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Disclaimer:  
This document has been prepared for the UK Department for International Development. Re-Action Consulting (PTY) Ltd. and its 
sub-contracted partners in the Responsible Action Consortium accept no responsibility or liability for the consequences of this 
document being used in ways that are not responsible or for a purpose other than those for which it was commissioned. Any 
agreement, to indemnify Re-Action Consulting and its sub-contracted partners for all loss or damage that might result.  

The report should not be relied upon or used for any other project without an independent check being carried out as to its 
suitability and the prior written authority of the Responsible Action Consortium. 

We accept no responsibility or liability for this document to any party other than the entity by which it was commissioned.  

To the extent that this report is based on information supplied by other parties, we accept no liability for any loss or damage 
suffered by the client, whether contractual or tortuous, stemming from any conclusions based on data supplied by parties other 
than Re-Action Consulting (PTY) Ltd and used by the Responsible Action Consortium sub-contractors in preparing this report.   
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EXECUTIVE SUMMARY 

This is the second country case study from Zimbabwe demonstrating anecdotal evidence of the influence 

civil society from within southern Africa is having on access to essential medicines and healthcare where 

poor people live. (The first one was done in June 2012) The study presents stories from the perspectives of 

the members of civil society who live within the affected communities.  

This study shows how Civil Society in Zimbabwe has in the past year: 

» Detected problems with the supply of essential medicines and alerted government officials who were 

able to take this up with the contracted medicines distributor. 

» Assisted in practical ways to combat a Malaria outbreak through mobilising government resources, 

raising community awareness and volunteering. 

» Facilitated alternative economic means (bartering and community credit) for people without cash to 

obtain medicines from a government health facility. 

» Advocated for free essential medicines to be provided to pregnant women and children under the age 

of five years. 

» Assisted a government health facility to raise the resources for essential equipment (wheelchairs). 

» Facilitated community involvement to raise funding and community resources to restore the water 

supply at a health facility. 

» Mobilised community resources to build physical infrastructure (a sheltered space for women waiting 

to deliver their babies). 

Through SARPAM's facilitation, networks of civil society organisations have joined up since 2011 to 

implement the TENDAI monitoring initiative: Using smartphones, networks of trained civil society monitors 

have been collecting clinic-level surveys of the availability of medicines, as well as personal stories and 

photographic evidence that demonstrate everyday challenges that people face accessing essential 

medicines and healthcare. This information has been collated into monthly country-level and regional 

monitoring reports that Civil Society has started using to advocate for practical changes.  

With the endorsement of the Ministry of Health, Civil Society has recently established a Consumer Action 

Forum on access to medicines in Zimbabwe (CAF), as a national-level mechanism to channel the 

population's needs and concerns to the government.  

At the community level, Civil Society has participated in meetings and events organised by District Councils 

and engaged directly with local officials. Civil Society monitors are generally welcomed by the staff within 

health facilities.  

Representatives of Civil Society have actively participated as representatives in the SADC Pharmaceutical 

Advisory Committee and at official SADC regional pharmaceutical policy and technical consultations 

supported by SARPAM, where there voice has been recognised by government officials. 

These are changes from the grassroots up that show signs of the beginning of a social movement that is 

gaining momentum within Zimbabwe and across the southern Africa region. Whilst it takes time for 

movements such as this to become established, recent history has shown how quickly momentum can be 

gained once a movement catches on and gains popular support.  



 

SARPAM: ZIMBABWE CASE STUDY REPORT 6 

 

We believe that these are significant developments within the SADC region that will critically influence 

future policies and state responses relating to the supply and demand for essential medicines and health 

services.  

Whilst the evidence presented here is limited to anecdotal reports and monitoring activities, this gives 

some indications of specific changes that are improving poor people's lives. This monitoring will continue 

through the Info-Hub platform established by SARPAM that has been demonstrated to serve this purpose 

well.  

As more evidence is gathered and as the movement develops further, more structured independent 

evaluation can be undertaken of how SARPAM has contributed to an increased voice and influence of civil 

society being reflected in policies on access to medicines and diagnostics in Southern Africa. 
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Background Context  

The Southern African Regional Programme on Access to Medicines and Diagnostics (SARPAM), funded by 

the UK Department for International Development (DFID), aims to promote a more efficient and 

competitive market for essential medicines in order to meet the health needs of poor and underprivileged 

people in the Southern African Development Community (SADC).  

SARPAM was designed in consultation with Member States, the SADC Secretariat and other stakeholders, 

to respond to identified gaps in the pharmaceutical markets of Southern Africa, including market failures, 

which result in uncompetitive drug pricing and unreliable availability of medicines. 

SARPAM is operating through various programme components known as Partnerships for Action (PACTs) 

that focus on Pooled Procurement, Harmonised Regulation, Market Innovations and Investments, Trade 

and Intellectual Property Rights, Capacity Building and Technical Support to the SADC Secretariat. 

 
 

Civil Society seeks to bridge the gap between the SADC leaders and the ordinary citizens 

The Civil Society PACT’s main focus is to ensure that there is strengthened institutional architecture and 

partnerships to improve access to medicines in the SADC region. One of the key outputs of the programme 

is an increased voice and influence of civil society reflected in policies on access to medicines and 

diagnostics in Southern Africa. 

Civil Society contributions will add value and support the purpose and actively participate in pursuit of the 

objectives of SARPAM and the principles of the SADC Pharmaceutical Business Plan. 

Specifically the Civil Society PACT has also committed itself to ensure that case study reports shall be 

produced to demonstrate documented evidence that civil society is influencing pharmaceutical policies and 

decisions relating to access to medicines in the Southern Africa Development Community (SADC) countries. 

