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I.. INTRODUCTION

A. Background and Acknowiedgements1 .

This study is based largely on secondary source mater-

ial available in the United States, much of it prepared

several years ago. As a visit to Rhodesia was not possible

under the terms of the contract financing the study, the

data presented have not been validated. Certain important
aspects of the research and writing of this study should be

noted.

Statistics collected in the researchifor this assess-

ment should not be considered absolutely reliable. Data

were often found to be contradictory, with differences,

according to, source, sometimes of considerable variance. A

great deal of the material collected contained figures which

were too old to be relevant to the current, altered situa-

tions. In general, a selection had to be made, and most

recent statistics available were used.

Birth and death registrations are mandatory only in

certain areas; population projections were derived from

census figures which are not very recent.

Original sources,'should be referred to for particulars

on compilation of figures, methods of calculation,, rojec-

tions, and so on. In addition, because of the am iint of

research material collected, original sources may be re-

ferred to for additional relevant information which may not

be contained in this report.

-... . . . . . . .. . ..... .- 
...



Another aspect which posed certain difficulties for

.the author and editors was the problemof objectivity.

Some sources reflected clearly the western standpoint; .

many reflected a particular political bias or ideology.

While it is not possibli, for any researcher to prepare a

"value-free" analysis, efforts were made to be as objective

as possible.

The content of the report is largely descriptive;

some of the information was obtained from trave, notes and

interviews from which observations were selected as illus-

trations to make a specific point. The formats or outlines

of the desk studies differs somewhat from that of the

reports on the countries which were visited.

It will be seen that the introductory sections on

political, economic, and social structures are relatively

lengthy. This was felt to be necessary, given both the

current complex historical, political, and ecortomic situa-

tion as well as the strong interrelationship between health

and more macro political-economic policies and events.

Rhodesia is in tvinsition to majority rule, ind there-

fore, recommendations for future assistance are dependent

upon its subsequent development. However, regardless of the

future poliitical situation, it is possible to highlight

current and future priority health needs.

Except when referring to the time when the country will'

have majority rule, the name Rhodesia is used in this
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report. When the era of majority rule is discussed, the

country is referred to as Zimbabwe.

The principal author of this desk study was Helen

Cohn. In preparation of this report, William J. Bicknell,

M.D. , M.P.H. , Health Policy Institute, Boston University,

participated in the technical review process.
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B. Sum tatistical Profile of Rhodesia
Most

Recent
Estimate

General

Per capita GNP (US$ at current prices) 430 (a)

Population (midyear, in millions) 7 (a)

Land area (thousands of square kilometers) 391Ib)

Population density per square kilometer 
44(b )

Urban population (% of total) 2 0(b),

Labor force in agriculture () 6 3 (b)

Age structure (%):
0-14 48

15-59 N/A
60+ N/A (

Adult literacy rate (%) 30(b)

Health Status

Life expectancy atbirth (years) 
52 (a )

Crude birth rate (per lo'000 population) 4 7 (a)

Crude death rate (per 1,000 population) 1 3.a)

Population growth rate:
Total (natural) 3:5(b)Urban 9

Number of years for population to double 20(a )

Infant mortality rate (per 1,000 live births) (a )

Maternal mortality rate (per 1,000 live births) N/A

Maternl morality ate (er 1,00 liv bith)N/
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& ,. Most
Recent

Estimate
Health Resources

Government health expenditures (recurrent only):
Total (millions of US$) N/A
As.--of.all-government expendit;iesN/

.. Per capita N/A

Population per physician 5,700

Population per nurse 1,944

Hospitals (population per bed) 412
Hospital beds per 1,000 population 2.4

Community water supply (% population served) N/A

Units ov Valuation

The official unit of currency in Rhodesia is the Rhodesian
dollar (R$). :Current official rate of exchange is R$1.0
U.S.51.44.

Sources:

a. PopUiation Reference Bureau, "World Population Data
S.et, 1978", June 1978.

b. AID, Framework for United States Assistance Prorams,
March 1977.

I)] 

/



II. A PROFILE OF RHODESIA: THE CONTEXT OF HEALTH AND

DEVELOPMENT

A. PHYSICAL FEATURES

Rhodesia, a southern African country with a popula-

tion of more than 6.6 million, lies between the Limpopo and

the Zambezi Rivers (see Map). Landlocked, Rhodesia depends

on rail routes to Beira and Maputo in Mozambique and to Cape

Town, Durban, and other ports in the Republic of South

Africa. The country has four relief regions: the high veld

at an altitude of over 4,000 feet, the middle veld with an

altitude of over 3,000 feet, and the low veld at less than

3,000 feet which occupies the Zambezi, Limpopo, and' Sabi

Lundi River basins; lastly, the narrow mountainous area

bordering on Mozunbique known as the eastern highlands.

Temperatures are moderated by altitude, and range

from 22"c in October and 130c in July on the high veld, to

30*c and 200c in the low-lying areas. Rainfall is largely

restricted:'to the summer months (November to April) with a

mean annual rainfall ranging from 55 inches on the eastern

highlands, to 30 inches on the high veld, and to less than

15 inches in the low veld of the Limpopo River valley.

The soil varies in quality and is sandy and infer-

tile in "over half the country." Many areas, however, are

amenable to improvements by irrigation' and large-scale

irrigation works have been sta'rted in recent years in

the southeast low veld.
6-
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A wealth of mineral deposits, including goldf asbestos,

chrome, and copper are found mainly in the'high veld. Coal

is plentiful, and electrical power stations on Lake Kariba

provide ample electricity. There is no oil in Rhodesia.

Approximately half the area is set aside as (a) Tribal

Trust Lands (41.5 percent of total area) and (b) African

Purchase Areas (5.2 percent). The remaining land belongs

mostly to white city dwellers and to the country's 6,000

white farmers (46.7 percent of total area) or is natural

game and forest reserves (6.6 percent of total area).

B. DEMOGRAPHIC PROFILE*

Cecil Rhodes, the British-born empire builder, sent

his "Pioneer Column" from South Africa, in 1890 to become

the first white settlers in the land north t the Limpopo.

They encountered two nomadic tribes: the Shbnas and the

Mataboles, numbering together not more than 350,000. Today

the descei'dants of these tribes, along with migrants from

neighborinji countries, constitute the African population of

Rhodesia -'numbering over six million. The white settlers,

mostly of %ritish and South African origin, number approx-

imately 277,000. In addition, there are close to 22,000

Asians and other non-whites. The listed total population

for 1976 was 6,650,000.

References 9 (Gelfand) and 13 (Lelstner], also 25.



- 9 -

Birth and death registration is compulsory only in

designated areas of Rhodesia. Population statistics are

therefore based on estimations, and vary somewnat according

to different sources. Official data are derived from

projecticnz [.ised on the otticial census taken in 1969.

Between 1901 and 1975 the racial groups increased from:

(1901) (1975)

African - 500,000 (97.7%) to 6,110,000 (95.3%)

White - 11,000 (2.1%) to 278,000 (4.3%)

Asians &
Other
Non-Whites - < 1,000 (.2%) to 20,900 (.3%)

TOTALS 512,000 1100%) to 6,408,900 (I0C%)

The prest±nt racial distrinution is roughly as follows:

African - 95

Wh ite - 4. 5.

Asians - 0.5%
Othe r
Non-Whites

Dur~no 1977, it has been estimated that while the

African population increased by 3.6 percent, the white

populaticn for tre first tim- in the history of tne country

expeirencd a !ecrv_*as, over t p.! ureviou. -Year of 5,000.

The current Dlack R:.odesian birth ra %as neen

estimated as 52 per 1,000; the fD'ilowlnj estimates for the

total population are q'lven f)r mid-year 1975.

Total Pcpulat',on - 6,310,000

Crude birtn Rate - 48
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Cr Iude Death Rate' 14

Rate of Natural 1 .4%
Increase

~The high birth rate' in the black population is assoc-

iated with a high infant mortality rate in the'rural areas,.

and with polygyny, 'which persists where maternal mortality .

is experienced and feared.

A further feature of population growth is the increase.

in the working-age group (15-59 years). In total numbers,

this age group increased by 574,000 between 1970 and 1975--

a number equivalent to between 50 and 65 percent of the

total previous work force.

At the same-time, the white population has fluctuated

with the political and economic vicissitudes of the Country.

0 Immigration averaged 9,000 per year between 1954 and 1957,

and continued (with some decline during the Federation

period), until 1971. Since then, there has been a stedy7

emigration: between October 1975 and October 1976, 5,400

people left the country. (4, page 11]

Urban-Rural Distribution

of the total population of Rhodesia, 20- percent is

urban; of the white population, 85 percent is urban. The

extensive farmlands occupied by the remaining rural white

population (15 pe rcent) are in the hands of 6,000 white

farmers or farming companies. TYie highest proportion of the

' :: " : '- " ]' : :i : "'; r ': , :D/: /" : ;": 
'

: "7'' ' 7 ! )'! ) i -i : ' ' '" "......("



wu onle Salisbury, capital (approxi-

mately 566,000 in 197 )f and the four other major cities.
/4/

About four percent lP6e in small towns of under 2,000

Population each.

About two-thirds of the black popuat Ion 1~~
the Tribal Trust Lands,(?Ls). These are the 166 areas set

aside f,r black Rhodesians in the tribal tradition of

commuliity cwnership. More recently African Purchase Areas<1
have been acquired by the government for resale to Africans

who can aA.'ord to establish themselves in a cash economy.

The remaining one-third of the black population ,is

distributed as follows.

40 percent: employed on white-owned farms
15 percent: in domestic service
45 percent: live and work in the towns

More than 80 percent of the black population resident

in TTLs are women and children, as shown in the following

statistics,

Age-Sex Composition of Black Rhodesians by Locality

Localitv Children Men Women
White Areas (includinq towns): 39.2% 38.7% 22.1%TribalTrust Lands: 53.3% 19.2% 27.5%

This preponderance o-' women and children in the rural

TTLs eflects the migration of rural-based black males

seekin, work in mines and industry, leaving much of the

labor o subsistence farming to women and old men. The data

~.1



.also imply issociated social problems ariing from the

separation of parents and female heads of rural households.

In addition to the Asian and other non-white population.

which is almost 100 percent urban, Rhodesia imports labor

for iines and industry from neighbpringcountries;.of. . .

this population 67.4 percent are men, 23.4 percent women,

and 9.3 percent children.

The gro-wth'rate of the black population and its urban-

rural composiiion are currently subject to the effects of

wide-scale mobility and instability; many refugees are

fleeing the country or from the danger zones in rural areas

into the towns. Moreover, th, government is sending thou-

sands of rural people into protected villages. In these

circumstances population data, including health and vital

statistics, are based on considerable guesswork.

C. HISTORICAL AND CULTURAL CHARACTERISTICS

Eighty years ago the country which is now Rhodesia

was populated by two warring tribes: the Mashona and the

Matabele (which today constitute 77 percent and 17 percent,

respectively, of the black Afric,;it population).

