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Abstract 

Cholera is a diarrhoeal disease caused by the infection of the intestine with bacterium vibrio 

cholera. The diarrhoeal disease is a recurrent feature of Zimbabwe’s post 1990s history. 

From 1993 to 2018, the country has experienced several cholera outbreaks in both rural and 

urban areas. The country’s worst cholera outbreak occurred in 2008/2009 and resulted in 

over 4000 deaths. The dissertation analyses three global health actors’ responses to 

persistent cholera outbreaks in Harare, the capital city of Zimbabwe. Building on previous 

scholarship of water, cholera and politics, the dissertation compares global health actors’ 

responses to the 2008/2009 and September to November 2018 cholera outbreaks. The 

dissertation used the qualitative research method including analysis of existing academic 

literature, Zimbabwean national legislation, non-governmental organisation (NGO) 

publications and conference reports, news articles and Zimbabwean government policy 

documents. In-depth interviews with personnel from the World Health Organisation, United 

Nations Children’s Fund, Médecins Sans Frontierès (Doctors without Borders) and the 

Harare City Council Health Department were conducted in Harare, Zimbabwe from June to 

July 2019. The dissertation demonstrates that the scope and speed of global health actors’ 

emergency cholera interventions in Harare are shaped by Zimbabwe’s political climate and 

the state of Harare’s health, water and sanitation infrastructure. 

 

Keywords: Cholera, Harare, Global Health Actors, Emergency Health Responses, Health 

Inequalities.   



 

 

Dedication 

Health epidemics do not happen in isolation. Nor are they the sum result of weak health 

systems. Disease outbreaks must be analysed in the context of “social and economic 

conditions”, which make people ill and in need of medical care (Wilkinson and Marmot, 

2003: 7). 

This dissertation is dedicated to all Zimbabweans who sadly lost their lives to the extremely 

preventable disease of cholera. The deaths and the continuous violations of our basic 

human rights to clean and safe potable water make me very angry. This heartrending 

situation has prompted me to find out more about the problem in order to advocate for better 

socio--economic conditions in our country. 
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CHAPTER 1 

1: Introduction, Aim, and Scope of Study 
 

“What is erased and obscured are the material conditions that allow diseases to thrive, the 

broader factors that condition access to treatment and the daily realities of affected bodies 

and households where the tangible impacts are felt” (O’Manique& Fourie, 2018:4). 

1.1   Introduction 

In the current globalised and interconnected international system, why do some global 

citizens suffer from preventable diseases? Who determines which disease outbreaks get 

immediate international attention and assistance? Which narratives and perspectives are 

silenced when assessing the number of cases and deaths caused by cholera in Zimbabwe? 

The dissertation seeks to unpack these questions as it addresses the strategies, 

interventions and challenges to preventing cholera in Harare, Zimbabwe. Before the chapter 

can address these questions, it is important to define cholera and the global health actors 

analysed by the dissertation.  

Cholera is a highly infectious but preventable disease caused by the bacteria, vibrio 

cholerae. The World Health Organisation (2017) states that ingestion of faecal contaminated 

food and water supplies results in individuals acquiring cholera. Symptoms include acute 

watery diarrhoea and vomiting, which causes severe dehydration. If left untreated, cholera 

can lead to kidney failure and death. Legos (2018:218) adds that communities experiencing 

conflict, natural disasters, poor health systems and infrastructural problems provide a perfect 

environment for cholera to spread. Youde (2010: 688) adds that cholera bacteria thrive in 

situations "where water supplies, sanitation, food safety, and hygiene practices are 

inadequate”.   

The United Nations Children’s Fund (2010:1) notes that men and women are equally 

vulnerable in acquiring cholera but contends that the disease is not gender neutral. The 

different patterns of exposure to cholera between men and women are tied to gendered 

roles and norms present in the affected society. Due to cultural constructions of womanhood, 

women and girls are often tasked with roles within the domestic realm, such as fetching 

water, cleaning latrines, taking care of sick family members and handling untreated water 

(UNICEF, 2010: 2). In comparison, Tolhurst, Koning and Sqire (2002: 137), contend that 
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masculine gendered economic activities, such as fishing and farming in developing countries 

contribute to men acquiring water borne diseases. 

The World Health Organisation was established in 1948 and has the constitutional mandate 

to monitor health epidemics, coordinate and lead responses to international health matters, 

promote and advocate for better health and collaborate with global health stakeholders 

(WHO, Constitution: Article 2). The multilateral organisation has its headquarters in Geneva 

while regional offices include the African Region, Region of the Americas, Southeast Asia 

Region, European Region, Eastern Mediterranean Region and Western Pacific Region. The 

third layer of the multilateral agency organisational structure includes country offices which 

give technical expertise to local ministries of health (Patterson, 2018:4). 

Médecins Sans Frontières (MSF) is a prominent international non-governmental 

organisation. Nues (2017:3) states MSF constructs itself as a humanitarian actor and 

emergency response organisation. As a humanitarian activist, MSF strongly advocates for 

equity and access within the health sector. Under its Access to Essential Medicine 

Campaign, MSF promotes the distribution of medicines, diagnostic tests and vaccines to 

poor individuals in developing countries (Zacher& Keefe,2004:91). Through awareness 

campaigns and publications, MSF monitors and responds to neglected diseases as to 

ensure enough care to global citizens (Nues, 2017:11). 