More details about the activities of SARPAM can be found at www.sarpam.net  

This case study report presents stories that outline the impact that Civil Society has had in Zimbabwe with a 

focus on activities undertaken in the last 12 months, from September 2012 to September 2013. The stories 

outline how advocacy work has brought about direct and indirect changes to policies, processes, attitudes 

and structures that have in turn improved citizens’ access to medicine and healthcare in Zimbabwe.  

The stories in this case study illustrate how community monitors in Zimbabwe are influencing access to 

medicines at local facilities through advocacy work as part of the TENDAI project. The stories also speak of 

http://www.sarpam.net/
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the influence that advocacy work has begun to exert in these domains bringing about positive signs for 

sustainable change and improvement. 

Over the past 12 months, this initiative has had tremendous success and this case study report therefore 

presents narrative-based evidence of the success that Civil Society has had with regard to advocacy thus far 

in Zimbabwe.  

The Role of Civil Society  

Civil Society Organisations (CSO) are critical actors in the advancement of universal values around human 

rights, the environment, labour standards and anti-corruption. As global development integration has 

advanced, their role has gained particular importance in aligning economic activities with social and 

environmental priorities.  

By its very nature, Civil Society plays the role of being the ‘voice of the voiceless’, a public watchdog that 

helps to highlight the shortcomings of the local government. These organisations are usually able to enter 

into communities whose daily hardships often go unnoticed by those in public administration. This then 

helps the government to keep track of both the quantity and quality of its performance from a public point 

of view.  

As such, the monitoring of policy implementation and service delivery by the government is a role that Civil 

Society always seeks to fulfil as part of its national constituency. 

Civil Society Organisations have been an integral part of SARPAM since its inception. Their local 

perspectives, expertise and partnership-building capabilities are indispensable in the evolution and impact 

of developmental impact.  

 
African civil society protest at the Abuja+12 meeting in July 2013 

In this regard, SARPAM supports Civil Society advocacy initiatives that offer the potential to strengthen the 

capacity of regional institutions and civil society to implement joint plans that will achieve agreed results 

through multi-stakeholder action across countries in the region.  
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In particular, Civil Society has to date rolled out two major initiatives that seek to enhance consumer action 

and interventions in order to help improve access to medicines for the ordinary majorities in the SADC 

region. 

The first of such initiatives is the TENDAI Project (Tracking Essential National Medicines and Diagnostics 

Access Initiative), which focuses on a mobile data collection process and monitoring of community level 

health care centres by the civil society on access to medicines. 

The second and more recent initiative is the establishment of country level Consumer Action Forums 

(CAFs). The forums seek to positively influence the pharmaceutical market, including the demand for 

medicines and their rational use and advancing access to more affordable medicines.   

 

THE TENDAI PROJECT AND THE CAFS  

TENDAI, which also means Thank You in Shona, is a civil society initiative under SARPAM that facilitates 

community-level collection and use of transparent information about medicines availability, price, quality 

and resources across Southern Africa. It was initiated in 2010 and it partners with local CSOs in participating 

countries and uses mobile phones to collect this information. The information is then compiled and used as 

evidence in advocacy campaigns to improve service delivery at those clinics. 

More details about the project and its activities can be found at http://tendai.medicinesinfohub.net/  

 
Tendai Project Zimbabwe Community Monitors in September 2013 

To date the Tendai Project has undergone three different programme phases. The first phase was piloted 

between July 2011 and August 2012 and it focused mostly on the local health facility monitoring and 

mobile-based data collection process.  

The second phase was between September 2012 and August 2013 and focused on moving beyond the 

monitoring and data collection process in order to invest in civil society led advocacy interventions.  

http://tendai.medicinesinfohub.net/
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As from September 2013 the project moved into the third phase that includes a more influential co-

ordination role from the country level Consumer Action Forums (CAFs) as its main focus.  

The CAFs seek to positively influence the pharmaceutical market, including the demand for medicines and 

their rational use and advancing access to more affordable medicines.   

The process of establishing the CAFs is now underway. Towards the end of 2012, SARPAM assisted in the 

setting up of the CAFs Malawi, Tanzania, Zambia and Zimbabwe. During 2013 more CAFs have been set up 

in the rest of the SADC countries. It is anticipated that by the end of December 2013, each SADC country 

will be having a CAF in one form or another. 

 
Participants at the CAF Zimbabwe launch meeting in Harare in December 2012 

Crucially, SARPAM has stepped up efforts to formally set up the SADC regional CAF. This process was 

initiated at a regional civil society meeting in June 2012. It will culminate with the formal launch meeting at 

Johannesburg of the regional CAF in mid-December 2013.  

The CAFs are an essential aspect of SARPAM’s exit plan to transfer ownership of civil society advocacy to 

the local context. The CAFs, with their intent being sustainability, are expected to be the torchbearers for 

advocacy action, promoting scaled-up access to essential medicines beyond SARPAM after December 2014. 
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Zimbabwe: Country Background 

 

Zimbabwe Economic Information 

 

Population: 12 973 808 (2012) 

GDP: US$7.731 billion (2013) 

Per Capita Income: US$589  (2013) 

Gini co-efficient: 50.1 

  

 

Zimbabwe is a landlocked country in Southern Africa, bordered by South Africa, Botswana, Zambia and 

Mozambique.  It has had a consistent place in international new headlines over the last two decades with 

political and economic turmoil emerging as the dominant story of Zimbabwe since achieving independence 

from the UK in 1980. . 

