
ZIMBABWE’S
AGRICULTURAL REVOLUTION 
REVISITED
Edited By:
Mandivamba Rukuni,
Patrick Tawonezvi,
Carl Eicher 
with Mabel Munyuki-Hungwe 
and Prosper Matondi



ZIMBABWE’S AGRICULTURAL 
REVOLUTION REVISITED

Mandivamba Rukuni, PatrickTawonezvi 
and Carl Eicher 

with Mabel Munyuki-Hungwe 
and Prosner Matondi

.imbabwe
Publications



ISBN 0-86924-141-9

Published by University of Zimbabwe Publications, P. O. Box MP 167,
Mt. Pleasant, Harare, Zimbabwe 
First printed: 2006
Publishing consultant: Margo Bedingfield,
Cover and inside photographs supplied by Manfred Takaendesa, Centre for Rural 
Development
© Editors -  Mandivamba Rukuni, Patrick Tawonezvi and Carl Eicher with 
Mabel Munyuki-Hungwe and Prosper Matondi, 2006 
© Individual contributors, 2006 
Printed by Sable Press Private Limited

Reproduction of this publication for educational or other non-commercial 
purposes is authorized without prior written permission from the copyright 
holder provided the source is fully acknowledged. Reproduction of the 
publication for resale or other commercial purposes is prohibited without prior 
permission of the copyright holder.



25 The food and nutrition situation in Zimbabwe...................................... 543
Julia Tagwireyi
Background..................................................................................................543
Causes of the deterioration in the nutrition situation.................................546
Policy and institutional environment for food and nutrition;..................... 548
Technical and financial resources base for nutrition activities................... 551
Lessons learnt..............................................................................................553
Conclusion...................................................................................................554

26 Rural poverty: challenges and opportunities...........................................557
Jayne Stack and Chrispen Sukume
Overview of poverty in Zimbabwe..............................................................558
What sort of households are poor in rural areas?................................ 561
Sources of income for poor rural households..............................................563
Agricultural policies and poverty alleviation in Zimbabwe........................565
Implications for poverty reduction and pro-poor growth............................568
Postscript: post-2000 events and poverty alleviation..................................570

27 Commercialization of smallholder agriculture........................................577
Enos M. Shumba and Ephrem E. Whingwiri
Increased smallholder commercialization...................................................578
Factors that contributed to increased smallholder crop output....................580
Smallholder farmer production of cotton, groundnut and tobacco............ 583
Emerging commodities................................................................................586
Marketing and pricing policies....................................................................587
Conclusion...................................................................................................589

28 Agricultural diversification........................................................................593
Samuel C. Muchena
Challenges in developing new crops and livestock.....................................595
Potential for diversification based on Zimbabwe’s climatic regimes........ 597
Potential new crops......................................................................................598
Diversification potential and prospects........................................................607
Conclusion...........................................................  609

29 Biotechnology and the future of agriculture in Zimbabwe:
strategic issues....._...........__................................................................... 613
Idah Sithole-Niang
Global and African overview.......................................................................613
Application of biotechnology in Zimbabwe................................................618
Vaccines.......................................................................................................621
Policy issues.................................................................................................621
Future of biotechnology in Zimbabwe.........................................................624
Strategic issues for Zimbabwe.....................................................................625
Conclusion...................................................................................................626



Children in difficult circumstances are most vulnerable to m alnutrition



25
The food and nutrition situation in Zimbabwe

Julia Tagwireyi

The current levels of food and nutrition insecurity in Zimbabwe condemn a 
large section of the population to reduced intellectual and physical capacity 
and ill health, resulting in limited productivity and worsening poverty. The 
gains in nutrition during the 1980s have largely been eroded. This chapter dis
cusses the food and nutrition situation in Zimbabwe by closely examining the 
patterns and impact on vulnerable populations. The nutrition situation is then 
related to the HIV and AIDS pandemic and poverty. Poverty makes HIV worse 
and AIDS makes poverty worse (Ray and Kureya, 2003). The increase in HIV 
infections and poverty has resulted in some doubts about the ability of the 
country to improve nutrition and food security.

