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Introduction

Zimbabwe has experienced many economic and pdlipcablems in recent years. The
unemployment rate is estimated to be close to 9@&b6the country officially abandoned its
currency in 2009. Under such conditions all sssiincluding health care have deteriorated.
Average life expectancy dropped from 65 in 199@3ain 2005 while under five mortality has
increased from 76 per 1000 in 1990 to 82 per 1@0B005' Immunisation, antenatal care and
chronic disease treatment declined while HIV/AID&dacholera plague the country. Post
election violence in 2008 and restrictions on huiaaian aid compounded the health problems
in the country.

The forced evictions under Operation Murambatswma005 contributed to the decline in the
living standards and health of the population.wéis estimated that 700 GOpeople lost their
homes. Some returned to rural areas while othexsechto low income settlements in the cities.
Inadequate attempts were made to re-house thosemet® displaced and who now reside in
informal settlements under unsanitary conditionthywbor access to basic services such as clean
water and sanitation. Pregnant women and new lbalies are especially vulnerable to iliness
and death under these conditions. Poverty constrabst women from utilising clinics as they
do not have money for transport to clinics or tg fix services. The 2005-6 Zimbabwe Health
and Demographic Survey estimated that 38¥%women do not have access to medical treatment
because they are unable to afford it. In additiaelters from informal settlements sometimes
face discriminatiohwhen trying to access public clinics and they mayurned away.

Using data from Afrobarometer this paper will exaeipublic opinion trends pertaining to
health care in Zimbabwe from 1999 to 2010. The g¢e#rmit assessments of access to health
care, problems experienced at health care fasilisatisfaction with public health care services
as well as indicators of the perceived prevaleri¢¢'6/AIDS and cholera.

The Afrobarometer is a comparative series of puddiitude surveys on democracy, governance,
markets and living conditions. The surveys are thasea randomly selected national probability

! Health Action in Crisis: Zimbabwe. World Healfnganisation. 2008.
2 No Chance to Live: New born Deaths at Hopleyl&etent, Zimbabwe. Amnesty International. 2010.
3 .
Ibid.
* They Swallow the Wind and they Die: Newborn DedthHopley Settlement, Zimbabwe. Amnesty Inteioratl.
2010
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sample of 1200 respondents representing a crosissset adult Zimbabweans aged 18 years or
older. A sample of this size yields a margin gbepf £3.0 at a 95 percent confidence level. All
interviews are conducted face-to-face by trainettifworkers in the language of the respondent’s
choice. Previous Afrobarometer surveys were cotedlién 1999, 2004, 2005, and 2009,
selected results of which are presented here fgpgses of comparison. The most recent survey
was conducted in October 2010.

The key findings of the paper include the following

» Access to modern medical care and medicine impravé&®09 and 2010, although one
in three (39%) went without modern medical care amadlicine always or many times in
2010.

* Onein five had access to traditional medicines.

* More than half (55%) experienced difficulty wherkiag treatment at a clinic.

* One in three and one in four respectively went authfood and water always or many
times in 2010. Thus potential for malnutrition arblera prevail.

» Seven out of ten (71%) regularly had no cash durgptheir ability to pay for treatment
or even transport to a health facility.

* One in five Zimbabweans (20%) made illegal paymémtsublic health facilities.

» High cost of medical care is the most importantithgaroblem in the country.

» Other critical problems are shortages of supplpmr infrastructure and insufficient
staff.

* The majority of Zimbabweans (59%) prefer qualitylie care even if they have to pay
for it

* In 2009 there was optimism that government had awvgx health and other basic
services but by end of 2010 people were disillusibmnd government performance
ratings fell.

* One in three was not satisfied with maternal aritdl ¢fealth care services.

* One in three was not satisfied with nurses and mwiesv while one in four was
dissatisfied with the village health workers netkor

* One in four waited for long times for service amgbarts of dirty facilities and illegal
payments increased since 2005.

» There was some improvement with the availabilityneédical supplies and doctors in
public clinics since 2005.

* HIV/AIDS is believed to be the primary killer of wween and children.

» There was widespread satisfaction with governmerfopnance on HIV/AIDS.

* The majority (58%) did not want government to ptise HIV/AIDS above other
problems.

