning, and the complaints of her children who
were furious at being removed from their boarding
schools in Harare and reduced to penury. 

Dwana, who is HIV positive, suffered a type of ‘cul-
tural agrophobia’ common to refugees (Jackson, 2013)
in that she feared going out because she felt everyone
was judging her: ‘I didn’t feel worthy of anything’.

Diane, who had reluctantly followed her husband
to Britain in an attempt to save the marriage, felt up-
rooted and disorientated and went through a period
of excessive drinking. 

The negative impact of immigration policies
Instead of helping migrants support themselves, im-
migration policies in the UK weakened their re-
silience by dispersing asylum seekers across the
country and preventing them from working, thus
breaking up families and reducing their capacity to
send remittances to relatives back home. 

Furthermore, the simplistic and binary categori-
sation of asylum seekers on the one hand and eco-
nomic migrants on the other forced many
Zimbabweans to go ‘underground’, risking detention
and deportation. 

What becomes clear from these narratives is that
the migrants in each of these families had coping
mechanisms which at some point broke down. 

This was the moment when external circum-
stances threatened their sense of identity – when the
crisis ‘out there’ became a crisis ‘within’.

REFERENCE
JACKSON, M. 2013. The politics of storytelling : variations on
a theme by Hannah Arendt, [Denmark]: Museum Musculanum
Press, 2013.Second edition.

As a journalist, Jenny Cuffe has made award-win-
ning programmes for BBC Radio 4 and the World
Service. For twelve years she has worked as a 
volunteer with a Hampshire charity supporting
asylum seekers and refugees and is currently in
the last stage of PhD studies at the University of
Southampton, where she is researching the impact
of Zimbabwe’s crisis on transnational families
situated in the UK, Zimbabwe and South Africa.
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2. The ‘liability of foreignness’ in a 
nursing education context
Speaker and this summary: Roselyn Masamha
The term, ‘Liability of foreignness’ is a term bor-
rowed from business. It refers to the inherent dis-
advantage that foreign firms experience in host
countries because of their non-native status. I have
found this term transferrable and applicable to the
experiences that nurses described facing as students
undertaking their nursing education in the UK after
early schooling socialisation in Zimbabwe.
Native students’ advantage
In this context, native students have the advantage of
having accumulated tacit knowledge about their cul-
tural environment, which foreign students lack. 

In contrast, foreign students can find it difficult to
truly understand the host country’s ‘sticky’ unwritten
laws and its cultural and social regulations. The
Canadian economist, S.H. Hymer (see reference
below) who coined the term ‘liability of foreignness’,
highlights the fact that, to a foreigner the cost of ac-
quiring this unspoken host country information may
be considerable. The resulting disadvantage mani-
fests itself in more frequent errors, perceived lower
performance and sometimes lack of confidence. 
My own experience
My personal experience of education in the UK, re-
vealed that my skills and knowledge were always sit-
uated within the paradigm of foreignness. The
challenge was always to get people to see beyond the
foreignness and accept, as valid knowledge, the con-
tributions I had to offer.

Being a foreigner carried such a negative stereotype
that participation in class was to invite further unneces-
sary attention. Lack of context, a different accent and
variation in pronunciations meant that contribution to
discussions just emphasised all the more that I didn’t be-
long. Silence on the other hand offered a sense of secu-
rity however false and misguided. I had a sense that I
could fade away into the background and fooled myself
that if I was quiet enough we could all pretend that I was-
n’t there. It was an erroneous belief that this ‘invisibility’
would foster an acceptance by virtue of the fact that I
wasn’t imposing my already inconvenient presence onto
those that had a right to be there.

When fellow foreign students contributed, I cringed
and wished they wouldn’t. On reflection, I am con-
fronted not only by the fact that I had internalised the

Continued on next page
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stereotype with which I had been branded but the ex-
tent to which I had done so. I had bought into the
stereotype so deeply that I wanted to silence others.

I am also confronted by the realisation that this si-
lence only served to further emphasise and reinforce
the belief that foreigners, or more specifically Africans,
had no valid contributions to make to people of the de-
veloped world. In the Western classroom there is no
room for silent knowers.

On sharing my experiences with some of my native
colleagues, it is apparent that there is a lack of realisation
of this continuous battle against misrepresentation. It
draws me to the  lament by Patricia Williams (see refer-
ence below) that, ‘To live so completely impervious to
one’s own impact on others is a fragile privilege, which
over time relies not simply on the willingness but on the
inability of others … to make their displeasure heard.’

What other nurses had to say
Below are some quotes from nurses about their expe-
rience of education in the UK both in the classroom as
well as within clinical practice.