According to Beigbeder (2001:12) the United Nations Children’s Fund was established by 

the United Nations General assembly in 1946 to grant emergency assistance to children 

and mothers in countries ravaged by the Second World War. UNICEF had the mandate to 

distribute food and healthcare services to the identified vulnerable groups (ibid). Over the 

decades, UNICEF’s role has widened in emergency humanitarian intervention as it is “global 

lead agency of the Water, Sanitation and Hygiene (WASH) sector of the Inter-Agency 

Standing Committee cluster system ” (UNICEF: ND). The Inter- Agency Standing Committee 

was established in 1992 and is a mechanism for inter-agency coordination of humanitarian 

assistance. The Committee comprises of UN and non-UN humanitarian partners. According 

to the IASC (2006), the cluster approach was established in September 2005 as a 

coordinating tool which would assist actors address “identified gaps in response and 

enhance the quality of humanitarian action”. As the head of the WASH cluster, UNICEF 

coordinates the collective WASH humanitarian response alongside with other UN agencies, 

donors and local and international non-governmental organisations. 
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The Harare City Council is at the “sub-national level of the Zimbabwean government and 

consists of elected officials” (Mushamba, 2010:101). Zimbabwean local urban authorities 

derive their government powers and duties from the Urban Council Act and the Regional 

Town and Planning Act. In relation to administering health matters, Harare City Council is 

obliged to appoint a “health committee which shall be responsible for health matters relating 

to the council” (Section 96 (3), Urban Council Act). Mushamba (2010:108) states that local 

health authorities get their duties from the Public Health Act such as “establishing a district 

management committee to manage and co-ordinate the provision of health services within 

districts”. Whilst the local health authorities have certain independent powers, they must 

carry out the Ministry of Health and Child Care’s mandate at a local level. In the event of a 

disease outbreak, local authorities work in conjunction with the Ministry of Health and Child 

Care to respond and ensure that residents’ health needs are addressed (Mushamba, 

2010:108).  

The brief discussion on cholera and global and local health actors introduces the purpose 

of this dissertation. The dissertation seeks to understand the cholera response interventions 

and challenges faced by the World Health Organisation, MSF, UNICEF and Harare City 

Council. The purpose of this chapter is to provide a background to the problem of cholera 

and particularly focuses on the persistent occurrence of cholera in Zimbabwe. 

The chapter is divided into ten sections, with this section introducing the causes of cholera 

and the different contexts cholera thrives in. Secondly, the chapter presents the background 

of cholera outbreaks in Zimbabwe. Building on this contextual background, the chapter 

states its problem statement as the dissertation questions why Zimbabwe suffers from 

persistent public health crisis of cholera. The dissertation’s purpose of study, objectives, 

research questions and rationale are revealed in the fourth, fifth, and sixth sections 

respectively. In the seventh section, the chapter states the qualitative methods used to 

conduct the study. The eighth and ninth sections present the study’s limitations and chapter 

organisation of the dissertation. Lastly, the chapter concludes with a summary of its main 

points. 

1.2   Background to the problem 

According to Ali, Nelson, Lopez and Sack (2015: 2), 2.9 million cases of cholera and 95 000 

deaths are recorded yearly in 69 endemic countries. Their study defined endemic countries 

as those which predicted cholera cases in at least three of the five years from the 2008-2012 
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periods. Endemic countries are spread over the Middle East, the Americas, Sub-Saharan 

Africa, South and East Asia. The Southern African country, Zimbabwe, is identified as a 

cholera endemic country. The study states that an estimated 7 846 187 people are at risk of 

acquiring the water borne disease. Furthermore, the country experienced an estimated 

annual number of 31 385 cases of cholera and 1193 deaths in the 2008-12.  

Zimbabwe has experienced a rapid economic downturn from the early 2000’s. The 

International Organisation of Migration (2009: 13) states that Zimbabwe’s gross domestic 

product (GDP) cumulatively declined by 46 per cent between 2000 and 2007. In addition to 

the rapid decline in gross domestic product, the economy was characterised by 

hyperinflation, with the rate of annual inflation reaching 231 million per cent in July 2008 

(ibid). Another key characteristic of the rapid economic decline is the mass migration of 

Zimbabweans from all social spheres. Crush and Tevera (2010: 4) contend that it is difficult 

to provide an exact figure for Zimbabwean emigrants as the state has not maintained a 

reliable record of departures from the country. However, their study indicates that South 

Africa, the United Kingdom, the United States of America, Mozambique and Botswana are 

the primary destinations for migrating Zimbabweans (Crush &Tevera, 2010: 5-8). The 

patterns of migration contributed to massive brain drain as skilled professionals travelled to 

other countries for better working and living conditions. 

Against these socio-economic conditions, cholera emerges as a recurrent feature of 

Zimbabwe’s post 1990s history. Zimbabwe has experienced persistent cholera epidemics 

from 1993 to 2018. In 1993, the World Health Organisation reported 5385 cases and 332 

deaths from the infectious disease (WHO 2009). According to Mason (2009: 148), areas in 

the south-east region of Zimbabwe experienced high numbers of cholera cases in 1998 and 

1999. Towns such as Chipinge and Chiredzi shared the bulk of 1000 cholera cases and 44 

deaths in 1998. In 1999, there were 5637 cases of cholera and 385 deaths reported (ibid). 

A series of outbreaks occurred in the country between 2002 and 2006. Youde (2010: 689) 

states that in 2002, cholera made 900 people sick and claimed 40 lives in Harare, the capital 

city. In March 2006, 27 deaths from cholera were recorded in the capital city. 

 

1.3   Problem statement 

In light of the persistent cholera crisis, local Zimbabwean civil society organisations in March 

2006 cautioned of a looming "cholera time-bomb" if the government did not repair the 
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country’s dilapidated water and sanitation infrastructure (Youde, 2010:689). The cholera 

time-bomb finally went off in 2008. From August 2008 to June 2009, Zimbabwe experienced 

an estimated 98,592 cases and 4288 deaths from cholera (Chimusoro and al, 2018:50). The 

outbreak was nationwide as 58 of the 63 districts of the country were affected by the 

epidemic. The health epidemic began in Chitungwiza, a town 25km from the capital city 

Harare (Ahmed et al, 2011:541). Due to migration flows between Zimbabwe and 

neighbouring countries, the disease also spread to border towns of South Africa, Zambia, 

and Mozambique.  The sheer numbers of suspected cases of cholera and deaths reported 

in this period rendered Zimbabwe’s 2008-2009 cholera outbreak the largest cholera 

epidemic in Sub-Saharan Africa (Mason, 2009:148).  