Six years of bitter fighting with the white settlers

from South Africa ended in 1896 with peace terms which gave

the Bri!Ish the rights to develop and govern the country.

Why-n Cecil Rhodes died and was buried in the "Dwelling

Place of the Spirits,"--a place most venerated by the

-, -, I

I I.. . ., : : i: : . . . . . . . .. .. .
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African tribes, his brother said that this was proof that

;the ..ite men and the Africans would be "friends and bro-

thers forever."

But in resistance to gnting full citizenship to

..... blacks, ..which-.was.. a.,.condition.for .granting- of..independence- ".-

by Britain, this self-governing colcny unilaterally declared

itself independent in 1965 and vowed to maintain white

supremacy and the discriminatory policies which had char-

acterized the blac "white relationship since 1890.

Today some say there are two Rhodesias: one is the

sophisticated, prosperous white Rholesia, farming and

mining the rich land, or living and working in the pros-

perous cities (Salisbury and Bulawayo have been called "two

of the handsomest small cities in the world"); and the other

is the Rhodesia of the Tribal Trust [ands, seemingly un-

touched bythe 20th century, where the soil is generally

poor, the farms produce enough only to keep the people in

poverty, and essential services are inadequate and often

inaccess ible,

Rhodesia is predominantly a Christian country, but
in the black population, belief in spirits, ancestor

worship and polygyny persists in some areas.

Contact between white and black (with a population

ratio of 1:20) is close and continuous in the work place and

is not altogether prohibited socially. While schools,



hospitals, and housing are s e g r eg a t e d ,-!h o t e l s , bars,i and

trnportation are generally openr to blacks who can afford

them. . .

More than half of the ,Rhodesian regular army andl .,

........ two,-thirds sof -the-police.e, fo rce-are: b la ck. .--Fifty- th ree ..... -

1percent of the student body of the University of Rhodesia is

black, and in the Government, 10 of the 23 senator s-and, 16

of the 66-member Assembly are. black. I

Rh'esaswhite pouainhas it cultural \r i g

in England, South Africa, and other-western industrialized

countries. Basic values come out of traditions of indivi-

dualism, competitiveness, and/or capitalism. Rhodesia's

economy and its way of life have been dependent upon

the existence of a subservient working class which in turn

must depend on it.

Black Anricans, on the other hand, whose tri bal values

arevested in family and communal living, are linked to a

paternalistic go ement which provides or and deaends

basic needs, and to the Church which ofers education and

medical care to counter the ravages o poverty and disease.

In addition to the cultural conflict between the black

and white races, another cultural element is contributed by

the approximately 21,0ic Asians and other non-whites who,

being predominantly urban traders andcratsmen, have in-

jected the tlavors of eastern diet and rituals into the

the xisenceof subervent orkng casswhic intur

**
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African townships. Some say that they have forged a link

between comunal and competitive value drives.

The offi9 al language of the country is4Ongli~sh. The
major Africa', languages are Shona and Ndebele. Between 20

and 30 percent of black African adults are literate. .

D, THE POLITICAL SYSTEM
Since its separation from the Republic of South Africa

in 1923, to become a self-governing British col.ony, the

Rhodesian government has been styled on the British parlia-

mentary system. After the Unilateral Declaration of Indepen-

dence (UDI) in 1965, a new Constitution was adopted, having

been endorsed by a predominantly white electorate. The new

Constitution was based on the parliamentary system with a

President as Head of State replacing the governor who had

represented the British crown.

Legislative authority was vested in the President and

Executive Council--an advisory body made up of the Prime

Minister and members of the House of Assembly.

* The Senate: 23 members, 10 whites elected by
w tes,_ I0 blacks elected by an electoral college
of black Chiefs, and 3 Senators (white and black)
appointed by the President.

e The House of Assembly: Consisting of 66 members,
16 of whom are black. An increase of black member-
ship--not to exceed half the total membership--is
provided for under the Constitution. However, suchan increase is conditioned upon the overall income
tax of the black electorate reaching a certain
proportion of that paid by whites (a mere 2,362,
Africans were eligible to vote in 1974). [lb, page
7131



S... lack members of both .hokses-are elected. .,, a' way

"r asi to equally. represent the two major black populations, the-

* I. Matabeles and the Mashonas. " onl. The..

The cities and towns come pder the authority ,of, .

councils elected by the local white populati''ns only.

Tribal Trust Lands are divided into chiefdomst each chief

having a group of headmen who administer subdivisions or

"wards" within the chiefdoms.

., Chiefs are mostly appointed by the government; if

chosen by the people as the traditional head (by succession

or legacy), they have to be approved by the government.

Many ehiefs have supported the white government in the

present struggle, but of those who support the liberation

movement a number have been detained.

The other branch of government--the Judiciary--is

patterned on the Roman-Dutch system operating in the Repub-

lic of South Africa since early in the century. Its compo-

nents are:

1. The High Court with two divisions:

a. the Appellate which is the highest court
of appeal and is presided over by the
Chief Justice, the Judge President, and
a Judge of Appeal;

b. the General Division which consists of the
Chief Justice and judges.

2. Magistrate's Courts, established on a regional
basis with two divisions, criminal courts,
and civil courts.
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Since 1976, special courts and new laws have been

established to try cases arisingfrom the activities of the

liberation movement. Citizens may be detained by any police

officer, held for 30 days without right of appeal, and may

be detaied.indefinitely..on--the authorit-o -te-iitro

Justice, Law and Order.

The form of government outlined here may have signifi-

cance only in so far as its principles are entrenched in thee?

new constitution proposed by the "Rhodesia Constitutional

Agreement" signed in March 1978 by Prime Minister Ian Smith

and the three black moderate leaders who agreed to negotiat e

with him. On the other hand, the parliamentary system may

speak to independent Rhodesia as a tool of white supremacy,

and as such may be uitimately rejected.

Rhodesia's Unilateral Declaration of Independence (UDI)

in 1965 was followed by United Nations sanctions, which had

serious if not immediate effects on the economy. At the

same time, the black nationalist movement, supported by

neighboring countries stepped up its activities both in

guerilla warfare and in the recruitment of civilian and

military followers in a determined resolve to take control

of the government from the white minority. Despite pressure

from the West, and from the Republic of South Africa, Prime

• Details of earlier constitutions can be found in Africa
South of the Sahara, 1976-77.



Minister Smith refused to negotiate with the (exiled)

black leaders. Instead, he increased his defence Ispending

by 40 percent; his police force by 25 percent, recruited

mercenaries into the Rhodesian army, and dropped the minimum

-age of enlistment from 18 -to-16 years.--Repressive measures

against the black population include detainment without

trial, the development of "protected villages" for rural
'I

peore suspected of potential anti-government activity, and

attacks on guerilla bases in Zambia and Mozambique. These

measures have apparently not lessened the strength and

number of the guerilla activities within Rhodesia.

Under the stress of economic sanctions and in the

face of the too-liberal V'(for the whites) terms of the

proposed Anglo-American settlement, Prime Minister Smith

announced on November 24, 1977, that he was prepared to

negotiate a settlement with African leaders.

The three more moderate of the black leaders led

by Bishop Mazoweri agreed to participate in negotiating a

constitutional settlement leading to majority rule, safe-

guarding the living standards and the confidence of the

whites, and retaininq the security forces and judiciary.

The Patriotic Front (a fusion of ZANU under Mugabe and

ZAPU under Nkomo) adamantly rejected the Smith plan and

declared the Anglo-American proposals at least ,a basis for

discussion.
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Without them, Smith announced that the new interim

government, including the moderate black leaders, had

reached an agreement leading to majority rule. Negotiations.

between Nkomo and Smith in 1978 to bring ZAPU into the new

government broke down and Nkoo reaffirmed hisoppositionto

future dealings with the "Smith government."

The Rhodesia ConstitufAonal Agreement includes major

increases in black representatilon in governmert; a declara- /7

tion of rightslargely focussedon compensating whites

for losses they may incur; and an independent judiciary.

Independence was to be declared on December 31, 1978; the

date has now been moved to the Spring of 1979.*

It was expected that the three black leaders in the

interim government would gain black support, would curb

the guerilla attacks, and would sway the rural masses--

presently committed to the purposes of the Patriotic Front--

to the government side.

The Organization for African Unity (OAU), and most

of .he international community have conidemned the plan on

the grounds that no solution is acceptable that has not had

the full participation and agreement of all the parties.

The Patriotic Front has had off-and-on talks with Briti\gh

and American representatives in anticipation of the failure

* Details of the Agreement Are listed in UN Document A/ACl09/
L.12140" p. 13-17 (Ref. 3).
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of the present agreement and a review and revision of the

Anglo-American proposals by all the parties.

The country continues to be ravaged by guerilla war;

the operation and development of essential services have

.. -been -seriously disrupted, and thousands- of -people have-been........... -

forced into exile or displaced within the country.

E. THE ECONOMY

Rhodesia's gross national product for 1975 was esti-

mated at US $2.8 billion or US $430 per capita. While most

of the developing countries (including sub-Sahar,,n coun-

$" tries) are dependent on agriculture or mining as the main-

stay of their economies, with other commodities playing a

secondary role, Rhodesia's economy is. diversified and highly

developed. Manufacturing generates 27 percent of the GNP,

agriculture 16 percent, and mining 7 percent.

In 1973 the gross output of Rhodesian industry in-

cluded:

• Metals and metal products - 23 percent
• Food stuffs - 22 percent
* Chemicals and petroleum - 13 percent

products
* Textiles - 10 percent

As a percentage of the gross domestic product manufacturing

increased from 17.9 percent in 1966 to 24.8 percent in
Iv

1975. The fact that the Rhodesian economy does not depend on

income from one or two export commodities, and that it can

draw frm a diversity of products at home has enabled it to



withstand the sanctions on imports imposed by the United

Nations in 1965 (see Table i for gross domestic product by

sector for the years 1966-1975).

While economic pressures played a major role in the l
white regime'.s surrender. to_ the-.concept.. of majori rule,-

foreign capital has (since ,DI) constituted 37 percent of
listed investments. The Patriotic Front, however, is

commi ed to a reversal of white domination and to equitable

distribution of land and employment opportunities; and the

future economic structure of the country is a matter of

speculation for politicians and investors as well as tor

economists.

Reports abound on the plight of the exploited black

African "unskilled" worker in Rhodesian industry, farms, and

mines. Great.wen1th has accrued from the availability of

African labor. The ratio of white workers' average earnings

to black workers' earnings is about 11 to 1. In ,iropean-

owned farms, where employment is 99 percent African, this

earninqs ratio is 24 to 1 (see Table 2 for a sumnmary~of

black-white earnings differentials by ,mployaient sector in
1974).

