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CHAPTER I 
BACKGROUND TO THE STUDY 

Introduction 
This chapter gives the background to the study. It has four sections. The first section, 
an overview of the health situation in Zimbabwe, is an outline of Government and 
non-governmental organisations (NGOs) efforts to promote better health. The second 
section is a rationale for the project Promoting Health Through Women's Functional 
Literacy. This section also provides the theoretical framework of the study and gives a 
guideline for identification of the target population. Then follows a section on research 
questions. Finally, there is a statement on Chivi District and its vulnerable 
socio-economic position. 

An Overview of the Health Status of Zimbabwe 
Health is a service which many nations the world over consider important. Besides 
assuring a nation of continuity, the level of health of a nation has a bearing on the level 
of productivity that nation can achieve. Because of this, many nations invest in the health 
of their citizens, particularly children who are identified as a vulnerable group.1 In 
Africa when a country attains political independence its health budget immediately 
increases. In Zimbabwe the health budget multiplied twice overnight.2 This increase 
was due to, among other things, expansion especially in the number of health facilities 
and the size of health personnel. 
Expansion in the health sector of Zimbabwe led to improved health for her people. One 
indicator of this improvement is the reduction of infant, child and mother deaths. Child 
mortality rates (CMR), for example, declined from 79 per 1 000 in 1979 to 23 per 1 000 
in 1986. Despite apparent improvements, the present status of child health and the 
present rate of child survival at 88 per 1 0004 are far from desirable. 
In her battle to achieve Health for all by the Year 2000, and to reduce mother, child and 
infant mortality rates, Zimbabwe has expanded her primary health care (PHC) 
programme. PHC now includes mini-programmes like the expanded programme on 
immunisation (EPI), construction of Blair toilets, construction of protected wells for a 
safe water supply and training of grassroots personnel. Whereas EPI and training of 
grassroots personnel are Government programmes, the construction of Blair toilets and 
wells is initiated by Government departments and supported by NGOs. The Blair toilet 
programme took place between 1984 and 1987. NGOs like the Lutheran World 
Federation and the Catholic Development Committee (CADEC) provided cement, the 

1 W. H. Mosley and L. C. Chen (eds) 1984: Child Survival: Strategies for Research, Cambridge UP. 
2 Government of Zimbabwe, CSO, 1987. 
3 Zimbabwe National Family Planning Council 1985: Zimbabwe Reproductive Health Survey 19SS: p.67. 
4 Ibid. Compiled from Table 5.1 p. 69. 
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Ministry of Health (MoH) provided building expertise and the community provided 
labour to build their own toilets. Material support for the Blair toilet programme ended 
in 1987. Considering the low economic status of the people and their inability to buy 
cement, the Blair programme has almost come to a standstill. Construction of protected 
wells is an on-going programme supported by the Government, local authorities and 
NGOs. 
The most recent programme is the training of Village Community Workers (VCWs). 
The VCW training programme trains Community Workers (CWs) and Village Health 
Workers (VHWs). Previously, community workers were part-time employees of the 
Ministry of Community Development and Women's Affairs (MCDWA). This cadre 
included Home Economics Demonstrators (HEDs), Women Advisers and Creche 
Supervisors. Their duties included mobilizing people for development programmes like 
literacy and day-care centres and also advising people on domestic science. Their target 
were women. The duty of VHWs was to deliver basic health services like first aid and 
advising people on basic hygiene and sanitation. Like CWs, VHWs programmes were 
targeted at women. 

Although the duties of these two grassroots cadres, i.e. CWs and VHWs, appear 
different, in reality they are very similar. There was an overlap and duplication in duties, 
for invariably they both had a teaching and an advisory component. In order to 
coordinate programmes directed at grassroots women and to save resources, the two 
cadres were as from September 1988 merged into one cadre, the Village Community 
Worker (VCW). To date there are up to 6 000 VCWs in Zimbabwe. Their duties remain 
the same, but their work is coordinated and supervised by MCDWA They provide the 
link between MCDWA, local authorities and the grassroots. They are at the forefront 
of delivering services in all community-based projects. Apart from VCWs, there is yet 
another health-related cadre, the community-based distributor (CBD). CBDs are 
grassroots employees of the Zimbabwe National Family Planning Council (ZNFPC). 
Their duty is to deliver contraceptives. 