» Over 80% were content with the information providaa HIV/AIDS prevention and
treatment as well as their own ability to apply it.

Accessto Health Care

The respondents were asked how often they or aniyotigeir families went without modern
medicine and medical care in the past 12 monthspoRed shortages of modern medical care
and medicine provide an indication of the accedsetdth care among Zimbabweans.
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Figure 1. Accessto Medicine/medical care, 1999°>-2010 (percent)
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Over the past year, how often, if ever, have yoanyone in your family gone without: Medicines adical
treatment?

Figure 1 presents data on access to medical came I899 to 2010. In 1999 just over one in
four (28%) Zimbabweans stated that they or themilfamembers went without modern medical

care many times in the past year. The percenthgeaple reporting frequent shortages (always
or many times) of medicine and medical care in@éa® 44% in 2004 and then to 57% in

200%. In 2009 there was some improvement in accessedical treatment as only 50% noted

frequent shortages while in 2010 39% said that thent without medicine or medical treatment

in the past year. Thus access to modern medical agpears to have significantly improved

since 20009.

A closer examination of the 2010 data reveals thate are no significant differences among
urban and rural Zimbabweans with regard to accgssiedicines and medical care. There is a
slight gender difference, 42% of men compared % 8 women go without modern medicine
and medical care always or many times. Lack oés&€to modern medicine and care were more
pronounced in Bulawayo, Mashonaland West, Mashaodafadentral and Matabeleland North
where just over 40% experienced frequent deficits.

Table 1: Health clinic within Walking Distance, 1999-2010 (percent)

1999 2005 2009 2010

Health Clinic 40 23 77 61

Are any of the following facilities available withihe primary sampling unit/enumeration area? Hte&linic.

The data in figure 1 on access to medical caresapported by the observational data collected
as part of the survey. Table 1 depicts the preserica health clinic in or within walking
distance from the enumeration areas which were leahfipr the survey. In congruence with the
data in figure 1, the presence of health clinicsrel@sed in 2005, improved dramatically in 2009
but declined somewhat in 2010.

® In the 2000 data set a four point scale whichedifilightly from that used in subsequent yearsusas, thus the
data for 2000 may not be perfectly comparabletir Igears.
® The World Health Organisation notes that there aveapid decline in immunisation in 2005/6.
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Table2: Accessto Traditional Medicine, 2010

Per cent
Never 51
Onceltwice 11
Several times 6
Many times 3
Always 20

Over the past year, how often, if ever, have yoanyone in your family gone without: Traditional di@ne or
medical treatment?

In 2010, 23% reported that they went without triadial medicines or treatment always or many
times. This figure is lower than the 39% who faeegiivalent shortfalls of modern medicines
and medical care, suggesting that Zimbabweans Inetter access to traditional medicines. This
is possibly due to factors such as the lower coktsaditional medicine, tendency of traditional
healers to accept payment in kind and self hegimragtices among some older Zimbabweans.
Urban residents, particularly in Harare and Bulasvayovinces, are more likely to go without
traditional medicines than those in rural areasnufnber of Zimbabweans eschew traditional
medicine for religious or other reasons thus sonsy moluntarily go without traditional
medicines.

Figure2: Difficulty Obtaining Medical Treatment at a Clinic, 2010 (percent)
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Based on your experience, how easy or difficutttis obtain the following services? Or do you eetry and get
these services from government? Medical treatmteatchinic.

A question was asked about the level of difficidtycountered when trying to obtain medical
treatment. More than half (55%) believed thataswery difficult or difficult to obtain medical
treatment at a clinic. In contrast 42% stated thatas easy or very easy to obtain such
treatment. Rural respondents were more likelyagotkat it was easy or very easy. Respondents
who lived in greater poverty (as indicated by fregushortages of food, water, cash and medical
treatment) were more disposed to find it difficatt very difficult. More residents of Harare,
Manicaland and Mashonaland East tended to faceultff when seeking treatment.

There has been little change over the past fivesy@a 2005 57% noted that it was very difficult
or difficult to obtain medical treatment at a aotini
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Access to other Basic Necessities

It is of interest to examine reported deficienaddood, water and cash incomes as these are
basic necessities which affect health and the galnof new-born babies. In addition, the
availability of a cash income influences a housésolbility to pay for health services.
Research undertaken by Amnesty Internatiopedposes critical links between service delivery
and health problems.