*11e majority of Africans, however, do not participate

in the market economy, and depend on subsistence farming iii
the overpopulated Tribal Trust Lands (TTL). The average
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annual income of the 675,000 farmers in the TTLs is not over

US $200 per capita. On the other hand, the 6,000 farms owned

by white farmers (who market 80 percent'of their production)

were subsidized by the government in 1977-78 in the amount

_--f 92milin-(13~

F. AGRICULTURE AND/,{IVESTOCK DEVELOPMENT

Agricultural roduction in 1973 was valued at R $311

million, of whichfR $42 million was produced and consumed

by rural househotds ,, Of the gross marketed output (R

$269 million), 60 percent was field crops, mainly tobacco,

corn, and cotton; livestock accounted for the remaining 37

percent.

Agriculture provides 17 percent of the GDP and employs

36 percent of the national wage-earning workforce. While

climate and rainfall determine the suitability of the land

for crops or livestock, legal restrictions on land occupa-

tion and ownership determine the use of the land and the

distribution of the wealth accruing from it (see Table 2).

Major crops are corn, tobacco, ground nuts, and cotton;

a variety of other crops, including sugar, are produced.

In the TTLs nearly 40 percent of the cultivated land is

devoted to corn, 95 percent of which is consumed by the

people.

The number of white farmers, particularly tobacco

growers, decreased between 1965-1969 by.2,000, mainly due to
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the impact of UN trade sanctions. Government recruitment

programs had increased the number by about 700 from 1969

through 1973. -

The importance of white Rhodesian farming to the

country's~ economy is refIec-te6d i n the many IIg Iov -er In me-n t
investments in irrigation projects, in agricultural re-

search, in price guarantees, as well as in subsidies to

farmers. Currently (1977) 180,000 black Rhodesians are

employed on white-owned farms at wages "significantly

lower than unskilled urban employment." [4, p. IV-71

The gross value of agricultural output increased by R

$183.7 million between 1968 and 1974. Crops accounted for
two-thirds, and livestock for one-third of the total.

Land tenure restrictions have been a basic element in

rural African poverty and will undoubtedly be the object of

much attention during the transfer to majority rule.

It is estimated that with development on the TTLs of

agricultural technology and the extension services as

presently available to white Rhodesian farmers, the coun-

try's agricultural yield could be quadrupuled. The poverty,

malnutrition, and disease which characterize the TTLs are

incongruous in a country which already is self-sufficient in

food production. [34, p. 511.
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G. INDUSTRY AND MINING

Asbestos, gold, copper, coal, and chrome have been the

* principal materials mined in Rhodesia. In 1965, when the

last official figures were published, they accounted for 88

percent of the total mining output, valued in 1973 at R $136

million.

Detailed tables of Rhodesia's income and expenditure,

trade and increases of payments are included in the report

of the Southern African Task Force, Chapter 2. See also

Average Annual Earnings by Sector," Table 14 in D.G. Clarke,

The Distribution of Income and Wealth in Rhodesia, Mambo

Press, Socio Economic Series No 7.

H. TRANSPORTATION

Rhodesian Railways is a state-owned corporation

providing public transportation of passengers and goods in

Rhodesia and Botswana.

Until 1973 the railway system was linked to Zambia

through the Victoria Falls Crossing, and until 1976 to the

ocean ports of Mozambique. Today it is linked to South

Africa through Botswana and Beit Bridge, and to its overseas

markets through South African ports. It is the largest

industrial organization in the country, employing nearly

20,000 workers. Its assets in 1968 were valued at R $70.0

million. According to the Monthly Digest of Statistics,

Rhodesia Central Statistics Office, April 1976, the freight

.....
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tonnage hauled by the Railways rose from 9,886 M.T. in 1968

to 12,800 M.T. in 1975 and increase of 29.5 percent in seven

years.

The system covers approximately 3,415 kilometers, and

operates a complementary Road Motor Service over an addi-

tional 12,000 kilometers over 80 routes to areas not weil-

servfr by the railway.

A network of roads connects all the urban centers;

roads in the TTLs xist, but are mainly gravel.

Air Rhodesia, the national airline, is a state-owned

corporation establiso:i in 1967. (Air services to all

-ountr-es except South Africa had been cut off in 1965.)

There are two nternational airports, at Salisbury and

Bulawaso, and numcer of aircorts for domestic traffic. In

addition to Air i hodesia, several private companies provide

air travel.

I. ECUCATION

In the lignt of present war condi.'iois in Rhodesia,

the education system as documented in official reports docs

not a!ways re:!,>ct the actual Sltiation. The lineration

army in their iueria attacxs .n ., rocean-controlle,j

instit it, : at e li :er3t' attacked schools. "qever-

theless, nv t..e end of Jul., i977, 300 :rimary and nine

secondarv Schcol, -'ad been closed. Il, pg. 67]
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While children and their teachers have occasionally

been "kidnapped" by the guerillas for training in libera-

tion camps, many more have been herded by the government

into "protected villages", where schools and other social

.. services -are makeshift-or non-existent. ..

A feature of the present situation in Rhodesia is the

exodus of both white and black teachers and the emigration

of white and black students to be educated in other coun-

tries.

Nevertheless, the education system in Rhodesia is as

good or better than that of most of the countries of South-

ern Africa. The adult black Rhodesian literacy rate is 30

percent. Between 1971 and 1975, there were 2,500 primary

school teachers enrolled in training centers for the primary

teachers' higher certificate.

Primary and secondary educational facilities are

separated by race, with advantages for the white population

in all aspects of the system. Some comparative figures

follow: [4, IV. 291 (1975)
Black White

Primary: percent of age group enrolled 66.5 90-100

percent of age group last year 45.4 90

Secon-
dary: percent of age group enrolled 7.7 90-100

percent of age group last, year 4.3 90

Expenditure per student R$ 39 411
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The "private" school--a feature both of British educ-

ation (and therefore of white Rhodesian) and of missionary

n work (and therefore of black Rhodesian) plays a major role

in the country. While heavily subsidized by the government A

and subject to-national-edu cat ional stand ards fprimary-and .

secondary white schools are respectively 12 percent and

41 percent private. The majority of African children attend

mission schools. .L

Although 20 to 30 percent of lack schools are reported

to be mission or private schools, their enrollment in 1975

was 726,00= -children, as compared 4o 83,000 in government

schools [8, pg. 668). There is a severe shortage of secon-

dary schools in the TTLs and they hold little attraction for

trained teachers.

Post-secondary schools are integrated except in agri-

culture where Africans are trained separately. Since 1965

trade and agricultural zchools' enrollment has increased by

23 percent and the University enrollment has doubled.

Government expenditure has increased accordingly. These

institutions are important to the country in terms of pro-

viding teachers as well as skilled workers (See Table 3).

Nevertheless, in 1976 there were only 200 black African

students in technical courses (of a total of 1,410) and none

in commercial courses (of a total of 1,250) or adult educa-

tion courses (of a total of 916). [14, pg. 15)
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The disparity in white' and black education in Rhodesia

apparently reflects government policy aimed at the continued

provision of untrained and unskilled workers, and at ensur-

1-ng that competition between the majority black and minority

white' 'opulatlons wil be kept to a minimum.*

However, for those Africans who do graduate from

the University, few career opportunities are open. Only in

the last few years have African graduates been able to enter

the medical and technical fields. Until then, opportunities

were limited, in the main, to school teaching and religious

ministries. [16, pg. 141

The integration of white and black education is

likely to be a major policy of the new majority govern-

ment. Problems in equalizing quality standards throughout

the system will have to be dealt with and the preparation of

black students to replace whites in the administration, in

commerce, as well as in the services, will have to be under-

taken.

On attaining independence, many countries have been

faced with considerable "losses" in trained manpower. In

the rural areas in Rhodesia the shortages of medical and

para-medical staff already are reaching crisis levels. The

* For a fuller account of the education system in Rhodesia
with accompanying statistics see Chidzero, Education and
Inequality (14, pg. 13-24)
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University admits approximately 80 medical students per

year, but the majority of Rhodesian doctors go to the UK

and South Africa for training.

Training centres for nurses, midwives, and some

other health professionals are slowly coming into existence

with gov,rrent support [2, pg. 223, , through the Red Cross

[17, oq. 224i , the Planned Parenthood 4ssociation [17, pg.

2201, and in area3 taken cver n 0 the lineration movement.



III. THE HEALTH SECTOR

A. A PROFILE OF THE HEALTH SITUATION IN RHODESIA

1. Health Status and Patterns of Morbidity
and Mortality

As discussed in previous sections, Rhodesia's wealth

has been exploited primarily by the privileged white popu-

lation and by investors outside the country. Health ser-

vices provided by the government and by private agencies to

the African rural communities (reportedly 80 percent of the

government health expenditures) have not lifted that popu-

lation's health status to a level comparable to that of

A whites living predominantly in urban communities of the

country. Discrimination in land ownership, education,

employment, and in participation as full citizens in policy-

making and government, has had its effect on the standard of

living of the black Rhodesians, and consequently on their

health.

The general health situation described here is thus

characteristic of a developing country. In Rhodesia, how-

ever, the general health situation of the African popula-

tion contrasts very unfavorably to that of the relatively

affluent and well-nourished whites who are well-served with

modern medical care and adequately protected from the

environmental health hazards which are endemic and, at times

epidemic, in the predominantly African rural population.

- 33 -
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A major health problem facing the new Zimbabwe regime

will be the adaptation of existing services on an equitable

basis in a way that permits equal access to the entire

population.

In additon* 'no Matter how theyaretobe organized-

health services will likely be overburdene,( in handling the~/

health effects of the war, which has seri usly disrupted

life and health throughout much of rural Rkedesia.

The disease pattern of Rhodesia s white population is

that of a modern, affluent people: the degenerative diseases

account for a major portion of morbidity and mortality, the

accident rate is high, and children suffer mostly from acute

episodic diseases. This small white population is closely

surrounded by a larger population suffering from the effects

of urban poverty, discrimination, poor working conditions,

large families, migrant labor, poor housing, unsafe water,

and environmental pollution. But the urban white popula-

tion is relatively well-served, particularly in respect of

curative care available at urban hospitals. The major

burden of disease is -.n the rural population of the TTLs

and among the people who work in the country's lucrative

farming and mining industry.

The Secretary for Health in 1973 reported as follows:

"...smallpox has been eradic&ted; malaria and sleep-
ing sickness controlled; tuberculosis, which in the
early 60s threatened to reach epidemic proportions,



p

\ has been havp' in incidence in the last ten! years; '

-i leprosy, ,i hin sight of eradication; the c6ntrol of
measles,..:simply depends on expansion of vaccination

fac ltis.PCM is slowly succumbing to edurcationl
and the distribution of milk and other p~rotein foods."
Gastro-enteritis,... better preventinadtemn.
Bilharziasis .. on the increase,..(there is a) need
for improved environmental hygiene... Both section

on te poulaton icresingy'suferfom psyios6
matic disease and mental health problems."

