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Introduction

Reports and studies from a number of sources including government health ministries, UNICEF,
non-government agencies and even sections of the Wiorld Bank point to significant welfare reversals
over the past decade in many countries implementing structural adjustment programmes (SAPs).
These reports are contradicted by the Wiorld Bank’s 1993 Wiorld Development Report which maintains
that adjusting is more beneficial to health and welfare than non-adjusting, and that any negative
impact is limited and temporary.

This paper outlines the process whereby SAPs are likely to affect health, and, using the case of
Zimbabwe, provides empirical evidence for such effects. The implications for population health in
countries including South Africa, adopting similar macro-economic measures, are raised.

Economic Change, Health Care and Health Outcomes

Any examination of the impact of the relationship between macro-economic change, including
structural adjustment programs, and health should be informed by an understanding of the economic,
social and technical factors influencing health outcomes. The disease burden and pattern experienced
by the peoples of underdeveloped countries are strikingly similar to those of nineteenth century
Europe, i.e. they are primarily diseases of underdevelopment and poverty, not a feature of warm
climates in the tropics. Industrialised and urbanised sections of underdeveloped countries experience
disease patterns more akin to those dominant in the industrialised countries.

Historical and contemporary experiences have shown that there is a definite but complex relationship
between economic growth on the one hand and health status on the other. In general, sustained
economic growth over the long run does lead to improved health and nutritional status: in the now-
industrialised countries the large and sustained decline in mortality has been accompanied by
reductions in morbidity (disease) and malnutrition, and largely preceded any effective medical
interventions. There is not, however, a direct correlation between health and nutrition indicators and
GDP per capita levels, because improved income distribution - even at low income levels - can
accelerate improvements in health, e.g. in China and Sri Lanka. In the short term, the inter-relationship
is even more complex. There are examples of countries in which high growth has been associated
with a decline in health status as reflected by the normal indicators (Brazil), but equally there are
cases where severe economic decline has been associated with significant improvements in health
status (Chile, Tanzania). An understanding of the relationship requires a fairly detailed study of the
particular circumstances in which economic changes take place and within the context of which
health status is determined. In particular, issues of access and equity are of primary importance.
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Factors influencing health outcomes include economic and environmental influences as well as
direct health sector interventions. Thus, it is useful to categorise these factors into two broad groups:
those originating outside and those originating inside the health sector. Evidence from many countries
shows that income is probably the most important of the outside factors. For example, a Zimbabwean
study found that variation in children’s nutritional status was explained principally by the socio-
economic status of parents (education, economic activities, income and housing status). Since
education and housing status are themselves strongly correlated with income, this suggests that
income is a primary determinant of nutritional status. Other factors originating outside the health
sector include social inputs, such as education; environmental inputs, such as access to clean water;
and general economic measures, such as food rationing, subsidies and so forth. Factors originating
inside the health sector are the usual range of health care provision, for example, hospitals, health
services, health personnel, and immunisations.

Although health sector inputs may be the most obvious determinants, the effects of non-health
sector inputs are probably more important. Whilst it is relatively easy to achieve rapid improvements
in health measured by standard quantitative indicators (which are in reality disease indicators), sustained
improvements in the quality of life are more difficult to produce and measure. For instance, certain
indicators, such as infant and young child mortality rates, may be rapidly improved by selective
primary health care interventions (e.g. immunisations) targeted at these high risk groups. There is,
however, little evidence to suggest that improved nutrition levels, for example, can be maintained by
the application of such technical packages in the absence of more general improvements in access

fo resources.

It must also be noted that different time frames apply to the appearance of changes in both sets of
indicators. For example, whilst changes in food prices and health service take-up rates may occur
quite quickly and be readily assessed and documented, changes in mortality and morbidity rates,
and in nutritional status, are both more problematic to monitor, and become evident only in the
medium- to long-term: short-term changes may thus reflect processes operating before the
implementation of SAPs.

Finally, another major problem in assessing the impact of SAPs is the poor quality and often the
unavailability of data on mortality, morbidity and nutritional status, especially in the poorest countries
where economic decline has often been most severe.

Given the foregoing, it is clear that in assessing the impact of structural adjustment on health services
and health status, it is necessary to analyse the impact of factors operating both inside and outside
the health sector, and that a range of health indicators must be examined. These indicators must be
monitored over both the short- and long-term.

The Components of Structural Adjustment Programs and their likely effects

Economic Structural Adjustment is the process of responding to (often severe] imbalances in the
economy, particularly deficits in a country’s balance of payment, usually by adopting measures
which expand exports, reduce imports, or otherwise attract foreign exchange to a country. Often,
measures to curb a government deficit by increasing government revenue or reducing expenditure
are also involved. These actions involve changes in the structure of the economy: Structural Adjustment
Policies are a set of policies towards the goal of structural adjustment. The implementation of such
policies has become a condition for the receipt of significant financial assistance (usually in the form
of loans) from the International Financial Institutions (World Bank and International Monetary Fund).
These loans are used primarily to offset balance of payments deficits i.e. foreign debts.
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In general, structural adjustment programmes consist of three sets of components. The first group of
structural adjustment policy components are those things which influence the balance of payments.
These include:

e  Devaluation of the local currency, both formal and informal:

- Formal devaluation is carried out by allowing the local currency’s value to slide against
international currencies such as the dollar or pound.

- Informal devaluation is implemented by lifting price controls and freezing wages which
results in people not being able to buy as much with their money. In effect, wages are
lowered.

*  Restrictions on borrowing from the IME

* Balance of payments controls. Some governments have imposed stringent restrictions on
dividends and foreign exchange.

The resulting wage cuts and price increases affect a number of factors outside the health sector
which influence health, such as how much food a family can buy - the single most important factor
- and people’s ability to pay for housing and other services.

The second group of components are government budget policies, primarily consisting of reductions
in public spending on health, education, social services and food subsidies. Reduction in social
sector spending means not only reduction in budget allocations to the health sector; it also is
accompanied by ‘cost recovery’, the introduction of user charges. Essentially, cost recovery means
that health care that used to be free in many countries is now charged for.

The last component of structural adjustment is called ‘trade liberalisation’. Previous restrictions on
trade are removed (for example, tariffs are reduced). This together with the devaluation of local
currency, is aimed at increasing exports from poor countries to rich. Trade liberalisation also includes
incentives for foreign investment, such as rolling back government regulations that restrict the freedom
of action of foreign business. At the same time, loans are made available (often through the Wiorld
Bank) so that poor countries can import goods from the West. The liberalisation of trade opens up
markets in the South, and allows the middle class in the South to enter the market.

The Zimbabwe Study

The Economic Structural Adjustment Programme (ESAP) was formally introduced in Zimbabwe in
October 1990, but started in earnest in March 1991 after a meeting with foreign aid agencies and the
World Bank in Paris. The framework of ESAP was spelt out in the January 1991 document: Zimbabwe:
A Framework for Economic Reform (1991-95). The ESAP package, as outlined in this document,
contains the standard features of IMF/World Bank economic reform strategies, including, inter alia
(GOZ, 1991 a): a reduction of the budget deficit through a combination of cuts in public enterprise
deficits and rationalisation of public sector employment; trade liberalisation, including price decontrol,
and deregulation of foreign trade, investment and production; phased removal of subsidies; devaluation
of the local currency; enforcement of cost recovery in the health sector and introduction of cost
recovery for education.

Economic, Health Service and Health Changes
a) Economic changes

Between independence in 1980 and 1991, the performance of the national economy fluctuated
considerably. In the immediate post-independence period, Zimbabwe’s real income as measured by
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the gross domestic product (GDP) per capita rose to a peak of ZWD 484 in 198, then slightly fell to
ZWD 477 in 1982 and then declined further to fluctuate around ZWD 453 until 1990. Average real
earnings in the formal sector (excluding agriculture) rose from ZWD 2213 per annum in 1979 to a
peak of ZWD 2758 in 1982. After that, they declined to ZWD 2091 in 1987 The boom in the first
two to three years after independence was clearly followed by a stabilisation period that lasted until
1990, when the real per capita income was about the same as that in 1980. Some of the economic
indicators for Zimbabwe for the period 1988 to 1993 are summarised in Table 1.

In accordance with the aims of the ESAP, the Zimbabwe dollar was devaluated against all major
foreign currencies. The biggest devaluation came in early 1993, when the local currency was allowed
to depreciate by 35 per cent over less than three months. In August 1992, subsidies on super-refined
maize meal were completely removed while those on roller meal and bread were reduced. In June
1993, maize marketing regulations were liberalised and the last subsidies on maize meal and bread
were removed, after which bread riots broke out in some urban areas. Table 1 also shows that the
official inflation rate had mounted to 46.3 per cent in 1992, whereas the inflation rate for food was
estimated at 72.6 per cent. For 1993 the figures were estimated at 20.0 per cent and 24.5 per cent
respectively.

This is further illustrated Figure 1 and Figure 2.

Table 1: Economic indicators for Zimbabwe (1988-93) !