Today, Zimbabwe is classified amongst some of the poorest countries in the world, with its public health 

budget dependant mostly on donors. Zimbabwe’s GDP stands at US$7.731 Billion and its per capita income 

is US$837.  Mineral exports, agriculture and tourism are the pillars of the Zimbabwean economy.  

The mining sector is particularly lucrative, especially considering the large diamond field finds in recent 

years. Since the formation of the Unity Government in 2009, the Zimbabwean economy has been on the 

rebound. GDP grew by more than 5% in the year 2009 and 2011. 

During the first decade of the country’s independence in the 1980s, Zimbabwe had one of the best public 

health care services on the African continent. However it was decidedly biased towards racial inequality. 

The health system has declined steadily since the economic crisis struck the country in the early nineties.  

This then led to the introduction of The Economic Structural Adjustment Programme (ESAP) and since then 

retrenchments took place in the country that resulted in the emergence of an informal market, which then 

dominated as the years went by.  

According to the United Nations World Health Organisation, the life expectancy for men was 37 years and 

the life expectancy for women was 34 years of age, the lowest in the world in 2006. The HIV infection rate 

in Zimbabwe was estimated to be 14% for people aged 15–49 in 2009. 

http://en.wikipedia.org/wiki/World_Health_Organisation
http://en.wikipedia.org/wiki/HIV/AIDS_in_Zimbabwe
http://en.wikipedia.org/wiki/HIV/AIDS_in_Zimbabwe
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As a result of the economic downturn in the country, most people in Zimbabwe do not have formal 

employment. They had to shift from being dependent on the state as they were during the euphoric years 

of the country’s independence, to being self-dependent.  

Zimbabweans have been forced by the difficult socio-economic circumstances to develop as entrepreneurs 

in order to survive. It is important to note that income is now personalised amongst Zimbabweans and 

because of other priorities such as school fees, food, rent and water; medicine doesn’t rank highly in their 

personal budgets. Zimbabweans have little to no access to credit either. This means that purchasing 

medicines is done either with cash or via localised bartering agreements. 

Similar to other African countries, Zimbabwe has committed to allocate at least 15% of its national budget 

on public health care as part of the Abuja declaration agreement.  But yet, they have not been able to 

adhere to the Abuja declaration as they prioritise other departmental spending such as the military, leaving 

the health system starved of funds.  

The Africa Public Health Alliance in 2010 reported that Zimbabwe allocated only 8.9% of its national budget 

on healthcare. In comparison to developed nations, which spend between 9 to 11% of GDP on national 

healthcare, Zimbabwe has a long way to go to sufficiently cater for its people. 

As a result, this has caused a lot of difficulty with regard to the access of medicine as most people in 

Zimbabwe depend entirely on public health care. During the current state of the country’s economic 

conditions, the society in Zimbabwe has limited access to credit. As a result, most transactions are 

conducted through a cash-based system.  

This makes it difficult especial for rural Zimbabwe as it is difficult to find the population within the rural 

areas with any form of currency with them. Civil Society’s role is thus important to put pressure on 

government to prioritise and allocate funding for the public health system. 

The local CSO partner in Zimbabwe is the Community Working Group for Health (CWGH), which is a 

network of civic, or community based organisations that aim to collectively enhance community 

participation in health-related matters within Zimbabwe.  

 

The Community Working Group for Health (CWGH) logo 
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CWGH was formed in 1998 to take up health issues of common concern. As part of its mandate, the group 

is involved in advocacy-related issues such as lobbying for the government of Zimbabwe to honour the 

Abuja declaration.  

The CWGH currently operate in 25 districts of Zimbabwe and, unlike typical Civil Society organisations, it 

spreads through both rural and urban areas dealing with more grassroots issues.  

There are approximately thirty-five (35) organisations in the CWGH including national membership 

organisations that have branches across the country, while others have areas specific membership (such as 

the residents associations). 

As partners of Civil Society in Zimbabwe, the CWGH then employs independent health activists and trains 

them as community monitors to carry out the advocacy work.  

More details about the activities of the CWGH can be found at www.cwgh.co.zw  

Civil Society Engagement of Policy Makers And Implementers 

During October 2012 the CWGH, with the active support from SARPAM, hosted a special training workshop 

that sought to enhance the campaign, lobbying and advocacy skills for all community monitors. 

The training empowered the monitors under the auspices of the CWGH to continue actively engaging all 

the relevant authorities and policy makers on solutions needed to address the identified problems with 

regards to access to medicines for the citizens of Zimbabwe. 

Specifically, some key lobbying and advocacy messages for the relevant authorities and policy makers at 

both district and national level has also been informed by continual input from the monitors and their 

respective CWGH district structures. 

At the district level, the monitors have participated at the meetings of the Health Centre Committees 

(HCCs). During these meetings, the monitors have been able to highlight the key findings from the 

monitoring process in a constructive and engaging way. 

The monitors have also been participating at various meetings and events organised by their local district 

councils. This includes attending the councils’ quarterly meetings and also participating in the budget 

process with particular focus on health and community access improvement. 

The monitors have been using all these meetings and other platforms to highlight some of the issues 

emerging from the on-going data collection and monitoring process under the Tendai Project, which have 

been generally well received by the relevant stakeholders. 

Some monitors have also been able to set up personal appointments with the local district officials and 

local councillors. During these meetings they have managed to highlight the urgency of the need to follow 

up and act decisively on all the issues identified during their Tendai monitoring work. 

  

http://www.cwgh.co.zw/
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Stories of Impact In Zimbabwe  

This report carries samples of stories of impact based on the advocacy intervention of the community 

monitors.  The stories were gathered at a monitors’ review meeting held at the Westwood YWCA in Harare 

on 21st September 2013. The CWGH monitor’s participated in an anecdote circle facilitated by The 

Narrative Lab where the key stories of advocacy and lobbying were surfaced, recorded and discussed in 

detail. 