Access to clean potable water is vital for gooditheand safety from waterborne diseases such
as cholera and dysentery. In 2009 100°0f®es of cholera were reported to date, although
there was a marked decrease in cholera infectlmnsigk prevails due to unsafe drinking water
and poor sanitation.

Figure3: Accessto Water, 1999-2010 (percent)
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Over the past year, how often, if ever, have yoanyone in your family gone without: Water?

In 1999 one in five Zimbabweans (21%) reported thay many times went without “enough
clean water for home use.” There was no signiticdiange in 2004 (19%) but in 2005 one in
four (27%) experienced frequent water shortagesthisdfigure remained fairly stable in 2009
(25%) and 2010 (29%).  Although the majority afbabweans have access to water, the
quality of the water is not always safe for humansumption.

Figure4: Accessto Food, 1999-2010 (percent)
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Over the past year, how often, if ever, have yoanyone in your family gone without: Food?

" They Swallow the Wind and they Die: Newborn DsathHopley Settlement, Zimbabwe. Amnesty Inteoval.
2010.
8zZimbabwe: Beyond Cholera — Beyond the Crisis. Pactvithout Borders. August 17 2009.
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Around one in four people (27%) claimed that thed/rbt have “enough food to eat” always or
many times in 1999. Regular food deprivation iased to 42% in 2004, 45% in 2005 and
peaked at 51% in 2009. The 2009 survey questieftscted on the 2008-2009 period when
Zimbabwe experienced acute food shortages dueetadhapse of the currency. It is positive
that the percentage stating that they go withoatl falways or many times was 37% in 2010, a
decline of 14% from the 2009 level.

Prevalent food deprivation affecting one in two2@09 and one in three in 2010 indicates that
the health of the population may be underminedas putrition leads to health problems as
well compromising the ability of individuals to a®pwith exposure to diseases such as
HIV/AIDS and tuberculosis. The health of childré particularly vulnerable. The 2008
Zimbabwe Combined Micronutrient and Nutrition SwBound that 27% of children under five
suffered from stunted growth due to inadequateitrarir Furthermore, lack of food is an
indicator of hard core poverty. Those who conteitth regular food shortages are unlikely to be
able to afford medicines and medical care, evepverely ill.

Accessto Cash Income

Figure5: Accessto Cash income, 1999-2010 (percent)
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Over the past year, how often, if ever, have yoanyone in your family gone without: A cash income?

Since 1999 there have been notable increases inuthéer of Zimbabweans who go without a
cash income always or many times. In 1999 45%taitieto going without a cash income always
or many times, in 2004 this figure had risen tcselto two thirds of adult Zimbabweans (62%).
Thereafter there were steady increases and in 201%, reported going without cash very
frequently. Access to cash is critical for Zimbaans as a number of clinics charge f@es.

Interviews conducted by Amnesty Internatidhdbund that many pregnant women go without
medical care because they cannot afford health cahe cost of registration for antenatal and
postnatal care is US$50, which is beyond the meattsee many Zimbabweans who do not have
cash on a regular basis. The cost of an ambuland8$30 and private doctors may be charging
as much as US$300 for a consultation. Amnestyriateonal also found that women do not

® ZADHR Newsletter. Vol 7. Issue 3. 3 August 2009
10 Zimbabwe: Beyond Cholera — Beyond the Crisis.tBracwithout Borders. August 17 20009.
' No Chance to Live: New born Deaths at Hopleyl&etent, Zimbabwe. Amnesty International. 2010.
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have money for transport to the clinic and thatgpest women may walk long distances to
clinics when they have complications. Dwindlingnfidence in clinic¥ due to staffing
constraints and lack of medical supplies may diszmgel some from spending money to go the
clinic.

The nature of cash has changed over the years. tBrk009 a weak Zimbabwean dollar with
low purchasing power was widely available. The d#lar has much higher purchasing power
but may be less available especially in rural areas

Per ceived Problemswith Health Care
Those taking part in the survey were asked totlist three most important health problems
facing Zimbabwe.

Figure6: Most Important Health Problem, 2010 (percent)
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For the moment, let us only consider issues ofthead health care. In your opinion, what are thest important
health-related problems facing this country?