I | [

i 1988 1989 | 1990 . 1991 | 1992 ‘ 1993

‘ Domestic product: |
Real GDP (1990, in milion ZWD) 4143 4332 4426 4641 4284 4357
Real GDP per capita (in ZWD) 453 459 455 462 18 | 407

Prices (1980=100): i | '

| CPl (December) 2 281.8 3219 3778 489.6 7164 | 8342

| inflation rate 14.2% 17.3% 29.0% 46.3% 20.0%

' Food CPI SOOI W84 Z 4354 5722 | 9845 1182
Food inflation rate i o . 19.4% 314% | 726% 24.5%

I adapted from GOZ, 1993b
2 Consumer Price Index

b) Hedith service changes

Government commitment to maintaining mass access to health services in Zimbabwe was beyond
question in the 1980s. This policy of consistent real increases in public financing of health services
could not be sustained under conditions of the ESAP. Although the share of government expenditure
allocated to the health sector was kept at around the level maintained during the 1980s (about 6 per
cent; 5.9 per cent for the 1993/94 fiscal year; GOZ, 1993b), the pressure to reduce expenditure led
to a significant decrease in real per capita expenditure in the early 1990s (Table 2). Real per capita
expenditure on health had risen from ZWD 10.25 in 1980/81 to a peak of ZWD 14.78 in the 1990/
91 fiscal year, despite the relatively low average annual GDP growth rate of 3.1 per cent over that
period. It fell by 179 per cent in 1991/92, and by a further 11.5 per cent in 1992/93.

In 1991, the Zimbabwean government began to enforce the collection of user fees for health services
which it had introduced in 1985. Those earning more than ZWD 150 per month were made to pay
for health services. Unemployed people and those earning less than ZWD 150 were officially entitled
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Figure 1: Real per capita recurrent expenditure Ministry of Health
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Figure 2: Hedlth budget as a percentage of the totad government budget by year
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to free treatment. A letter from the local councillor or from a social welfare officer could serve as
proof of eligibility for free treatment. A new regulation, announced in November 1992, raised the
income level for free treatment from ZWD 150 to ZWD 400 per month. Shortly afterwards, in January
1993, the government abolished fees at rural health centres and most rural hospitals, in order to
alleviate the effects of the 1991 /92 drought on rural populations. It should be noted, though, that
most council and mission clinics continued charging fees. In June 1993, user fees were reintroduced
at rural government health facilities.

Several other policy changes with regard to user fees were introduced in the course of 1994 and
1995. The most dramatic changes occurred in January 1994 when a huge increase in charges for
all services was effected, and in March 1995 when fees at rural health centres were abolished.

Table 2: Govemment expenditure on health (1988/89-1992/93) !

1988/89 1989/90 1990/91 1991/92 1992/93 ‘
GOZ Headlth Budget . ‘
Nominal expenditure
(million ZWD) 329.0 4214 566.8 6314 802.5
| Share of tota budget 60% 6.5% 6.8% 57% 6.0%
' Real expenditure
(1990, million ZWD) 4031 453.0 5134 433.9 396.3
Redl per capita expenditure
(ZWD) 12.39 13.50 14.78 12.14 1074
| Changel(%) +1.9% +9.0% +9.5% -179% -11.5%

I adapted from GOZ (1993b) and Chisvo and Munro (1994)

¢) Health status changes

During the 1980s, infant mortality (children under one year of age) in Zimbabwe declined from pre-
independence levels of 120 to 150 per thousand live-births, to 61 by 1990. Child mortality (children
one to four years) declined from 40 per thousand in 1980, to 22 in 1990 (UNICEF, 1994). However,
mortality figures started to rise in the late 1980s and on into the 1990s, reversing the gains made in
the previous decade. This trend is attributed to several factors that reinforce each other: the declining
per capita expenditure on health and the declining quality of health services, the drought, the HIV/
AIDS epidemic and the general deterioration in living conditions for large segments of the population.

No negative trend has been observed with respect to child nutritional status. UNICEF (1994) reports
that several sources indicate that overall malnutrition levels remained remarkably consistent during the
period 1989-92. The proportion of children who have a low weight for their age remained relatively
high at 15 to 20 per cent in all age groups. The proportion of stunted children in a national random
sample survey conducted in 1992 was nearly 30 per cent during the first and second years of life and
between 20 and 25 per cent during the third and fourth years of life. Malnutrition is not evenly distributed
throughout the country, though. It is more prevalent in the drought-prone provinces of Matabeleland
North and South and Masvingo. Also, a rural child is almost twice as likely to be malnourished (as
measured by mid-upper arm circumference) as a child from an urban high density area.

Government's response to alleviate adverse effects of ESAP

The government of Zimbabwe recognised that “.. during the period of transition, certain population
groups would be adversely affected by the changes in the economic environment ...” and it therefore
“.. resolved to protect and support the vulnerable, particularly during the hardships associated with
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the initial phase of the ESAP ...”. In this spirit, a Social Dimensions of Adjustment programme was
designed. The objectives of SDA were (GOZ, 1991b) to effectively target and design programmes for
disadvantaged groups over the economic reform period, while minimising costs to the treasury, by
maximising participation and support from third parties, notably NGOs, employee organisations,
employer organisations and local authorities.

The major areas targeted for action were employment and training; targeting of food subsidies; cost
recovery and social services; and monitoring and evaluation. To co-ordinate the first three activities, a
Social Development Fund (SDF) was established to operate two main programmes, namely the Employment
and Training Programme (ETP) and the Social Welfare Programme (SWP). Both programmes were to be
coordinated by the Social Welfare Department of the Ministry of Labour, Public Service and Social Welfare.
The SWP mainly involved the targeting of subsidies in the areas of food, health and education.

While the SDF measures were intended to work as a safety net to protect the vulnerable, their
implementation was hampered by a number of factors. Recognising that the impact of the SDF was
minimal, especially in non-urban areas, the government launched a new Poverty Alleviation Action
Plan, in October 1993.

Methodological Considerations

The current project was designed with a view to monitoring and documenting the changes taking
place during the structural adjustment process in Zimbabwe. Through the project, started in 1993,
about two years after inception of the ESAP, an attempt has been made to collect as much data as
possible that reflect the changes that have occurred since 1990/91.

The serious drought that hit Zimbabwe, as well as most other parts of Southern Africa, in 1991 /92,
has definitely had its impact on the government’s ability to implement ESAP. It has also complicated
attempts at pin-pointing the specific impact which structural adjustment has had so far on the
population’s health status and people’s ability to cope with ESAP. These developments pose some
methodological questions. Some of the issues which must be taken into consideration in conducting
research related to structural adjustment and its impact have been highlighted in an earlier publication
(Bijimakers et al., 1996). While the economic reform programme in Zimbabwe was expected to have
a major impact on almost every economic and social sector, it is extremely difficult to isolate out and
attribute causality to the effects of such a programme. Therefore, the focus of research has, more
feasibly, been directed at monitoring the extent and nature of change in the health sector during the
period of economic reform, as well as at monitoring change at the household level. The selection of
indicators to be used for monitoring purposes has been based on the understanding that the economic
reforms are likely to have an influence on both factors inside the health sector (health budget, staffing
levels, accessibility of services, availability of drugs, quality of services, etc) as well as on factors
outside the health sector (education, environment, government subsidies, food prices, etc.). In addition,
changes in health services and health status were to be assessed by both process and outcome
indicators. Indicators have ultimately been chosen on the basis of the criteria that they were likely to
be easy to measure meaningfully, and that they were likely to be indicative of immediate (although
not necessarily immutable) change, particularly at the household level.

Objectives
The general objective of the research was to measure the changes occurring in health and health

services during the implementation of the structural adjustment programme, through the monitoring
of selected indicators.

The specific objectives of the research were:

a. To determine whether any changes occurred in employment status, sources of income, total
household income, households’ ability to save and indebtedness.
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b. To determine whether any changes occurred in people’s health-seeking behaviour in terms of
utilisation of health services and other forms of care in case of illness; and to assess the role of
factors such as cost and perceived quality of services in making choices.

¢ To determine households’ food production, purchasing and consumption patterns.

d. To identify and describe the strategies used by people to cover major expenses, specifically for
health care.

e. To determine the extent to which households benefited from external assistance, specifically
free health services and other social welfare assistance under the Social Development Fund.

f  To monitor the nutritional status of under-five year old children and, if any change is observed,
to identify the possible causes.

g At health facility level, to determine whether any changes occurred in utilisation of specific
health services and to explore the possible reasons for these changes.

h. To determine whether any changes occurred in the pattern of illnesses with which patients
presented at health institutions, and whether any changes could be detected in mortality rates.

i.  To uncover perceptions of both the general public and professional health workers to issues
related to professionalism of health workers and quality of care.

j  To promote the utilisation of the findings of the study in policy making at national level, as well
as in planning and management of health services at provincial and district levels.

Study sites

To address the objectives, time series comparisons needed to be made between equivalent seasons
in successive years. Tthe research period was initially limited to two years (1993 and 1994), but
was later extended into a third year (1995). Tthe research was conducted in one urban and one
rural area. Chitungwiza was chosen as the urban site, while Murehwa district was selected as the
rural area.

Chitungwiza is a large conurbation situated about 30 km south of central Harare, the capital city of
Zimbabwe. The city was established in the mid-1970s to accommodate the rapid urbanisation resulting
from the changing nature of the economy and the escalating war of national liberation. Few economic
opportunities exist in Chitungwiza and many of the employed people commute to and from Harare
on a daily basis. The official population of Chitungwiza, according to the 1992 census, was 274,912,
of which 49.8 per cent were females (CSO, 1994). Thirty-nine per cent of the population was below
15 years of age, while only two per cent was 60 years or older.