‘I found the learning style in the UK very liberating,
stripped of all the unnecessary permissions that clutter
up African learning environments.’

‘My main issue was with the sort of implicit denial that
most of my tutors and mentors exercised. Most of them
knew that there was something not quite right, but
chose to ignore it.’
‘I had a love-hate relationship with the English class-
room: sometimes I felt empowered, other times I felt
abandoned as a learner.’

‘The impact of a poor international profile filtered
throughout my experience. I dreaded the question,
“Where do you come from?” I knew it would be down-
hill from then on.’

Insights
The research aims to provide valuable insights into the
ways migrant Zimbabwean nursing students experi-
ence their education in the UK. It includes personal ex-
perience and is informed by sociological literature on
race and identity. 

Having experienced the transition to education in
the UK, Zimbabwean nurses as informants are in a
unique position to notice practices, structures and poli-
cies that have become normalised. Such normalisation
can inadvertently exclude those who have not been so-
cialised in Britain. This research has the potential to
contribute to adult learning theory that considers and
accounts for diverse cultural backgrounds. 

This is an important study, as British universities at-
tract students from around the world, and has particular
implications for nursing education. It is intended that re-
sults from this research will inform transition support
initiatives for international students, curriculum respon-
siveness and cultural competence efforts.

REFERENCES
Hymer, S.H. (1960/1976). The International Operations of Na-
tional Firms: A Study of Foreign Direct Investment. MIT Press:
Cambridge, MA 1976
Patricia J Williams The Alchemy of Race and Rights, Harvard
University Press 1991

Roselyn Masamha is a Clinical Education doctoral
candidate at the University of Leeds. Her research is
concerned with the impact of competing perspectives
of teaching and learning for Zimbabwean student
nurses, central to which is an analysis of their 
intersectional experience in relation to race, culture,
politics, migrant status and media representations
within a nursing education context. 

3. Zimbabweans in the care sector:
culture, concepts, communication
Diana Jeater spoke on behalf of Ruponiso Shire,
who described growing up in the Zimbabwean war,
and the damage and trauma this did to her family
life when her father fled to the UK.

By the late 1980s she was settled in the UK and
found care work – which she enjoyed. Life continued
to be difficult, firstly when she was a whistle-blower
pointing to the ill-treatment and poor conditions in
care homes, and subsequently in dealing with false
accusations against her, despite her (by now) senior
position and extensive qualifications.

However, after taking part in a cross-cultural com-
munication course, she saw that the objections to her
work and manner were rooted in racism. The course 
facilitated recognising and overcoming institutional
racism and the legacy of war trauma, isolation and
familial separation. What she had learned enabled her
to stand up to further accusations – also rooted in
racism.This experience helped her understand insti-
tutional racism, and why it is that data from the Royal
College of Nursing (RCN) shows that a particularly
high number of male, African nurses are struck off
or suspended. Similarly unusually high numbers of
African GPs in training fail – and why a dispropor-
tionate number of care workers are brought before 
disciplinary panels.

Ruponiso Shire is a support worker in the South
West region, for adults with learning difficulties. 
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Summing up: innovative spending in
health: evidence from South Africa
and Zimbabwe   Speaker and this sum-
mary: Dr Julius Mugwagwa
The search for sustainable and effective health
delivery mechanisms continues unabated from
global to local levels. 

The importance of funding and investment in
health cannot be over-emphasised. Global and
local economic challenges have in some cases
served as both an inhibitor and stimulator of ef-
fective health delivery innovations. 

Underpinned by and advancing the notion of
innovative spending in health, this presentation
emanates from a three-year study funded by the
UK’s Economic and Social Research Council
(ESRC). This sought and analysed evidence in
South Africa and Zimbabwe to buttress the idea
that what is needed is not only more money,
and/or doing more of the same. It also meant find-
ing innovative ways of spending the money and

other resources to create and diffuse technologies,
products and processes for cost-effective and sus-
tainable healthcare systems. 

The study confirms that indeed the South
African and Zimbabwean health systems are
home to many ground breaking health research,
manufacturing, financing, delivery and insurance
innovations championed by a diverse set of actors
ranging from the government, private and civil so-
ciety sectors, to communities, households and 
individuals. 

Among other aspects, this presentation discusses
the ‘push’ and ‘pull’ factors around these innovations,
and deliberate on mechanisms for embedding ‘good’
innovations in the health systems.

Dr Julius Mugwagwa is currently a Lecturer and
Research Impact Manager at The Open University
in the United Kingdom. His most recent project,
funded by the UK’s Economic and Social Research
Council (ESRC) explored innovative health 
delivery options in South Africa and Zimbabwe.