The Secretary remarked that one segment of the popula-

tion is interested in transplant surgery, while another is

concerned with "excessive infant mortality."

a. Disease: Urban

In considering the training of doctors to meet the

health needs of the population Dr. Michael Gelfand* pointed-

out that both rural and urban Africans are becoming m ore

scientifically-minded and are using _ he technology avail-

able in the large hospital centers. Appearing at greater

frequency than 20 years ago among all black Rhodesians, but

not as frequently as among whites, is coronary thrombosis,

thyrotoxicosis, and ulcerative colitis. In Harari Hospital

in Salisbury, blacks Are now admitted with diabetes and

appendicitis, both unusual heretofore. The following lists

of the most frequent reasons for admission to an urban and a

rural hospital in 1969 are given for comparison.

*Professor of Medicine, University of Rhodesia.
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Urban Rural 4'

Trauma Deliveries
Respiratory problems Bilharziasis
Infections and parasitic Respiraic0ry problems
diseases Ankylostomiasis

Complications of pregnancy Enteritis and diarrhea

Disease of the digestive Pneumonia
system Nutritional deficiency ,.

Neoplasms Bronchitis-Asthma
Diseases of the genito- Anemias

urinary system Skin infections
Fractures limbs

b. Disease: Rural

The most common causes of death among rural blacks

are: malnutrition and vitamin deficiency; gastro-intestinal

diseases; tuberculosis and measles (16, pg 11,0; or combina-

tions of these, or one of these as a secondary cause of

death. For the most part, these are preventable causes of

death; 35 percent of deaths from these conditions occur in

young children, 65 percent in older children and adults.

The most common illnesses among rural blacks are

infections and infestations which occur in adults and

children alike, more often leading to death in the latter,

but chronically debilitating, in both.

The major infectious and parasitic diseases in the

rural black populations are schistosomaisis, malaria, and

tuberculosis. Leprosy is endemic; 446 cases were reported

in 1976. [18, pg. 1141

The irrigation schemes introduced into Rhodesia, the

Kariba dam being the classic example, while beneficial
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to economic development, are major causes of the spread of

schistosomiasis. A study of the disease in 14 African coun-

tries in 1963 showed that in a populat'ion of 100 million peo-

ple, 34 million werei-fected. Another study in sho

1952 0.3 percent of French West-Africans died from this di-

sease; other studies have emphasized that many of these

infected develop only mild symptoms of the disease or none

at all.

The Kariba dam, originally designed as a joint project

of the Rhodesian Federation (S. Rhodesia, N. Rhodesia [now

Zambia,] and Nyasaland (now Malawil) resulted in mass move-

ments to the cities, to Lake Kariba, and to different parts

of the area. Human migrations to and from water supplies

are responsible for spreading schistosomiasis. Control

depends on preventing contamination of the water as well as

on the routine application of molluscicides to water bodies.

Longitudinal studies of non-infected people to ascertain 1he

rate and season of infection would help to determine the

transmission potential in an area. In one such study, it

was found that transmission decreases in the cooler months,

also that streams implicated in S. mansoni were successfully

treated by the "dam and flush" method after which no -further

spread was noted for a period of three years (Feb. 1973 -

Feb. 1976). [31, pg.5]*

* For a reportedly effective method of control carried
out in the S.E. Lowveld, see report by A.E. Evans, April
1978. [311
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Other infections include:

Trypanosomiasis, (sleeping sickness), confined almost
entirely to the Zambezi River Valley, transmitted by
rodents and contracted usually only by people who are
malnourised.

Malaria, Tuberculosis, Leprosy and various helminths
and bacilliary infections. While the incidences of

Ube f hiese conidlidiii,-nshav& -de1isiTd ("t -ber-iulOsis
and leprosy), others remain high or increase period-
ically (malaria), and the burden of chronicity on the
population is such that comprehensive health and
nutrition improvement programs are urgently needed to
promote resistance to infections even while enviro-
mental programs get under way at a slower pace.

c. Diseases: Mining

The mining of Rhodesia's mineral wealth causes certain

health problems for the industry's work force.

Mine workers are generally migrant laborers who have

left their wives and children at home in the rural area. In

addition to the psycho-social problems of disrupted family

life, the man away from home can be exposed to venereal!

disease. The incidence of both syphilis and gonorrhea are

high among mine workers. If untreated he can infect his

wife and obviously jeopardize any subsequent pregnancy.

Sterility and still births among African women are major

factors in the "cultural" resistance to family planning.

Pulmonary tuberculosis and a wide spectrum of respir-

atory conditions are known to be related to the mining of

gold, coal, chrome, asbestos, and copper. Few studies

have been carried out ar-d those usually during the period of

employment or a short time after leaving employment.
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Current knowledge of the cancer rate among people who

have worked with asbestos has not been applied as yet to

these mine workers.

Government policy dictated in 1973 that the mining
... industry should develop its own health services,.not only-in

relation to the working environment, but also with the

provision of primary medical and health services [2, pg.

232). (Many mining companies do run their own hospitals).

While the Ministry's aim was to relieve the major hospitals

of the pressure of patients, there could be an added advan-

tage in industry's concern for, and research into, the

factors implicated in work-related disease. It would

be most beneficial if such services and research were

extended to the family members whose health and welfare is

largely determined by the health of the working member.

d. Accidents

Accidents, a major feature of tho mining industry in

any country, are probably as well, if not better, prevented,

treated, and/or compensated for as in most countries in the

region.

Industrial aid work-related accidents in Rhodesia

occur to a large extent both in the mining industry and in

agriculture. A total of 41,701 work-related accidents

were reported for the country as a whole in 1973-74 [25 pg.

21, of this number 3,410 occurred on European-owned farms.
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Among plantation workers in that year, there were 57 deaths,

a mortality rate only slightly lower than the national ave-

rage of industrial accidental deaths. In cane cutting in

the Lowveld, 26 percent of the accidents were corneal in-

juries and l2,percent were from the use of the cane-knife.

The fatality rate for tractor drivers is twice that of the

UK. Agriculture-related accidents accounted for 22.6 percent

of all man-days lost on claims met by the Workmens Compensa-

tion Act.

Statistics on work-related accidents and disease are

derived from claims on the Workmens Compensation Act. In-

eligible to claim under this Act are uninsured workers

(domestic employees and 'casual" laborers, who may repre-

sent over 25 percent of the agricultural work force). For

those covered by Workmens Compensation, the level of dis-

ability pensions is based on the wage earned; however,

children's benefits, medical costs, and widow's pensions are

fully paid.

2. Food and Nutritional Status

The per capita food production index for Rhodesia in

i975 was 91 KT, having dropped from 95 in 1965 but risen

from 80 in 197J (27, pg. 11). The average per capita

protein intake of the population (percent of FAO req.) is

171 percent. One source observes: 19, pg. 94)



Rhodesia...is one of Africa's most prosperous coun-
tries. Its farms produce far more food than needed
and, with further irrigation, agricultural production
could be quadrupled.

Ten years after UDI, in spite of trade sanctions

Rhodesia was still exporting half of its marketed food

outpu and- wa-agl needn of basic food imports.

Crops continued to increase in output: soybeans increased

60 times; wheat 26 times; maize 6 times; groundnuts 4 times;

cattle and milk products 2 times. Di.tween 1968 and 1974,

the value of European farm production increased by over $320

million, of which 80 percent was marketed; African produc-

tion increased by R $120 million, 25 percent of which was

marketed. African farmers produced about 30 percent of the

total corn production, the chief staple, of which only 5

percent was marketed commercially. [4, IV-41

Althouqh malnutrition for decades has been the most

widespread health problem in the country, recently its

severity has been lessened: the "starvation--which once /
stalked isolated village communities in time of drought

fnd crop fail<ire--was less of a problem in the 1970's."

1Z " 23, pg. 293! Amelioration of the malnutrition problem has

occurred despite overpopulation in the TTLs.

Nevertheless, malnutrition is a major health problem

both in the overcrowded townships and in the rural areas.

Maize and cereals eaten as staples are deficient in protein,

calcium, and vitamins. A, B, and C. Yet these staples
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comprised over 75 percent of the food intake of rural

Africans. Meat is consumed usually only at celebrations.

Eggs, vegetables, and fruit are available, usually in

shorter supply in rural than in urban areas.

j" Government., policy dictated that the TTLs-should.

produce enough to provide for the population's needs. Much

of the land is overgrazed and barren; the population has

increised and the land has become impoverished. In addi-

tion, the buying power of the Africans is minimal. White

wage earners are paid ten t.mes more than Africans who are

restricted to the status of unskilled labor. Eighty percent

of urban Africans live below the poverty line.

Farm workers in some areas are among the most malnou-

rished of the country's population. Given a daily ration of

grain, they are literally starved for protein and vitamins.

Children suffer from kwashiorkor while their families work

to produce the food surpluses which the country exports.

f25, pg. 1061

Many farmers pay part of the wages in food rations, to

be eaten by the worker himself, thus preventing him from

distributing his earnings among his family members.

Nutrition education is sometimes a feature of health

services in developing countries. It:'would seen that in

Rhodesia, however, nutrition education for Africans has

taken place through their daily observation of the eating

habits of the privileged whites on whose farms they have
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labored, in whose kitchens).'they have cooked, whose children

they have fed, and abo" a1l, whose fertile lands have

bordered on the poo"' and often barren lands of the TTLs.

Indeed, there are illustrations of these educational

ef fect s among those Af ricans who have _had the means to___
improve their dietary habits. /.

Dr. Gelfand of the Department of Medicine of the

University of Rhodesia questions whether the enriched diet

of the whites adopted by some Africans may not be respons-

ible for the increasing incidence of diabetes, economy

thrombosis, and peptic ulcer [28). But he cautions against

blaming the changed diet alone, when many other changes have
taken places simultaneously in the way of life of the urban-

ized African. Between the urban and rural Shona, he ob-

served differences not only in the food eaten but in their

meal habits. The urban African substitutes bread, marga-
rine, and jam for the rural porridge; 'drinks fresh rather

than soured milk, and eats fruit in much larger quantity.

Breakfast is routine in urban living, and is less of a

feature in ltural areas; sandwiches, bread rolls, and mineral
water are not known in rural areas, but are often consumed

at midday by townsmen. (28]

Another illustration of white influence on black
African nutrition was found in a study of 5,376 Africans

over a period of 2 1/2 years. With western acculturation,
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nutrition deficiency diseases decreased, but obesity and

caries began to increase. (29, pg. 13]

The Rhodesian Freedom from Hunger Campaign distributes

low-cost or free protein-rich food supplements to lactating

mothers .and , their inf ants, -and the nutrition -of-- these .

vulnerable groups is said to have improved radically. The

manufacture of supplementary food for malnourished people

has become a major business, now dominated by a consortium

of agricultural investors; on farms, it is supplied to

workers in lieu of wages. (25, pg. 1181

3. Environmental Impacts on Health

a. Housing

Salisbury houses its population of 123,000 in comfort-

able, well-built, and often highly luxurious colonial-type

houses. 'it is surrounded by ten African townships where the

municipal-built houses are often overcrowded, most are

without indoor running water, and few have indoor electri-

city. The black population is officially listed at 400,000;

in fact, it is higher. Some members of its small but

growing black middle class own their own homes, thinly

spread through the white suburbs. The average value of

black-owned houses is around R$8,000.