Murehwa district is located in Mashonaland East province, with Murehwa growth point situated at
about 70 km to the north of the provincial capital Marondera, and at about 80 km to the east of
Harare. Tthe district comprises mainly communal farming areas and a small commercial farming area
(Chitowa), that are administered by a rural district council. According to the 1992 census, the population
of Murehwa district was 152,505, of which 52.2 per cent were females (CSO, 1993). Forty-eight per
cent of the population was below 15 years of age and seven per cent was 60 years or older.

Chitungwiza is served by one hospital, which is administered directly by the MOHCW, and four
municipal clinics, administered by the Chitungwiza Town Council. Murehwa District has two hospitals,
one of which is owned by the Catholic mission (St Paul’s hospital at Musami mission), and 12 rural
health centres, of which five are owned by the Government, six by the rural district council and one
by the mission. Tthe district receives long-term technical and financial health sector support from
Medicus Mundi Belgium (MMB), a non-governmental organisation.
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Methods

In terms of data sources, the research project relied on households, as well as the hospitals and
clinics in each of the two study areas. A baseline household survey was conducted in May-June
1993 through interviews in more than 300 households in Chitungwiza and another 300 households
in Murehwa district. The study was restricted to households with one or more children aged 12 to 59
months whose weights and heights were measured annually. The survey was repeated in May-June
1994, and in May-June-July 1995 among the same households. Information was collected on
household composition and housing situation; employment status and sources of income; rural
holdings; household expenditure; ability to save and indebtedness; iliness episodes and health seeking
behaviour; expenses incurred in seeking treatment; satisfaction with treatment; deliveries and antenatal
clinic attendance; and nutritional status of children. From the hospitals and clinics data were collected
on a variety of indicators covering the period January 1991 to June 1995. Focus group discussions
with community members in both Chitungwiza and Murehwa district were held in 1993-94, to
discover their perceptions of standards of health services, observations of any recent changes in
these, ideas about the possible causes of these changes, and suggestions about what might be
done at the local level in response to the situation. In addition, another series of focus group discussions
was held with nursing staff of the clinics and hospitals in the two areas, to investigate their experiences
with service delivery to patients and raise ideas about strategies that might be adopted in response
to any negative influences on clinic and hospital functioning.

Results
A selection of the most pertinent findings from this research are presented below:
al Changes in Household Economic Situation

Table 3 shows a frequency distribution of the sources of income reported by each household in
1994 and 1995 as “the major source of income”. Wages form the major source of income for about
two-thirds of the Chitungwiza households. For Murehwa district the decrease in sale of crops as the
major source of household income is striking: from more than half of the households to less than a

Table 3: Major sources of income for Chitungwiza and Murehwa district households in 1994 and 1995

1994 1995
Chitungwiza (N=281) (N=266)
Wiges 67.6% 658%
Viending and trading 171% 9.0%
Remittances 6.0% 49%
Other sources * 93% 20.3%
Murehwa district (N=278) (N=289)
Sdle of crops or garden produce 51.1% 232%
Remittances 270% 38.8%
Wages 6.8% 14.5%
Other sources ! 15.1% 23.5%

1 Other sources of income include: small-scale manufacturing, crocheting and. knitting, maintenance work,
brick moulding, and. construction work, motor mechanics, shop keeping, house rents, pensions, etc.
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quarter. This was due to the poor harvests in 1995, which were caused by poor rainfall. As a result,
remittances became the most frequently cited major source of income. The share of “other income
sources” and wages was also higher than in 1994. Not less than 15 per cent of the households in
Murehwa district cited brick moulding or building as their major source of income in 1995. This
activity appeared to have become even more important than wages.

There has, in addition, been a steady diversification in reported sources of income in Chitungwiza
households since 1991. The proportion of households that rely on one source of income has fallen
from about two-thirds in 1991 to about a quarter. in 1995. In Murehwa district, the number of sources
of income were highest in 1994. This is illustrated in the figures shown below:

Figure 3: No. of sources of income in Chitungwiza households by year
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Figure 4: No. of sources of income in Murehwa district households by year
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In the 1995 survey efforts were made to estimate total monthly household income from the cash
income reported by the interviewees. In terms of the reported change in 1995 household income
compared to 1994, a decrease in income was reported relatively more frequently among the low
income categories, whereas increase in income was reported more among the high-income categories.
This strongly suggests that the income gap has grown during the period of structural adjustment.

Table 4: Reported change in household income by income category in Chitungwiza and Murehwa district

(1995)
Decrease No change Increase |
Chitungwiza (N=251) :
less than ZWD 400 48% 32% 20%
AWIDEE L0018 (& S 2128 45% 42% 13%
ZWD 1000 to 1999 26% 42% 33%
ZWD 2000 or more 12% 43% 45%
Murehwa district (N=252)
less than ZWD 400 54% 39% 8%
ZWD 400 to 999 40% 41% 18%
ZWD 1000 to 1999 31% 34% 34%
ZWD 2000 or more 13% 38% 50%

Table 5: Types of reported major expenditure by year !

' 1993 1994 1995
Chitungwiza (n=141) (n=119) (n=104)
fumiture/electrical appliances 58% 25% 24%
building materials 17% 12% 17%
school fees 30% 21% 16%
funerals 2% 8% 13%
medical care - 26% 17%
other expenditure 3% 24% 30%
Murehwa district (n=77) (n=107) (n=93)
fumiturelelectrical appliances 27% 4% 10%
building materials 47% 21% 27%
school fees 25% 21% 11%
medical care 2% 6% 6%
funerals - 28% 11%
seeds/fertiliser - 20% 24%
other expenditure - 16% 28%

! Totals exceed 100% as some households reported more than one item
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As far as expenditure was concerned, major expenditures were reported by around 40 per cent of
the Chitungwiza households in each of the three survey years. In Murehwa district almost the same
percentage reported major expenditures in 1994 when harvests were good, but in 1993 and 1995 it
was significantly less.

The major reported expenditures are shown in Tiable 5.

Expenditure on funerals was not reported at all in 1993, which was probably due to the way the
question was phrased in the Shona language. In 1994 more than a quarter of the households in
each of the two study areas said they had incurred major expenditures on funerals. The amount of
money spent on funerals varied hugely: between 15 dollars and four thousand dollars in Chitungwiza,
and between five dollars and three thousand dollars in Murehwa district. The respective median
amounts were 400 dollars and 150 dollars. These are considerable sums given the levels of household
income. It is estimated that the annual expenditure on funerals forms 36 to 38 per cent of a month’s
income.

The 1993 baseline survey already found that the majority of households in both study areas (79 per
cent in Chitungwiza and 73 per cent in Murehwa district) were no longer buying certain food items
because of expense. Meat, bread, rice and cooking oil were the most frequently mentioned items in
this regard. Ninety-one and 73 per cent of the households in the two respective areas reported they
had reduced the consumption of certain food items. Here the main items mentioned were bread,
cooking oil, meat, maize meal and sugar. Remarkable was the high proportion of urban households
(31 per cent) that had reduced the amount of sadza' that they consumed. In Murehwa district, this
was the case in five per cent of all households.

The table below shows the proportion of households that claimed not to have had enough food in
the two 12 months periods between the three survey rounds. For Chitungwiza there is a slight indication
that the situation got worse, but none of the differences between the two periods is statistically
significant. It is especially worrying that in 1995 six per cent claimed they had experienced a shortage
of maize meal. In Murehwa district both the proportion of households that experienced food shortages
and those that had a shortage of maize meal more than doubled between 1994 and 1995. Not less
than 13 per cent of the households claimed they did not have enough maize meal for some time in
the course of the year. This again can be attributed to the poor harvests because of drought.

Table 6: Households claiming food shortage during the 12 months period prior to survey
(1994 and 1995)

1994 1995 Significance ‘
of difference

|

Chitungwiza (N=281) (N=266) | '
Periodic food shortage 23% 25% Not significant
Food shortage during whole year 14% 16% Not significant
Shortage of maize meal 3% 6% Not significant

Murehwa district (N=278) (N=289) !

Periodic food shortage | 8% 18% p<0.001 |
Food shortage during whole year ; 2% 1% Not significant

Shortage of maize meal 6% 13% p<0.01
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Information about the number of daily meals, the frequency of meat consumption and the availability
of basic grocery items was obtained for Murehwa district households only in the 1995 round of
interviews. Twenty-seven per cent reported they did not always have three meals per day. This includes
three per cent of the households who usually had two meals. Forty per cent of households said they
had meat less than once a week; 30 per cent had meat once a week; 14 per cent had it twice a week;
and 16 per cent had it three times a week or more often. Of a list of six basic commodities, which
included cooking oil, body soap and soap for washing clothes, five per cent of the households had
none of these items available at the time of interview, and 25 per cent had only one or two items
available. This further illustrates the precarious financial situation of a large proportion of the households
in the rural area.

b) Changes in Health Service Utilisation

Among those who went to a public health facility in Chitungwiza, the proportion of patients who paid
for the services received declined over the years, although not significantly in statistical terms. In
1995 sitill more than half of the patients were paying. In Murehwa district there was a huge decline in
paying patients between 1994 and 1995. This is attributed to the abolition of fees at rural health
centre level in early 1995. The 19 per cent who still paid a fee in 1995 did so at one of the hospitals.