In the wake of the 2008/2009 health crisis, several international actors assisted the   

government led by former President Robert Mugabe. According to Chigudu (2016:45), the 

Norwegian government donated $ 7 million towards water treatment as the Zimbabwean 

National Water Authority did not have sufficient access to foreign currency to import water 

purification chemicals. Other bilateral partners such as the United States and Britain 

provided financial assistance to local and global health responders during the health crisis 

(Chigudu, 2016:46). Whilst the above and other donor states provided financial and medical 

assistance, President Robert Mugabe maintained that cholera in Zimbabwe was spread by 

foreign powers to remove him from power through military intervention. President Mugabe 

stated (2008 cited by Bergers)  

“Because of cholera, Mr Brown, Mr Sarkozy and Mr Bush want military intervention. 

Now that there is no cholera, there is no need for war." 

Regardless of the denialism and politicisation of cholera by the Mugabe-led administration, 

actors such as the United Nations Children’s Fund (UNICEF) drilled boreholes and provided 

household water treatment tables to people in affected township areas (Hellum et al, 

2015:365). Community boreholes emerged as a key cholera response intervention during 

the 2008/2009 outbreak in Zimbabwe as humanitarian actors viewed drilling and sourcing 

water from underground as a medium-term solution to the water crisis (Hellum et al, 

2015:365). In comparison, Médecins Sans Frontières assisted with mobile cholera treatment 

centres, human resources, technical and logistical expertise (MSF: 2008). According to 

Chimusoro et al (2018:54) the World Health Organisation assisted the then Ministry of 

Health and Child Welfare (now called Ministry of Health and Child Care) coordinate the 

collective cholera response through the Cholera Command and Control Centre and the 
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Health Cluster. The Health Cluster consisted of the Zimbabwean Government, WHO, 

medical humanitarian organisations and actors from the Water, Sanitation and Hygiene 

(WASH) sector.  

In the post 2008-2009 cholera period, the Health cluster was replaced by the Inter Agency 

Coordination Committee on Health in 2012 (ibid). This Committee is led by the Ministry of 

Health and Child Care. The Committee addresses health, water and sanitation issues. Other 

initiatives to ensure local ownership of solutions to cholera epidemics included new 

legislation. Firstly, the 2013 Constitution of Zimbabwe entrenches citizen’s right to water 

under section 77. Hellum et al. (2015: 300) note that the Constitution does not explicitly 

provide the right to sanitation but states that citizens have the right to an environment that 

is not harmful to their health and well-being in Section 73 (1) (a).  

Another key reform is Zimbabwe’s National Water Policy of 2012. The Ministry of Water 

Resources Development and Management (2012: ii) cited challenges of unsustainable 

water pricing policy, water losses through dilapidated infrastructure, dumping of raw sewage 

and others affecting the government’s ability to ensure proper water and sanitation services. 

The policy briefly noted the gendered dynamics of water use and access. The Ministry of 

Water Resources Development and Management (2012:21) admitted that women and girls 

share a disproportionate burden of fetching water and taking care of the sick. These 

gendered roles place this group at risk of acquiring cholera or any other waterborne disease 

if the water sources are contaminated. Furthermore, the 2013-2017 National Gender Policy 

crafted by the Ministry of Women Affairs, Gender and Community Development (2013: 6 

and 16) aims to track gender inequalities in health delivery and to ensure that hygiene, 

sanitation and nutrition needs for all are met.   

Unfortunately, Harare succumbed to another major cholera outbreak in 2018. According to 

UNICEF (2018:1) 10 202 cases of cholera and 55 deaths were reported from 4 September 

to 21 November 2018. The outbreak began and was largely concentrated in two suburbs, 

Budiriro and Glen View. In light of the constitutionally protected right to clean and safe 

drinking water, relevant health, water, sanitation and gender state policies, existence of 

functioning public health institutions and global health partnerships on cholera; why does 

Harare experience persistent cholera outbreaks?  
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1.4 The Purpose and Objectives of the Dissertation 

 The purpose of this dissertation is to provide an analysis of global health actors’ responses 

to persistent cholera outbreaks in Harare. The dissertation has the following objectives: 

A)  To examine the causes of persistent cholera outbreaks in Harare.  

B)  To identify international health responses to cholera outbreaks in Harare. 

C)  To explore the gendered consequences of cholera outbreaks in Harare. 

1.5   Research Questions 

In order to achieve the study’s objectives, the dissertation seeks to address the following 

main research question: 

 How have global health actors responded to persistent cholera outbreaks in 

Harare? 

Furthermore, the dissertation seeks to address the following sub-research questions:  

A)  What are the causes of persistent cholera outbreaks in Harare? 

B)  What is the nature of partnerships between the Government of Zimbabwe and identified 

global health actors?  

C)  To what extent are cholera outbreaks in Harare a gendered process? 

1.6   The Rationale of Study 

Harare and cholera were selected for this study because of four reasons. Firstly, the case 

study was selected in order for the author to better understand the urban water crisis 

affecting individuals in Harare, particularly those who reside in high-density areas. Although 

I reside in Harare, I come from a middle-class background and live in one of the low-density 

suburbs of the capital city, Mount Pleasant. Whilst my residential area also experiences 

erratic water supply from the municipality, my family have the economic resources to secure 

private access to clean and safe water on our property. My positionality as a middle class 

and tertiary education young woman has granted me access to safer alternative water 

sources to municipal water. The dissertation also allows me to explore how gender, social 

class, wealth and education protect individuals from communicable diseases and grant 

greater access to medical care. 
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Secondly, Zimbabwe was selected as a case study because of the long-standing efforts by 

international actors to address the water, sanitation and hygiene (WASH) and health 

challenges in the country. According to Hellum et al (2015: 367) international humanitarian 

assistance in Zimbabwe has historically focused its attention to rural water and sanitation 

programmes. During the 2008-2009 Cholera outbreak, actors such as UNICEF shifted their 

attention to urban water as children were in danger of consuming contaminated water. The 

dissertation seeks to understand if similar models for WASH interventions by international 

actors were used in urban areas of other parts of the world.   