This picture is repeated to a greater or lesser degree

in Rhodesia's 14 other main cities and towns, where one

million blacks live in segregated municipal townships.
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These are the workers needed for the fast-developing manu-

facturing industries. They are subjected to residential

segregation by the Land Apportionment Act as amended in

1931.

Slum conditions largely prevail throughout the town-

ships. Originally these dwellings were intended as resi-

dences for transients, and are built in rows of identical

houses or blocks of flats.

The great broadening and advancement of industry in the

1950s and early 1960s coupled with poverty and overcrowding

in areas, forced the townships to accommodate an influx of

rural people into the cities. [17, pg. 3] Job seekers often

stay illegally with friends and relations; the unemployed

seek shelter; families double-up in single dwellings.

Shanty towns have sprung up to supplement -.irban housing;

these consist of temporarily constructed shacks in unsani-

tary conditions.

Urban African housing in many areas constitutes a

health hazard,'<especially to families with young children.
Further industrial development will call forurter ndstraldevlopen wil allfI substantial

input into the urban housing. But even in the situation.as

it is today, the provision of better housing and sanitary

conditions is of major importance.

A further consideration is the ownership of urban

housing (townships) by the municipalties and by a few large

industrial companies. Most municipal housing is subeconomic,
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but in Rhodesia's townships it is bydefinition for segrega-

ted blacks. People who can afford to buy, build, rent, or

otherwise invest in their houses aspire to a higher standard

of domestic life.

The housing of Africans on European-owned farms has

largely taken the form of compound dwellioq, comprised of

family units mostly of the pole and dhaka (a mud mixture)

variety. Compound inspectors report squalor, lack of

latrines, water shortages and generally poor sanitary

c Pditions in many compounds, More recently farmers are

providing centralized housing for their workers in the form

of single unit compounds. These are better built and

equipped but enforce a type of communal living not customary

to rural Africans. Overcrowding and lack of supervision

lead to slum conditions and squalor in many compounds.

(251

Housing in the TTLs is to a large extent the tradi-

tional, with the extended family living in a series of huts

built around a communal area. These are built of poles and

dhaka with a thatched roof. They range from primitive to

well-constructed, comfortale homesteads.

In the African Purchase Areas, housing is usually

built by the farmers themselves and has a more European

look: constructed of brick, embellished with a tin roof,

windows, and a few steps reaching to the front door.
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Private ownership has probably resulted in more ventilation

and sanitation improvements than have been effected by the

educational efforts of the,.health authorities.*

b. Water

Water supplies are adequate and efficiently treated,,-.,,
and controlled in the cities and in many of the smaller

towns and settlements; dams exist in some areas where the

rainfall is low and pressure is difficult to maintain in

piped systems. In rural areas people depend on streams

and rain storage tanks; the water supply is inadequate

and constitutes a major source of waterborne infections,

both through intermediate vectors and through contami-

nation by human and animal vectors.

The country is divided into six watershed zones in

which estimated potential for water supply is recorded

as a basis for planning and for setting priorities in

water resources development.**

Based on current utilization, population growth and

industrial development, it is estimated that, with appropriate

planning, water resources will be sufficient well into the

21st century.

Rural housing is more fully described in the chapter
on "Living Conditions" in Area Hand Book 1975, Reference
18.

** For a detailed report on water resources, see Ref. 17,
Pages 187-189.
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Water pollution control is an integral part of water

resource development and is the responsibility of the na-

tional authority under the Water Act of 1970. Local au-

thorities and industry are required to meet standards for

treatment df ffIent before'discharge int--water.. .

[17, pg. 1821

At the village level the provision of adequate supplies

of clean water to rural communities may be the most impor-

tant single factor in preventing disease and promoting the

health of adults and children. But it is the most expensive

and is 'ard to come by. The Provincial Medical Office of

Health for Matabele Land reports on the creation of 100

protected wells in a small rural area over a period of four

21l years (33, pg. 531. With the Health Assistant gaining

rthe cooperation and voluntary labor of the local people,

these wells replaced the old water holes in river beds used

by the people for washing, drinking, and cooking. Not only

did the new wells provide an adequate s pply of safe water

throughout the year but the people were better informed on

the relationship of water to health--a relationship of which

they had been largely unaware.

This illustration seemed worthy of inclusion in this

report partly as an example of what can be done at the local
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level, but also because a report by Lowenson, Secretary for

Water D velopment, makes no mention of the desperate need

for water in the African villages. The report speaks of the

Water Act in terms of management for economic development,

yet acknowledges-its-domestic recreational-use-in-the

following statement: (17, pg. 1911

Water is a focal point in our recreational and leisure
activities, whether it be swimming, boating, fishing,
camping or just merely enjoying the "water-scape" and
it seems that we are going to have more leisure time
in the future for recreational activity.

In countries such as Rhodesia, where water is costly

and in short supply, the competition among towns, indus-

tries, and agriculture finds agriculture the loser. Exam-

ples of this in Rhodesia are the domestic and industrial

growth of towns like Que Que and Redcliff which have placed

restrictions on the agricultural development of the area.

The question of where and whether irrigation schemes should

be adopted in the different water-short areas of the

country, what manner of irrigation, and for which types of

crops, are discussed in an excellent study of the subject

by G.J. Wilson, Department of Conservation and Extension,

1978. [17, pg. 15)

c. Sanitation and Waste Disposul

Excreta disposal in Rhodesia is by means of water-

closets in the cities, night soil collection in poorer urban

/i i
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areas, pit latrines in the compounds and in some homesteads

in the TTLS, and the neighboring bushes in the poorer areas

of the TTLs. Recently a better constructed and ventilated

pit has been designed at the Blair Research Laboratory which

is an improvement on the old, appears to be acceptable

to the population, and inexpensive to install. [35, pg.

751

4. Population and MCH/Family Planning

Rhodesia's Department of Census and Statistics main-

tains reliable data on urban vital statistics. For rural

areas projections are based on the 1969 national census

and estimates are made on periodic sample surveys.

Population growth is considered a major health issue

by the government and is not greatly affected by education

and family planning measures. Acknowledging that the rural

people need to feel secure in the survival of their children

(and of their wives) the Secretary of Health in 1973 stated

[17, pg. 2351:

The African people should by now have realized--they
can survive.

In lihnt of comparative infant mortality rates, it is

clear that African "survival" is less than satisfactory

(23, pg. 661:
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Infant Mortality
(Infant Deaths er 1,000 live births)

White: 18.8
Asians & Other Non-whites: 38.0
African: 135.0

(This Figure is markedly lower in African urban areas
-and -therefore .is probablynearer-2OO- for.-the ruralpopula-

tions.)

On a random sample of 80,000 African women between

the ages of 45 and 65 on the 1969 census, it was found

that their average number of live-born children was 6.9

of whom 5.4 had survived (2, pg. 2301. This average loss

of one to two children per woman would be totally unaccept-

able to the white Rhodesian population.

Overcrowded, unhygienic conditions in the TTLs and

more recently in the urban black townships are factors

used in the drive to control the birth rate. However,

the maldistribution of arable land between whites and

blacks and the need for rural residents to migrate to the

towns to augment their incomes are the more positive reasons

for spatial overcrowding. The overall population density

is onlv- about 40 per square mile, and a four-fold increase

in food production is within reach.

Nevertheless, the annual African population growth

rate has eached about 3.5 percent for the past 15 years,

and the t )pulation of nearly 6 million is expected to

double before the end of the century.

ii

/11
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The new Zimbabwe government will have to weigh cul-

tural values regarding large families and regarding tribal

rivalry; both values encourage inexorable population ex-

pansion.

Of the health aspects of fam-ily planning, however,

there is no doubt that pregnancy spacing and limitation

on family size are essential in the promotion of health

of mothers and children. The survival of children, es-

pecially infants anid toddlers, resulting from a longer

period of maternal care before the birth of a subsequent

child, is in the long term a determinant of fertility

reduction and thus of population control.

A mission doctor in a TTL found the.t the infant and

toddler (1-5 year age group) death rate in the five years

before and the five years after a given date (1967) had

remained about the same: 12.6 percent before and 14.6

percent after 1967. A high incidence of perinatal deaths was

attributed in both periods to premature and unattended

deliveries. The mortality rate after the neonatal period

was attributed to gastro-enteritis, pneumonia, and infec-

tious diseases (measles) as is typical of developing coun-

tries with scarce resources and inadequate services. The

point he makes is that the routine immunization of children

ant improved transportation to medical facilities have

affected many of the old scourges (smallpox, whooping cough,
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etc.), but reducing the incidences of the killing diseases

identified in his study will require more vigorous health

services in the homes and neighborhoods of the people. [24,

pg. 10-111

But it is not only in the TTLs that African families

.are ein ned of a mor vigoroushea care program than

now exists. There are 380,000 Africans working on 6,000

European farms and living with their families in farm com-

pounds. These may be the pooriest and most exploited of

Rhodesia's population. A su've1y published by the Mambo

Press in 1977 [251 provides jnfo- ation on many health

aspects in the life of employed farm workers and their

families. *

In a survey of chi-*,d mort&lity, it w(£ found that 57

families in one compound had sustained a loss of 60 children

representing 22 percent ot 6A the children born. High as

this figure is, the aggregate figure masks the fact that all

the deaths had occurred in 27 of the 57 families. Not all

the deaths took place on the farm, but all were children of

farm laborers and separation from the compound in some cases

may have been as much implicated in their deaths as the fact
that the compound could not sustain them.

The ter farm worker denotes an African laborer on
a European-owned farm. "Farmer" means the white
owner.
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As in the TTLs, some meager child care is offered in,

or within access to, farm compounds. The government's

move to train primary health workers and midwife assistants,

and the Rhodesian Planned Parenthood's contribution to the

..... training of family planning workers, are.small steps in the

right direction. Much more vigorous efforts need to be

made to bring maternal and child health services to the

areas where the need is greatest and the environment is

least conducive to the survival of children.

a. School-Age Children

School health services are almost non-existent for

Afri.can children, of whom the majority in rural areas

are not in school. A survey of 381 rural African children

in a secondary school is often quoted and probably fairly

accurately reflects the health status of this age group.

(26, pg. 79-81) This survey took an inventory of all

diseases diagnosed in these children over a period of 1 1/2

years. The results were categorized under chronic and

episodic diseases. The most frequent diagnosis on the

chronic list was anemia (48 percent) followed by a high

incidence of bilharziasis. Although the rates compared

favorably with rural primary schools in the area, they

compared very unfavorably with white and Indian children at

the same educational level. The following comparison was

extractee; from the report:
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African White Indian
(study pop.)

Bilharziasis 28.1% 1.0%* 2.2%*

The present rate of disease among African children

was roughly comparable with that of white children of.,

twenty years ago.

Other chronic diseases included hypertension (12.1

percent), enterobiasis (10.2 percent), cystitis, caries,

skin conditions, etc. The author observed that where

students went to the hospital voluntarily for acute and

episodic conditions, the chronic "onditions were largely

diagnosed on service-initiated examination.