The table (below) shows the actual amount of money that was paid on average by patients visiting a
public health facility. The average cost of treatment in Chitungwiza almost doubled between 1993
and 1994. Whereas the fees at the Chitungwiza municipal clinics in 1993 were 1.50 and 3.60 dollars
for children and adults respectively, the actual cost of treatment that was incurred was more than six
dollars on average. There are three reasons for this: firstly, some patients incurred higher costs as
they went to the hospital rather than one of the clinics; secondly, drugs were usually not included in
the consultation fee, so they were charged for separately; and thirdly, some patients were referred
from the clinic to a private pharmacy, and incurred extra costs for drugs.

Table 7: Consultation fees' and actual average cost of treatment incurred by those going to public
health facilities, by year (in ZWD)

1993 1994 1995

Chitungwiza

Children’s consultation fee $ 150 $ 8.00 $ 8.00

Adults’ consultation fee $ 3.60 $ 16.00 $ 16.00

Average cost of treatment $ 620 $ 1200 $ 10.59
Murehwa district

Children’s consultation fee $ 100 $ 300 nil

Adults’ consultation fee $ 1.50 $ 6.50 nil

Average cost of treatment $ 6.67 $82 $ 12.68

I Consultation fizes are those charged at municipal clinics (Chitungwiza) and rural health centres
(Murehwa district)

In Murehwa district, the average cost of treatment also increased considerably over the three years,
rising to almost thirteen dollars in 1995, or aimost twice the fee charged at rural health centres. This
is mainly because most of those who paid went to one of the two hospitals in the district, which
charge consultation fees of 17 dollars for adults and 8.50 dollars for children.
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The figure shown below illustrates the trends in the number of new patients who visited the outpatient
departments (OPD) of Murehwa district hospital, the mission hospital and the average rural health
centre, respectively, over the four and a half year period.

Figure 5: First OPD visits in Murehwa district by quarter (1991-1995)
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It clearly shows that attendance levels at rural health centres (RHCs) increased in the first half of
1993, when no fees were charged. There were actually more than twice as many patients seen as in
late 1992. 1t is likely that the drought and the free distribution of food and meals for children under
five years of age also attracted more patients, but those events covered longer periods than the six
months during which there were no fees. The higher level of OPD attendance was exactly during this
period. Between mid-1993 and early 1995, attendance levels were slightly higher than in 1992. In
the second half of 1995 outpatient visits to RHCs rose by more than a third. This again can be
attributed to the abolition of fees in March 1995.

At the district hospital attendance levels were very high in early 1993, which must be attributed to the
combined effects of drought and the free health services at rural health facilities. During that time, the
waiting times for patients at the hospital OPD were excessively long. Attendance levels started to fall
in late 1993, before the huge fee increase of January 1994. The second half of 1994 showed a slight
recovery. At the mission hospital, attendance levels fell during the whole of 1991 and into 1992,
when user fees were increased twice. They increased during the 1992 drought year, with a peak in
early 1993, similar to what happened at the district hospital. After mid-1993 attendance has been
falling almost continuously to reach a level below that of the average RHC. This is remarkable,
because the mission hospital used to receive two to three times more patients than the average RHC.

With the fee increase in January 1994, the Ministry of Health and Child Welfare (MOHCW) planned
to strengthen the referral system. Figure 6 shows that OPD attendance at the hospitals, which had
started falling already, dropped even further. However, the expected corresponding increase in RHC
attendance did not happen until March 1995, when fees at RHCs were abolished.
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The total O.PD. attendance for the whole district is shown in the figure below:

Figure 6: Totdl of first OPD visits for Murehwa district as a whole by quarter
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It is clear that there is a strong association with changes in user fee policies: the enforcement of fee
collection in 1991, the temporary abolition of fees at RHCs in 1993, the January 1994 fee increase
and the abolition of fees in March 1995.

Tiable 8 gives an overview of the maternity fees that were reported as having been paid in four
different time periods. In Chitungwiza the proportion of women paying maternity fees has decreased
over the years, to about two-third in 1995. In the rural area, this has not been the case and in the
1995 survey 97 per cent of the women who delivered at health facilities reported to have paid
maternity fees.

Those who paid in Chitungwiza saw the fees almost double between 1993 and 1994 to 120 dollars.
Compared to what most women paid five years earlier, the increase was as much as eight-fold. The
fee increase in Murehwa district was much more modest: most women paid ten or 12 dollars, but
those who delivered in one of the hospitals paid 60 dollars.

The majority of women who had a baby between mid-1994 and mid-1995 claimed they booked for
delivery (and paid the maternity fee) when going for ante-natal care (93 per cent in Chitungwiza, 90
per cent in Murehwa district). However, there is strong evidence that home deliveries in Murehwa
district are on the increase. Tiable 9 shows that the proportion of home deliveries has increased
steadily from an estimated 18 per cent in the period 1988-91, to 38 per cent in 1995. In Chitungwiza
there is no such trend, although a record ten per cent of the reported deliveries in 1994 did not take
place at a health institution.

Of the 14 home deliveries reported by interviewees in 1994, three were from families who were
members of the Apostolic Faith who generally refuse modern medical care. In 1995, five out of 16
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women who had home deliveries were Apostolic Faith members. This suggests that the majority of
women who have home deliveries (70 to 80 per cent) have reasons other than religious ones for not
having their babies at a health institution. Distance from home to the clinic (especially in rural areas)
and financial constraints seem the most plausible reasons.

The evidence from this research, therefore, is that in Chitungwiza the huge increase in maternity fees
has not led to a corresponding increase in home deliveries. But in Murehwa district home deliveries
have increased despite a much more modest increase in maternity fees.

Data gathered at health facilities in Murehwa reveal that the total number of deliveries reported by all
health institutions combined has not changed significantly over the years, as shown in the figure.

Home deliveries were not reported previously, but since mid-1994 most health facilities have been
reporting the home deliveries that they had knowledge of. The data suggest that 15 to 20 percent of
all deliveries do not take place in health institutions, but this is an under-estimate as surely not all
home deliveries are reported. In 1993, the number of home deliveries reported by RHCs was more
than half the number of deliveries conducted at the RHCs themselves (56 per cent). For the period

Table 8: Matemity fees paid at health facilities by period 2

‘ 1988 - 1991 1992 - mid 93 | mid 93- mid 94 l mid 94 - mid 95 |
Chitungwiza (n=243) (n=69) (n=39) (n=33)
women paying fees 87% 87% 74% 66%
mean fee paid $ 51 $ 64 $ 126 $ 19
mode $15 $65 $ 120 $ 120
‘ Murehwa district (h=202) (n=98) (n=39) (n=39)
| women paying fees 89% 91% 82% 7%
| mean fee paid $22 $2 $ 28 $ 42
mode 87 $7 $12 $10

I n = number of women who booked and/or delivered at health institutions
2 Fees do not include ward fiees which are due when staying ovemight in the hospital or clinic

Table 9: Home deliveries as a proportion of total reported deliveries in Chitungwiza and Murehwa

district, by period

1988- 1991! [1992- mid 93 | mid 93- mid 94 | mid 94- mid 95 Significance
P v
!
Chitungwiza (n=259) (n=72) (=42 (n=34) Not significant |
4% £ A 204
Murehwa district (n=217) (n=100) (n=42) (n=43) p=0.06
— A% — L — 2% 4% 38%

! Data for 1998-91 were obtained in the 1993 base-line survey
2 Place of delivery was not reported in 1995 for four Chitungwiza households and three Murehwa
district households
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July 1994 to June 1995, this was no less than 82 per cent. Although it is hard to speak of a trend,
because of incomplete reports, this suggests that the number of home deliveries may be as high as,
or even higher than the number of deliveries that take place at RHCs.

Figure 7: Institutional and reported home deliveries in Murehwa district
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¢) Changes in Child Nutritional Status

The total number of children with valid and complete measurements in all three survey years is 190
for Chitungwiza and 216 for Murehwa district. This corresponds to 52% and 59% of the original
samples at baseline in the two respective areas.

A paired analysis of growth data was done. This implied that for each child with at least two sets of
anthropometric measurements, the differences in Z-scores were calculated for both the height-for-
age and the weight-for-height indicators. Thus, the mean change in Z-scores was calculated between
1993 and 1994, as well as that between 1994 and 1995. In addition, the mean change over the
entire two year period (1993 to 1995) was calculated.

Table 10 shows that in Chitungwiza height-for-age improved significantly between 1993 and 1994
(p<0.0 1), but remained almost unchanged in the year thereafter. Overall, the improvement between
1993 and 1995 is statistically significant (p<0.0 1). Weeight-for-height, on the other hand, deteriorated
in the first year (p« 0.05), but partly recovered in the second year. A slight improvement was detected
over the two years, but this was not statistically significant. In Murehwa district, height-for-age improved
significantly in both years, with an overall gain in Z-score of almost half a point over the two year
period (p«0.000 1). The improvement between 1994 and 1995, however, should be attributed in part
to the high loss to follow-up of stunted children. The mean weight-for-height severely deteriorated in
the first year (p«0.0001). Despite a small recovery in the second year, the overall change over two
years is still significantly negative (p«0.00 1).
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Table 10: Absolute change in nutritional status in Chitungwiza and Murehwa district, by indicator and by
age category (paired data) !