BZS Research Day June 2016
An overview
Diana Jeater, Goldsmiths College London
The 2016 BZS Research Day was exceptionally suc-
cessful in bringing together researchers, policy mak-
ers, administrators and practitioners, to explore a
range of issues around Health and politics in Zim-
babwe and the Diasporas.

It was particularly useful to see how some chal-
lenges  are common to Zimbabwe, South Africa and
UK. There is much potential for mutual learning. 

In particular, in the UK we can learn how to find
effective but more grassroots, less expensive forms
of therapy: innovative spending, rather than spend-
ing on innovation, as our final speaker, Dr Julius
Mugwagwa, of the Open University, put it. 

1. The role of the academic
The role of the external researcher is particularly
problematic in defining and commenting upon local
issues – especially in the case of research into health,
where there are very significant ethical implications.
We frequently found ourselves faced with the ques-
tion of why researchers are carrying out this work? 

– Is the quest for knowledge and information an
adequate justification for the work? If not – if Continued on next page

there is an ethical obligation towards those 
whose health and illness is being studied – then 
what is the nature of that obligation?

– Is there an obligation, when working on health is-
sues, to engage in politics? And, if so, to what 
end? To inform? To provide policy advice? 

– Or is it better to keep research away from politics, 
to ensure that its findings are seen as neutral; and 
to protect the participants in the research?

We recognised that academics have obligations to
their local partners within government and the med-
ical services; and to the subjects of their research.
Most importantly, we recognised the primary obli-
gation not to occlude the voices and work of these
local partners and subjects. 

2. Medical imperialism/cultural imperialism
The recognition that external researchers should not
occlude the work of practitioners, partners and
patients fed into another major theme of the day: the
need to recognise and challenge medical and cultural
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imperialism that can distort local and global
responses to health problems.
This is a big subject, and we were only able to

touch on some aspects of it. Contributions from both
the floor and the platforms recognised the need for
some nuance: it is not helpful to typify all external
interventions as imperialist/neo-colonial in nature.

Nonetheless, there was a clear understanding that
medical and cultural imperialism is a significant and
under-discussed issue. Key points to consider included:
– Who defines the health problem? Where do diag-

nostic categories come from?
– What are the consequences of using diagnostic 

categories developed in different contexts/cultures?
– How far are diagnostic categories and health ap-

proaches in the global North driven by the inter-
ests of big pharma? Are the dominant global di-
agnostic categories predicated on a diagnosis-and-
dispensing-medicine model that is not necessarily 
appropriate for countries that rely more on primary
health care, with populations that have limited
access to clinics and medicine? Are different 
diagnostic models available?

– How far do donor interests drive health policy?

Many of these points were addressed by our keynote
speaker, Dr Portia Manangazira (See page 2 and fol-
lowing.) In her talk, she observed how international
donor projects may damage wider health provision,
even when they match local priorities. 

The Ministry of Health in Zimbabwe is constantly
trying to find a balance between donors who are in-
terested in providing significant sums for specific
projects; and the lack of local capacity to deliver
those projects. 

This is a problem even without the issue of whether
international donors take local priorities sufficiently
into account when designing and proposing projects.

3. Communicable and non-communicable illness
Following on from the question of how far local pri-
orities are taken into account, we began to recognise
how international bodies give excessive attention to
headline-grabbing communicable diseases in Africa
(notably HIV and, more recently, ebola) and also
control responses to them. Annie Holmes showed
how there are other ways to understand and represent
HIV, based on local stories and structures.

Focus on HIV also overshadows the need to pay
attention to more prosaic diseases such as malaria,
bilharzia and cholera. This was highlighted in pre-
sentations from Simukai Chigudu and Seth Amanfo. 

Even more significantly, we saw how focus on
communicable diseases takes attention away from
the embedded and chronic problems associated with
non-communicable illness. We heard from Dr Man-
angazira how workplace accidents, road accidents,
gender-based violence, and childbirth are all sources
of major health problems. For example, there is a
need for many more A&E units along the roads with
the highest levels of road accidents. Yet non-commu-
nicable illnesses attract negligible donor attention. 

Taurai Kadzviti, from the Epilepsy Support Founda-
tion, Zimbabwe, described the specific problem of
epilepsy, which is categorised as a non-communicable
disease, or as a mental health problem, neither of which
definitions meet sufferers’ needs (epilepsy is a neuro-
logical condition). 

He highlighted how people’s work self-organising
was essential to improving the life of epileptics in Zim-
babwe.

4. Trauma and mental health
Mental illness is a huge problem: we recognised it
as perhaps the most significant non-communicable
disease in Zimbabwe today. The need for better un-
derstanding and treatment of illnesses associated
with trauma and mental health was a theme that re-
curred in many different contexts throughout the day. 