Just less than half (48% and 45% respectively) imeed expensive health care and shortage of
health supplies as the two most serious problerne in five listed the aforementioned
problems as the first most important problem. Neane in four (29%) said that poor health

127ADHR Newsletter. Vol 7. Issue 3. 3 August 2009

@ Copyright Afrobarometer .



infrastructure was the most serious problem while m five (22%) maintained that it was the
shortage of health personnel. Only 16% felt thiékrkdiseases were among the top three most
severe health problems.

Public opinion on the health care problems is ne livith assessments by the World Health
Organisatio® which found that there were shortages of healtppkes, poor health
infrastructure and that around half of the postsdiactors and a third of those for nurses were
vacant. In 2009 it was estimated that 69%f doctors’ posts and 80% of posts for midwives
were vacant.

Figure 7: Most Important Problem, 2010 (percent)®

Electricity

Wages, incomes and salaries
Water supply

Poverty/ destitution

Farming/ agriculture

Health

Education

Management of economy

Food shortage/ famine

Unemployment

0 20 40 60 80 100

In your opinion, what are the most important prahtefacing this country that the inclusive governnséould
address?

When the respondents were asked to name the thoseimportant problems facing Zimbabwe

a range of problems emerged but economic probleens dominant. Nearly one in three (32%)

stated that unemployment was of the most concéme in four listed food shortages and famine
or management of the economy or education as ttst seoious problem. Less than one in five
(19%) felt that the most important problem was theahd a mere 5% rated AIDS as the most
severe problem in Zimbabwe. It is not surprisingtthealth is dwarfed by economic problems
given the high levels of poverty and unemploymenthie country. Furthermore, improved

economic conditions would enable citizens to affoi@re medicine and medical care.

13 Health Action in Crisis: Zimbabwe. World Healfirganisation. 2008.
14 ZADHR Newsletter. Vol 7. Issue 3. 3 August 2009
15 Only figures for the top ten problems are showthigraph.
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Figure 8: Problemswith Public Clinics or Hospital in the Past 12 months, 2010 (percent)

100% +
15 17 17 17 17 17 17
80% 1 22 20
33
60% - 53 47 59 44 0
16 3
40% 18
15 21 = 10 =
% 18 42
20% 2 . - 16 14 28
0% . & ‘ e '
Expensive Lack of Lack of Absentdoctors  Long waiting ime Dirty faciliites llegal payments
medicines/supplies  attention/respect
‘I:I Never @ Once ortwice O Afewtimes O Often @ No experience in past 12 months ‘

Have you encountered any of these problems withlgoal public clinic or hospital during the pas2 Inonths?

Survey participants were asked if they had expeédédra range of specific problems with public
clinics or hospitals that they had visited in tresiptwelve months. The most commonly cited
problem (mentioned by 53%) was that public cliracsl hospitals were too expensive. Just less
than half (47%) often found that there was a latkmedicines and supplies while 44%
complained that they had frequently had to waitsfdéong time before being attended to. One in
three (33%) were often treated poorly by staff 8o regularly found doctors to be absent.
One in five, 22% and 20% respectively often encerad dirty facilities or had to make illegal
payments for services.

In 2010 those who reported that they often expedehe problems in figure 10 were more likely

to live in Harare and Mashonaland West, in paréicugéports of frequent illegal payments were
prominent in these areas. Those hailing from Magviwere moderately less disposed to note
problems. Rural respondents were significantly Imowore likely to state that doctors were

absent and waiting times long on a regular batlasurprisingly those who stated that public

health facilities were often expensive or who ofteade illegal payments tended to go without
modern medical care or medicine often.

Figure 9: Problemswith Public Clinics or Hospital in the Past 12 months, 2005-2010
(Percent answering often)
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Have you encountered any of these problems withlgoal public clinic or hospital during the pas2 Imonths?
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A comparison of problems with public clinics ovémé, from 2005 to 2010, reveals some
improvement as well as deterioration of servicdiguaSignificantly fewer respondents in 2010
reported that there were often shortages of mescand supplies as well as absent doctors,
implying that there has been improvement. In @stf significantly more respondents in the
2010 survey often experienced a lack of care froaff @nd long waiting times, indicating
service decline. The fourfold increase, from 5920905 to 20% in 2010, of people who often
have to make illegal payments to access publictinéatilities is of grave concern. Similarly,
there was a sharp increase in mention of dirtylifeed in 2010. There was little change in
perception of the high cost of public health fdigs.