Mean change in Z-scores
1994 versus 1993 1995 versus 1994 1995 versus 1993
Chitungwiza (n=241) (n=215) (n=224) !
Height-for-age
24-35 months + 0.362 £0155
36-47 months + 0.090 -0.186 +0.164
48-59 months + 0.226 + 0018 +0.124
60-71 months +0.275 - 0.086 +0117
72-83 months + 0215 32045380
Overdll | +0.236 -0.002 u + 0219
| (p<0.01) (not significant) . (p<0.01)
Wieight-for-height
24-35 months : -0.261 - 0.080
36-47 months +0.149 . +0133 = 01122
48-59 months -0151 ' - 0,036 ' +0147
60-71 months -0.348 + 0.060 - 0.063
72-83 months | +0.420§ +0.152
Overall -0.143 A OF11 + 0.018
| (p<0.05) (not significant) (not significant)
Murehwa district: (n=256) (n=247) (h=277)
Height-for-age
24-35 months +0.239 +0.455
36-47 months + 0078 +£0:385 +0.550
48-59 months +0.191 + 0194 +0.356
60-71 months +0.409 +0.139 +0.287
72-83 months . #0250 + 0.694
Overa +0211 ' +0.254 +0.459
: (p<0.01) (p<0.001) (p<0.0001) |
| Wieight-for-height
24-35 months -0279 - 0.040
36-47 months - 0456 - 0079 - 0.300
48-59 months - 0415 +0.143 O3
[ 60-71 months -0.335 & Qi1 %) - 0157
72-83 months + 0.206 - 0.209 |
| Overall -0.372 +0.089 -0.283
' . (p<0.0001) {not significant) (p<0.001)

I Ages are as calculated for the year first mentioned in the heading of each column
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Discussion of Main Findings

The findings can be summarised in three main categories: changes in household economy, changes
in health service utilisation and changes in health outcomes, as evidenced by changes in nutritional
status.

al Changes in household economy

Compared to the previous year (1994) a decrease in household income was reported by about a
third of the urban households and 42 per cent of the rural households, but these figures were much
higher in the lowest income categories, as well as among the de jure female headed households in
the rural area. Comparison of the data from the three survey rounds showed that household income
sources had been diversified in Chitungwiza between 1991 and 1995. In Murehwa district the reported
number of household income sources had increased strongly between 1993 and 1994, but showed
a slight decrease between 1994 and 1995. Diversification of income sources was done primarily by
taking on a wider range of informal activities. Growing maize had become significantly more popular
in Chitungwiza, where new food growers were found to produce mainly for their own consumption.
Self-sufficiency in maize, however, fell significantly between 1994 and 1995. In Murehwa district it fell
to just 30 per cent of all households, compared to 76 to 80 per cent in the previous two years. The
pattern of household expenditure in both rural and urban settings had also changed. Funerals
accounted for an increasing proportion of expenditure in Chitungwiza, which accompanied a decline
in expenditure on medical care, school fees and household furniture and electrical appliances. In
both areas people also reported reduced expenditure on clothing, use of transportation and
consumption of food.

With regard to food consumption, a decline was found in both the quality and the quantity of food.
Spells of food shortages within the household in Chitungwiza appeared to be more common and of
longer duration than in Murehwa district, although in the rural area the situation in 1995 had become
much worse compared to the previous year. About three-quarters of households in both areas reported
they no longer bought certain food items because of expense. Particularly meat, bread, rice and
cooking oil had become luxury items. More than a quarter of the households in Murehwa district in
1995 reported they did not always have three meals a day, while 40 per cent said they had meat less
than once a week. The high proportion of urban households which in 1993 had reduced the amount
of sadza (the main staple food) that they consumed was alarming: 31 per cent.

While significant proportions of households in Murehwa district benefited from food aid in 1993
through the Child Supplementary Feeding Programme and the Food-for-Work Programme, this was
no longer the case in 1994 as these programmes were stopped in between the first two survey
rounds. Very few households reported having received assistance from social welfare organisations
in the urban setting: less than five percent in each of the three survey years received assistance with
school fees , food money or blankets. In the rural setting four to six per cent received assistance in
1994 or 1995, mostly in the form of fertiliser and/or seeds. It is clear that, five years into the ESAP
era in Zimbabwe, the “targeted assistance” is still very far from finding its target. There is no evidence
that the new Poverty Alleviation Action Programme, which was designed on the same basis as the
SDF, has had a significant impact on the living conditions of those hardest hit by the economic
decline, as the proposed measures hardly involve any structural changes that may improve the plight
of the poor.

b} Changes in health service utilisation

Clinic-based monthly statistics confirmed that out-patient attendance responded strongly to changes
in user fee policies, with total outpatient attendance in both the urban and the rural area falling
dramatically after the January 1994 fee increases.
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There is also strong evidence that home deliveries in the rural area are on the increase. In 1995, a
record 38 per cent of the women who gave birth did not deliver at one of the health institutions.
While Chitungwiza residents experienced a two-fold increase in fees between 1993 and 1994 to
ZWD 120, those in Murehwa district saw a much more modest increase. The combined effects of the
increase and the strict collection of maternity fees has obviously contributed to the increase in home
deliveries in the rural area, which has also been confirmed by the clinic-based statistics.

¢/ Changes in child nutritional status

Some highly significant changes were found with regard to child nutritional status. The overall
prevalence of stunted growth, which reflects long-term adverse influences, seemed not to have changed
much in Chitungwiza, while in Murehwa district it seemed to have declined. It is concluded that the
negative influence stemmed from the period 1991 to mid-93, and that the drought of 1990-92 could
have caused nutritional stress which by 1993 was being reflected as stunting. Children in the rural
area had to some extent been able to recover from stunting between 1994 and 1995. The prevalence
of acute food deprivation, as indicated by higher levels of nutritional wasting, increased between
1993 and 1994 in the rural area, and declined between 1994 and 1995 in the urban area. The
analysis of paired observations indicated that the levels of wasting between 1993 and 1994 deteriorated
both in Murehwa district and in Chitungwiza. The deterioration in the rural area was very severe in all
age categories. This indicates short-term deficiencies, or significant nutritional stress. Unlike in the
urban area, the deterioration in the rural area was hardly reversed between 1994 and 1995. In other
words, the children in the rural area had become more skinny between 1993 and 1994 and they
remained skinny between 1994 and 1995. This is attributed to the combined effects of poor harvests
due to drought, economic depression and possibly HIV-associated disease.

Conclusions and policy implications

The issue of the social impact of structural adjustment has attracted a lot of attention since the mid-
1980s, notably after the publication of the much cited work Adjustment with a Human Face by
Comia et al. (1987). Some have claimed that there is little evidence of the existence of any general
rule with respect to “winners® and “losers® in the adjustment process (for example, Azam, 1994).
Others are more outspoken, not least the Wiorld Bank itself, the most powerful advocate of structural
adjustment.

The 1994 World Bank policy research report Adjustment in Africa - Reforms, results and the road
ahead investigated 29 countries in Sub-Saharan Africa that were undergoing structural adjustment
some time between 1987 and 1991 (World Bank, 1994). The report asserts that (page 7):

In African countries that have undertaken some reforms and achieved some increase in
growth, the majority of the poor. are probably better off and almost certainly no worse
off. The poor are mostly rural (sic!), and as producers, they tend to benefit from agricultural,
trade and exchange rate reforms and from the demonopolisation of important commercial
activities. As consumers, both the urban and the rural poor tend to be hurt by rising
food prices. But ad justment measures have seldom had a major impact on food prices
in either the open market or. the parallel market, which supplies most ofithe poor.

This view is clearly much too optimistic, and it is not supported at all by the findings of the current
research, neither by work done by others. In a very comprehensive, and probably the best review so
far of studies on the impact of structural adjustment on the health of mothers and children, Costello
et al. (1994), in their report Human Face or Human Facade, convincingly conclude that

... there is indicative evidence that adjustment has had a negative effiect on welfare...
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and

.. at the same time there is little evidence for the proposition that ad justment promotes
sustainable economic growth (at least in low-income countries), which is central to the
view. that the social costs of ad justment are temporary and off--set by long-term benefits.

The authors find it

.. equally questionable that ‘safety net’ programmes have had more than a marginal
effect in limiting the impact (of ad justment).

They state that very few studies have attempted to document the changes undergone by households
in Sub-Saharan Africa over any length of time during structural adjustment periods. This is because,
on the one hand, it is difficult to measure the social impact of structural adjustment, and on the other
hand, the possibilities to do research were limited as few countries had not yet implemented structural
adjustment programmes when social change became a topic of interest. With regard to the latter,
Zimbabwe was an exception and therefore it offered the almost ideal setting to study the social and
health dimensions of change at the household level.