Thirdly, the dissertation aims to explore if global health actors have gender mainstreamed 

their human rights-based approach to their cholera response strategies in Harare. The 

researcher seeks to understand if international conventions such as the 1979 Convention 

on the Elimination of all Forms of Discrimination Against Women, 2003 Committee on 

Economic, Social and Cultural Rights General Comment No. 15 on the right to water, 2006 

Convention on Rights of Persons with Disabilities and Article 15 of the Protocol to the African 

Charter on Human and People’s Rights of Women in Africa; have been invoked by the 

identified actors to ensure Zimbabweans’ right to clean and safe water is achieved during 

the cholera epidemics.  

Fourthly, the study aims to evoke stronger gender mainstreaming in health, water and 

sanitation policy of Zimbabwe. Current policy interventions emphasise Human 

Immunodeficiency Virus and Acquired Immunodeficiency Syndrome (HIV and AIDS) and 

maternal health as primary gender and health concerns. Furthermore, sanitation needs of 

men and women have not been sufficiently addressed in the Zimbabwean government’s 

policy reforms. The current policy framework maintains a limited view on how waterborne 

diseases, such as cholera, impact on existing inequalities between different groups in 

Zimbabwe. This study will recommend how the state can achieve gender justice in the realm 

of water and sanitation and ensure the health of all citizens.  

1.7   Methodology 

The qualitative method was used to gather both primary and secondary data for the study. 

Primary data was obtained through in-depth interviews. Harare was the selected area of 

study as it is the epic-centre of cholera outbreaks in Zimbabwe. Examples are drawn from 

“cholera hotspots”, such as Glen View, Mabvuku, Glen Norah and Budiriro. The identified 

areas are high density suburbs in the capital city. Patel (1998: 81) categorises suburbs in 
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Harare as low and high density suburbs. The former historically accommodated 

professionals and educated classes and maintained an average house size from 2.9 and 

upwards in Borrowdale suburb. In comparison, high density suburb such as Mufakose 

maintain an average house size from 4.9 and upwards for working class individuals.  

In-depth interviews were conducted with key informants from the World Health Organisation 

(WHO), United Nations Child Education Fund (UNICEF), Médecins Sans Frontières (MSF), 

and Harare City Council Health Department (HCCHD). During the research process, Oxfam 

UK was identified as a key global health actor in responding to cholera in Harare. The 

international non-governmental organisation is UNICEF’s implementing partner and has 

strong relations with communities of cholera prone areas in Harare. The organisation 

declined to participate in the study because it did not want to be framed as independently 

responding to cholera but rather in collaboration with the Harare City Council departments 

of Environmental Health and Health.  

As a whole, the in-depth interviews gave me an understanding of the strategies used by 

WHO, UNICEF, MSF and the Harare City Council to address the persistent public health 

crisis. The dissertation’s findings from primary data were drawn from thematic analysis.  

Findings from secondary data were drawn from document and literature analysis. The 

dissertation carried out an extensive qualitative analysis from existing academic literature. 

Publications, press statements and reports from WHO, UNICEF, MSF and local non-

governmental organisation were also analysed. The dissertation included national policy, 

legislation and press statements from the Government of Zimbabwean and newspaper 

articles in its document analysis. Household survey data was sourced from the Zimbabwean 

Statistical Agency (ZimStat). 

1.8   The Scope of the Study 

The dissertation had five key limitations. Firstly, the qualitative dissertation consists of 

secondary data, which includes publications from international organisations, non-

government organisations and government institutions. Such publications may contain 

certain biases. Secondly, the study limits its geographical scope to the city of Harare in 

Zimbabwe. The capital city is often the epicentre of nationwide and large scale cholera 

outbreaks in Zimbabwe. Thirdly, the study notes key limitations relating to sex disaggregated 

and gender sensitive data on cholera outbreaks in Zimbabwe. This type of data is available 

from the periods of 2008-2018.  
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Fourthly, cholera outbreaks in Harare have attracted assistance from multiple international 

medical humanitarian organisations, international and local non-governmental 

organisations, bilateral donor partners, local and international philanthropic organisations, 

and community groups. This study limits its scope of analysis to the activities and 

engagements of the Médecins Sans Frontières, United Nations Children’s Fund and the 

World Health Organisation. The selection of these international global health actors is based 

on their relations with the Zimbabwean state.  Therefore, the dissertation misses out on the 

insights of those other organizations that were not as visible in the direct fight against the 

outbreak of the cholera in the country. Building on the previous limitation, the dissertation 

deliberately leaves out community organisations and local non-government organisations 

addressing cholera outbreaks in cholera prone suburbs from its analysis. The dissertation 

discusses community approaches in relation to global health actors’ responses as the study 

is primarily focused on analysing the nexus between global health and domestic politics.  

1.9 Organisation of Chapters 

The dissertation is divided into six chapters. Chapter one states the problem and its setting. 

Secondly, the dissertation discusses the relevant literature on cholera, global health health 

inequalities and disease, urbanisation and sanitation. A framework of analysis is drawn from 

the discussion in chapter two. The third, fourth and fifth chapters consist of dissertation 

findings on Harare’s water and sanitation crisis, global health actors’ space to respond to 

cholera in Harare and health inequalities shaping the cholera crisis in Harare. The sixth 

chapter provides a summary of the findings, conclusion and recommendations. 