The chapter then elaborates on the nutrition policy as well as the institu
tional set-up responsible for monitoring and addressing the nutrition problems. 
Emerging strategic partnerships are examined from the national (state and pri
vate) perspective and at the local level where the zunde ramambo concept 
has emerged as a crucial social safety-net for many vulnerable people. Social 
groups that have been identified as most prone to food shortages and hence 
malnutrition even in times of plenty are families working seasonally in exist
ing and former large-scale commercial farming areas (Mehretu, chapter 5), 
some families in communal and resettlement areas, and low-income urban 
dwellers. Nutrition policy making was mooted with the aim of reducing the 
severity of the problem. The last two sections of the chapter examine the les
sons learnt and the challenges that face the country in dealing with the prob
lems of nutrition.

Background

Reducing malnutrition is an important goal of development for any nation. In 
line with global developments and the need to reduce poverty and underdevel-

214
Zunde ramambo is a traditional practice whereby the traditional leader, such as a chief, 
kept a strategic grain reserve that was intended to support the needy and vulnerable within 
the community such as the elderly, orphans, the disabled and widows. This food would 
also be used for village ceremonies and functions. The community provided the labour 
and worked on a piece of land allocated by the chief for that purpose.
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opment, the Government of Zimbabwe adopted the United Nations Millen
nium Development Goals in 2000 (table 25.1). These goals set targets and indi
cators for poverty reduction, combating HIV and AIDS, improvements in health, 
education, gender equality and women’s empowerment, the environment, and 
other aspects of human welfare and social development. These targets are set 
to be achieved by 2015. Adequate nutrition is a necessary condition to the 
achievement of the millennium development goals.

Table 25.1 The role of nutrition in achieving the millennium development 
goals

- - - , v Relevance of nutrition to the attainment of imBcnnium

1 Eradicate extreme 
poverty and 
hunger

Contributes to human capacity and development throughout the 
life cycle and across generations.

2 Achieve universal 
primary 
education

Improves readiness, capacity to learn and achievement in 
school

3 Promote gender 
equity and 
empower women

Empowers women to make informed choices about food and 
nutrition issues that improve their quality of life and that of 
their families and communities.

4 Reduce child 
mortality

Reduces child mortality (in Zimbabwe 34% of child deaths are 
attributable to malnutrition)

5 Improve maternal 
health

Contributes to maternal health by addressing specific 
nutritional and diet-related problems affecting women -  
undernourishment and micronutrient deficiencies like iron and 
vitamin A, diet-related chronic diseases -  diabetes and 
cardiovascular disorders.

6 Combat HIV and 
AIDS, malaria 
and other 
diseases

Slows onset and progression of AIDS.
An important component of disease management and care. 
Highlights the importance of local food crops and diet diversity 
and quality.

7 Ensure
environmental
sustainability

Nutrition also highlights the need to address community needs 
through the food cycle from production, harvesting, storage, 
processing, preparation and consumption in a way that ensures 
environmental sustainability.

8 Develop a global 
partnership for 
development

Nutrition brings together many stakeholders around a common 
problem and many lessons can be drawn from the nutrition 
field in this regard.

Source: UNDP (2004) Fifth report on the on the world nutrition situation in 2004.

544



The food and nutrition situation in Zimbabwe

In general, deficiencies in protein and energy as well as key micro-nutri
ents such as iron and iodine tend to reduce the work capacity and productivity 
of adults. In young children they limit the capacity to learn and develop to full 
potential. Malnutrition will slow down development of a nation if unchecked. 
Since the 1990s, nutrition has no longer been viewed as a matter for the health 
sector alone to confront. New strategic partnerships were forged that led to a 
consensus on the multisectoral approach needed to address the prevailing food 
security and nutrition problems in Zimbabwe. Unfortunately this change in 
thinking and strategy occurred when the resources base to forge ahead with 
this new thrust was not available. The international isolation following con
tested land reforms and elections in 2000 took its toll on the availability of 
resources and technology to address the nutritional problems of Zimbabwe. 
Furthermore the disease burden was worsened as the HTV and AIDS pandemic 
made more demands on the already inadequate health budget. This reduced 
available technical capacity as well as institutional memory.