Satisfaction with Gover nment Perfor mance on Health Care and Related Services

The survey contains a battery of questions whickiuate government performance on a broad
range of functions. In 2009 and 2010 reference mvade to the performance of the inclusive
government.

Figure 10: Performance of Government with regard to Health, 2010
(Percent answering fairly well or very well)
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How well or badly would you say the inclusive goweent is handling the following matters, or havemti heard
enough to say: Improving basic health services?

Between 1999 and 2005 roughly one in three Zimbabwestated that government was doing
fairly or very well in terms of improving basic Hemaservices. In 2009 the percentage of people
stating that government was doing fairly or veryllve#gmost doubled to 65%. The positive
rating in 2009 may reflect the public’s optimismthwiregard to the newly formed inclusive
government. However, the decline to 45% statingegument was doing fairly or very well in
2010 implies that a number of citizens have besaptointed by the inclusive government’s
efforts to improve basic health care.
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Figure11: Performance of Government with regard to Services, 1999-2010
(Percent answering fairly well or very well)
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How well or badly would you say the inclusive gowmeent is handling the following matters, or have@ti heard
enough to say: Providing water and sanitation seegl? Ensuring everyone has enough to eat?Provalirgdjable
supply of electricity?

A comparison of the government performance ratimigjs regard to improving basic health care
with other services which affect health revealsnailar trend of dissatisfaction after 2004 and
optimism in 2009 which dissipated somewhat by 20%@tisfaction with the provision of water

and sanitation as well as food provision declineargly between 2004 and 2005. In 2005 only
10% said that government was performing fairly enywwell in terms of providing enough to eat
while only 31% were content with the provision chter and sanitation. In 2009 just over half
believed government was doing fairly or very weitharegard to the provision of these services
but in 2010 only one in three shared this conwrctio Likewise there was a decline in

performance ratings of the supply of electricitgnfr 2009 to 2010. Overall, ratings for basic
health care tended to be better than those for stheices.

Maternal and Child Health

Maternal health has deteriorated rapidly and estithdeaths are 725 per 100 &)@eflecting a
more than fivefold increase since 1990. Theredtss been a threefold increase in the number
of infants with brain damage and other birth cowgtions. The neonatal death rate is 29 per
1000 births. Almost half of women do not have asct® postnatal care. There has been a
steady rise in the number of births at home sir@@91 A survey released in 2009 found that
39%'" of women of who had given birth in the precediwg tears delivered at home. Research
undertaken by Amnesty International found that woenmesome informal areas gave birth alone
with no help or with help from a neighbour. Matéyrclinics in some areas run by the Harare
City Council charge a US$5bregistration fee which poor women cannot affofddgovernment
official maintained that free care is availableatincil run clinics and that the head of the clinic
has discretion to decide who will not be chargé&tiere appears to be a lack of clarity regarding
charges at council run clinics and some women w ilccome areas do not seem to know that

16 ZADHR Newsletter. Vol 7. Issue 3. 3 August 2009

YCentral Statistical Office. Zimbabwe Multiple indtor Monitoring Survey: Preliminary Report. Nowmber
2009.

18 They Swallow the Wind and they Die: Newborn DedthHopley Settlement, Zimbabwe. Amnesty
International. 2010
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free care may be available. Transport costs atter goregnant women from attending clinics
and in some areas transport is not available &t.nig

Figure 12: Satisfaction with Maternal Health Services, 2010 (percent)

T00% T a0 = Eel
80%
° 36 36 25
60% -
11 12 12
40% —
20% - 42 46 47
0% T
Maternal and Child Nurses and Village
Midwives Healthworker
Network
@ Satisfied @ Neither satisfied nor unsatisfied
O Dissatisfied B Don't know

Overall, how satisfied or unsatisfied are you itk following health programs and providers? Owéa't you
heard enough about them to have an opinion?