5. Special Problems and Their Implications for Health

Special problems in Rhodesia today derive both from

the transitional, conflict-ridden situation of the present

and from the discriminatory and exploitative practices

of the past. White emigration is increasing, foreign trade

has diminished, ideologies are competing; the war is

costing the government RS0.7 million a day (10, pg. 12], and

has already led to an acute economic crisis. By June last

year, the number of African employees had fallen by 40,000

since two years previously [13, pg. 54). These disruptive

of the 54% of European and 17% of Indian children
examined.
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elemcnts do not auger well for giving health problems and

health services high priority status in the administration.

Yet these same disruptive elements give rise to special

health problems that cannot be disregarded.

a. War Conditions and Health

According to a report in the Washington Post on July 4,

1978, an estimated one million Africans have been uprooted

by the war in Rhodesia and 3,000 Africans from both sides

of the conflict have been killed. There has been an exodus

from the TTLs of 500,000 to the cities, and of 100,000 to

Botswana, Mozambique, and Zambia. The Rhodesian Red Cross

estimates that the black population of Bulawayo',of 250,000

has increaa7ed to 500,000 an6 probably by a greater number in

Salisbury., The Red Cross is providing medical assistance.

The government has moved half a million rural blacks into

270 "protected villages." An estimated one out of six

Africans has been displaced by war.

Displaced people include men, women, pregnant women,

children, sick babies, and old people. Refugees are not

always able to flee in family units; some children get left

behind or are sent ahead.

There are no major, organized efforts to resettle

refugees and rehabilitate them. In Rhodesia, they are

required to find for themselves the refuge, the food, the

assistande they need. The "protected" villages are over-

crowded and poorly serviced in respect to human needs. To
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ensure their separation from the guerillas, they are kept

under strict surveillance. A strict curfew is enforced and

people who break it have been shot. The economic and social
life of the people has been <7isrupted and the government has

made no move to alleviate their plight /13. pg. 21]. In
the-northeastf-where the Patriotic Fiont is most active and

where most of the protected villages are located, cholera

broke out in mid-1974 where it had been a problem before.
The people suspected the water had been purposeiy contamina-

ted as an act of war. [37, pg. 401

While some statistics on the refugees or otherwise

displaced people came through various sources including the

press, the government has restrained free reporting in the

Western press,probably partly to build morale among white

Rhodesians and partly to conceal from the blacks whatever

headway is made by the Patriotic Front. Reliable figures on

deaths and injuries resulting from the fighting, as well as

deaths, morbidity, unattended births or violence suffered by

civilians' and soldiers' families, are not available.

However, there is no hiding the fact that in terms of P-ralth

and medical care there is an emergency situation in the

cities as well as the rural areas.

The situation in the camps in Mozambique and Zambia
as well as rural areas in Rhodesia is reported by jour-

nalists in the host countries and through organizations
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supportive of the Patriotic Front; also by the Catholic

Commission of Justice and Peace in Rhodesia.

Fi'om ZANU headquarters in Maputo, Mozambique there was

issued an appeal for medical assistance and equipment and

detailed lists of needed items were attached.

The- people for whom assistanceis requested are -cate --- --- ,----

gorized as (1) refugees, (2) people in training for the army

(PF), aid (3) people in the semi-liberated areas of Rhodesia

from which the Smith regime has "r~ioved all medical and para-

medical faciliti es.&

b. The Land

A major problem associated with the war is the neglect

and in some cases the devastation of the land. Agriculture

and cattle farming are the only real source of subsistance

for the rural African. The damage done by the present situa-

tion will e felt in terms of crop failure and untended

property, neglected cattle, and contaminated water supplies.

At present, and for the immediate tuture, hundreds of

thousands of the population have been barred from their main

source of subsistence.

For additional information on the health effects of

the war see refs 11, 20, 22, 34, 36, 37. See also
ref 20. A report on an interview with Dr. Herbert
Ushewokuuze, a Rhodesian physician who is in charge
of the ZANU health program.
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B. THE HEALTH DELIVERY SYSTEM IN RHODESIA: AN OVERVIEW

1. The Organization and Management of Health ServicesDe rIve ry

As in other former colonies in Africa, the Rhodesian

health services' were historically developed in a step-by-

step pattern: ---. . .. . ...................

"A 1. To provide medical care to the white settlers;
.1 2. To control the native diseases to which the

white settlers were exposed;

3. To promote the health of natives employed by the
whites;

4. For humanitarian and social reasons, often 'imu-
lated by missionaries, to provide medical care
to the natives; and

5. To develop a standard of health in the country
commensurate with the expectations of modern
society.

While the Africans in Rhodesia stood to benefit to

some extent even at step (1) (if they were within reach

of white settlenents) and certainly from each additional

step a.r it occurred, it was not until after World War I that

the health administration was raised to cabinet status, with

a Ministry of Health responsible at the central level for

the health services of the country.

This was not to say that the cities and towns of

Rhodesia had not already established excellent hospitals.

Indeed, there were community hospitals and clinics run by

local authorities, and missionary services supported to

some degree by the government in rural areas; in addition,
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medicalservices were provided by the mining industry for

its employees. The Ministry of Health assumed specific

responsibilities:

1. Control of epieemic and endemic dsases;

2. Coordination and so-er of hedlti services of
.................... iocal.authori ties s.and priv~at e . g enc ies; .............................

3. Provision of medical services, particularly
specialist services, not otherwise provided
for;

4. Provision of teaching and training facilities
for medical, nursing and auxiliary health pro-
fessions;

5. Carrying out of research; and

6. Introduction and administration of health legis-
lation.

In 1946, after World War II the country was divided,

for purposes of health services administration, into four

Provinces (now five) each administered by a Provincial

Medical Officer of Health. (See Figure 1 illustrating the

organizational structure of the Ministry of Health.) (17,

p. 2201

At the local level, responsibility for health services

is assumed by municipalities and councils designated by the

Minister as Local Health Authorities. The major municipal-

ities nave their own Public Health Departments, employ their

own staff, and perform services not otherwise administered

by the Ministry of Health. The smaller local authorities

are supervised Uy the Provincial Medical Officers and
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Figure 1

M4AIN STRUCTURE OF MINISTRY OF HEALTH
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2. Financing of Health Services

The Rhodesian government's annual expenditure on

health is in excess of R$30 million, which is approximately

8 percent of the total government expenditure.*

Government expenditure on health is about 40 percent

of total annual health expenditures; the remaining 60

percent is expended by local authorities, industry and

voluntary agencies including missions. Of the GNP, between

4 and 5 percent is spent annually on health, for an average

of R$10 per capita. This per capita expenditure, which is

far in excess of many Southern African countries, is still

inadequate, perhaps more by reason of its uneven distribu-

tion than of the amount, to meet the needs of rural Africans.

Nevertheless, 80 percent of direct government expenditure on

health is devoted to the African population. 117, p. 232]

3. Health Manpower

The Medical Council of Rhodesia has legislative author-

ity for the registration of members of the medical dental,

nursing, and allied health professions; for the disciplinary

control of these professions and for determining standards

of training and qualificdtions for registration.

The following training programs for health manpower

are conducted by government or voluntary agencies and meet

the registration requirements of the Medical Council.

See Tables 11.4 and 11.5 (Ref.2) attached for break-
down of capital and current expenditures (1974) for
health and other sources.
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a. Medical Pi-actitioners

The Godfrey Huggins Medical School of the University

of Rhodesia has been in existence since 1963. The Ministry
of Health provides clinical facilities in Salisbury and

Bulawayo, and a recent program has been initiated whereby

stud en ts will gain clinical experiencein rural- areas. . .

Graduates are entitled to registration with the South

African Medical Council and the General Medical Council of

the U.K. The annual admission has been limited to 50, but

will be raised to 80 with the completion of an expanded

teaching hospital facility.

b. Nurses

The number of nurses in the country is approximately

3,600. Thex., are four training schools leading to State

Registration with eligibility to be registered in South

Africa to the U.K.

State Registered Nurses may take post-basic training

in Rhodesia in midwifery, various specialities in hospital

nursing, health education (a two-year university-affiliated

training program leading to a Certificate in Health Educa-

tion), and courses in university education in South African

universit ies.

The Ministry runs three training schools for State

Enrolled Nurses (practical nursing), and a number of mission

hospitals offer courses approved by the Medical Council for

Africans to train medical assistants.
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Altogether 54 types of medical and paramedical

personnel are listed on the Register of the Medical Council

of Rhodesia. (17, p. 239J The number of registrants by

category ranges from one to over 3,000. However, the

subdivisions of some categories may represent special

qualifications, but do not prevent the individual from

fulfilling the functions of the genuine profession. The

number of doctors registered may not correspond to the

number in active practice. Many may be in part-time

practice and some are out of the country. In addition their

practice locations are highly concentrated in the cities.

In a survey undertaken in 1965, when there were only 500

doctors registered and living in Rhodesia, 78 percent were

working in six major towns leaving 22 percent to serve the

rest of the coiuntry with 84 percent of the population.

In addition to the training and registration of health

manpower on officialil lines, it is important to note the

extensive training of auxiliary health workers by the

liberation army. ZANU reports from Mozambique "five doctors

- some state registered nurses--but for most of the medical

work of ZANU depends on people whom it has trained itself."

These include "a type of barefoot doctor," public health

workers, psychiatric advisors, nutrition assistants, first

aid workers, and laboratory assistants. [201

This reference inserted in an outline of the organi-

zational structure of health services is intended as a
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reminder that the situation in .:hodesia is not adequately

describedby the documented statistics available in official

or semi-official documents. Among the latter, however, is a

report of the International Red Cross an the training of

personnel for 17 First Aid Posts with 14 more to come, in

areas exposed to military action, along with a provision for

medical supervisory teams. '211

According to the Central Statistics Office (15, pg. 5,

Table 61 the number of workers employed in health services,

at the end of December 1977 was: African, 10,300; white,

Asian and other Non-Whites: 4,400. These are not all

professional health workers, nor should it be assumed that

African employees are engaged in African health services.

Further information on this item is given for 1975. [Ref. 4,

p. IV-4, 51
Total Yearly
Yearly Per Capita
Earnings Wages

Africans - 9,200 R$ 8.6/million R$ 934.8
Non-African - 4,420 R$ 15.9/million R$ 3,497.3

The number of doctors in practice rose from 540 in 1964

to 850 in 1973 giving an overall ratio of 1:7,000 inhabi-

tants. In the rural areas, however, there is a ratio out of

all proportion to urban centers. Taking the white and

African populations separately, it isestimated that there
is one doctor t 1,800 whites, while in some rural African

areas the ratio is 1:100,000 population. See Tables 4 and

5. [17 p. 236 and 237]
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TABLE 5

MEDICAL MD PARAMEDICAL PERSOMHEL

RH oESIA, 1973

P.GISTERED WITH THE MDICAL COWnCIL OF RHODESIA AS AT 31 DECEUEBER 1973

NUMBER O.f;
CATEGORY. 