In Zimbabwe, there has been a marked deterioration in nutrition indicators 
amongst children under five years since 1994. The results of analysis of trend 
data of undemutrition in young children indicates that malnutrition continued 
to worsen from 1994 through to 2002. Whilst the 2003 national nutrition sur
vey indicated some improvement, the situation was still worse by 2004 than it 
was in 1999, 1994 and 1988 for some of the indicators. One of the most preva
lent micronutrient deficiencies in Zimbabwe is iron deficiency anaemia, af
fecting over 50 per cent of women of child-bearing age and children under five 
years. Vitamin A deficiency now constitutes a public health problem of signifi
cance. Pellagra, the result of niacin deficiency from the consumption of a pre
dominantly maize-based diet which is not supplemented by sources of this es
sential vitamin B, namely legumes or animal products, continues to plague the 
nation, especially during droughts. Iodine deficiency disorder was successfully 
resolved through a mandatory policy of salt iodization. Zimbabwe was one of 
the few countries that met the goal of universal salt iodization in 1990. The 
impact of this achievement was the marked reduction in goitre and iodine defi
ciency disorder and an optimal iodine nutrition status in the country (World 
nutrition situation report, 2004).

In addition to problems of undemutrition, Zimbabwe has to grapple with 
diet-related disorders such as diabetes and cardiovascular disorders in adult
hood. Early childhood malnutrition contributes to increased risk of diet-related 
chronic diseases in adults. These diet-related chronic diseases are costly, not 
only to individuals but also to the health sector. It is estimated that these dis
eases contribute to 28 per cent of morbidity and about 35 per cent of mortality. 
With respect to diet-related chronic diseases that have now assumed public 
health crisis proportions, changes in diet and activity patterns are the main 
contributory factors. The traditional diet which was characterized by the con
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sumption of cereals such as sorghums and millets, straight-run maize meal (roller 
meal), vegetables and legumes, provided more roughage, less refined starches 
and animal products, and was accompanied by a more active lifestyle. How
ever, such lifestyles are disappearing for a number of reasons, mostly to do 
with urbanization and modernization.

Ironically the developed world has rediscovered the health value of tradi
tional African diets and lifestyles in the control of diabetes and cardiovascular 
diseases. Zimbabwe has followed the rest of the developing world in adopting 
less healthy aspects of western food consumption patterns, such as over-proc
essed cereals like white bread and over-refined maize meal, and the obsession 
with fatty foods sold in fast-food outlets that mushroomed in most urban cen
tres after economic liberalization in the 1990s. The result is an unhealthy legacy 
that is not only costly to the individual but also to the nation as these disorders 
absorb a disproportionate amount of resources in an already stressed health 
delivery system. For example, in August 2004, the average cost of a month’s 
supply of insulin for a diabetic was US$500.

Causes o f the deterioration in the nutrition situation
The deterioration of the nutrition situation in the country can be attributed to 
various factors, including recurrent droughts that have seen Zimbabwe, a once 
net exporter of food, having to import cereals and food aid. The poor perform
ance of the economy from 2000 has resulted in reduced investments in the 
public sector that have severely eroded public health and education systems. A 
functional health infrastructure, especially at the primary level, is crucial for 
effective community-based nutrition programmes. Large-scale community- 
based nutrition programmes and primary health care strategies that were fea
tures of the 1980s were largely discontinued because available government 
resources were inadequate and donor support had drastically dwindled or been 
curtailed.