 

Participants having a group discussion at the YWCA Meeting in September 2013 

An anecdote circle is a group-based narrative elicitation process that allows individuals to draw on their 

natural storytelling ability in the context of sharing and support. It is facilitated in an open-ended manner 

where flowing storytelling is encouraged and allowed. Prior to the anecdote circle the monitors had 

received invitations to the session and some story prompting questions that required them to attend the 

session with a key story in mind to share. More than 10 stories of impact were told and recorded in the 

anecdote circle.  

The story sharing also allowed newer monitors to benefit from knowledge sharing contained in the stories 

and to glean lessons for future monitoring, advocacy and lobbying activities. The stories were voice-

recorded and subsequently transcribed for use in this report. Subsequent follow-ups were made with the 

monitors in order to gather more details regarding the story and to verify information. The stories were 

also referenced against the Tendai InfoHub submissions made by the respective monitors through the 

course of the monitoring activities over the last 12 months.  

The most significant stories are presented below as a small collection that is indicative of the impact that 

Civil Society has had within the Zimbabwean community. Through advocacy and lobbying, community 

monitors have been able to influence decision-making by key stakeholders.   

This has in some cases led to the implementation of innovative mechanisms that enabled a platform 

through which the poor in the society could access basic health care.  
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Story 1: Medicine Stock-Outs 

Monitor: Morestaff Daniel Adiyeti  

Area: Bindura District 

Facility:  Rutope Clinic 

Morestaff Daniel Adiyeti is a health monitor on access to central medicine 

for the Rutope Clinic. Rutope is a council clinic with 3 nurses, but no 

doctors on staff. It serves outpatients, has a Well Baby facility and a 

diabetic dispensary. It has a catchment population of 2939 and serves 

approximately 559 patients on a daily basis.  

Morestaff noticed that there was a shortage of medicines during the first 

two months of his data collection programme in February and March 

2013.  

Medicines such as Co-trimoxazole and Coartemether were not available at 

the clinic. Morestaff approached the sister in charge to discuss the stock-

outs. She made it clear that the Clinic was having a problem with the 

suppliers, Nat Pharm, as they were not delivering the medicines on time as 

per the normal delivery schedule. Morestaff then took the initiative to alert the district health executive of 

the Ministry of Health, who then took up the issue with Nat 

Pharm directly. There was an improvement in medicine 

supply from Nat Pharm after this intervention. After April 

2013, Morestaff recorded no more stock outs at the clinic 

during his monthly monitoring visits (refer to ScoreCards in 

Appendix A and B for detailed information). 

After 

resolvi

ng the 

issue 

of medicine supply, Morestaff together with the Health 

Care Committee (HCC) then realised that there had 

been an increase in the rates of people infected by 

malaria especially after the January to February period. 

After investigation, they also discovered that this was 

due to shortages of medicines such as Co-trimoxazole 

and Coartemether.  
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Apart from line listing and stratifying the malaria cases, as part 

of Morestaff’s advocacy work, he also held a meeting at the 

start of March 2013 with the HCC to come up with a strategy 

on how to best to exercise control over the malaria outbreak. 

Another meeting was held during March 2013 with the 

Bindura district health executive from the Ministry of Health 

and Child Welfare and they agreed on establishing a strategy 

to block malaria transmissions. 

The Ministry of Health and Child Welfare then provided 

Morestaff and his team with spring-pumps and insecticides, 

while also training them on spraying techniques so that they 

could enter the community and spray in the households. As part of the initiative, Morestaff’s team also 

carried out an awareness campaign where a village head by the name of Khumalo called a gathering at the 

Clinic. The community was educated on the issue of malaria using media such as posters and flip charts.  
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Story 2: Financial Costs Barrier to Accessing Medicine 

Monitor: Akim Nyama 

Area: Kwekwe District 

Facility:  Gomola Clinic 

Akim Nyama, a Tendai monitor who works for the CWGH, 

was involved in devising a strategy at the Gomola Clinic that 

would assist very poor community members access 

healthcare despite not being able to pay for the services in 

cash.  Gomola is a council clinic with 3 nurses and no 

doctors. It serves a population of 6500 people and 

approximately 20 patients attend daily.  

Akim noticed through his monitoring at Gomola that very 

poor people in the catchment area were not accessing 

medicines due to the lack of cash required to pay for the 

medicines at the Clinic. Akim initiated a meeting with the 

head of the local village, Manzini Romakota, the chief and 

the Councillor to discuss how they could assist those who could not afford to pay for medicine. The main 

suggestion that emerged from the meeting was that of implementing a barter system where patients who 

did not have enough money to pay for medicines and healthcare at Gomola Clinic could rather pay in kind 

with other items of value, such as a packet of maize, a chicken or goat.  

 

The entrance and dispensary for the Gomola Clinic 

This strategy was received well by the chief because most villagers do not have cash but are in possession 

of some sort of goods that could be bartered. The bartering system is also beneficial to the healthcare 

facility in that maize, chickens or goats could be used in a reciprocal way as food for the admitted patients.  

In addition to the barter system strategy, the representatives at the meeting also reached agreement on 

implementing a credit system for granting medical treatment. Given the risk of granting credit, it was 
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agreed that certain particulars would be kept on record,namely, the patient’s details together with those of 

the village leader would be recorded for credit administration purposes. The village head would then be the 

one who is responsible for following up on the credit granted to the patient.  