The changes that are documented in this report concemn the period when Zimbabwe went through
its early and intermediate phases of economic structural adjustment (up to mid-1995). There is
strong evidence that there has been a serious economic degradation ofithe poor in both urban and
rural areas in Zimbabwe, and there is no sign that this process has come to a halt. It has also been
demonstrated that very few households receive assistance from the SDE

The traditional gap between the rich and the poor appears to have widened and a substantial part of
the population is no longer able to cope with the adverse effects of economic decline. This calls for
a revision ofi the targets and strategies of the economic structural adjustment programme that is
being implemented in Zimbabwe. Secondly, the government’s failure to protect the health sector
from budgetary cut-backs and to guarantee high quality and affordable services at the primary level
of care since ESAP was introduced in 1991, appears to have had a negative impact on households’
welfare. It is therefore suggested that more resources be made available for primary health care
facilities. Maternal services (antenatal and delivery care) should be provided free of charge, as well as
all other outpatient services at primary care centres in poor urban areas and not just rural, where they
are now free.

The results of this research, which is ongoing, are disturbing and confirm the fundamental importance
of socio-economic influences on health. The policy implications for countries implementing structural
adjustment programmes are clear. Although South Africa is not (yet) a recipient of World Bank or
International Monetary Fund assistance and, therefore, not required to implement a S.AP, the recent
macro economic reforms introduced as part of the Growth, Employment and Redistribution Programme
(GEAR] are strikingly similar to the components of structural adjustment. Consequently close
monitoring of social and economic changes as well as changes in health service utilisation and
health status would seem appropriate.

End note

' Sadza is the staple food in Zimbabwe, which is made of maize meal
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3. The Radio Experience: Radio Zibonele in Khayelitsha

by B Meyer
NPPHCN Media and Tiraining Centre
Observatory, South Africa

This story describes the establishment of a community radio station in Khayelitsha, a peri-urban
community 26 km outside Cape Town in South Africa. In 1992, a day clinic was buiilt in the community
to meet their health needs. In addition, the community elected 18 community health workers to meet
its health needs. It soon became clear that even with the facility and the CHWs, it was not possible to
reach all of the people living in the area. Thus, the community decided to use radio as a means to
communicate PHC messages to the people. Radio represented a less expensive and more accessible
to communicate with a large population with low literacy rates.

A basic broadcasting studio and transformer were assembled in a cupboard in the clinic and the
CHWSs were trained to produce PHC programmes. In March 1993, broadcasts started. The station
presented PHC programmes every Tuesday to approximately 20,000 people. The station operated
illegally because community radio stations were not authorised in South Africa at the time. After the
1994 elections, an Independent Broadcast Authority was created to give licenses to community
radio stations. Zibonele received its official license in 1995 and now broadcasts 19 hours per day five
days a week to 1 million people.

The mission statement of Radio Zibonele best captures the spirit of this project.

“We are a group of voluntesrs with diverse skills, who have formed a Community Radio Station
owned, managed, and programmed by the community of Khayelitsha. Our concemn is to enhance
the quality of life through improving the health standards of our people. All those we serve are
affected by poor health and poor environmental conditions. Radio Zibonele is committed to sharing
skills and information through honest processes, hereby empowering the community of Khayelitsha
for better life.”

T

Conference delegates visit Radio Zibonele - a radio station broadcasting primary
health care messages to over a million residents of Khayelitsha in Cape Town
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4. The Story of the NPPHCN Media and Tiraining Centre

by G Urgioti
NPPHCN Media and Training Centre
Observatory, South Africa

This story presents the experiences of the National Progressive Primary Health Care Network
(NPPHCN) Media and Ti-aining Centre (MTC) over the last four in developing adequate and relevant
primary health care media using participatory methods. The MIC is structured in four units: radio,
print, research, and administration. Each unit works individually or together in separate geographic
and operational areas. Amongst these units, there are six major projects that the MIC is currently
involved with. Radio Zibonele is a community-based radio station operating in Khayelitsha, a peri-
urban community about 26 miles from Cape Town. The MTC helped to establish this station and
trained CHWs to work as health reporters.

In Pella, a small Moravian community 60 km outside Cape Toown, the MTC conducts ongoing training
for the local radio unit, enabling them to produce PHC radio programmes. The community also
writes and produces its own monthly, PHC newsletter. In addition to these specific projects, the MTC
provides radio training to PHC radio producers throughout the Western Cape. Tthe print unit is
responsible for publishing the Networker, the official newsletter of NPPHCN. This newsletter includes
health educational information, current health issues, and experiences from community health projects.
The research unit conducts research in support of the activities of the print and radio units. In summary,
the MTC’s experiences over the past four years have validated their original philosophy that PHC
media must be a participatory process in order to be effective.

5. The Frankdale Environmental Health Project

byN Mohamed
Environmental Advisory, Unit
Cape Town, South Africa

This story recounts the experiences of one environmental health project to improve the safety and to
gain support and acceptance of formalised waste picking. In South Africa, waste picking has long
been established as a survival strategy among the poor. In Frankdale, a squatter settlement of about
150 families 35 km outside Cape Town, waste picking constitutes the primary source of income as
people sell and use items salvaged from the dump. There are, however, many dangers involved in
waste picking such as cuts, skin rashes, and food poisoning. In 1993, a crisis developed in the
Frankdale community, when throat lozenges were sold to school children, causing mass food poisoning.
The Environmental Advisory Unit (EAU) of the University of Cape Town convened a workshop on
safe waste picking.

As a result of this workshop, a simple pamphlet on safe waste picking techniques was developed
jointly by the community and academics. In addition, the EAU began working to integrate these
waste pickers into the formal waste management process. They have held discussions with the
government about formalising these positions with adequate pay and safe working conditions. Through
this process, the EAU hopes to change government policies toward waste picking on landfills. In a
developing country such as South Africa, it is vital that subsistence waste picking is dealt with in a
constructive and humane manner.
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6. Healthy Cities: The Glasgow Experience - Danny Morrison Health Project

by Martin Coyle
Danny Morrison Hedlth Project
Glasgow, Scotland

Drumchapel is a large sprawling housing estate on the periphery of Glasgow. Initially it was viewed as
a ‘chance for a fresh start’, however by the mid 70's due to the decline in industry and manufacturing,
there was wide scale unemployment and poverty. This had a devastating effect on the males and
their environment. Statistics reflect that 54% of working age males were not in paid employment and
consequently they felt marginalised and lacked a sense of worth and responsibility. Other factors
such as social inequities in health, the widening schism between rich and poor, the erosion of men'‘s
social and personal identity as a result of protracted unemployment and gender inequalities, contributed
to the men being marginalised. Research also indicated that men living in Drumchapel are one and
a halftimes more likely to die under the age of 65 than men in the rest of Scotland. The combination
of these factors led to the impetus for a movement aimed specifically at men and men'‘s health.

The aims of the programme were: to raise awareness; influence male attitude to health; influence
male lifestyle; help men to take control of their own lives and to deliver a new model of primary
health care. In 1987 Glasgow became one of four U.K. cities to join the European Healthy Cities
Network. By 1990 Drumchapel Community Health project became the first community pilot project
in Glasgow. By August 1995 the Danny Morrison Health project (named in memory of one of the
original volunteers] set out to: establish a drop-in service offering an open door to men seeking
advice with all health matters; carry out health assessment needs of men in the area; develop and
publish a survival pack for men covering a range of issues and to develop a new collaborative model
for men's health services.

The main successes of the project has been the ability to raise awareness that men‘s health matters,
and by extension men’s health affects his family and community. The Men‘s Health Needs Assessment
has been a great success in that it highlighted the health needs of the men and gave them a voice
not normally available to them. Also, the process of empowering oneself is evident in that a group of
men from a background of limited opportunity got together and established the Danny Morrison
Health Project. Lastly, the project has provided access to a variety of new skills and training.

The main problems of the project were: a lack of understanding of the holistic definition of health;
working in and understanding a new environment (men were previously labourers); role changes;
working with short term funding; lack of trained staff; not seeing results which led to motivation crisis
and finally the lack of space and materials for various activities.

The lessons that the project brings to the table are the following: the project has to have the buy-in of
those who will benefit, that is they have to think that it is important; men can build positive health by
taking personal responsibility for their own well being; through talking to other men they can tap new
sources of emotional power that has a direct bearing on the quality of their own health; a hierarchy
of involvement needs to be established for empowered participation and empowerment cannot be a
pre-conceived role determined by health professionals. Other lessons include the need to overcome
the ‘dependency culture’; support from stakeholders needs to be more than verbal; there needs to be
a movement from curative to preventative health; and short term funding is not the answer. We need
to make demands on government rather than display passive acceptance since the process of change
is slow and requires stamina and belief.

The solutions, though not foolproof are: to be aware of pressures on own health; to establish and
work within a partnership with clients; to recognise and respect different experiences; to resist posing
own perceptions of needs on clients; to view one's role as facilitator and enabler rather than expert;
and to share one’s knowledge and skills to empower - not to control.
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7. The Story of Philani Nutrition Centres

by Staff of Philani Nutrition Centres
Khayelitsha, South Africa

This story presents an overview of a community-based health and nutrition programme operating in
several squatter communities outside Cape Town, South Africa. Tthe Philani Nutrition Centres were
first established in 1980 on the initiative of women health workers in Crossroads. Since then, Philani
has expanded to develop an educare programme and an employment project. Tthe majority of staff
members are drawn from the local communities, providing close linkages with the surrounding
communities. In fact, sixty percent of the current staff began their association with Philani through
participating in the nutrition or rehabilitation programmes. Philani is committed to the protection of
the rights of each child to proper nutrition and health care and the right to grow and develop their full
mental and physical potential.