The recurrent droughts and economic reforms in the 1990s led to a loss of 
jobs in urban areas as industries closed down. At independence, urban areas 
were not targeted for special attention as they had better social indicators than 
the neglected rural areas. Government sought to redress the inequities of the 
pre-independence era in both rural and urban areas but with limited resources 
available chose to give priority to the rural areas. Whilst this was a noble policy 
decision at the time, there was no mechanism put in place to adequately moni
tor the situation in urban areas so that appropriate interventions could be made 
as the need arose. Vulnerability assessments in 2004 indicated serious erosion 
in the food security situation in urban areas. Poverty increased in both rural and 
urban areas and the 1995 poverty assessment study indicated that 57 per cent of 
the population fell below the food poverty line. This figure rose to 69 per cent 
in 2002. The Zimbabwe human development report of 2003 showed that the
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human poverty index had risen from 24 in 1995 to 29 in 1999.
The high disease burden, especially of HIV and AIDS, has affected the 

food security nutritional status. The 2003 national nutrition survey indicated 
that the nutritional status of orphans was worse than that in households where 
both parents were alive. Malnutrition in itself compromises the immune sys
tem making the malnourished individual more susceptible to infections. HIV 
attacks an already immune compromised individual because of the prevailing 
malnutrition and the capacity to withstand the onslaught of opportunistic infec
tions is limited.

Those affected by HIV and AIDS are more vulnerable as their ability to 
withstand hunger has been severely compromised by their low health circum
stances. The frequent illness of the breadwinner erodes the family’s asset base 
and livelihoods as often the head of the family is no longer able to work and 
provide for the family. Young children under five who need special attention 
from an adult to ensure that they eat properly may end up being fed by a slightly 
older sibling as the mother has to take care of a sick husband and she herself 
may be unwell (figure 25.1). Not only is HIV and AIDS worsening the nutri
tion situation, the underlying malnutrition is worsening the impact of HIV and 
AIDS on the social strata of Zimbabwe, given the rise in child-headed and 
elderly-headed households.

HIV and AIDS has direct impacts on nutrition for the individual, the house
hold and the community. For the individual, HIV infection, compounded by

Figure 25.1 Orphan and nutritional status 2003

Underweight Stunting

■  Both parents alive | H  Orphans

Source: ZIMVAC (2003)
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inadequate dietary intake, rapidly leads to malnutrition. Persons living with 
HIV have higher than normal nutritional requirements; approximately 50 per 
cent more protein and 10-15 per cent more energy per day is needed (Woods, 
1999; James and Schofield, 1990). Poor households may not be able to have a 
diet with protein and energy. Such interactions have serious consequences for 
the poor who are more likely to be malnourished even before they become 
infected. Malnutrition may hasten the onset of AIDS and ultimately death, and 
may also increase the risk of vertical HIV transmission from mother to child. 
The consequences of malnutrition are:
• High mortality and morbidity, especially among young children: Demo

graphic health surveys estimated that 23 per cent of deaths of children un
der five years are attributable to malnutrition. Furthermore, the impact of 
HIV and AIDS is much more severe when the immune system has already 
been compromised by malnutrition;

• Increased poverty'. Malnutrition contributes to poverty since it reduces 
physical and intellectual capacity and reduces the individual’s options for 
livelihood strategies;

• Increased health care costs: The burden of health care costs for the indi
vidual as well as the nation as the result of frequent illness is high. It is 
estimated that 70 per cent of hospital admissions have nutrition as the un
derlying cause.

Policy and institutional environm ent for food and nutrition 

Policy framework
The recurrent droughts -  and in particular the drought in 1992 which was dubbed 
the worst in living memory -  served to further highlight the nutrition problems 
facing the nation. Whilst the planning and implementation of nutrition pro
grammes in the 1980s had been done primarily through the nutrition unit in the 
Ministry of Health, there was a growing, appreciation that nutrition was not 
simply a health issue but a developmental issue that required multisectoral ac
tion. The need for an appropriate policy and institutional framework to address 
food and nutrition problems, given the multisectoral nature of the problem, 
was recognized. To this end, an intersectoral task force was established in 1995 
by the late vice-president Simon Muzenda to recommend to government a sus
tainable policy and institutional framework and strategies to reduce hunger and 
malnutrition in Zimbabwe. Under the chairpersonship of Professor Mandivamba 
Rukuni, a policy framework paper which articulated the range of actions needed 
to reduce hunger and malnutrition as well as the institutional framework needed 
to achieve this goal was developed. The framework paper was approved by 
Cabinet in 1998. The key features of the policy framework paper were:
• The acknowledgement that food and nutrition were key to development
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and needed the participation of different stakeholders in the public, private 
and civic society. The multisectoral nature of the food security and nutri
tion problem needed an effective policy and institutional framework to 
address the problem;