Respondents were asked to rate their satisfactidntiwee categories of maternal health care
services. The results suggest that the quality perdormance of these services were not
consistent. A plurality of above 40% were satfi@th maternal and child health care, nurses
and midwives and the village health worker netwo@ne in three respondents was not satisfied
with maternal and child health care (36%) as welharses and midwives (36%) while one in

four (25%) was dissatisfied with the village healbrker network. Rural respondents were

slightly more satisfied with these services thasirthrban counterparts.

Satisfaction with maternal and child services a#i ard nurses and midwives is notably lower
in Harare while satisfaction with both was moredewit in Masvingo, Midlands, Mashonaland
Central and Matabeleland North. Satisfaction i village health worker network was greater
in Midlands, Mashonaland Central and MatabelelandiN

The respondents were asked to give their view ergading cause of death among women and
children in Zimbabwe.

Table 3: Main Cause of Death among Women, 2010

Freguency | Percent
HIV/AIDS 782 66
Pregnancy complications 147 12
Other diseases (excluding HIV/AIDS) 56 5
High cost of medical care/poverty 28 2
Violence (domestic/murder) 19 2
Poor health service delivery 18 2
Stress/over-work 28 2
Sexually transmitted diseases 6 1
Hunger/starvation 6 1
Other 6 1
Don't know 96 8
Total 1192 100

In your opinion, what is the main cause of deattoagiwomen in Zimbabwe?
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Two out of three (66%) stated that HIV/AIDS is feading cause of death among women. One
in ten (12%) raised pregnancy complications andsadd that other diseases were the primary
cause of death for women. Examples of the otheeadies referred to include tuberculosis,
malaria, cholera, breast cancer and cervical cancer

Table 4: Main Cause of Death among Children, 2010

Frequency | Percent
HIV/AIDS 515 43
Other diseases (excluding HIV/AIDS) 224 19
Hunger/starvation 126 11
Diseases - dehydration/diarrhoea 32 3
High cost of medical care/poverty 21 2
Disease - Fontanelle (NHOVA) 19 2
Poor health service delivery 13 1
Poor water & sanitation services 7 1
Negligence from parents 11 1
Pregnancy complications 3 0
Violence (domestic/murder) 1 0
Drug/substance abuse 3 0
Sexually Transmitted Diseases 3 0
Lack immunization 2 0
Other 12 1
Don't know 191 16
Total 1191 100

In your opinion, what is the main cause of deatltoagnchildren in Zimbabwe?

A majority of 43% listed HIV/AIDS as the main caugkedeath among children in Zimbabwe.
Nearly one in five (19%) were of the view that dises other than AIDS were primarily
responsible for child deaths. Rural respondentg were likely to say that other diseases were
the key cause. Some of the other diseases inclondéaria, cholera measles and the six killer
diseases (poliomyelitis, tuberculosis, whoopinggto(pertusis), measles, diphtheria and neo-
natal tetanus.
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Free Care versus Payment

Figure 13: Perceptions of Free Care versus Paid Care, 2010 (percent)
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Which of the following statements is closest ta yoew? Choose Statement 1 or Statement 2.
Statement 1: It is better to be able to visit dinand get medicines for free, even if the qualityealth care is low.
Statement 2: It is better to raise health care dtams, even if we have to pay medical fees.

Respondents were asked to choose between two statemhich reflected a preference for free
care even if quality was lower or better care eldees had to be paid. The majority 59%
preferred better care at a cost. Almost one ia (M9%) were willing to sacrifice quality for free
health care. There was a greater preference derlfealth care in Masvingo and Matabeleland
South while majorities in Bulawayo and Manicalanduid rather pay for better health services.
Rural respondents and females were slightly morawour of free health care even if quality
was lower. Those who wanted free health care wesee likely to have gone without food
always or many times in the past year as well atedtthat they always do not have a cash
income. In addition they were more inclined toarehpublic clinics as expensive or to have
made illegal payments for service often. In sumapipears that Zimbabweans who were least
able to pay for medical treatment tended to prigésr health services even if the quality of care
was reduced.

AlIDSand Cholera
HIV/AIDS prevalence is estimated at 15%n Zimbabwe and there are around 400 HIV related
fatalities per day. The vast majority of peopleovére in need of antiretroviral treatment are not
likely to receive it.

