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1.0  INTRODUCTION

1  https://www.sapst.org/
2  https://amplifychange.org/
3  https://yditrust.org/
4  https://www.zimstat.co.zw/wp-content/uploads/Demography/Census/2022_PHC_Report_27012023_
Final.pdf
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6 Christine Peta and Admark Moyo, The Rights of Persons with Disabilities in Zimbabwe
7 Rugoho, T., and Maphosa, F. (2017), ‘Challenges faced by women with disabilities in accessing sexual and 
reproductive health in Zimbabwe: The case of Chitungwiza town’, African Journal of Disability 6(0), a252. 
https://doi.org/10.4102/ajod.v6i0.252
88  Rugoho, T., and Maphosa, F. (2017), ‘Challenges faced by women with disabilities in accessing sexual and 
reproductive health in Zimbabwe: The case of Chitungwiza town’, African Journal of Disability 6(0), a252. 
https://doi.org/10.4102/ajod.v6i0.252
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9 Zimbabwe Vision 2030
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10https://platform.who.int/docs/default-source/mca-documents/policy-documents/plan-strategy/ZWE-AD-25-01-PL
AN-STRATEGY-2016-eng-Final-ASRH-Strategy-M-E-Framework-2016-2020.pdf
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� Package HIV and AIDS prevention and treatment information and education in appropriate forms. 
� Braille and audio messaging for the visually impaired
� Sign language messaging for the deaf 
� Offer upgrades to select public health facilities to make them physically accessible to persons with 
disabilities (for example, wheelchair ramps). 
� Facility-based peers that can assist PWD in accessing services.
�� Train select health care providers in sign language and braille to enhance the provision of services at health 
care centres.

11  National HIV Strategic Plan (2021 – 2025) (ZNASP)
12  Zimbabwe National Key Populations HIV and AIDS Implementation Plan 2019-2020
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The strategy promotes the mainstreaming of persons with disabilities. However, the following can be observed:

The strategy proposes to improve the capacity of service providers to provide quality integrated FP, SRH, and HIV 
services tailored for adolescents, young people, adult women, and men, as well as persons with disabilities (PWDs). 
Infrastructure and road networks (including disability-friendliness) are also on the cards. 

� Strengthen male support for womeǹs FP choices. 
� Transform gender norms and barriers that undermine people's access to and utilization of FP. 
� Develop and implement transformative interventions that change the attitude, practice, and behaviours of 
adolescents towards FP/SRH services. 
� Strengthen partnerships with media houses on awareness and demand creation on FP and SRH.
� Change community leaders’ attitudes and perceptions towards FP&SRHR services for adolescents. 
�� Introduce and sustain a comprehensive social and behaviour change strategy targeting parents.

� Adolescents and young people, particularly those with disabilities, deserve greater attention and more 
innovative approaches. There is a need for a clear framework to effectively operationalize the guidelines on 
integration of FP, SRHR, and HIV/AIDS, as well as a firm commitment and buy-in across the entire healthcare 
system.
� Lack of customized services for persons with disabilities ---Inappropriateness of some of the health facilities, 
especially for privacy and confidentiality, and for persons with disabilities
�� Limited building infrastructure affects service delivery (all services in one room, thereby compromising 
privacy and quality of services offered) and poor access for people with disabilities.
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implementation of policies that seek to address the needs of persons with disabilities. Therefore, none of the 
reviewed documents link to existing disability policies or frameworks. 
The policies and frameworks that reach a greater degree of disability inclusion, such as the key population's 
implementation plan on HIV and AIDS, have undergone an intense process of consultation and engagement with 
persons with disabilities and civil society and use evidence gathered from this process to identify interventions. 