• The establishment of an autonomous and statutory Food and Nutrition 
Council through an Act of Parliament under the auspices of the Office of 
the President and Cabinet. The council was to be serviced by a secretariat 
made up of a multidisciplinary team of professionals. The Food and Nutri
tion Council would be financed through an annual government grant to 
underscore government commitment and other financing mechanisms in
cluding private sector and donor community;

• The development of strategies that would provide a permanent mechanism 
for responding to food and nutrition issues in drought and non-drought 
years. This included maintaining a state of preparedness over matters af
fecting the food and nutrition situation in Zimbabwe.

The environment for comprehensive and holistic nutritional planning has
been generally enabling. Some of the following factors greatly facilitated the
transition from nutrition being viewed as a health issue to an effective
multisectoral action programme:
• The international food and nutrition conference of 1992 was the turning 

point for key development sectors that participated and gave a strong man
date to the Ministry of Health to spearhead efforts for the establishment of 
a national coordinating body for food and nutrition. This led to the ap
proval by Cabinet of a food and nutrition policy framework paper;

• The country had over ten years of practical experience in intersectoral pro
gramme planning and implementation for community-based nutrition pro
grammes from which to draw important lessons;

• The decentralization and devolved process of government structures pro
vided a good opportunity for placing nutrition onto the district develop
ment agenda and providing technical leadership in nutrition closer to the 
community. District nutritionist posts were established in all 58 districts to 
serve and provide nutrition and technical support closer to the community;

• The recurrent droughts in 2001/02 and 2004/05 served to highlight nutri
tion issues, as the resultant food insecurity led to increased malnutrition. 
Thus harnessing water resources for irrigation was prioritized;

• The rediscovery of indigenous community-based coping strategies for food 
security and social welfare, zunde ramambo, provided hope for commu
nity-driven and sustainable interventions that held communities and their 
traditional leaders accountable for the food security and nutrition outcomes 
in their communities.
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Institutional framework
The Food and Nutrition Council was set up in 2003 under the auspices of the 
Office of the President and Cabinet and it is based at the Scientific Industrial 
Research and Development Centre. The overall functions of the council are to 
develop, coordinate and harmonize the implementation of policies and strate
gies for attaining household food and economic security outlined in the food 
and nutrition policy framework document and to increase efficiency and mini
mize duplication of effort. The specific functions of the Food and Nutrition 
Council are as follows:
• To advise the nation on food and nutrition issues in general and how food 

and nutrition can be integrated into other policies, especially in the eco
nomic sectors in government and private sector organizations;

• To develop standards and norms and promote effective programme strate
gies to reduce food insecurity and malnutrition and contribute to the elimi
nation of poverty through stakeholders;

• To mobilize and manage financial and technical resources to support a co
ordinated national response to household food insecurity and malnutrition;

• To develop and promote appropriate regulations through the relevant im
plementing agencies to ensure a safe, adequate and stable food supply which 
is accessible to the domestic market and which meets international stand
ards for export;

• To increase awareness on food and nutrition issues in general as well as the 
activities of the council and its stakeholders through an advocacy, informa
tion, education and communication strategy. As a result of this strategy, the 
council launched the first ever Food Fair in January 2005 in which stake
holders promoted indigenous local foods to the general public;

• To enhance and develop capacity of stakeholder implementing institutions 
to enable them to fulfil their role and mandate in food and nutrition issues;

• To monitor regularly the food and nutrition situation of the nation and give 
feedback to stakeholders as well as report to parliament periodically through 
the relevant minister.