Akim reported that these systems were implemented in early September 2013 and that the early signs are 

positive in the short implementation period thus far. An example of how this system has benefitted 

community members is captured in the story of Manzini Romakota, the village head, who brought his 

grandmother to the clinic and they paid for the services using maize.  

Akim also reported that in the month of September 2013, a meeting was held with the Health Centre 

Committee (HCC). In the meeting, they discovered that because of the pressure Civil Society has been 

putting on the government, they are now giving free medical care to children under the age of 5 and free 

maternal care to women as well.  This has been helpful as some mothers gave birth at home because of 

lacking money to pay the clinic fees.  
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Story 3: Shortages of Wheelchairs  

Monitor: Carol Phiri and Esther Mabena 

Area: Bulawayo 

Facility:  Cowdray Park and Pumula South Clinics 

 

Carol Phiri, a CWGH monitor is from Bulawayo and conducts her 

Tendai monitoring at Cowdray Park Clinic. Carol is married, has 5 

children and two grandchildren. She is a volunteer home-based care 

giver and a community leader. She loves spending time with her 

granchildren and especially enjoy responding to the needs of here 

community. 

Cowdray Park Clinic is a council clinic housed in a temporary structure 

consisting of residential houses. The Clinic has a catchment population of 45,847 and serves approximately 

200 patients a day with a staff compliment of 6 nurses. Cowdray is cramped and short of space considering 

the number of people it serves. It has no maternity ward, yet is sutated in an area where people are 

generally of child-bearing age. One of the key challenges at Cowdray is privacy, where for example, patients 

have to queue in open spaces. 

 

Carol tells a story of how at the start of June 2013 the 

residents of Bulawayo raised a concern with her 

regarding the wheelchair situation at the Clinic. Given 

that transport is sparse in the area, there is a need for 

patients to be transported to the Clinic via alternative 

means. Unfortunately, the facility did not have sufficient 

wheelchairs to carry patients from their homes to the 

Clinic. There were only two wheelchairs left at the Clinic, which were donated a few years back by the 

Southern Africa Federation of the Disabled (SAFOD), but were in a serious state of disrepair. These two 

wheelchairs were only capable of transporting the patients from the ambulance in the parking area into the 

Clinic, but they could not be used any-more than that.  

A group consisting of the local leaders from the Bulawayo Progressive Resident’s Association (BPRA), the 

ward Councillor Collett Ndlovu and the home based chairperson sat down and decided to devise a plan to 

raise money to buy more wheelchairs. They drafted a donation letter asking for a donation of US$2 (or 

South African R20) from the residents to raise the required funds to buy more wheelchairs. Cowdray 

residents welcomed the request and contributed willingly to the fundraising. As a result of Carol’s lobbying 

work, the response to the letter raised enough to buy the wheelchairs. 
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Patients waiting to be assisted at the Cowdray Park Clinic 

Following the same story, Esther Mabena who is monitoring the Pumula South Clinic relays how a similar 

wheelchair problem was being experienced at Pumula South, a community clinic that cater fors 150 to 200 

patients daily.  

Esther visited the ward councillor, Mr Siboniso Khumalo before the recent national elections and raised the 

issue concerning the lack of wheelchairs in Pumula South and how it was important that they come up with 

a way of sourcing the wheelchairs.  

Esther is also a member of the Red Cross in Bulawayo, and was aware that the Red Cross Society has many 

wheelchairs that are no longer in use, and that they were thinking of donating these wheel-chairs. She then 

suggested that Mr Khumalo should write a letter (see below) and that some of them be donated.  

The plan was that they would then repair the donated wheelchairs repair at the SAFOD workshop, with the 

repairs paid for by the money donated by the community. Esther and her colleagues are are now eagerly 

awaiting a response from Red Cross.  
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The local Councillor’s letter to the Red Cross Society 
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Story 4: Access to Water Problem (Infrastructure) 

Ronald Dube is a Tendai 

monitor from Mujonga. He grew up in Zhombe Communal Lands in Kwe-

Kwe. In the early 2000s Ronald operated his own security company in 

Harare, but due to the pressures associated with the dollarization of the 

Zimbabwean economy, his company declined and closed. Ronald is 

currently a member of the Midlands Aids Service Organisation and also the 

vice-secretary of the Health Centre Committee for Malisa Clinic.  

Ronald is married with seven children. People who stigmatise and hold 

discriminatory attitudes particularly perturb him.  

Malisa Zhombe Clinic is a council clinic situated 80km away from Kew-Kwe, with 3 nursing staff., 

surrounded by five wards. Roughly 5,000 people access their medicines from Malisa, with approximately 

100 patients being served daily. 

  
Malisa Clinic in Zhombe district 

Ronald tells the story of a broken borehole at Malisa Clinic facility that left the facility without water for 

four years. Ronald arranged a meeting in January 2013 with the village heads, Mnikelwa Mvethi Moyo (who 

is now a former councillor), and the HCC to try and resolve the water problem at this Clinic. The main 

problem was that the Clinic did not have the funds to pay for a new return valve and piping.  

Water is an essential resource a clinic, especially to the patients, where water is used for example by 

patients to swallow their medication. In addition to this the maternity ward needs water to operate. Lack of 

water was then affecting all these departments at Malisa Clinic.  

The situation had deteriorated to a point that it was common practice for expecting mothers to bring their 

own water from home when they entered the labour ward. 

The villagers made an effort to try and raise the money but the amount they raised was not sufficient. They 

had agreed to contribute $10 each but they could not reach the required amount because there were only 

35 villagers and only 20 managed to contribute. After two months of this strategy, the HCC had a second 

Monitor: Ronald Dube 

Area: Zhombe Ward 13 

Facility:  Malisa Clinic 
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meeting with the councillor and then convinced him to go to the Zimbabwe Rural District Council to seek 

funds for a borehole.  