Incorporating policies is an additional effective way to ensure that everyone has access. Governments and 
development partners should strive to incorporate issues that impact individuals with disabilities into their 
policymaking. According to a study conducted by Ahumuza et al. (2014), Uganda's policy addresses concerns 
affecting women with disabilities' access to sexual and reproductive health. Healthcare providers were able to 
follow the national policy as a result. The sexual and reproductive health policy of Zimbabwe does not address 
issues that impact women with disabilities. Recognizing the difficulties experienced by disabled women, the 
UNCRPDUNCRPD (2007) urged governments to integrate disabled individuals in the implementation of sexual and 
reproductive health policies.
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The Reproductive Health Unit is housed under the Family Health Department in the Ministry of Health and Child 
Care. The Reproductive Health Unit coordinates the provision of comprehensive sexual and reproductive health 
services in all public health facilities in the country. The unit is also responsible for developing and implementing 
policies and strategies that guide the implementation of sexual and reproductive health interventions. It also 
provides professional and technical leadership, advice, support, and supervision on sexual and reproductive health 
issues.
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The research observed that Zimbabwe supports SRH services mainly through the Family Health Programmes, 
which are funded by the national budget. The family health programme focuses on improving reproductive, 
maternal, and new-born, child, and adolescent health and nutrition services.  
TheThe Ministry of Health recognizes that family planning remains a cost-effective reproductive, maternal, and child 
health strategic intervention to reduce maternal, neonatal, and child deaths. According to the Ministry, Zimbabwe 
has achieved a reduction in the unmet need for family planning from 14% in 2020 to 10% in 2022 for all age groups. 
The Government of Zimbabwe has ensured a budget line on contraceptive commodities of ZWL $627 million in 
2022 and procured contraceptive commodities worth US$ 1.5 million. 
OverOver the years, the availability of contraceptives in the country has been almost fully dependent on external 
support. Where the government has supported SRH services, it has been mainly through financing personnel costs 
as opposed to programme implementation costs. Allocations for family planning programs between 2020 and 
2023 show that personnel costs consume more than 90% of the budget. 
TheThe funding landscape for the national HIV and AIDS response is dominated by external funding, which accounts 
for 69% of the expenditure on HIV response, while domestic resources account for 31%. In 2020, the National Aids 
Council was failing to provide second-line drugs, which they attributed to foreign currency shortages. The biggest 
funder of the country’s HIV response is the Global Fund to Fight AIDS, Tuberculosis, and Malaria, followed by 
PEPFAR. Domestic resourcing remains a main challenge. 
ThroughThrough this research, civil society organizations highlighted concerns about the lack of clarity on whether donor 
funding that is readily available for SRH services is budgeted for in the national budget. This lack of transparency 
and information makes it difficult to assess the extent to which SRH services are prioritized in national planning and 
resource allocation, and more specifically, the extent to which a portion of the resources is ring-fenced to support 
access to SRH services by persons with disabilities.
ThereThere is a need for improvement in service provision as there are often reports of SRH commodity stock-outs across 
health centres and the unavailability of AYP-friendly SRH services, with service provider attitude remaining a key 
barrier to accessing services.
AccordingAccording to the recent SADC SRHR Strategy (2019-2030) Scorecard Implementation Status Update, there was no 
data on the proportion of the population accessing integrated SRH services. This explains a lot, which might include 
the unavailability of comprehensive data on that indicator at the national level. The unavailability of data affects 
the design of interventions that would otherwise be effective in reaching key populations, such as persons with 
disabilities. 
TheThe lack of infrastructure has also meant that most health centres in Zimbabwe do not have stand-alone SRH 
centres. This means that within the health facility, persons with disabilities and others seeking the same service do 
not have access to a private space to discuss their SRH concerns with health workers.  The lack of privacy has a 
negative effect as persons with disabilities shy away from the stigma associated with seeking SRH services. In terms 
of the quality of service provided at the health facilities, the continued lack of reliable equipment to fully and 
effectively provide services remains a challenge. Equipment such as pregnancy test kits, surgical razor blades, 
suturingsuturing materials (absorbable and non-absorbable), glucometers and kits, cotton wool, and pads are, in some 
cases, not available. 
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1. Adequately address disability in national sexual and reproductive health policy, laws, and budgets. While 
national policies and legislation do acknowledge rights for all, policies need to be intentionally and 
thoughtfully developed with the specific needs of persons with disabilities in mind. 
2. Improve the participation of PWDs in policy-making processes, including legislative processes as well as 
the national budget process. Inclusion and involvement of PWDs in policy-making processes are key to 
ensuring that the SRH needs of PWDs are adequately provided for or addressed in national policies and 
legislation. 
3.3. Adequately budget for inclusion: It is important to note that the costs of not including persons with 
disabilities far outweigh the costs of inclusion; therefore, government policies and programs must be 
adequately and realistically budgeted for. Budgets should account for the inclusion of PWDs in all programs, 
not only disability-specific programs. Budget elements related to SRH should ensure that PWDs are equally 
included as other groups of society. 
4.4. Increase transparency and information sharing: The government, through the Ministry of Finance and the 
Ministry of Health, should provide more information on the allocation of resources towards SRH services, 
including how much of the donor funding is budgeted for in the national budget. This will help assess the 
extent to which SRH services are prioritized in national planning and resource allocation.
5.5. Address inequities and expand effective coverage: To reduce reliance on user fees, particularly in 
impoverished areas, the national health budget should be distributed using a system that gives the poorest 
districts higher amounts.  At the very least, indices for remoteness, population size, the number of children 
under five, the number of adolescents and young adults, new-born and maternal mortality, and the total 
burden of disease should be considered in the resource allocation method. The Ministry of Health should 
conduct equity surveys to gather information on the socioeconomic profiles of those using healthcare 
services.
6.6. Draft sustainability plans:  For interventions such as the provision of SRH services that rely on donor 
funding, the Ministry of Health must create phase-out plans. The annual national budget is the sole indicated 
resource plan for health finance maintained by the MOHCC. There are national stakeholder consultations on 
the budget that include the private sector, external partners, and other potential funding sources, although 
these gatherings hardly ever go over the Ministry of Health's future for resource mobilization and spending. 
Planning for sustainability should be based on an examination of project expenses, funding requirements, 
and financial returns on government investments.
7.7. Responding to emerging trends in SRHR: Zimbabwe needs to critically consider the impact of emerging 
trends on the provision of SRH services. These trends include the following: 