Emergence of new strategic partnerships for food and nutrition 
Private sector involvement and participation in nutrition programmes increased 
considerably from the 1990s. Participation was not only through membership 
of the task force for food and nutrition as the Food Manufacturers’ Association 
but also on the infant nutrition committee. Salt traders and processors actively 
participated in the salt iodization programme and the success of salt iodization 
in Zimbabwe is attributed to a successful partnership and cooperation between 
government and the private sector. Different forms of public-private partner
ships have grown from strength to strength within defined parameters and frame
works. The private sector has been included in the task force established by the
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Ministry of Health and Child Welfare to develop a comprehensive strategy for 
food fortification to address the prevailing micronutrient problems in the coun
try. The drought has also seen the development of technical capacity by local 
manufacturers in the production of good quality supplementary foods that are 
used in food relief programmes by government and non-governmental organi
zations.

Traditional knowledge systems and coping mechanisms for food security 
and social welfare in the wake of recurrent droughts have been rediscovered. In 
response to the dwindling community coping capacity with successive food 
insecurity crises and HIV and AIDS, traditional leaders rediscovered a useful 
tradition for enhancing food security. In 1996, the nutrition unit in the Ministry 
of Health through its intersectoral community-based food and nutrition pro
gramme worked with the chiefs council to revive the zunde ramambo concept.

Technical and financial resources base for nutrition activities

The technical capacity for nutrition has increased considerably with the Uni
versity of Zimbabwe producing graduates in nutrition. These graduates have 
been largely absorbed within the public and private sectors. In addition, the 
technical capacity vested in many non-governmental organizations and inter
national organizations has expanded considerably. Mechanisms to try and har
ness this capacity for the overall benefit of the country have however met with 
limited success. A nutrition working group with membership from government, 
international agencies and non-governmental organizations was established ini
tially to develop a common framework for operating as well as for information 
sharing and developing guidelines for emergency food relief activities. The 
combined resources available for food and nutrition activities from govern
ment and the international community were quite considerable. Unfortunately 
the bulk of the resources were for assessments and establishing parallel non
governmental organization and international agency infrastructure for food re
lief activities. Very little of these resources was earmarked for sustainable local 
nutrition programmes to achieve self-sufficiency. In most cases the strategy 
remained to mobilize short-term relief activities.

International isolation, change in the nature of and withdrawal of donor support
Donor support for nutrition programmes diminished dramatically from 2000 
and at the same time government resources were diverted to much-needed 
drought relief programmes. Following the land reform programme, several 
agreements for donor support were rescinded and many donor-supported pro
grammes collapsed. However, the withdrawal of donor support affected infra
structure, such as transport for monitoring, and supervision of nutritional pro
grammes also collapsed. The cooperating environment altered with partners
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diverting their support to humanitarian assistance and HIV and AIDS through 
non-governmental organizations where capacity was limited, instead of through 
government structures.

Harnessing and coordinating international agencies and private and voluntary 
organizations
Since 2000, many non-governmental organizations have mushroomed in the 
name of the humanitarian response to drought and the HIV and AIDS pan
demic. Many of these organizations engaged in food relief activities and re
cruited nutritionists. This was a strong acknowledgement of the need for the 
technical skills that nutritionists could provide. Unfortunately this develop
ment accelerated the exodus of nutritionists from the public sector and the Min
istry of Health and Child Welfare was most affected. Not only did the ministry 
lose some of its most experienced staff, even the newly recruited district nutri
tionists were lured away by attractive remuneration packages government could 
not match. Some international non-governmental organizations even brought 
in their own nutritionists.

Unfortunately, the framework for harnessing and maximizing the impact 
of all this existing technical capacity available to the country as a whole was 
not in place. It took a long time for consensus to be reached on a framework for 
cooperation between all the stakeholders involved in food relief activities. Time 
was lost as consensus on the magnitude of the problem could not be reached. 
The political environment from 2000 fuelled a lot of mistrust between govern
ment and other partners. This led to non-governmental organizations develop
ing in-house capacity in order to carry out their own ‘unbiased’ food security 
and nutrition assessment. This development led to duplication of effort and 
waste of available resources and, more importantly, the abuse of communities 
that had to endure frequent assessments by different groups.

The government did not exercise its leadership role early enough to control 
this mayhem. When the government structures were finally activated to try and 
coordinate humanitarian assistance, some of the actions were not well received 
by partners as they were perceived as politically motivated.