It became clear that there is an epidemic of mental
health problems in Zimbabwe, many associated with
trauma – some of which dates back to the liberation
war and the Gukurahundi, but traumatic environ-
ments have continued through to recent times with
economic meltdown and political violence.

Moreover, these problems are closely shared with
the diaspora, as described in Jenny Cuffe’s presenta-
tion. (Previous Research days have also addressed
this issue.) Throughout the day, it was clear that mi-
gration itself is a health risk factor.

We also heard how the WHO is advocating a
movement towards global health treatment, raising
again the question of whether categories of mental
illness imported from elsewhere are meaningful for
Zimbabwe; and whether pill-based strategies de-
signed for high-income countries are what a low-in-
come country needs.

Practical proposals for addressing these problems
were described – as when Dorcas Gwata, of Zimbabwe
Health Training Support, spoke about the Friendship
Bench project in Zimbabwe. This not only provides
cost-effective and culturally-appropriate support and
treatment for people with mental health problems; it



also rejects a medical-diagnostic approach that can
leave people dependent upon expensive pills.

The Friendship Bench provides a model that is
transferable to people in traumatic situations in the
UK, and to many other communities around the
world, particularly those hard-to-reach communities
for whom clinic-based treatment is inappropriate.

5. Involvement of the diaspora
Zimbabwe Health Training Support is one way in
which people in the diaspora are providing help for
health services back home. 

A powerful theme throughout the day was the ex-
tent to which people in the diaspora want to be in-
volved in healthcare issues. This was partly a
response to shared problems and experiences arising
out of private medicine, overstretched services and
lack of accountability in both the UK and Zimbabwe.
But it was also a response to our recognition of dif-
ferent problems.

We heard how Zimbabwean health professionals in
the diaspora face challenges within the UK. Roselyn
Masamha described her ongoing research project with
Zimbabweans training in healthcare in the UK and the
disadvantage based in the poor international profile of
Zimbabwe; different vocabularies; and cultural differ-
ences in pedagogic approaches.

Similarly, a presentation delivered on behalf of
Ruponiso Shire, who has worked for many decades in
caring for vulnerable adults in the UK, highlighted
how cultural misunderstandings and institutional
racism create challenges for Zimbabweans, particu-
larly women, working in the care sector here.

Throughout the day we saw a huge desire for a
health partnership with Zimbabwe, and an uncom-
fortable feeling about being in the diaspora while
there is a public health crisis in Zimbabwe. This was
combined with a sense that health is a dangerous
topic, particularly when outsiders want to intervene
in areas where the government might be seen to be
failing. We heard about the need to identify political
allies in government, without making enemies. 

It is difficult to highlight endemic health problems
without being interpreted as attacking the government.
This is exacerbated by the historical context in which the
British government has been hostile to the Zimbabwean
government, and members of the diaspora have been in-
terpreted as being complicit in that hostility. 
At present, UK-based medics cannot get clearance to
contribute their expertise. The particular political
sensitivities of health issues create obstacles for those
in the diaspora who want to help.

6. Politics and policy
These political contexts, in which healthcare policies are
formulated and implemented, provided the backdrop for
much of what was discussed. The superb keynote pres-
entation from Dr Manangazira was both honest and dis-
creet in acknowledging political sensitivities affecting
Zimbabwe’s health provision. 

Policy-making depends on both effective data and
political will. One of the biggest difficulties in de-
signing health policies in Zimbabwe is the lack of
data. Civil servants need to be able to demonstrate a
need if they are to request allocation of public funds,
but resources to monitor and survey the prevalence
of non-communicable diseases remain inadequate.
For example, data about epilepsy (and its costs to
wider society) cannot be collected, because it is not
even identifiable as a category under current legisla-
tion. Similarly, there is no data about mental health
needs in prisons and asylums, making it impossible
to plan and budget to meet mental health needs. 

Politicians may be unwilling to invest public
money in data collection that might draw attention to
health problems rooted in widespread poverty and/or
reveal the extent of crisis in the country. However, a
positive initiative has been the involvement of the
private sector, with Econet enabling the collection of
some health data via mobile phones.

Implementation of policy requires trained people,
and suitable forms of co-operation between them.
Yet, in both UK and Zimbabwe, political appoint-
ments to health portfolios do not require medical ex-
pertise. Moreover, political interests define the scope
within which initiatives and core funding will be al-
located. Even where evidence is available that con-
clusively demonstrates the need for this, there is
limited scope within which civil servants can operate.
Politicians are reluctant to approve expensive expan-
sion of a ministry’s mandate.