THE REGISTER
Medical practitioners 

772. .4.edlcal, Practitioners- reter.porar. .register) -7 38Medical practitioners (register of house officersi 9Medical practitioners (provisional register) 34Dental surgeons 
136Dental sujrqeons (temporari register) 11Dental surgeons (provisional register) 

4Pharmceut:cal chemists 
315Pharnaceutical chemists (temporary register) 

5Pharmficeutical chemists (provisionel register) 5.pticians 
37Opti:ans (temporary registers 

0Dispensi.ng pticians 
25Psycholog ets 
20Physiotherap-s ts 

106Physso therapists fprov.sional register) 
3Rsdiograpter s 

104OC :upational :herapists 
6

Pros3thetists and ortnotists 
8Medical laboratory technologists 

100Medical labhrator/ technologists (provitional register) -
Health nspectors 

78Meat and :ter foods inspectors 
2Meat and other fcods inspectors (health inspectors with meat and other

foods) 
64Meat Lnspecturs 
14Meat inspectors (provisional register) 

I
Dental *zechniczjns 

31Zental techn ca rs (provisional register) 
4Dental hygienists 
3..ental nygienists (provisional register) 
1Uectroer .epalographic technicians 
1State registered nurses 

3,731State registered nurses (provisional register) 
73State registered nurses (mental nurses) 

140State registered nurses (nurses for the mentally subnormal) 5State registered nurses (mental nurses - provisional register) I
State registered nu-ses (enrolled nurses. mental) 5
State registered nurses (enrolled nurses) 

87State registered nurses lenrolled nurses - provisional register) 3State registered nurses (fever nurses) 
70State registered nurses (sick children's nurses) 31State registered midwives 

1.777State registered midwives (provisional register 
8

State registered midwives (maternity nurses) 
156

State rnegistered midwives (maternity nurses - provisional register) 2Mfedical a iistants 
1,719

Medical ans'.stants (provisional register) 
2

African nrtrslng orderlies who have not transferred to the medical assistants
reqxit,1r 

408Health a3'sstants 
298African fTygiene lemonstrators who have not transferred to the health

assistatns register 
63'ursing a i.tstants 
76Nursing assitants (previsional register} 

2Maternity assistants 
445msternity assistants (provisional register) 

5

/
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It is probably not useful in this report to devote

further time to the many specific white-black, urban-rural

comparisons in the health field in Zimbabwe.

When_.under majority rule, the country will probably

strive to tackle the problem of redistribution of existing

services and manpower, and may look to ways and means for

augmenting services, developing new approaches to health

care, giving due emphasis to those parts of the country

where the needs are greatest.

In the meantime the professional health personnel

are largely concentrated in the hospitals and clinic

services. The more recent addition of auxiliaries are

assigned to rural and sometimes remote areas. The health

personnel categories listed include: laboratory technicians,

radiographers, pharmacists, health inspectors, health

assistants, nursing auxiliaries, and institutional domes-

tic supervisors. f17, p. 230-11

C. MEDICAL CARE

1. Personal Health Services

In addition to the hospitals in Salisbury, Bulawayo,

and other towns and districts maintained by the Ministry, 66

hospitals are run by medical missions which in 1973 employed

a total of 465 doctors, nurses, and auxiliaries. In 1973

the Secretary for Health for Rhodesia,in an address to the
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Rhodesian Medical Congress [2, p. 229], made the following

statement:

"In Rhodesia while the only statutory functions of
government lie in the field of preventive medicine,
the administration, ever since the arrival of the
.Pioneer Colony, has beenilookedtofor the pro...
vision of the major part of the organizational and
institutional framework of medical care services
for all classes and sections of the community.
Medical missions, so dominant...elsewhere in Africa
have played a lesser but still important role in
Rhodesia..."

He continues to relate that industry and private

enterprise have played a limited role and that the activ-

ities of local authorities have been restructured to the

provision of hospitals for infectious diseases, thus the

Central Government has been the main provider of hospital

services.

Rhodesians, white and black, have indeed been served

by modern hospitals maintained by the government in

Salisbury and Bulawayo as well as in the smaller towns,

Cwela, Que Que, Umtali, and also by the rural district

hospitals. Medical practice is reported to be of high

standard and the cost of hospital care is covered in all

cases by the government or by free medical insurance if not

by the patient himself. African patients are hospitalized

at no cost to themselves with an admission fee of R$2.

In the rural areas however, where the majority of

the population lives and where the incidence of disease is

highest, hospital medical care is inadequate and in some
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parts non-existent. Where hospitals do exist, long hard

journeys are often undertaken to reach them. Thus, with a

rural population of 4.5 million compared to an urban popu-

lation of under 2 million of all races, the admissions to

rural hospitals were only 23 percent of total admissions

according to 1973 records. [16, p. 1121

An element of disregard for rural hospital deficiencies

is implied by the observation that the new 900-bed Andrew

Flemming Hospital in Salisbury will provide specialist

services "for more than half the country." [17, p. 2271

In the country as a whole there are 225 hospitals, 131

maintained by state and local governments, 66 by missions,

and 28 by mining and industry. A total of 17,000 beds

gives a ratio of 2.4 beds to 1,000 population, with, of

course, a very uneven distribution between the urban and

rural areas. Tables, 6, 7 and 8 give summary data on

hospitals.

Although health professionals are not identified by

race in the reports, the shortage of doctors, nurses, as

well as of midwives and other paraprofession.al personnel, is

most marked in the district hospitals of the rural areas,

signifying an African rather than a total overall shortage.

The total number of State Registered Nurses (approximately

4,000 in 1973), with an additional 1,777 sick children's

nurses has shown little increase over previous years and is,

as for all services, unevenly distributed between urban and

rural areas.
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TABLE 6

4EDICAL CARE: UTILIZATION OF MINISTRY HOSPITALS

IN RHODESIA, 1964 AND 1973

Admissions Out-patient Attendances
1964 1973 1964 1973

Central Hospitals 68,728 85,315 785,064 845,891
General Hospitals 52,136 54,019 439,587 392,451
District Hospitals 98,282 108,174 958,746 705,521
Rural Hospitals 144,940 75,097 2,149,341 968,530

TOTAL 364,086 322,605 4,332,738 2,912,393
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MEDICAL CARE: CHURCH-RELATED (MISSION) HOSPITALS

IN RHODESIA, 1964 AND 1973

1964 1973

riumbers of Hospitals 64 66

Numbers of available beds 3,832 5,609

In-patient admissions 111,389 120,096

Out-patient attendances 1,950,405 1,414,191

STAFF: Medical 28 40

Nursing 127 170

Auxiliary 245 255
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As a result of overcrowded hospitals and outpatient

departments in the urban areas, the Ministry has aided

local authorities to expand their services (mainly hospitals

for infectious diseases) to primary medical care for their

own populations, using the major hospitals only for referral

to specialist clinics. This policy has been focused largely

on the African towmships where the people have access to the

large city hospitals, have utilized them to the extent that

the Secretary expresses as "the intolerable load of clinical

trivia." (17, p. 221] But in the districts and rural areas

also, the promotion of primary care facilities combining

curative, preventive, and MCH services as general policy is

to be more fully dependent on "local initiative."

In pursuit of this policy the Ministry trains and

assists private agencies to train auxiliary health workers,

more specifically the African Health Assistant, and the

Nurse Practitioner.

The Private Sector

In addition to those maintained by the government,

medical services are provided by:

I. Medical missions referred to above.

2. Two urban hospitals owned and staffed by Roman
Catholic Orders.

3. Several small hospitals owned and operated by
private Medical groups.

4. Mining and industry owned hospitals; figures
quoted for 1964 for these hospitals are:
admissions 22,742 and outpatient attendance
338,398. (17, p. 2271
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5. Private practice: general and consultant ser-
vices available on a fee basis are utilized by
the non-African population and to an extent by
urban Africans. Some of the district medical
officers and most of the consultants on the staff
of the large urban hospitals and the medical
school are permitted limited private practice.

..."The-private - medi ca t.-prof-es sion .in-.Rhodesia{ as a long and honorable record of service .... "
7, p. 2281

6. ioluntary organizations registered under the Wel-
fare Societies Act are involved in rehabilitation
services, rhild welfare, work with the blind and
physically handicapped, the elderly and infirm.
These institutions are supervised as well as sub-
sidized by the Ministry of Health, in addition to
support by public donations.

7. The Red Cross and St. Johns Ambulance Association
are engaged in training programs for hospital
auxiliary staff (also first-aid posts in war
zones--see above--and in day hospital services
for the aged).

8. Traditional medicine practiced by the Nganga
exists to a considerable dcgree in rural areas.
The people's belief in the spirits, in their
rewards and punishment for good or bad behavior,
renders the diagnostic and healing powers of
the Nganga essential in times of sickness.
This does not however, negate their faith in
the powers of Western medicine (also with magical
properties) and should not, as is often the case,
be used to rationalize bhe lack of Western-type
medical care available to Africans.

9. A considerable, but unmeasurable amount of medical
care is given to the laborers and their families
on European-owned farms by the farmer's wives.
Folk medicine and home remedies as concocted and
administered by rural people all over the world
are often the only "treatment" rural Africans in
Rhodesia have ever had.

Although not stated in official documents it must be

assumed that the racial discrimination characteristic of

all aspects of Rhodesian life applies to some extent to
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medical services and that the medical care outlined here,

both public and private, is strongly biased towards

non-African or at best towards urban populations. This is

not to say that all African health and medical services are

of --a- .lower--standard-than-that-avail-able to whites -rather

that the provision of services is highly inequitable

throughout the country.

2. Community Preventive and Public Health Services

It would appear that community health programs are , less

well developed than medical services, and the government's

stated policy of community development and "local initia-

tive" is in recognition of the need for further development

of this type of service.

Preventive Services

Preventive measures have been concentrated largely

on the control of communicable disease and mass inoculations

when epidemics are threatened. While much of this work is

centrally directed and developed mainly in areas of economic

imp¢:rtance to the country, the more routine preventive

ser,.iLes are the responsibility of:

1. the Public Health Departments of the major

municipalities which employ health inspectors and

public health nurses as well as doctors.

2. the Provincial Medical Officer, in each of the

five health provinces, who, with a staff of

health inspectors and nurses supervises the small

local authorities and rural clinics.
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In addition to control of communicable diseases,

through routine immunizations, isolation and treatment of

cases, 4nd health education, these services include:

1. Follow-up care of discharged hospital cases
of tuberculosis, leprosy, and mental illness.
All such cases, when diagnosed, are enteredin
the Endemic sDisease Regis-ter main ta ined by each
Provincial Medical Officer and notified to the
Health Assistants of the area for continued
surveillance.

2. Maternal and child health services.

3. School health services, including dental care.
These are restricted to inspections in the urban
schools and available almost entirely to non-
African school populations.