 

The recently installed Malisa clinic borehole 

The councillor was not successful in getting the funds and as time went on the HCC decided to approach a 

local businessman, Brian Bako, for assistance.  Bako runs a computer business and was willing to help. Bako 

organised with the village head and the councillor to visit the Clinic to inspect the borehole.  

On arrival, Bako was shown the borehole and subsequently requested that they get 12 men to dig out the 

old pipes so that he could assess their condition. After the pipes were dug up it was clear that they were in 

terrible condition. Bako also measured the distance from the borehole to the Clinic in order to by the 

required piping, which was 600m worth. Bako purchased the PVC piping and a return valve and 

commissioned a pump minder to fix the borehole.  

Thanks to Mr Bako Malisa Clinic now has a secure and uninterrupted supply of fresh water, which is 

assisting the Clinic drastically, especially considering that the Clinic’s kitchen and toilets are now also 

functioning.   
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Story 5:  Lack of Patients Waiting Room (Infrastructure) 

Monitor: Akim Nyama 

Area: Zhombe District 

Facility:  Gomola Clinic 

On the 24th August 2012 a pregnant mother went into labour. She lives in Zhombe district and went to a 

nearby bus stop, arriving at 06h00, to wait for a bus to transport her to the local health care facility, 

Gomola Clinic. Unfortunately, all the busses that went past the bus stop that morning were full and did not 

have space for Julia.  

At about 09h00 her labour intensified and she began giving birth to her baby.  Fortunately, a traditional 

midwife, knowledgeable in traditional ways childbirth, was nearby to help Julia successfully give birth to her 

child, a baby boy. After the Julia gave birth, they then wrapped the child with blankets and later managed 

to source transport to get them to Gomola Clinic. They eventually arrived at 11h30 and registered the baby 

boy. 

Akim Nyama, a Tendai monitor happened to be at the Clinic that morning doing his usual monitoring 

rounds and saw Julia and her boy arrive with the midwife. Akim was moved by Julia’s experience and spoke 

to Sister Muwani who was the In Charge nurse at the Clinic.  

He asked her what she thought could be done to prevent such things from happening again. The two of 

them agreed that there is a need to provide a waiting room, or shelter of sorts, for expecting mothers, 

where they could arrive at the hospital in advance before the onset of labour, be looked after and prepared 

for the birth.   

Akim approached to the local chairperson of the HCC to initiate a process of gaining approval for the shelter 

and getting it built. However, due to the political sensitivity at the time associated with the upcoming 

national elections, they elected to postpone this meeting.  

 

New Patients Waiting Room under Construction 

Once the elections passed, a new councillor, had been sworn in and convened a meeting with the HCC at 

the end of September 2013 to discuss the building of the shelter. Prior to the meeting the community 

began sourcing some of the building supplies that would have been required for the shelter, such as river 

and pit sand, gravel and some bricks.  
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The project was approved and has been fortunate enough to receive some funding from the Health 

Transition Fund as well. The building of the shelter has since commenced and is going on well, reports 

Akim. 

The Nyava HCC, CWGH and the community recently got even more involved as they had to transport bricks 

from Gwashavanhu village to the Clinic as the honourable Member of Parliament Mr Matangira bought 

5000 bricks for the construction.  
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Conclusion 

The above five stories are by no means the only impact stories in Zimbabwe since there are several other 

emerging impact stories that have been considered for this year’s report. Some of the emerging stories will 

be fully considered for the 2014 report. 

However the selected sample stories do to a large extent show evidence that under the Tendai Project, the 

Civil Society as co-ordinated by the CWGH has already started to successfully engage and influence the 

pharmaceutical policies and decisions relating to access to medicine in Zimbabwe, especially at local levels. 

In particular, Civil Society has been instrumental in advocating for changes in medicine procurement 

procedures in order to improve efficiency and avoid stock-outs in clinics; implementing systems that would 

eradicate the issue of finance being a barrier to the access of medical treatment; and advocating for the 

improvement of health care facilities and the provision of necessary resources to health institutions, such 

as infrastructure and critical resources.  

The stories presented illustrate how civil society engagement and involvement has changed practices and 

also provided an opportunity for the government to respond to health problems using both medical and 

non medical interventions to improve the lives of the people of Zimbabwe, especially at the Bindura 

District.  

The story of Morestaff Daniel Adiyeti exemplifies a situation where antimalarial drug shortages resulted in 

the expansion of services to go beyond treatment of malaria to more sustainable prevention programmes 

such as spraying of mosquito insecticides in the homes. The positive multiple spin-offs from these stories 

are skills development, employment creation and joint learning by sharing experiences among health 

monitors across the country and such practices may be replicated to benefit other parts of the country in 

SARPAM organized platforms and forums organized by other civic organizations. 

A major breakthrough and innovation was demonstrated by the story of Akim Nyama, who advocated for a 

microeconomic system for the people of Zhombe district who adopted a bartering system to access 

healthcare.  

In addition to this a distinct policy change was effected by the ministry of health to move from a user fee 

type personal healthcare financing to a free service for maternal health services and the under five years of 

age children.  

Carol Phiri and Esther Mabena’s story illustrates the unique situation experienced by the people of 

Bulawayo. This story unfolds under the backdrop of a collapsed public health ambulance service with a ten 

year history of non functionality. Added to this is a fixed route public transportation system that does not 

cater for patient pick up or drop off from home to the clinic or hospital and back. The use of wheelchairs as 

patient transport provides a viable alternative for the sick that are bedridden.  