One of the biggest political and policy challenges is
private provision of health services. Government lacks
the means to make private providers answerable or reg-
ulated. For example, private providers won’t provide
records of treatment data without payment, even for gov-
ernment monitoring of essential programmes. These
providers have no incentive to align with government
health priorities, either at the grassroots level (traditional
healers), or at the corporate levels. 

7. The importance of primary health care
The WHO’s Alma Ata Declaration of September 1978
shifted global health priorities from clinic/hospital based

Continued on next page
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provision towards primary health care. These priorities
were re-inscribed in the Millennium Development
Goals. Yet targets for primary health provision are still
not being met.

Some recent investment in electronic systems for
managing patient care can enable distance diagnosis
for people in remote communities, and also monitor
their care by allowing access to individual treatment
plans. This also reduces opportunities for corrupt
spending on medicines. Such ‘spending on innovation’
is to be welcomed. But it still relies on people getting
to clinics for treatment plans to be put into place. 

Perhaps more important is ‘innovative spending’,
which requires better recognition of where people al-
ready go to access primary health care. In the corporate
private sector, profits are to be made in prescribing treat-
ments and charging for surgery. Referrals in the private
sector tend to bypass primary care, even in the case of
manageable conditions such as diabetes.

Elsewhere in the private sector, spiritual healers
supply by far the largest primary health care provi-
sion: significantly more than the state. Their work is
not encompassed by the textbooks, and is largely un-
monitored and unregulated. It seems impossible to
design an enforceable regulatory system for a thera-
peutic based on the intervention of supernatural
forces – yet spirit-based healing is almost always the
first choice for treatment. People will present at clin-
ics only after using spirit-based approaches, within
both local (‘traditional’) and global faiths. This ten-
dency is reinforced by the prevalence of mission hos-
pitals that combine the two approaches. (This is an
issue that we have covered in previous Research
Days, notably in 2010, when Professor Gordon
Chavunduka of the Zimbabwe National Traditional
Healers Association was our keynote speaker.)

The clear message from our 2016 Research Day
was that innovative grassroots approaches, from the
Friendship Bench to the traditional healer, probably
provide the best way to deliver effective primary
health care. A shift away from global medicine to-
wards this is likely to empower health professionals
and provide the best projects for innovative spending.

8. Gender dimensions
We have found in almost all our recent BZS/Oxford
African Studies Centre Research Days that full
analysis of an issue requires attention to gender. This
was also the case in 2016. 

Women are at the heart of all health issues. They
experience greater vulnerability to ill health, not only
because of the risks connected with childbearing and

gender-based-violence, but also because they tend to
be more economically disempowered than men. 

Women are also the primary providers of health
care, for all aspects of illness, including mental ill-
ness. The Friendship Bench project, for example,
trains mature women because they are the most cul-
turally-appropriate group. However, women often
need better education in effective health provision.

9. Education in health and wellbeing
The attention to women’s roles leads directly into the
final theme of the day: the need for better understand-
ing and education in health issues. On the one hand,
there is a need to find new ways to think about health,
healing and illness – challenging the medical/surgi-
cal/clinic-based models. On the other hand, there is
a need to find new ways to embed health thinking
and understanding into citizens’ education.

This does not only cover issues of hygiene, primary
health care and gender equality. It also links to better
understandings of nutrition and food cultivation. We
know that there are inspiring experts on nutrition and
farming for health in Zimbabwe, and this is an issue
that we plan to cover in our 2017 Research Day.

Finally
It was notable that discussion of HIV did not domi-
nate the 2016 Zimbabwe Research Day. Far more at-
tention was paid to non-communicable diseases,
particularly those associated with mental health.
Attention was also paid to the economics of health
provision and the challenges facing the state. There
were many parallels with health challenges in the UK.

For me, the two biggest messages from the day
were the wish of people in the diaspora to contribute
more to resolving public health crises in Zimbabwe;
and the importance of innovative grassroots ap-
proaches and solutions to delivering effective pri-
mary health care.