1.10 Conclusions 

The purpose of this chapter was to introduce the dissertation’s inquiry into the persistent 

challenge of cholera outbreaks in Zimbabwe. Firstly, the chapter defined cholera and the 

common settings cholera outbreaks occur. It also briefly addressed how gendered roles and 

norms create different patterns of exposure to cholera for men and women. The chapter 

proceeded to discuss the occurrence of cholera in Zimbabwe. This discussion led to the 

study’s objectives and research questions which aim to address the causes of persistent 

cholera outbreaks in Harare, the responses of international actors to cholera in Harare and 

the gendered processes shaped by cholera outbreaks. The chapter established that the 

study would focus its analysis on the cholera hotspots in Harare. Furthermore, the chapter 

stated that the study uses the qualitative method, to better understand the cholera response 
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strategies used by global health actors and local health actors to treat and inform citizens 

during cholera outbreaks. It also stated that the dissertation seeks to explore if cholera 

outbreaks exacerbate existing gender inequalities and if identified actors consider these 

inequalities in their cholera response plans. Lastly, the chapter stated the organisation of 

sections of the dissertation. 

 



 

12 

 

CHAPTER 2 

2. Framing the discussion 
 

“Inequalities, systemic dysfunction and top-down approaches not only inhibit the 

controllability of epidemic diseases but they help to exacerbate them” ( Bardosh et al, 

2016:91) 

2.1 Introduction 

The previous chapter presented the dissertation’s research background and problem 

statement on persistent cholera outbreaks in Harare. This chapter discusses the related 

literature on the cholera, global health and urbanisation and sanitation. The chapter is 

divided into four sections, with the section introducing the purpose of the chapter. Secondly, 

the chapter presents the key debates and case studies within the identified scholarship. The 

section presents the challenges with defining global health and historical perspectives on 

the epidemiology of cholera. The historical discussion on cholera lays the foundation of 

scholars diverging perspectives on cholera’s epidemiology in Zimbabwe. It also reveals the 

health inequalities sustaining the water borne disease in Harare.  

The chapter discusses the process of urbanisation and sanitation in African cities. This 

discussion illustrates the relationship between rapid urbanisation, health and governance in 

Lilongwe, Yaoundé and Harare. Thirdly, the chapter states knowledge gaps identified within 

the related literature as well as the contribution of the dissertation to the body of scholarly 

work. Lastly, the chapter ends with a conclusion of key points.   

2.2 Epidemiology of Cholera 

The first category of literary contribution considered by the dissertation addresses the 

epidemiology of cholera. Studies by Lee and Dodgson (2000); Zacher and Keefe (2008); 

and Echenberg (2012) analyse the seven global pandemics of cholera from 1817 to present 

times. Their historical studies discuss the origins of cholera, divergent medical perspectives 

on the waterborne disease, public health responses to cholera and challenges of the current 

7th global pandemic of cholera. Prior to the first global cholera pandemic of 1817-1826, the 

disease was ‘historically’ restricted to the Indian continent and the Chinese coast (Lee & 

Dodgson, 2000: 217). Echenberg (2012: 29) contends that British colonial government 

officers in India attributed the disease to the “distinct weather patterns, environment and 
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overcrowded dwellings of the Indian population.” However, cholera moved beyond its 

traditional boundaries as from 1817; it spread for about a decade to Asia, Indian Ocean 

islands and the African coast (ibid). 

Keefe and Zacher (2008: 26) state that cholera reached Russia in 1829 and to Western 

Europe from the late 1820s. The global spread of cholera is attributed to the emergent 

patterns of human interaction of the 19th century. Lee and Dodgson (2008: 218) argue that 

movement in this era was triggered by imperialism, trade, military forces, conflict and the 

slave trade. Furthermore, the spread of cholera in Western countries such as France, United 

Kingdom and United States of America was compounded by denialism in popular medical 

discourse and rampant industrialisation and urbanisation in these countries. According to 

Echenberg (2012: 30), 19th century cities in industrialised countries were characterised by 

booming populations, the majority of which experienced “inadequate and poor built housing”. 

Furthermore, the disposal of human and industrial waste occurred in open places, such as 

rivers and bays (ibid). Regardless of these poor urbanisation and sanitation conditions, 

popular medical discourse assumed that cholera was air borne and not a contagious disease 

(Snow, 2008: 23).  

Snow (2008: 22) and Paneth and Fine (2013: 1267) reveal that British scientist John Snow, 

established the causal relationship between contaminated water supplies and the 

dissemination of cholera in 19th century industrialised societies. Snow’s seminal work 

(1850) was the first epidemiological study on the transmission and source of cholera as it 

traced the source of the Golden Square cholera outbreak in London to a particular 

contaminated water well at 40 Broad Street (Paneth & Fine, 2013: 1268). Snow’s work 

supported previously dismissed work by Italian scientist Filippo Pacini, who discovered the 

comma-shaped bacterium of cholera under his microspore and named it Vibrio cholera 

(Echenberg, 2012: 33). 

2.3 Global Health 

The second category of literary contribution considered by the study addresses global 

health. The concept and definition of global health is highly contested. Brown et al. (2006: 

62); Koplan et al. (2009: 1993) and Kerouedan (2013) contend that global health is derived 

from public and international health. Public health refers to “the science and art of preventing 

disease, prolonging life and promoting physical health” within countries (Winslow cited in 

Brown et al., 2006: 62). This definition provides that public health focuses on the medical 



 

14 

 

needs of national population. In comparison, international health largely focuses on 

infectious diseases, tropical medicine, maternal and child health, water and sanitation in 

developing countries (Kerouedan;2013). Bozorgmehr (2010: 3); and Rowson et al. (2012: 

2) note that international health is tied to colonialism and international trade of late 

nineteenth century. Countries from Europe and North America sought to understand and 

protect themselves from the diseases of the “new world” (Bozorgmehr, 2010: 3).  

Koplan et al. (2009: 1998) argue that global health does not have a specific population or 

category of disease as health challenges affecting all global citizens are addressed. Since 

all health matters are considered, states from both the developing and developed world 

share equal responsibility in tackling worldwide burden of diseases. The purpose of global 

health is to achieve health equity between and within countries. Furthermore, Koplan et al. 