Out of this commitment to children, the need has grown to provide employment opportunities for
mothers through a weaving project. The employment project revolves around a training programme
in weaving that is offered to all destitute mothers attending the centre. Wieaving instruction takes
place at each centre where rag mats are woven from waste fabrics and sold throughout Cape Town.
In 1995, Philani opened a weaving factory to be run by women as an economically independent
venture. The Educare Programme provides stimulation for children in the community to develop
their intellectual capacity:. It is staffed by women in the community and provides additional employment
opportunities for them. These experiences reflect the successful implementation of an integrated
strategy to address the health and nutritional needs of young children living in poor, urban communities.

8. A Report on Community-Based Health Programme in Mosvold Health Ward

by D Mbali, Amatikulu Centre
Nyoni, South Africa

This story reports on the progress of one community-based health worker programme in the KwaZulu-
Natal Province of South Africa. The Mosvold Community-based health worker programme began in
1985 as a result of research results that found high levels of malnutrition and other preventable
diseases. There are currently 141 CHWs, who were democratically elected by the community, working
in the Mosvold health ward. Each CHW receives between 6 and 12 months training in preventive
health care and community development. This training is conducted with the full support and
participation of the community. Once trained, the CHW’s main role is to make home visits, educating
people on health matters. They also organise income-generating projects and self-help groups.
Finally, they provide care and support to individuals with chronic diseases such as hypertension or TB.

During the past 12 years, the CHW programme has had a tremendous impact on the health of the
community. In 1985, there were no mobile clinics for children under five, but now there are 28 clinics
serving these children. The number of residential clinics has increased from four to six with three
more under construction. There is greater community participation in health and development projects
such as vegetable gardening, creches, and money saving clubs. Patient/provider relationships and
follow-ups have improved dramatically. Most importantly, the health knowledge and health status of
the community have improved. These changes reflect the positive impact of CHWs on a community:

41




Primary Health Care: Obstacles and Successes

9.  Community-based Wioman to Wioman Peer Education

byT Molefe
Women's Hedlth Project
South Africa

This story examines the potential effectiveness of peer health education as an alternative to clinic-
based health education in Mpumalanga Province in South Africa. Through its consultation with
women throughout the country, the Wiomen’s Health Project determined that there was a need for
basic health information to be disseminated to women in communities. T -aditionally, the clinic staff
are too busy to provide enough health information. Thus, they attempted to train lay persons from
the community to act as peer educators for other women. A group of facilitators was identified from
two villages, Kildare and Newington in Mpumalanga. These 12 women attended a one-week t -aining
workshop in Johannesburg to prepare them to run workshops on women’s bodies, cancer of the
cervix, and AIDS.

They returned to their communities and conducted 15 workshops reaching 186 other women. The
participants reported that they had gained much information and were very comfortable receiving
information from their peers. This project demonstrates that it is possible to use peer facilitators as an
alternative to clinic-based health education. The sustainable of such an effort is difficult as no
remuneration was given to the facilitators and there was limited money to buy refreshments for the
workshops.

10. Approach to the Control of an Epidemic of Dysentery with Limited Resources in
Mukono District, Uganda

by Z Karyadbdkabo, N Nyakaana, D Ndungutse, E Tumushabe and M White
Uganda

This story details the importance of conducting basic epidemiological research to control an epidemic.
In January 1995, a case of dysentery was reported in Naminya Village close to the source of the Nile.
The initial investigation confirmed that there was a dysentery outbreak in the area. Samples from one
of the two water sources in the village contained high levels of E coli contamination. The contaminated
spring was closed for use and a education campaign on clean water and sanitation was conducted
in the village by the water and sanitation committee and the local leaders. Even after the spring was
cleaned, however, cases of dysentery were discovered in the village. In addition, patient responses to
medication was poor.

A team from the MPH programme of Makerere University conducted a case control study to identify
the cause of the outbreak and risk factors for its spread, to suggest ways of controlling the epidemic,
and to prevent future outbreaks. The research team found that the epidemic was spread from person
to person because of poor hand washing p-actices. They also found one strain of disease was
resistant to certain antibiotics. As a result, another health education campaign was started focusing
on hand washing practices. This information was shared through the Ministry of Health to other
regions and district to limit the further spread of the disease. This experience demonstrates the
potential value of research to control and prevent epidemics.
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11. The Optimal Management of Asthma

by Primary Health Care Education Unit
Tshildzini Hospital, South Africa

This story describes the efforts of a group of rural health workers in South Africa to take the initiative
to improve the quality of health services provided to their community. Rural health workers often feel
powerless to effect changes within the health system. In this case, the problem they faced was finding
the optimal management of asthma. As they assessed the situation, they found that there was a need
expressed by health workers for a new chart to interpret peakflow measurement more easily and
accurately to better treat the patient.

The Primary Health Care Education Unit initiated a participatory research process to design a new
type of asthma chart. They held numerous meetings with doctors and nurses to determine the best
format for the new chart. Once they had written a draft, they approached a pharmaceutical company
for funding to pilot test it in the region. Based on providers’ comments, they further revised it. The
final chart is currently being used as part of comprehensive training on the treatment of asthma.

From these experiences, the PHC Education Unit has learned that it is important to involve people
throughout the process. This will enable them to take ownership of the final result in this case the
asthma chart. One danger, however, is that the emphasis of the project will shift from the overall goal,
which is to better manage asthma patients, to the design, colour and format of the new: tool.

12. The Story of the Wiomen's Health Conference

by M Stevens
Women's Health Project
South Africa

This story describes the process through which the Wiomen’s Health Project organised a national
health policy workshop for women in 1994. The Women'’s Health Project was established in 1991 by
the University of the Witswatersrand. During its initial consultation period, women suggested that the
project convene a national workshop after three years. In 1993, the Women Health Project consulted
with its constituencies to ensure that they were still interested in this concept and found that there was
still strong support. They convened a conference committee composed of representatives of mass-
based organisations, who were interested in women’s health issues. Although it was difficult to
coordinate this committee for many reasons, for the conference to be a success, it was important for
organisations to mobilise their constituencies.

A set of draft policy positions on key issues were formulated by a series of work groups before the
conference. These documents were circulated to delegates two months in advance, giving them the
opportunity to discuss them and come to the conference with mandates. The conference was a
tremendous success with 400 delegates from all over South Africa. At the conference, there was
much interlearning among the delegates. The final policy positions were forwarded to the relevant
government departments and most have been incorporated into their policy documents. This
experience demonstrates the difficulties and the power of a participatory policymaking process.
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13. The Abortion Policy Process: A Reflection

by The Women's Health Project
South Africa

This story documents the lobbying efforts of one non-governmental organisation, the Women’s
Health Project, to liberalise abortion legislation in South Africa. Under the previous legislation, abortions
were legal under very limited restrictions. As a results, the vast majority of South African women
receiving legal abortions were white. The lobbying process began at a national Women’s Health
Policy Conference in December 1994, where the delegates endorsed a series of recommendations
to expand access to termination services. The lobbying process was strengthened by the deliberations
of the International Conference on Population and Development in Cairo and the Beijing Conference
on Women. At both conferences, termination of pregnancy was placed within the context of reproductive
health services.

The Wiomen’s Health Project worked closely with the Ad Hoc Select Committee on Abortion convened
by Parliament to examine this issue. They facilitated the participation of many women in the hearings
and assisted the Committee in drafting its final report. This report included many of the
recommendations from the earlier Wiomen’s Health Policy Conference. Then, the Wiomen Health
Project assisted in establishing the Reproductive Rights Alliance, a consortium created to take this
issue forward. They continued to work as an organisation conducting research and designing
programmes to improve the quality of reproductive health services in three provinces. They also
organised women to testify at the public hearings conducted by the National Assembly’s Health
Portfolio Committee and assisted the Committee in drafting amendments to the bill. The Choice on
Termination of Pregnancy Act was passed in October 1996 and implemented as of 1 February 1997

The experiences of the Wiomen’s Health Project on this issue reflect a larger concern in South Africa
that white and affluent women dominated both sides of this debate. Poor, black, and rural women
were largely marginalised during the consultation and lobbying processes. They also reflected that
within the “Pro-Choice“ alliance, people and organisations have many different agendas and styles
of working. This made coordination and synergy difficult to achieve.

14. The Youth Development Programme as a Primary Health Care Site

byC Nomba
Western Cape Community Partnership Project
South Africa

This story focuses on the manner in which a developmental project is planned in partnership with a
community. Specifically, it reviews the needs assessment, development of project goals, strategic
planning, and implementation of a youth development programme. A general workshop was held in
the community of Belhar for the community to identify and prioritise their needs. At ts workshop,
participants voiced concern about the youth of the community, particularly regarding youth sexuality
and teenage pregnancies. Further workshops and focus groups with youth were held to clarify and
unpack these issues. Within youth sexuality, the following issues were identified:

e  fragmentation of services for youth;
* increasing rates of teenage pregnancy leading to school dropout;
. lack of information about human sexuality;

. lack of recreational facilities;
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*  high levels of substance abuse; and
*  obsolete vocational guidance system.