Professor Diana Jeater is an editor of the Journal of
Southern African Studies and has served on the BZS
Executive since 1982. She is Emeritus Professor of
African History at UWE Bristol, and currently
teaches at Goldsmiths College, London. In addition
to two groundbreaking books on Zimbabwean his-
tory, she has published on history, anthropology, asy-
lum law and digital humanities. She has a particular
interest in teaching research skills and is exploring
ways to work with faculty members in Zimbabwean
universities. Her current research project explores
the material consequences of spirit beliefs for war,
peace, and reconciliation.
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How the grass suffers
Dr Kunte Elangeni describes working in a rural hospital in Zimbabwe
As I describe the current status of medicine here,
I’m reminded of the saying, ‘When two elephants
fight, it is the grass that suffers’. The grass, in this
case, is the people in Zimbabwe.
It’s a Monday, and I’m doing my morning ward
round. Not long ago most of our in-patients were suf-
fering from infectious diseases, but today only one
of the 15 is suffering this way – she has pneumonia.
She is doing well on antibiotics.  
Waiting too long for treatment
My heart stops beating when I get to the last patient. I
look at this woman in her early 50s with great sorrow.
She is in desperate pain. The nurse I’m with tells me
the woman has end-stage breast cancer: she is on pal-
liative care. Like me, the nurse is deeply concerned
about this woman. I ask for all her medical records,
and greet the woman’s daughter, who describes how
her mother had presented to our institution 14 months
ago with a lump in her armpit. She was referred by a
general surgeon and to a biopsy and histology at a hos-
pital in Harare, as our hospital does not have the capacity
for this. The doctor suspected malignancy, but my patient
couldn’t afford to travel to Harare or to pay for the tests. 

Four months later she presented again, this time
with a bigger lump, but no pain. She was again advised
to go for a biopsy, but she only managed to get enough
money five months later – nine months after her first
presentation. By then, the malignancy had already
metastasised and was ulcerating. The specialist, unable
to help much, referred her back to us. All we could do
was dress her wound and give her morphine. Her story
is similar to many others in Zimbabwe. 

Deterioration
The health sector in Zimbabwe continues to deterio-
rate – with the rural folk (that’s about 70 per cent of
the population) experiencing the worst effects. The
country is in crisis: it cannot deliver basic primary
care to the people who need it most.

Through the efforts of Ministry of Health and
Child Care and international organisations, the
country has benefited from aid in fighting commu-
nicable diseases and the number of people dying
from these has declined drastically. The battle was
real but we managed to conquer. Unfortunately another
battle was ignored, and now we see the effects. 

Non-communicable diseases, e.g. diabetes mellitus,
cardiovascular accidents and malignancies, are now

responsible for most of the mortality and morbidity,
simply because resources have been concentrated
elsewhere. For example, if you go to any health fa-
cility in Zimbabwe, you will find stocks of antiretro-
virals, anti-TB and anti-malarial drugs. But a check
for anti-hypertensive medication and insulin may
show nothing.

This sad reality has caused many unnecessary
deaths, especially in rural communities, where peo-
ple might not be able to buy medicines privately, and
economic decline has meant our National Pharmacy,
which has the mandate to stock hospitals adequately,
has been failing to do so. Also, recent studies in
Kenya have shown that malnutrition is one of the rea-
sons for an increase in Type II diabetes mellitus, and
this could be why we, too, are seeing an increase in
such cases. Our hospital and clinics would benefit
immensely from pharmaceutical supplies for non-
communicable diseases.  

Changing priorities 
While health worker training prioritised the battle of
communicable diseases, non-communicable diseases
were left out. Now, almost every worker is confident
in managing communicable diseases, but they lack
confidence when it comes to non-communicable
conditions – something that has led to an increase in
deaths from these.

Also, the doctor-patient ratio remains depressed
with four doctors responsible for every 150 000 people.
Financial constraints at the local universities have
failed to produce more doctors – only 200 doctors are
being produced annually at the University of Zim-
babwe. We must increase this, without compromising
quality, so that our hospitals are adequately staffed.

The battle continues.

The writer of this piece, Dr Kunte Elangeni, was a 
beneficiary of a Commonwealth Professional Fellowship.
Funded by DFID, these fellowships support mid-career
professionals (with five years’ relevant work experience)
from developing countries (currently, including 
Zimbabwe) to spend time at a UK host organisation 
working in their field for a programme of professional 
development, giving them the opportunity to enhance
knowledge and skills, and to have catalytic effects on their
workplaces.
Dr Kunte adds: ‘Commonwealth fellowships are of great
significance for resource-limited countries like Zimbabwe,
as they provide a platform for health care workers to gain
exposure, especially in the Standard Management and
Care of non-communicable diseases.’
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Britain Zimbabwe Society Membership 
Promotion role
The BZS Executive Committee is looking for someone to
take on the membership promotion role. This is an unpaid
position, but offers great opportunities to network with an
array of people across the spectrum having links with 
Zimbabwe. The post-holder would need to be a member 
of the BZS and would join the Executive Committee.
The membership promotion role includes:
– Contacting UK academics who research on, &/or have 

postgraduate students researching on, Zimbabwe, to ask 
them to join the Society if they’re not already members;
and to encourage their students to join/get involved in the 
research dissemination work of the Society

– Contacting organisations with past and present links with 
BZS, to encourage their members to join or renew mem
bership. This includes all our partners in organising Re-
search Days, as well as all the organisations that we have 
partnered to help them in organising their events. The list 
includes government departments, diaspora organisa-
tions, faith groups and NGOs.