Water is a valuable resource for livelihood of communities, broken water supply to a health facility can 

transform that health facility into a serious health hazard for the communities it is supposed to serve as 

well as the healthcare providers employed within that facility. Ronald Dube’s story, along with all other 

stories presented, illustrates how community involvement in healthcare delivery is an integral part of the 

primary healthcare strategy; by getting the community involved, synergies were created that resulted in 

the restoration of the water supply to Malisa clinic in Zhombe ward13. 
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Akim Nyama’s story about a woman giving birth to a baby by a bus stop on her way to Gomola clinic in 

Zhombe speaks to a system failure of monumental proportions. Maternal and child health indicators are 

used to measure health system performance because the subsystems required to support maternal health 

form the basis of healthcare delivery, as a consequence, failure in any of the subsystems has fatal 

implications for the wellbeing of the patients – these include; drug supply, transport, laboratory services, 

competent health personnel and a functional physical infrastructure to support housing, transport and 

other needs that sustain livelihood. 

The story of a mother who gives birth by the roadside is illustrative of a grossly dysfunctional healthcare 

system. This story also shows how community involvement in healthcare delivery can inspire innovative 

solutions such as construction of a shelter where expectant mother may access maternity services with 

relative ease without having to travel long distances. 

These are changes from the grassroots up that show signs of the beginning of a social movement that is 

gaining momentum within Zimbabwe and across the southern Africa region. Whilst it takes time for 

movements such as this to become established, recent history has shown how quickly momentum can be 

gained once a movement catches on and gains popular support.  

It is evident that these are significant developments within the SADC region that will critically influence 

future policies and state responses relating to the supply and demand for essential medicines and health 

services.  

Whilst the evidence presented here is limited to anecdotal reports and monitoring activities, this gives 

some indications of specific changes that are improving poor people's lives. This monitoring will continue 

through the InfoHub platform established by SARPAM that has been demonstrated to serve this purpose 

well. As more evidence is gathered and as the movement develops further, more structured independent 

evaluation can be undertaken of how SARPAM has contributed to an increased voice and influence of civil 

society being reflected in policies on access to medicines and diagnostics in Southern Africa. 

This positive trend is expected to continue over the next year as the CWGH plans to scale up all its efforts in 

engaging all the relevant authorities and policy makers in the country. In particular, the civil society 

advocacy efforts will start to expand from the community level to the national level. This will be enabled by 

the process of linking up the efforts of the monitors with the broader national level civil society advocacy 

strategy on promoting access to medicines as co-ordinated by the organisations working under the CAF in 

Zimbabwe. 

It is hoped that by December 2014, more documented evidence will have emerged proving so much as to 

how the Civil Society in the country is successfully improving access to medicines for the average citizens in 

the country by actively engaging all the relevant authorities and policy makers under the auspices of the 

Tendai Project. 
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APPENDIX 

List of Tendai Project and CAF Co-ordinators  

Please find below the list of the country level Co-ordinators for both the Tendai Project and the CAFs: 

1. Botswana – Una Ngwenya, unangwenya@bofwa.org.bw, Botswana Family Welfare Association 

(BOFWA) 

2. Malawi – Sam Jeke,  jekesam@gmail.com,  Global Hope Mobilisation, (GLOHOMO). For the CAF – Caleb 

Thole, calebfaith@gmail.com, Global Hope Mobilisation, (GLOHOMO). 

3. Mozambique – Cesar Mufanequico, cesar@matram.org.mz, Mozambique Treatment Access Movement 

(MATRAM). For the CAF, Sally Griffin from NAIMA+, coordenacao@naima.org.mz  

4. Namibia – Corinna van Wyk, cvanwyk@lac.org.na , Legal Assistance Centre, (LAC). For the CAF, Sandi 

Tjaronda, Namibian Network of AIDS Service Organisations (NANASO), s.tjaronda@nanaso.com  

5. South Africa – Kerry Cullinan, kerry@health-e.org.za, Health-E 

6. Tanzania – Phillip Nyakanyenge, phillephillip@gmail.com , Pamoja Tupambane wa Tanzania, (PATUTA). 

For the CAF, Chris Awinia, chrisawinia@gmail.com , PRAXIS Tanzania 

7. Zambia – Casco Mubanga, cascomubanga@gmail.com , Zambia Health Community Initiative, (ZHCI). 

For the CAF, Banza Chela, banzachela@gmail.com , Treatment Advocacy and Literacy Campaign, (TALC) 

8. Zimbabwe – Faith Kowo, faithkowo2@gmail.com , Community Working Group on Health, (CWGH) 

9. Angola – Simao Cacumba M Faria, scarjov4@yahoo.com , SCARJoV 

10. Swaziland – Siphiwe Hlophe, siphiwehlophe22@gmail.com , Swaziland Positive Living, (SWAPOL) 

11. Lesotho – Shale Sofonea, shalesofonea@yahoo.com , Development for Peace Education, (DPE) 

12. DRC – Mike Upio, mikeupio@gmail.com, Centre for Medical Evengelism (CME) 

13. Seychelles – Justin Freminot, jusfrem@hotmail.com HIV and AIDS Support Organisation (HASO) 

14. Mauritius – Vidya Charan, vidyabcharan@hotmail.com, Mauritius Family Planning and Welfare 

Association (MFPWA) 
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CONSUMER ACTION FORUM TORS 

SARPAM Civil Society PACT 

Terms of Reference for the Consumer Action Forums 

1. Preamble 

The Southern Africa Regional Programme on Access to Medicines and Diagnostics (SARPAM) Civil 

Society (CS) Pact; with the active support of the Department for International Development (DFID), 

hosted the inaugural regional Consumer Action Forum (CAF) meeting in Johannesburg on Tuesday 

19th June 2012.  