(2009: 1997) emphasise that global health matters require interdisciplinary and medical and 

non-medical solutions to achieve its social justice and technical objectives. As the 

authoritative voices on global health, Koplan et al. (2009: 1997) define global health as: 

“area for study, research, and practice that places a priority on improving health and 

achieving equity in health for all people worldwide. Global health emphasises 

transnational health issues, determinants, and solutions; involves many disciplines 

within and beyond the health sciences and promotes interdisciplinary collaboration; 

and is a synthesis of population-based prevention with individual-level clinical care”.  

Frenk et al. (2014: 95) concur with Koplan et al. (2009) when they claim that global health 

operates through the principle of “health interdependence”. This principle provides that no 

single state can independently solve all the health threats affecting it (ibid). Furthermore, in 

the current globalised society, determinates of health, disease, risk factors and epidemics 

know no borders. As transnational health matters, these problems require actors from 

different parts of the world to collaborate in order to solve the health threats within and across 

their borders.   

In comparison, Stuckler and Mckee (2008: 96) argue that global health should be viewed 

through five metaphors. These metaphors categorise global health as the tool of foreign 

policy, security, charity, investment and public health. The authors state that global health, 

as foreign policy, is shaped by political aspirations of national governments. Global health 

policies, such as polio vaccination and elimination programmes by the United States of 

America in developing countries, are implemented to create positive images of the aiding 
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country. In addition to creating and maintaining a good global reputation, donor states may 

engage in global health matters in order to enhance their influence in international 

organisations or gain access to new trade markets.  

Stuckler and McKee (2008: 97) maintain that global health, as security, sees state formulate 

health policy as a means of protecting national populations against communicable diseases. 

Diseases, such as Avian Influenza, multi-resistance tuberculosis (TB) and severe acute 

respiratory diseases (SARS) and potential pathogens for bioterrorism are high priority 

diseases (ibid). The securitisation of health by national governments is based on 

government’s fear of terrorists releasing deadly pathogens on their citizens (Keefe &Zacher, 

2004: 2014). Secondly, the security framing of global health considers the socio-political 

consequences created by infectious diseases. Social unrest, loss of economic productivity 

and political instability are framed equally as destructive to a government’s integrity as 

bioweapon attacks (ibid). The failure to protect their citizens from potential or existing health 

threats triggers questions of governance and legitimacy as the state is the central actor in 

promoting health and preventing disease. Therefore, securitisation of health allows the state 

to maintain its institutional and political integrity.  

The remaining metaphors present an array of non-state actors in the field of global health 

as commercial, public health and humanitarian interests shape the interdisciplinary field. 

Global health as charity adopts a moralistic and humanitarian objective as actors aim to fight 

and reduce diseases associated with poverty. According to Stuckler and McKee (2008: 96), 

common diseases associated with poverty include famine, malnutrition, tuberculosis, 

malaria and rare diseases. Under these metaphors, primary actors of global health include 

philanthropic organisations like the Rockefeller Foundation and the Bill and Melinda Gates 

Foundation. In addition to philanthropists, medical humanitarian organisations like Médecins 

Sans Frontières occupy this field. 

Stuckler and McKee (2008: 97) contend that global health as public health operates to 

achieve the maximum health for all global citizens. Actors aim to reduce the worldwide 

burden of disease since they view disease in multiple forms including communicable, non-

communicable, neglected and tropical diseases. Through provision of technical expertise 

and funding, these actors aim to reduce the risk factors and diseases which render certain 

populations more vulnerable to ill health (ibid). The leading health actors include the World 

Health Organisation and non-governmental organisations. Lastly, the authors state that 

global health, as an investment, seeks to maximise economic development. Global health 



 

16 

 

policies are created to target working age and young populations as these individuals are 

key components of labour force (Stuckler& McKee, 2008: 97). This approach to global health 

views diseases as obstacles to productivity and detrimental to less economic developed 

countries’ development goals. Scholars, such as Bloom and Canning (2005: 1); Cole and 

Neumayer (2007: 923); and Obeng-Odoom (2012: 154) contend that health is both a result 

and cause of high income at the personal and country level. These scholars represent the 

discourse which considers health as human capital. They maintain that ill health results in 

lost labour productivity (Bloom & Canning, 2009: 4). Without a healthy working population, 

countries will not be able to economically progress as fast as they should. 

In comparison to the other studies, Cole and Neumayer (2007:923) cite malnutrition, malaria 

and water borne diseases such as dysentery, cholera and river blindness as common and 

non-infectious diseases affecting productivity in developing countries. They argue that whilst 

not being as fatal as HIV/AIDS and Tuberculosis, the above diseases strongly impact 

individuals’ productivity during and after period of ill health. The World Health Organisation 

(2017:3) concurs with Cole and Neumayer (2007) as proven by estimates that the economic 

burden of cholera is $2 billion per year globally in health care costs and lost productivity.  

Regardless of the economic burden of cholera, Esser and Bench (2011: 1272) state that 

governing health bodies and actors focus on “high visibility” health problems and 

technological breakthroughs. This approach to global health drives funding and policy 

setting to particular set of disease such as AIDS, tuberculosis and malaria. Garmaise 

(2009:9) and Huy et al’s (2015:302) studies analyse The Global Fund for AIDS, Tuberculosis 

and Malaria. The concept for the Fund was developed at the G8 Summit in Japan 2000. 

Leaders of the world’s eight wealthiest countries proposed more financing to combat AIDS, 

TB and Malaria as the vast majorities of individuals in developing countries did not have 

access to relevant medication. Huy et al (2015:302) state that from 2002-2014, the Global 

Fund distributed 28 billion USD to 145 countries or regional programs worldwide. The 

partnership programmes include distributing antiretroviral drugs for HIV/AIDS infected 

people, providing treatment for TB patients and giving insecticide-treated bed nets to 

families in malaria prone areas (Garmaise, 2009:9).   