– Contacting users of the Society’s Facebook page to en-
courage them to join.

- Attending Zimbabwe-related events with possibilities for 
recruitment

- Promoting the Society, its events, its website and the 
benefits of membership across social media platforms

The role does not include administration of membership
records (although it can be included if required!)

The role would be a very useful one for anyone wanting to ex-
pand her/his Zimbabwe network. There is no minimum time
commitment, as the post is entirely voluntary. It is envis-
aged that the post holder will want to be involved because
s/he finds the tasks fun and useful.
All reasonable expenses will be covered.

If interested, please contact:
Margaret Ling, margaret.ling@geo2.poptel.org.uk or Diana
Jeater diana.jeater@btinternet.com 

Bart Wolffe
Bart Wolffe, who died suddenly in early August
was a man of many talents. 

He worked in the advertising industry in Zim-
babwe, and later as an independent writer and theatre
practitioner working with the Catholic Commission
for Justice and Peace, the British Council, the
Goethe-Institut, Alliance Française and others. He
performed at the Book Café, and six of his plays were
performed in London and Edinburgh in 1997. 

Bart left Zimbabwe in 2003, and spent two years
in Germany before settling in England.

His real passion was giving voice to the voiceless,
to minorities and dispossessed individuals. He
worked with refugee school children in June 2010,
and the same year, performed The Night of the Un-
derdog at Ruskin House, Croydon. During Refugee
Week, accompanied by an Mbira player he gave a
reading of his poetry at the Victoria and Albert Mu-
seum. A chapbook essay on exile and alienation,
Flotsam, was published by Exiled Writers Ink. His
published plays, under the cover of Africa Dream
Theatre, incorporate a body of work that express
themes such as loss of innocence, discrimination, in-
tolerance and alienation. 

Bart’s heart was always in Zimbabwe. Fare thee
well Bart. Go in Peace Pat Brickhill

ANOTHER WORLD 
Bonded by the firelight round the boma of the camp
And the glow that shone in our eyes, our bottles tilting
To the sound of low voices, the chuckles of warmth
In that time when the world made sense…
The Southern Cross in its place as were we
And an uncountable chorus endorsed us
From every creature in the night. Africa.
Home once. Now we wander lost and wonder where
The past left us outcast on some other shore.

Bart Wolffe

Obituary
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This is not a definitive list of all Zimbabwean civic
and activist organisations. Many of the groups men-
tioned appear to have cordial relations with one or
more of the others, but there does not appear to be
one ‘umbrella’ bringing the different groups together,
either inside Zimbabwe or in the diaspora.

African Unity Square
A group of Zimbabweans who meet regularly at
African Unity Square in the Centre of Harare to

protest against the government. It was started by Itai
Dzamara who was abducted by suspected govern-
ment agents on 9 March 2015 and who has not been
seen again. The group ‘demands an end to Zim-
babwe’s cycle of national failure and suffering’. Five
group members have been charged with robbery fol-
lowing an incident at one of their protests. Another
activist, Linda Masarira, and nine others been
charged with ‘interfering with the course of justice’.

Tajamuka/Sesjikile Campaign 
This has as its mission ‘To give Zimbabweans of all
colour, sex, religion, tribes or social status a voice in
the running of the country with the primary aim of
forcing president Robert Mugabe to step down before
the general elections to be held in 2018 and forging
a path to the social and economic prosperity of Zim-
babwe’. The group is currently supporting a mass

Activist organisations
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stay-away for 31 August 2016, and on 8 August it
was announced on social media that a Human Right
Activist and Qualified Legal Professional, Promise
Mkwananzi, has filed an urgent constitutional appli-
cation asking the court to determine whether Presi-
dent Mugabe and his government are still operating
‘according to and within the confines of our Consti-
tution or not, on behalf of the campaign and indeed
on behalf of the majority of our Zimbabwean people
who are outraged by the poor leadership of President
Mugabe and his government’. 

WOZA
WOZA, the acronym of Women of Zimbabwe Arise,
is an Ndebele word meaning ‘come forward’.
Formed in 2003 WOZA has a countrywide member-
ship of over 75 000 (women and men). It is a civic
movement providing women with a united voice,
empowering them and encouraging them to stand up
for their rights, and lobbying on issues that affect
women and their families. The WOZA solution is
based on ‘tough love’ and the principles of strategic
nonviolence. Through actions WOZA creates space
to allow Zimbabweans to articulate issues they may
be too fearful to raise alone. WOZA has conducted
hundreds of protests since 2003 and over 3 000
women and men have spent time in police custody.
These frontline human rights defenders are willing
to suffer beatings and unbearable conditions in prison
cells to exercise their constitutional rights and 
fundamental freedoms.