� The growing climate crisis: On sexual and reproductive health as well as rights, the climate crisis 
has a wide range of implications. The lack of resources in disaster-affected communities, the harmful 
health consequences of heat exposure on expectant mothers, and an increase in sexual and 
gender-based violence during humanitarian crises or periods of relocation are just a few of them. 
According to predictions, if the climate crisis gets worse in 2023 and beyond, sexual and 
reproductive health and rights will decline.
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� Increase in gender-based violence: Violence against women and other marginalized groups has 
increased since the start of the COVID-19 pandemic. Intimate partner abuse, rape, sexual assault, 
child marriage, and female genital mutilation all increased significantly during what is now known 
as the "shadow pandemic" of sexual and gender-based violence (SGBV). Although 146 governments 
and UN observers committed to combating gender-based violence three years ago, the amount of 
money received for SGBV in UN appeals has declined from 1% of the total in 2021 to 0.5% in 2022.
�� Slashed financing for life-saving sexual and reproductive healthcare: SRHR funding is typically the 
first thing to go when governments or humanitarian relief organizations begin to decrease their 
budgets. A scarcity of contraceptives that results in up to two million unintended pregnancies could 
be caused by recent cuts to the sector's funding at the global level. 
�� A rise in youth-led activism and grassroots campaigns promoting urgent reform. As young, vibrant 
leaders demand action on topics ranging from reproductive rights to climate justice, youth-led 
activism is growing all around the world. If given the right leadership and resources (especially 
digital ones), youth can be significant change agents. If their voices are discounted or dismissed, the 
desperately required reform of the old ways of working might not occur.  
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