In comparison, the financial and policy efforts to address the global cholera epidemic have 

been inconsistent and reactive. The first modern coordinated effort against cholera was the 

1992 Global Task Force on Cholera Control. According to Keefe and Zacher (2008: 55), the 

Task Force was created after the 1991-1992 cholera epidemic in the Americas. The 
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outbreak began in Peru and spread to 19 countries in Southern and Central America. During 

1991-1995, 1.4 million cases were reported with more than 10 000 deaths in the affected 

region. The World Health Organisation (N.D) states that the purpose of the task force was 

to reduce the number of deaths caused by the disease and lessen the socio-economic 

consequences of the public health crisis.  

Furthermore, the task force was a partnership between government and non-governmental 

organizations, UN agencies, and scientific institutions (World Health Organisation, N.D). 

Initially, the task force developed technical guidelines, materials for cholera control, trained 

health professionals and shared information on the disease (Keefe &Zacher, 2008: 55).  

According to the Lancet Report (2018: 1047), the Global Task Force became inactive as 

cholera in the Americas was eradicated by the early 2000s. Even though cholera was 

eradicated in the Americas, different regions of the world still experienced the waterborne 

disease. In 2012, the World Health Assembly revitalised the Global Task Force as a 

response to 2010 cholera epidemic in Haiti. Furthermore, the global cholera burden shared 

in African, South and East Asian regions sparked debate about global health actors’ role in 

preventing and eradicating the disease (Legos, 2018: s1). The revitalised Task Force 

developed a multi-sectoral approach strategy to eradicate cholera from all societies by 2030 

(Ivres, 2018: 218). 

2.4 Global Health Governance 

Fidler (2010: 3) defines global health governance as   

“the use of formal and informal institutions, rules, and processes by states, 

intergovernmental organisations, and non-state actors to deal with challenges to 

health that require cross-border collective action to address effectively”.  

Fidler’s definition of global health governance rests on the theoretical paradigm of complex 

regime (Hill, 2011: 596; Leon, 2015: 2). The governance structure consists of partnerships 

and actors, such as the Global Alliance for Vaccine and Immunisation (GAVI), Médecins 

Sans Frontières (MSF), the World Health Organisation (WHO), International Financial 

Institutions The architecture attracts celebrities such as  Irish musician Bono, who use their 

popularity to “influence retailers to fund projects combatting AIDS” (Greenberg, 2016). 

Complex regime theory captures the multi-sectorial dimensions of global health as 

developmental, economic, security and social factors shape projects and outcomes. More 
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importantly, the complex regime theory moves global health governance beyond a “state 

centric focus” (Youde, 2017:590).  

Studies by Hill (2011: 597), Clift (2013:3) and Gostin et al (2015:854) document how the 

proliferation of global health actors and partnerships has dislodged the WHO from its central 

governance role as it competes with several other actors for leadership roles, funding and 

global health agenda setting. Given the bureaucratic structure of WHO and proliferation of 

global health actors; the global health architecture results in duplicate health interventions, 

poor coordination between stakeholders, neglect of non-communicable diseases and weak 

health systems (Hill, 2011; Cliff, 2013). Gostin and Mok (2009) and Reddy et al. (2018: 1) 

argue that WHO suffers from limited financial resources as wealthy member states have 

reduced their assessed contributions while simultaneously increasing their voluntary 

contributions. The former stream finances WHO’s operations and “assists developing 

countries build their capacity” (Gostin&Mok, 2009: 14). Member’s financial contributions are 

assessed against their country’s wealth and population. 

In comparison, voluntary contributions are given by donors, such as UN agencies, member 

states, private organisations and philanthropic foundations (Reddy et al., 2018: 1). Voluntary 

contributions are often earmarked for specific diseases like HIV and AIDS or Polio, health 

sectors like maternal, new-born and child health or regions, such as sub-Saharan Africa. 

Gostin (205:1407) states that only US$ 0.93 billion of WHO’s US$ 3.98 billion 2014-2015 

budget came from members assessed contributions. This skews WHO’s operations towards 

the global health objectives of donors and member states, as these actors stir where material 

and financial resources are allocated. The international health body’s core functions in other 

health areas are underfunded and compromised, as the organisation has limited power over 

the bulk of the finances given to the health body. 

Furthermore, the decentralised nature of global health governance and limited funding 

negatively affects international responses to health epidemics. Within the global health 

governance discourse, scholars agree that  WHO’s delayed coordination to the 2014-2016 

Ebola outbreak contributed to a poor international response. The WHO declared the 

outbreak as a Public Health Emergency of International Concern eight months after the first 

known case of Ebola Virus Disease was reported in 2013. However, McInnes (2016: 369); 

Wenham (2016: 437); Turshen and Gezmu (2017: 249); and Sirleaf (2018: 81) maintain that 

the global community cannot blame the multilateral organisation for the widespread 

outbreak. These scholars contend that within global health governance, the responsibility 
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for health issues does not fall on one actor. Rather, all stakeholders are collectively held 

responsible for poor international responses to health crises.  

In comparison, Lakoff (2010: 59); O’Laughlin (2016: 689); and Harman and Wenham (2018: 

363) argue that global health governance operates through two regimes: global health 

security and biomedicine humanitarianism. The scholarship maintains that health 

stakeholders collectively act to either provide health security or health equity. Lahoff (2010: 

59) states the former regime focuses on emerging infectious diseases which may cause 

political, economic and health instability. Stakeholders of this regime include national 

governments, ministries of health, multilateral agencies and disease controls institutes (ibid). 

O’Laughlin (2016: 690) contends that biomedicine humanitarianism addresses health 

inequalities, as actors address diseases affecting poor nations. In addition, actors intervene 

where national health infrastructure is weak or does not exist (Lahoff, 2010: 60). 

Stakeholders of this regime include medical humanitarian groups, philanthropic 

organisations and faith based organisations.  