4. Environmental health services are #he function
of the local authority, and in urban areas have
been of a high standard demanded by the white
and non-African resildents. A clean water supply,
disposal systems, pest control, and such ordi-nances as are tequ ired to ensure healthy and
salubrious neighborhoods are wejl established
urban services. These standards however, do
not apply to the African townships where urban
Africans live in overcrowded and unhygienic
conditions. In the rural African areas the
paucity of environmental services is justified
on the grounds not only of economic constraints,
but "cultural ana social" factors and the Africans'
preference for "the more spectacular curative
activities of modern medicine and surgery."

The major environmental concerns are:

I. control of communicable disease through environ-
mental services, particularly malaria and schisto-
somiasis;

2. the deveiopment of rural community water supplies
and improved waste disposal methods; the former
taking priority in view of the prevalence of
enteric and other water borne diseases (includ-
ing cholera).
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The agencies involved in the personal and environmental

preventive health services in addition to the Ministry and

local authorities, include medical missions, mining and

industrial concerns, and voluntary agencies. In addition to

providing services to the people these organizations offer

training for personnel in preventive and curative care as

well as environmental and community education functions.

Personnel involved in these services see Manpower)

include the African Health Assistant, considered the key

figure in rural health. Trained for a period of three

years, his functions include:

I. follow-up ou registered cases of long-term and
communicable diseases;

2. health education and environmental sanitation
education in the villages, including vector

* control methods;

3. immunization programs at the local level;

4. notification of area health problems.

The AfriCan Health Assistant may be considered the

rural counterpart of the Health Inspector who, with three

years of training leading to the Certificate of the Royal

Society of Health, is employed by the Ministry or local

authority in urban and semi-urban areas.

The Health Inspector, however, although he has more

training and closer association with health professionals in

urban areas, is not involved in major communicable disease

,problems as they exist in the rural areas.
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In 1973 there were a total of 1,721 Medical Assistants

and 159 Health Inspectors. (17, pg. 2391 Although infor-

mation is not available that would distinguish the extent,-

or the quality of services, as urban/rural or non-African/

African, it is very clear both from the administrative

framework and from the health status of rural Africans

(see Major Issues) that community health services reflect

the racial discrimination characteristic of the government

regime. High-quality, efficient, and well-financed urban

community services are in sharp contrast to services in the

African rural areas. The attitude of the government is

clearly implied by comments of the then Secretary for Health

(1973). (17 and 2, pg. 2301

"...dramatic progress (in rural health services)
must await the basic economic advancement of
these areas."

"...when they (the Africans) consider their state
80 years ago.... they could perhaps look back not
in anger...."

"...they, (rural Africans) by consuming all they
grow, subscribe little in real terms to the gross
national product."*

D. FOREIGN DONOR ASSISTANCE IN HEALTH

As reported by the Southern African Task Force [4,

pg. 1181 foreign donor assistance to Rhodesia since 1965

(UDI) has been negligible. Rhodesia's national debt to the

* In 1973 the total output cf African agricultural pro-
duction, was valued at $58.5 million of which 38 percent
was marketed. [17, pg. 981
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U.K. and the World Bank were cancelled at the time of UDI

and the annual payments diverted to the country's irrigation

-projects-- Under South Af rica'-s Off icial -Secret s-Act a-veil-

is drawn over assistance which may accrue from that country.

Rhodesia is not a member of the United Nations and has

no affiliation with WHO or with other technical assistance

agencies. Rhodesia since UDI has pursued 'a policy of self

reliance; the Liberation Front uses the phrase in relation

to the economic future of Zimbabwe as well as in reference

to the development of health services [20, pg.21. While aid

to all the countries of the region from the World Bank and

international agencies increased at various rates between

1970 and 1975, aid to Rhodesia decreased.

The Zimbabwe Development Fund (ZDF) proposed to assist

in the transfer of government to majority rule would make

available $1.5 million contributed to by the U.S., the U.K.

and the World Bank. The ZDF is one item in the Arglo-

American "package deal" which is still in the negotiating

stage.

The International Red Cross has budgeted almost 1.5

million Swiss francs toward health, food, and relief

services to Rhodesia. A number of countries in addition to

the U.S., the U.K., and Germany, as well as UN task forces,

are studying the situation in Rhodesia with a view to

determining the technical and financial assistance that will

be needed and acceptable to the new majority rule government.



IV. RECOMMENDATIONS

The future development of health care services to more

adequately meet the needs of the people of Rhodesia must be

related to three major- factors-inherent. in-the present

situation:

1. the political situation and the human cost of the
war;

2. the effects of a long history of white domination
and African deprivation; and

3. the existing burden of poverty and disease on a
population living largely on subsistence farming
of infertile lands, or on wages as unskilled
laborers in an industrial economy.

There is an additional factor which, while uncertain in

its value to the new society, cannot be discounted--the

legacy of a modern, sophisticated, and costly health and

medical program heretofore freely available to the urban

minority.

Rather than to suggest specific actions to be taken to

reverse the affects of the above factors on the health of the

nation, the following recommendations are framed to point up

areas in which the new Zimbabwe could look with advantage to

donor countries for financial and technical assistance

in the health field.

A. Politics, War, and the People's Health

No matter how long the present fighting continues,its

affect on the health of the people is devastating, .and will

cripple the nation for years to come, unless emergency

-83 -
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measures are taken effectively. As noted earlier, the

present interim government, being officially illegal, frees

the donor countries to assist either side: WHO has assisted

ZANU by contributing cholera vaccines; the International Red

Cross assistance is impartial. Other voluntary agencies are

free to choose.

Emergency measures to improve the health services

available to victims of the war could include:

* field hospital services;

• health services in camps, including detention
centers, training centers, and refugee camps;

0 services for civilian victims of violence and
of enemy raids;

• health and medical care, food supplements, and
emergency shelter for refugees and other displaced
civilians separated from their usual: source of
health care; and,

* special emergency services for pregnant women,
infants, and young children, including food
supplements, rehydration centers, and treatment of
injuries and more.

Recommendation:

Donors should give serious consideration to providing

emergency health assistance to victims of the conflict on

both sides. While such an effort may well prove politically

d:fficult for some donors and somewhat hazardous for most, a

humanitrian, nonpartisan approach on the health issue could,

provide a significant foundation for future collaboration in

development of health in Zimbabwe, and it even offers remote

possibilities for developing opportunities for political

conciliation.
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B. The Effects of White Domination

This report has focused largely on the contrasts

between the white privileged and the black exploited sec-

tions of-1the -populat ion. Land -reform-~ and-revision- ~f- bl-ack--

labor conditions are likely to be of high priority in the

* new Zimbabwe administration.

In 1975, over half the 258L,000 Africans working in

*ap-iculture earned less than R$10 a month . The gapL

between black and white living standards relates directly to

income and indirectly to the maldistribution of arable land

ownership and to the discriminatory educatior systems. In

contrast to compulsory education for whites, there are over

2 1/2 million Africans who have never been to school; in

1976/77 the public outlay on each black pupil was R$45.9,

on each white pupil, R$531. In the Salisbury olytechnic

(open to all races) the enrollment in courses was: (14,

pg. 151

Technical: white 1,401 African 200
Commercial:- white 1,250 African Nione
Adult Education: 'White 916 'LAfrican lone

For the African population, the consequeilues of these

inequities are continued poverty, poor housing, inadequate

- .sanitation, unsafe water-air environmen t, con ductive to acute

and: chronic malnutrition, infections, enteric and other

infectious diseases, and an infant mortality rate fifteen

times that of the whites.
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While the new administration may immediately present

the country with land and labor policies more acceptble to

most segments of the population, the implementation of these

.policies-will take time, And, while an.equitable education

system may be needed, it is not likely a high priority to

the rural populace; even though widespread schooling could

be organized relatively soon, the results (an educated

population) will only be realized over the long term.,

Health services, on the other hand, will likely be a higher

priority to the people without delay. It is not too soon to

plan the redistribution of health resources, facilities,

equipment, and manpower, and to design the implementation of

services, even in anticipation of new policies for a na-

tional health p:'ogram.

That the people should be given equal access to

existing services is an over simplification of the complex

goals which are likely to arise from the backlog of health

needs. Removing inequalities may require the lowing of

standards at one level in order to raise those at another

level while remaining within the financial resource con-

straints available Thr health.

Recommendation:

The donor communkty should send a team of experts in

health planning and management to conduzt a study of the

present health system, and of the adaptation~which will be

required to meet future needs. This may be more a study of
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principles in health delivery than of resource quantifica-

tion. In planning for the elimination of racial inequities

in the people's access to health and medical care, such a

study- should focus on the rs and- services require.d

for a ta.,4-supported system of care accessible to all socio-

economic groups.

C. Poverty and Disease

Infectious diseases, acute and chronic malnutrition,

and work-related diseases have a high attack rate among

blacks, but are rare among whites.

While over the long term, the population stands to

benef it from rural development and from a redistribution of

the country's wealth and income-producing assets, the im-

mediate need is for a vigorous attack on the conditions

causing disease, and for the provision of adequate facili-

ties for the treatment of those affected.

Undoubtedly, development of primary health care

services in rural areas, including maternal and child

health, and family planning services, will take precedence

over the future development of hospitals in urban centers.

Recommendation:

Donors should make available their expertise in train-

ing auxiliary health personnel, and they should assist in

the design of comprehensive health care programs at the

village level.
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D. Manpower

The development of manpower resources 
to staff the

expanded health delivery system will be 
an urgent need.

Short,,erm-taining programs.will be required for the

preparation of nurses, medical auxiliaries, 
village health

workers, sanitarians, and other allied 
health professions.

Zimbabwe is not a "backward" country with regard 
to

professional medical and nursinq training. 
African gra-

duates of Rhodesian universities 
and nursing schools are

highly qualified in their health professions and well 
able

to fill the top positions in technical research and medical

practice held until now by their 
white countrymen.

However, the status and role of Rhodesia's trained

auxiliary and indigenous health worker has been 
low. Their

wages are minimal, and they are 
utilized only in the poorest

geographic areas of the country. Because Zimbabwe is com-

mitted to village development, the 
participation ir. health

services delivezy by local workers 
should gaiQ the respect

of the people and the health professions alike.

Recommendation:

Technical assistance in the development of training

programs for health (non-physician) auxiliary 
personnel

should be extended by the donor community 
to the new

government. Zimbabwe should be 
given long-term financial aid

for the development of health services, and long-term 
or

.. .. : .. . . . . . ... . , .. .. . .., .. .. .. . .: . . -. , ... , , " .. ., ... . , e
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continuing consultation and technical assistance in health

planning and policy development.

Zimbabwe will inherit a sophisticated array of personal,

.......curative health- care service institutions from-the-present

government. Its future commitment to high quality medical

services will pose many management and administrative

problems for the new regime.

Health policy will have to be made in the framework

of an evolving national philosophy: the policy-making

bcdy will need the best advice from planning and management

experts which can be supplied by the donor comunity. As

the new government moves from the present state of racial

conflict, it will require donor assistance in the design and

implementation of service delivery programs which provide

equity and accessibility to all its people.
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