19 Zimbabwe: Beyond Cholera — Beyond the Crisis.tBrscwithout Borders. August 17 2009.

6 Copyright Afrobarometer 14



Figure 14: Friend/relative who died of AIDS, 1999-2010 (percent)
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Do you know a close friend or relative who has dié&IDS?/Cholera?

The respondents were asked if they knew of a fr@nelative who died of AIDS. The question
was repeated for cholera in 2009 and 2010. In 168% knew of a friend or relative who had
died of AIDS. The figure escalated to 80% in 2@ddl remained stable at 79% in 2005. There
appeared to be some improvement in 2009 as only kii&u a friend or relative who died of
AIDS but in 2010 the figure rose back to 80%.

In 2010 slightly more people in Harare, Masvingd &manicaland compared to other areas gave
an affirmative response to this question on AIDISvo out of three people who lost a friend or
relative to AIDS were in rural areas.

Considerably fewer respondents knew of a friendetative who had died of cholera. In 2009
and in 2010 one in four people 26% and 25% respeygthad lost a friend or relative to cholera.
More affirmative responses came from Harare andhilealand West as well as from rural areas
but the urban/rural difference was not as strikdegt was for AIDS.

Figure 15: Average Number who died, 2004-2010
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How many friends or relatives is that?

The respondents were asked to estimate the nurhfiégrals or relatives who they believed had
died of AIDS. Although in 2004 six in ten respontieknew a friend or relative who died of
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AIDS (68%), they claimed to know an average of eigeople who had died of AIDS. In
subsequent years although more people, aroundigitgry, knew of friends or relatives who had
died of AIDS, the average was lower at five people.

In 2009 respondents had an average of four friendslatives who died of cholera and in 2010
the average rose to five. Although it appears tbspondents have as many friends and relatives
who die of AIDS as of cholera it must be remembeted these figures are estimates and that
the lingering stigma attached to AIDS may leadames under-reporting of the number of people
who may have died of AIDS.

Figure 16: AlIDS versus Other Problems, 2010 (percent)
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Which of the following statements is closest ta yoew? Choose Statement 1 or Statement 2.
A. The government should devote many more resotoa@snbating AIDS, even if this means that lessends
spent on things like education.

B. There are many other problems facing this cqub#rside AIDS; even if people are dying in largehbars, the
government needs to keep its focus on solving pitoddems.

Survey participants were asked to choose betweerstatements, one indicating a preference
for prioritising the fight against AIDS at the exyse of other important issues such as education
and the other suggesting that AIDS should not baripsed over other problems. More than
half the respondents (58%) stated that governmerdt fiocus on other problems rather than
AIDS. One in four (28%) felt that AIDS should been priority over all other problems while
12% were ambivalent. Rural respondents, residehtMasvingo and females were more
inclined to prioritise AIDS above other problems.

In 2004 the majority (70%), opted for focusing dhey problems, however this conviction fell
steadily to 63% in 2009 and to 58% in 2010. Altgjoypreference for other problems lessened,
the preference for focusing on AIDS did not risamgianeously. Instead, a growing number of
respondents were unable to make this difficult chpoireflected by the “agree with neither”
option in 2005 and 2010.
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Figure 17: Performance of Government with regard to Combating Al DS, 2004-2010

(percent “well” or “very well”)
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Aids

How well or badly would you say the inclusive gowmeent is handling the following matters, or have@ti heard
enough to say: Combating HIV/AIDS?

The battery of questions pertaining to governmeatfgpmance included a question on
combating AIDS. Since 2005 there were significentreases in the number of people who
believed that government was performing well oryweell with regard to combating HIV/AIDS.
In 2010 the majority, 78% stated that governmens waing well or very well in combating
HIV/AIDS. In 1999 Zimbabwe introduced a nationalDS levy requiring individuals and
organisations to pay 3% of the income to the Naifidxids Trust. The funds were used to fund
HIV/AIDS programmes which coupled with other intentions were widely credited for rapid
reductions in the HIV/AIDS prevalence rate. Thecass of the AIDS levy and trust may have
had some influence on public opinion on the inclegiovernment’s efforts fight the pandemic.

Figure 18: Rating of HIV/AIDS Information, 2010 (percent)
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And how would you rate the public information pd®d about HIV/AIDS prevention and treatment? Ang ho
would you rate your own ability to apply this knedgie about HIV/AIDS prevention and treatment?