A funding proposal was drafted to develop a programme to address these issues. After further
consultation within the community, it was funded by the Kellogg Foundation. The programme is now
being implemented. One of the primary lessons learned from this experience is that a needs assessment
should not be a once-off process. There is a ongoing need to ensure that the project is meeting the
needs of different sectors of the community. Although this process is time-consuming, it will ensure
that all stakeholders take ownership of the process because it is addressing their needs and issues.

15. Using an Afterschool Programme as a Viehicle for Social Change in the
Community

by L Christians
Western Cape Community Partnership Project
South Africa

This story describes the efforts of one community to establish an afterschool programme for children.
Belhar-East is a small community located outside of Cape Town It experiences very high rates of
crime and child abuse. After numerous meetings with community residents, it was decided to develop
an afterschool programme for children. The project is supported by academic institutions, the public
health services, and the Western Cape Community Partnership Project. It currently operating with
eight volunteers drawn from the school and the community.

The programme has made a positive impact on children’s perceptions of themselves. One ten year
old boy recognised that drugs were harming his body and decided to stop using them. The afterschool
programme fills an important role for these children as many of the parents work long hours and are
not able to spend as much time with their children as they would like. Although the programme has
been successful thus far, its impact could be increased significantly through greater community
participation.
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OBSTACLES FACING PRIMARY HEALTH CARE PROJECTS

Summary of Workshop Group Discussions

Intersectoral Collaboration

Poor intersectoral collaboration.

Need of progressive political structure for development and health.
Lack of co-ordination of NGO’s, community and government.
Male participation. .

Clash between medical model and health promotion paradigm.
Resistance by doctors - not wanting to legitimise midwives.

Attack on activists.

Men - women must be allowed to make decisions.

Religious settings.

Need to inform parents and children via social structures.

NGO’s, unions and other health related groupings - poor consultation and liaison.

Institution-based treatment approaches - lack of intersectoral and multidisciplinary team approach,
especially for problems like nutrition deficiencies.

Involve more people in projects.

Difficulties in mobilising people (those participating are not necessarily those in need).

Resources

Lack of a steady source of resources.

Large industrialists not providing facilities and migrant workers with different culture/s and
language.

Conference participants engage in lively discussion around the obstacles and
successes they encounter in their projects
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*  Fragmentation of health services.

* Infrastructure e.g. transport.

*  Lack of formal education and illiteracy.
*  Mobility and accessibility.

*  Economic constraints.

*  Financial logistics - poor government funding of projects, lack of money of CHWs, donor funding
with defined terms.

*  Poor involvement due to lack of time for working individuals, especially wage earners and men
due to supposed lack of time.

*  Poor dissemination of information by health workers.

* Disabled people not supported.

¢ Sustainability of resources.

* Relief aid e.g. money does not solve problems.

*  Capacity of community based health programmes and Department of Health.

*  Funds. ,

Health workers

*  Lack of primary care network.
e Attitudes of health workers.
*  Red tape at point of delivery.
*  Tiraining in illness not wellness.
*  Pre-occupation with addressing remuneration problems and low priority of health needs.
*  Programmes are imposed by health professionals on communities.
*  Problems of pressure and time on health professionals.
e Lack of recognition of CHWs and their knowledge.
*  Local projects not national.
e  Lack of understanding of the PHC concept:
- that PHC stops at clinics and does not extend to communities
- communities being ‘acted on‘ e.g. in research without feedback
- professionals determining the limits of PHC
- medicalisation of PHC by professionals and committees
- lack of flexibility in government health systems

*  Service needs to be comprehensive and not fragmented and consumer unfriendly.

* Increasing demand for PHC and CHW services, but no money.

. Definition of PHC.
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Profiessionalism

Poor involvement of professionals.

Lack of respect for voluntary workers.

Codes of conduct and support structures for CHWs often not in place.
Standard and evaluation - can this be uniform?

Mindset of health workers.

Professional dominance - control participation.

Socio-economic (community) factors

Low socio-economic status of target population.

Lack of resources - poverty and other economic factors.

Increase in population in the area.

Specific diseases due to the environment.

Conflicts in community and impact on work of community based health programmes.
Political violence.

“Abuse” of NGO’s and community based health programmes.

Community expectations.

Audit / evaluation - literacy levels of community:

Strategies needed in areas where violence, drugs and gangs exist.

Bureaucracy

Provinces and national are not delivering, sometimes blocking.

NGOQO’s also impose programmes on communities from funding policy.

Ti-ansformation and restructuring process is slow - nil enabling mechanisms for NGO'’s.
Lack of funds and access to funds lead to project collapse.

Lack of infrastructure in rural areas.

Lack of decentralisation.

Government.

Legislative obstacles.

Power struggle between government and NGO’s.

Politicisation of health programmes.

Failure of articulation of costs vs. benefit to various stakeholders (professional and community).

Process with regard to management slows down once communities are involved, therefore,
professionals have to learn to work at the community’s pace.

Policies of Government- what does decentralisation mean? Unwilling civil servants, bureaucracy.
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Sustainability

e Continuity.

*  Health workers feeling threatened/ defining roles.

* Ignorance of people - must speak to people on an ongoing basis.
*  Funding from government is lacking.

*  Funding and financial realities - sustainability and inequitable resource allocation.

Communication

*  Clarification of the term ‘participation".

e  Communication gaps / ineffective communication.

*  Understanding the role and function of community based health programmes.
*  Gender empowerment.

*  Accessibility of partners.

e Communication problems.
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SUCCESSES EXPERIENCED BY PRIMARY HEALTH CARE PROJECTS

Summary of Workshop Group Discussions

Reaching the community

Community organisation.

Facilitation of behavioural change.

Putting health as a priority by the community.

More involvement of the community in health programmes.

Small initiatives - more effective.

Acceptance of immunisation programmes by community:

Focus on household and environment.

Formation of community health committees, expressing the will and needs of people.
CHCs are getting health professionals involved in communities.

Communities are feeling empowered: committed to actively deepening democratic process at
all levels.

Education of youth, involvement of parents.

Value of going back to cultural roots, traditional birth attendants and healers.
Direct involvement of community.

Culturally sensitive projects.

Community participation in decision making.

Communities and professionals are beginning to agree on common issues.
There is more community involvement and participation in health programmes.

There is increased capacity of communities to solve their own health problems. This has led to
various organisations realising their goals e.g.

- improvement of health status of communities

- increasing clinic attendance

- alleviating malnutrition

- increasing health care for the mentally ill at community level

Increased awareness at grassroots level to demand that their health needs be addressed by their
elected councillors and lobby and sensitised politicians.

Acceptance of community - empowering community with regard to their rights.

Access to the community - reaching the people.

Investment of the community.

Place role of community correctly with government.

Professionals tend to underrate the capabilities of communities.

Community participation - its importance has been realised, but problems exist everywhere.

Helenvale (Port Elizabeth) - communities can take part in addressing their health needs.
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Water and sanitation needs can be adopted by communities and addressed.
Must listen to communities as they have something to share.

Increase in community-based health programmes.

Mobilisation and bringing together people-based efforts.

Empowering community.

Community integration rather then solely community participation.

Impact on communities.

Health Care Personnel

Commitment of project team.

Ti-aining of health personnel in PHC is occurring.

Capacity building.

Re-orientation of health personnel.

Redefinition of PHC.

Inclusive/integrated approach.

Changing attitudes.

Perseverance of workers.

Attempts at integration (co-ordination) of services e.g. dental and nutrition.
Attitudes begging to change for better - local authority officials approachable and helpful.
Working with students.

Client comes first.

Health committees and professionals need to work together.
CHWs and their importance.

Drugs are not the only way to deal with disease.

Ordinary people through training can bring health to the people.
Spread of PHC.

Developing a unified and integrated intervention.

Collaborative training initiatives.

Initiation of PHC training - UWC, UNITRA.

Participation two-fold - community and professional.

CHWs - relations increase with service providers.

Multidisciplinary approach.

Education

Negotiated entry and transparency.

Managed to bring health care to previously disadvantaged communities.

Change of attitudes through education.




Poster Summaries, Obstacles, Successes

Introduction of PHC courses in tertiary education.

Recognition of importance of other stakeholders in health related issues.

Role of women

Women’s participation

- availability

- traditional caring roles

- sharing experiences/information
Maintain contact / avoid communication breakdown.
Commitment of people to institute change

- Women taking an active role, often as leaders

- Women elected to Parliament

- Changing men’s attitudes
Women in rural areas have access to maternal health services.
Empowerment of community members in promotion of health, especially the women.
Role of women in health is important - examples from Uganda.

Involvement of women and empowerment of women in the team.

The process of change

Tiraining programmes - capacity building.
Good record keeping of TBASs.
Decreased IMR.

Sustainability of project.

Attempts at increased availability of health services to undeserved areas and increased
development of district health services e.g. by Cuban doctors.

Multidisciplinary and intersectoral approaches starting to be utilised e.g. Zimbabwe’s experience
in handling problems related to nutrition.

Reduced levels of certain diseases.
Making new: SA more real - found a new role.
Media - involvement of people in media to make it effective.

A developing model of PHC - CCATS where a business focus has been adopted to ensure self
sufficiency.

Local situations or problems are not very different from national picture.

PHC can be equally applied in urban as in rural areas.
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