Zimbabwe Exiles Forum
A South African-based organisation formed by Gabriel
Shumba in 2003. It aims to ‘combat impunity and
achieve justice and dignity for victims of human rights
violations’ through research, advocacy, lobbying and lit-
igation from the relative security of South Africa. Gabriel
Shumba is an Advocate of the High Court of South
Africa and a member of the Johannesburg Bar. The
African Commission on Human Rights has ordered the
Zimbabwe Government to compensate him for state
violence after he was tortured while he was a human
rights lawyer in Zimbabwe.

The Vigil
The Central London Branch of the Movement for
Democratic Change set up the Zimbabwe Vigil in
London on 12 October 2002 and it has been held
every Saturday since, from 2.00pm, outside the Zim-
babwe Embassy in the Strand. They meet whatever
the weather and distribute information accompanied
by colourful banners, flags, singing and dancing.
They have organised several petitions dealing with
the human rights abuses and the suppression of
democracy in Zimbabwe. There are an estimated 500
000 Zimbabweans in the UK. Restoration of Human
Rights in Zimbabwe (ROHR) is the Vigil’s partner
organisation in Zimbabwe, and reflects the Vigil’s
mission statement. ROHR in the UK actively
fundraises to support the activities of ROHR in Zim-
babwe. The official website of ROHR Zimbabwe is
http://www.rohrzimbabwe.org/.              Pat Brickhill

Secretary (Minutes/Correspondence): Pat Brickhill, 1A Selbourne Place, Minehead, Somerset TA24 5TY
email: zimgekko@aol.com
Acting Membership Secretary:Margaret Ling  25 Endymion Road, London N4 1EE,
margaret.ling@geo2.poptel.org.uk

BZS Executive members
President: Knox Chitiyo

2015–2016 Officers and Executive
Chair:Pauline Dodgson-Katiyo
Vice-Chairs: Millius Palayiwa, Rori Masiyane
Secretary (Minutes/Correspondence):Pat Brickhill
Secretary (Membership): M
argaret Ling (acting)
Information and Publications Officer: Jenny Vaughan
Web Officer: Philip Weiss
Treasurer: Margaret Ling

Other Executive members:
Diana Jeater
Bruce Mutsvairo
Richard Pantlin
Ranka Primorac
Victor de Waal 

Representatives of: Stevenage-Kadoma Link 
Association; Zimbabwe Association
Note: There are vacancies on the Executive: please
contact Pat Brickhill if you are interested in joining it.
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: Britain Zimbabwe Society Membership Form
To join and receive regular newsletters, e-mail discussion forum and conference discounts please print off
and send the form below to the membership secretary with your remittance to:

Margaret Ling  25 Endymion Road, London N4 1EE, 
Please enrol me/us in the BZS 

Rate A Rate B Rate A Rate B

Ordinary £18 £21          Unwaged/Student £7.50 £10

Joint (two at one address) £21 £23 Institution £40 £40

Membership runs by calendar year, renewals are due on 1 January each year.
Rate A applies to those who pay by Standing Order (please ask for a form to be sent to you).
Rate B applies to those who pay by cheque (made out to ‘Britain Zimbabwe Society’). 
We are sorry, we cannot take credit/debit card payments.

NAME:  _________________________________  TELEPHONE:  _______________________________

EMAIL:  _____________________________________________________________________________

POSTAL ADDRESS:  ___________________________________________________________________

______________________________________________________________________________________

BRITAIN ZIMBABWE SOCIETY 2016 MEMBERS’ MEETING 
Saturday 22 October 2016, 2.00pm-5.00pm

St James’s Church Hall, 11 Prebend Street, London N1 8PF 

All members and friends of BZS are welcome 

2.00pm-3.00pm BZS Annual General Meeting 
3.00pm refreshments

3.15pm GUEST SPEAKERS
McDonald Lewankia (researcher on democracy and the state in Zimbabwe at the 

London School School of Economics)

BRITAIN ZIMBABWE SOCIETY RESEARCH DAY 2017
Staying Alive in Zimbabwe – Food, Health and Nutrition 
SAVE THE DATE Saturday 17 June 2017, 8.30am – 5.30pm

St. Antony’s College, Nissan Theatre, 62 Woodstock Road, Oxford, OX2 6JF

In partnership with the Oxford African Studies Centre 

Contact Pauline Dodgson-Katiyo pauline.dodgson@btinternet.com or Diana Jeater
diana.jeater@btinternet.com for more information on the programme