The establishment of the Zimbabwe vulnerability assessment committee 
(ZIMVAC) under the chairpersonship of the Food and Nutrition Council was 
an important milestone in the coordination of assessments as well as in har
nessing available technical and financial resources from government, the non
governmental organization community, the international donor community and 
the United Nations agencies. It also served to bring some sanity to the situation 
as well as consensus on food security information. Four vulnerability assess
ments were undertaken between 2002 and 2004 under the leadership of the 
Food and Nutrition Council as chair of the Zimbabwe vulnerability assessment 
committee. Membership of the committee was broad based and included all 
partners which enabled the committee to become a subcommittee of the cabi
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net social services action committee. Whilst the humanitarian programmes had 
overwhelming support, the opportunity to integrate sustainable community- 
based nutrition activities within the context of these programmes was largely 
lost.

The high disease burden of HIV and AIDS
HIV and AIDS affects productivity and estimates indicate that at least 30 per 
cent of the reduction in agricultural productivity can be attributed to HTV and 
AIDS. The Food and Agriculture Organization estimated a 23 per cent loss in 
agricultural labour force in Zimbabwe in 2002. There has also been a drastic 
reduction in livestock in rural areas as families sell their livestock and other 
assets to pay for health care for family members and to pay other costs such as 
school fees and funeral expenses. This affects agricultural productivity since 
the size of land cultivated is determined by the resources available to purchase 
inputs and the labour and draught power available.

Agricultural extension services have also been severely compromised 
through staff absenteeism as a result of people attending funerals, staff sick
ness and death of experienced and skilled staff whose timely replacement is 
becoming more difficult. HIV and AIDS has impacted negatively on house
hold incomes as many key breadwinners have become too ill to work. Studies 
have indicated drops in income of between 52 and 65 per cent. Communities’ 
asset bases and coping capacity have been drastically eroded, contributing to 
growing poverty. The available government social safety-nets have failed to 
cope with the increased demand for support.

HIV and AIDS has a more direct impact on young child nutrition through a 
reduction in the caring capacity of the primary care-giver -  the mother. The 
many demands being made on the primary care-giver through caring for and 
supporting those affected by AIDS, compromises her capacity to ensure that 
young children are fed with the frequency recommended.

Lessons learnt

Addressing food and nutrition issues requires a holistic approach. The govern
ment has a leadership role to play in coordinating available technical, material 
and financial resources, especially in an emergency. There has to be a state of 
preparedness that triggers appropriate and timely action to minimize confusion 
amongst the different stakeholders. Over-reliance on donor support is not healthy 
but there is a need to find sustainable support for national and local nutrition 
programmes. Food security and nutrition should be viewed as national strate
gic issues that require sustainable national resources. Partners may be asked to 
assist but should not have to bear the main burden of the cost.

Zimbabwe needs to have in place a comprehensive national food and nutri
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tion information system that provides credible and timely food security and 
nutrition information, facilitates appropriate decision making at all levels -  
from the community level through to policy makers -  for improved food secu
rity and nutrition outcomes. Such a system would minimize the need for costly 
and time-consuming national assessments that have delayed humanitarian aid 
as development agencies and government argued over the severity of the food 
insecurity problem and the population that needed support. Responses to the 
prevailing food security and nutrition problems require that planning and im
plementation of strategies be done using an HIV and AIDS ‘lens’.

Conclusion

The potential for improving the food security and nutrition situation in Zimba
bwe exists. The country needs to address food insecurity which significantly 
contributes to nutrition problems. The prevailing worsening trends in food in
security and nutrition status should provide the added stimulus for concerted 
action by all stakeholders. Policy makers tend to be more responsive and sup
portive to initiatives proposed during a crisis. Government is also a signatory 
to various conventions and statutes which are supportive of food security and 
nutrition issues. However, there is still need to find creative ways to advocate 
for nutrition and to keep it relevant to the prevailing development agenda. A 
holistic approach that harnesses multisectoral action is needed to effectively 
address the nutritional challenges that face Zimbabwe. It should address mal
nutrition in all its forms and define stakeholders’ roles and responsibilities in 
responding to the prevailing food security and nutritional problems.
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