This was the first major face to face meeting of the civil society network on access to medicines in 

the Southern Africa Development Community (SADC) region since the end of the inception phase of 

SARPAM in January 2010. As such, the meeting provided a good platform to review the role of civil 

society in efforts to improving access to medicines in the SADC region. 

The objective of the meeting was to promote consumer and civil society perspectives on scaling up 

and sustaining improved access to medicines in the SADC region 

One of the key resolutions of the June 2012 meeting was to identify and create a database of civil 

society organisations that are actively interested in scaling up consumer action on improving access 

to medicines, and set up country level Consumer Action Forums (CAFs) 

2. Role of the Consumer Action Forums  

a) There shall be CAFs at a country level that shall be set up by CS that shall seek to positively 

influence the pharmaceutical market including the demand for medicines and their rational 

use and advancing access to more affordable medicines.  

b) The CAFs shall develop a media and advocacy programme of action to raise public awareness 

of all efforts aimed at scaling up consumer action on improving access to medicines at national 

and regional levels. 

c) The CAFs shall develop a resource mobilisation strategy to fund efforts of the CS to scale up 

consumer action on improving access to medicines considering all available options including 

national budgets, Abuja Declaration, Financial Transaction Tax and other various international 

funding facilities. 

d) The CAFs shall assist the collation of evidence that civil society is influencing pharmaceutical 

policies and decisions relating to access to medicines in SADC in line with the targets set under 

the Pharmaceutical Business Plan.  
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3. Membership of the CAFs 

a) Membership of the CAFs shall only consist of institutional CS organisations that are actively 

interested in the promotion of access to medicines in that country. 

b) For the avoidance of doubt, the CAFs shall not have any form of individual membership 

c) The CAFs shall consist of no less than five institutional members at any given time; and where 

the membership is less than five, operations of that CAF shall be suspended temporarily until 

the minimal quota is met again.   

d) The membership of the CAFs shall be confirmed by way of a signed registration form 

e) The membership data base of the CAFs shall be kept by the Co-ordination Committees  

f) The CAFs shall hold at least one general meeting every year. 

4. Role of the CAFs Co-ordination Committees 

a) There shall be a Co-ordination Committee (CC) that shall facilitate the day to day 

administration and representation of the CAFs in between general meetings. 

b) The CCs members shall be nominated in a representative capacity of their own organisation 

and never in an individual capacity. 

c) The CCs shall be constituted of at least four institutional members at any given time; and 

where the number is less than four members, co-options shall be allowed.  

d) During their initial meeting, the four representatives shall elect among themselves, a 

Chairperson, Vice Chairperson, Secretary and a Treasurer 

e) Resources permitting, the CCs shall appoint a Co-ordinator who shall act as the secretariat as 

ex-officio members of the Committee. 

5. Tenure of the Co-ordination Committees 

a) All the CCs members shall serve for a one two- year term or but shall be eligible to offer 

themselves for re-election for one more term. 

b) Any CCs member may cease to hold office if he/she ceases to hold such an office or post 

enabling him/her to be a member; the other CCs members endorse his/her written resignation 

to the Chairperson or if he/she abstains from two consecutive meetings without any 

reasonable excuse or is unable to continue being a member of the CCs for any other reason. 
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c) In the event of a member abstaining from any CC meeting for two consecutive occasions, the 

CCs Chairperson shall write to the member concerned as well as the organisation seeking for 

an explanation. If there is no response to the communication within a period of two weeks or 

if the explanation is deemed by the majority of CCs members to be unsatisfactory, then a 

vacancy will be declared. 

d) In the event that a vacant post arises in the CCs, the relevant organisation shall nominate a 

replacement or where not possible, the CCs shall instead co-opt a person of their own choice 

by consensus. 

e) Any person who may be co-opted into the CCs should also meet the requirements of being a 

CCs member and shall serve for the remainder of the period not served by the member 

vacating. 

f) A member so co-opted will be eligible for re-election if serving on a first term. 

6. Authority and Duties of the Co-ordination Committees 

a) In between the general meetings of the CAFs, the CCs shall be the highest referral body on any 

issues pertaining to the implementation process of the CAFs in line with Section 4 (a). 

b) The CCs shall also represent the CAFs in any events, meetings or committees that are related 

to the implementation process of the CAFs. 

c) The CCs shall in general provide advice and offer guidance and moral support to both the Co-

ordinator and any other secretariat members of the CAFs. 

7. Meetings of the Co-ordination Committees  

a) The CCs shall have regular meetings that shall be convened by the Chairperson, to discuss all 

relevant matters related to the CAFs. 

b) The CCs meetings shall be held at least once every three months, preferably in February, May, 

August and November. 

c) The Chairperson may convene and preside over any additional meeting(s) of the CCs, if 

circumstances deem one necessary. 

d) The meetings shall have a quorum of no less than two members excluding the Co-ordinator. 

e) The resolutions of the meetings shall as much as possible be based on consensus but where 

necessary, shall have to be endorsed by at least two-thirds majority of all the members. 

f) The Co-ordinator shall act as the Minutes Secretary of all the CCs meetings 
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TENDAI PROJECT MANAGEMENT DASHBOARD FOR OCTOBER 2012 

 



 

SARPAM: ZIMBABWE CASE STUDY REPORT 33 

 

 

 

 



 

SARPAM: ZIMBABWE CASE STUDY REPORT 34 

 

ZIMBABWE SCORECARD FOR MARCH 2013  
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ZIMBABWE SCORECARD FOR JULY 2013 

 