More than half (56%) believed that public infornasticoncerning prevention and treatment of
HIV/AIDS was very good, while a further 33% thoughtwas fairly good. Residents of
Bulawayo, Midlands and Masvingo had a greater teagldo say very good while those in
Manicaland generally opted for fairly good.
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Likewise 58% felt that their own ability to applye knowledge about HIV/AIDS prevention and
treatment was very good and 30% chose the “fawlydd option. Again in Bulawayo there were
more “very good” responses while people in Matdbelke (North and South) were inclined to
offer more modest ratings of their ability to apfhg information.

In contrast to the above findings, a survey coretlitly the Central Statistical Offié8 found
that comprehensive knowledge about HIV transmisgias low among women of reproductive
age. Only 66% of urban women and 48% of rural woneere able to demonstrate
comprehensive knowledge by correctly identifyingotw IV prevention methods and three
misconceptions about HIV transmission. More edettand financially better off women had
more knowledge. Only one in three women who gdxté In the previous two years reported
being given HIV counselling at an antenatal cliand slightly more than half (58%) were tested
for HIV. Thus in spite of public confidence witegard to their knowledge of HIV prevention
there is a need for further HIV prevention inforraatand education to bolster comprehensive
knowledge. If antenatal clinics are the conduds HIV information dissemination then it
appears that women who are not able to access thieses may not get HIV prevention
knowledge, HIV tests or antiretroviral drugs toyeet mother to child transmission.

Conclusion

Access to health care in Zimbabwe has improvedesthe inclusive government has been in
power; although in 2010 around one in three Zimbedng (39%) went without modern
medicine or care always or many times in the past.y The cost of medical care (cited as the
most important health problem in the country by 488 well as associated costs such as
transport to medical facilities appear to be thenpry deterrents to access to health care. Seven
out of ten Zimbabweans faced frequent cash defemt$ were thus not in a position to afford
health care. Amnesty International found that ehemras a lack of clarity with regard to the
provision of free medical care at public healthlfaes as some pregnant women were unaware
that free care might be available. One in fivgpoeglents (20%) claimed that they made illegal
payments for medical treatment. Despite the diffies and shortfalls that they endured with
regard to health care access the majority (59%fepr® pay for quality medical services.
Preference for free care which may be of lower iualas evident largely among those who
were least able to pay for medical care or medioati

HIV/AIDS is perceived as the main cause of deatloragrwomen and children. The majority
(78%) are satisfied with government’s efforts tagter the pandemic and most (58%) did not
believe that government should devote more reseu#lIV/AIDS. Over 80% were satisfied
with information on HIV/AIDS prevention and treatnteas well as their ability to apply this
information. However other research suggests ¢batprehensive knowledge on prevention
methods is still lacking while misconceptions piieva

Access to free medical care must be broadened aotlilere can be improvements in life
expectancy, child mortality, immunisation and maatrhealth. The Zimbabwe Association of
Doctors for Human Right5 believes that the government is unable to delirtermuch needed

upgrading of the health care system without dongpsert. Although Zimbabwe has made

%0 Central Statistical Office. Zimbabwe Multipledicator Monitoring Survey: Preliminary Report. Wanber
2009.
2L ZADHR Newsletter. Vol 7. Issue 3. 3 August 2009
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notable advances in the fight against HIV/AIDS #&Boby government and donors must be
sustained and improved.

ThisBriefing Paper was prepared by Zenobia | smail, Afrobarometer Programme Manager based
at |dasa, South Africa.

TheAfrobarometer is produced collaboratively by social scientistarf 20 African countries.
Coordination is provided by the Center for DemdcrBevelopment (CDD-Ghana), the Institute for
Democracy in South Africa (Idasa), and the Institisr Empirical Research in Political Economy
(IREEP) in Benin. We gratefully acknowledge tlemgrous support of the Canadian International
Development Agency (CIDA), the UK Department fotelmational Development (DfID), the Royal
Danish Ministry of Foreign Affairs (RDMFA/DANIDA)the Swedish International Development
Agency (SIDA), and the United States Agency foetngational Development (USAID) for
Afrobarometer Round 4 research, capacity buildimgj @utreach activities. For more information, seg:
www.afr obar ometer.org

@ Copyright Afrobarometer 10