Promoting Health Through Women's Functional Literacy 
Promoting Health Through Women's Functional Literacy (hereinafter referred to as 
Women's Health and Literacy) is a commumty-based project. The project is part of the 
PHC approach to better health. The aim of the project is to improve the health status 
of vulnerable groups through non-formal education (NFE). The project is unique in 
that while seeking multi-disciplinary expertise and inter-sectoral action in promoting 
health it correlates child's health to mother's child-care practices and subsequently to 
her level of literacy. 
Among the problems which are linked to child health and death are poverty, lack of 
information and illiteracy on the part of the mother. The thesis here is that illiteracy in 
a woman sets off a chain of other ills which are health risk factors and which finally 
contribute to mother and child mortality. This thesis is supported by scholars like 
Aransky and Fisher. Aransky (1965) argues that illiteracy leads to hunger and disease. 
Fisher (1982) contends that literacy has a role in promoting health through increased 
food productivity, better nutrition, increased delivery of information and higher life 
expectancy. It is also generally believed that with the help of PHC a literate mother can 
eliminate the six preventable killer diseases, i.e. diarrhoea, diphtheria, measles, tetanus, 
tuberculosis and whooping cough. 
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A community-based project is a project which solicits support from the grassroots. This 
support is in the form of, among other things, materials, skills, labour organisation, 
leadership and management. This support should be sought at all project stages, i.e. 
planning, implementation and evaluation. Above all, project beneficiaries, if they have 
to benefit anything, should be involved in the process of decision-making at all project 
stages. This last condition, i.e. participatory decision-making, is indispensable to project 
success for it influences how the target group responds to the project. 
The project "Women's Health and Literacy" is in its preparatory stage. As such, it is 
important for the implementing agency to be very clear about two major project inputs. 
These are the intended beneficiary target group and the health/functional literacy input. 
The intended target group are vulnerable women. A woman who is labelled "vulnerable" 
is one who: 

— is in the fertile phase of her life, i.e. between 15 and 49 years. 
— has at least one child who is five years old or below (under-five). 
— has lost an under-five through any one of the six preventable killer dieseases. 
— is illiterate. 
— is poor. 
— lives in an unhygienic environment. 

The age index was modified to include older women, for the study foresaw the possibility 
of meeting older women who look after children of absentee mothers. For purposes of 
this study, a person is "poor" if she earns less than Z$100 per annum. Similarly, an 
unhygienic environment includes a semi-permanent house, poor ventilation, a pit latrine 
or absence of a toilet facility, and lack of access to safe water. The study has further 
identified an additional index of unespoused women who bring up children 
single-handedly. 
The health functional literacy input should provide an intervention to fill the gap 
between actual health knowledge and desirable health knowledge. It should also link 
actual health behaviour to desirable health behaviour of the target population. 
Desirable health behaviour includes such practices as attending ante/pre-natal and baby 
clinics. The intervention should, therefore, supply the target population with absent yet 
desirable knowledge, skills and attitudes. 

Objectives of the Study 
The purpose of this study is to validate baseline data on vulnerable communities by 
investigating vulnerable women. Specifically, the study seeks to: 

— identify vulnerable women 
— identify the type of intervention needed for functional literacy 
— assess priority community needs and resources. 

The study is organised around three key questions and their subquestions which are: 
® To what extent are there vulnerable women in the project area? 

— Are their social characteristics of age, parental status and educational level 
desirable? 
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— Are housing, sanitation and water in their living environment hygienic? 
— What type of efforts do they make to subsist? 

• To what extent is there a need for a health/literacy intervention? 
— What is the pattern of desirable health behaviour of the target group? 
— What kind of knowledge, skills and attitudes does the target group need from the 

literacy intervention? 
— What other intervention does the target group need? 

• To what extent is the community resourceful to facilitate the intervention? 
— What are the priority community needs of the target population? 
— What physical facilities and literature are available for learning purposes? 
— Is there adequate expertise and personnel? 

Socio-Economic Status of Chivi District 
The project "Women's Health and Literacy" is located in Chivi District, Masvingo 
Province. Chivi has 26 administrative wards which cover an area of 317 769 hectares. 
A ward has six village development committees (Videos) and a Video is composed of 
about five villages. By average a village has 20 households. 
At district level a district is led by a District Administrator who is the chief Government 
executive. He leads a team of civil servants attached to all Government ministries. 
Some of these departments like Health, Agriculture and Community Development have 
extension staff based at ward and Video levels. As a local authority, a district is managed 
by a district council(DC). A DC chairman is supported in his duties by councillors at 
ward level and Video chairman at Video level. At village level a community is led by a 
headman. 

This study on vulnerable communities is a follow-up of a baseline study. The baseline 
is a general profile of Chivi. In this profile is an outline of health and NFE facilities, 
social characteristics of its population and the socio-economic status of households. 
Below is a resume of this profile insofar as it relates to the present study. 

Health and NFE Facilities 
Chivi has a total of 12 physical medical facilities. The facilities are three admitting 
clinics, five rural health centres and a mobile clinic. Apart from trained medical staff, 
there are 160 VCWs. Chivi has four residential training centres, one at Madamombe 
Business Centre, two at Chibi Township and one at Maringwe. There are also six social 
centres (Befura, Davira, Denga, Musvovi, Dare and Nyamahwe) which are used for 
training purposes. Most of the training is conducted for extension workers of 
Government departments and volunteer literacy tutors (VLTs). The departments 
which are active in NFE are Health, Agricultural, Technical and Extension Services 
(Agritex), Public Service, Community and Cooperative Development, and Education. 
All these departments have a health input in their programmes, but their training is not 
coordinated. 
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