Whilst the work conducted by actors of this regime is commendable, scholars contend that 

stakeholders fail to maintain good relations with local communities. Critics, such as Calain 

and Abu Sa’Da (2015); Benatar (2016: 601); and Marindo (2016) note that dominant 

systems of power within global health frame local health systems and knowledge as 

inadequate. Rather than improving health conditions with local medical staff or communities, 

stakeholders adopt a top-down approach to health equity. Thus, contributing towards hostile 

relations between themselves and local partners. 

2.5 Health Inequalities and Disease 

The fourth category of literature considered by the dissertation addresses the relationship 

between health inequalities and diseases. The scholarship emerged as a response to the 

traditional “epidemiological or clinical approach” to diseases by the medical fraternity. 

Whitehead and Dalgreen (1999, cited in Bambra) rainbow model of social determinants of 

health, illustrates that marginalised groups face extended periods of poor health as wider 

determinants of health, such as racism; gender; environmental degradation; and poverty, 

worsen their individual limited access to medical care. Satcher and Rachel (2010: 80) add 

that “socio-economic status (SES), access to care, culture, the environment, gender and 

access to education” are social and economic determinants that affect an individual’s health. 

Given the interplay between structural and personal determinants of health, Whitehead and 
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Dahlgren (2006: 6) argue that health inequalities are “systematic, socially produced and 

unfair”. 

Farmer (1996; 2004; 2005,) Rispel and Popay (2009: 93); Friel and Marmot (2010: 65); 

Alsan et al ( 2011:614); Farmer et al ( 2013: 9) and Richardson et al ( 2016:2) concur with 

Whitehead and Dalgreen’s assessment as they too adopt biosocial approaches to their 

analyses’ of ill health. The biosocial approach emerges from American medical doctor Paul 

Farmer. Farmer’s medical work on HIV and AIDS and Tuberculosis in Haiti strongly 

influences the biosocial approach and more broadly the discourse on structural violence and 

health epidemics. According to Belanus (2015: 96), popular American medical discourse in 

the 1980s allude that HIV was native to Haiti and brought back to the homosexual population 

of the United States. Farmer (2004:323) contests that “poverty, gender inequality, racism 

and mean-spirited American foreign policy” propelled the HIV and AIDS epidemic in the 

Caribbean country. Adopting a structural approach to the health crisis, Farmer’s work placed 

the social institutions of racism and imperialism as central structures to the analysis of Haiti’s 

chronic poverty and high rates of infectious diseases (Hirschfeld, 2017: 157). 

Studies by Bradley et al. (1996: 378); and Mukandavire et al. (2011: 8767) reveal that pre-

1998 cholera outbreaks in Zimbabwe were epidemiologically tracked to neighbouring 

endemic countries like Malawi and Mozambique. Bradley et al. (1996: 378) states that the 

1992 cholera outbreak in Zimbabwe began at the Tongogara refugee camp for 

Mozambicans fleeing conflict. The camp was based at the Zimbabwe-Mozambique border. 

The authors state that EL Tor variant of cholera spread from the refugee camp to 7 of 8 

provinces in the country (ibid). 

In comparison, the 2008-2009 cholera outbreak in Zimbabwe is attributed to living conditions 

in high density suburbs in Harare and satellite town Chitungwiza. Musemwa (2008, 2010) 

moves away from the epidemiological explanation of cholera in Zimbabwe. His study adopts 

a historical analysis to waterborne diseases in urban areas. The study acknowledges that 

from the mid 2000s, all cities in Zimbabwe faced challenges of erratic water supplies from 

urban city councils. However, this lack of water is not due to climatic challenges but rooted 

in colonial spatial inequalities and poor water governance. Musemwa (2010: 192) notes that 

most individuals affected by cholera are located in township, rural areas and have low 

income backgrounds. The author argues that these phenomena are closely tied to colonial 

racial spatial planning as “historically black urban” areas, such as Mbare and Mabvuku were 
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designed with less civic amenities and rudimentary water and sanitation facilities 

(Musemwa, 2010: 193).  

In comparison, “historically white areas”, such as Mount Pleasant and Avondale were 

provided with adequate bulk water supply systems and waste amenities. Musemwa (2010: 

193) also observes that the postcolonial government led by Zimbabwe Africa National Unity 

Patriotic Front (ZANU-PF), maintained this spatial design as new ‘township” settlements, 

such as Budiriro and Kwadzana were built in similar areas as former “black only” living areas. 

In the postcolonial era, the emerging black middle class moved into historically white 

neighbourhoods and settled into new “leafy suburbs” of Borrowdale and Greendale (ibid). 

The World Health Organisation (WHO) (2011: 5) concurs with Musemwa’s assessment that 

place of residence, wealth and occupation level are key determinants of health in 

Zimbabwe’s urban areas. WHO’s (2011) conference report notes that poor individuals were 

at risk of acquiring cholera during the 2008/2009 outbreak because of limited access to paid 

piped water and sanitation facilities. WHO’s (2011:5) conference report notes “wealth” 

played a central role in establishing individual’s vulnerability to cholera as the “poor were 

disproportionately affected in comparison to the rich, in part due to their living conditions and 

poor access to safe water and sanitation”.  

2.6 Gender and Disease 

The fifth group of literary contributions considered by the dissertation is gender and 

infectious disease. Tolhurst et al. (2002: 137); Iyer et al. (2008: 18); and Manivannan (2015: 

3) state that gender has an impact on vulnerability to disease, access to health protection, 

and economic productivity. These variables pose different health challenges for male and 

female bodies. Sen et al. (2007: 12) argue that women are socialised to “ensure the survival, 

reproduction and security of people”. This socialisation results in women maintaining the 

disproportional burden of care. Harman (2016: 525) states that the unpaid individuals of the 

care and reproductive economy are the first line of health responders during period health 

epidemics. In these crises, women address the health needs of their families and 

communities when public health service providers fail.  

Regardless of their status in society, these individuals may delay in seeking professional 

medical assistance because of their caregiver role (Stemple et al., 2016: 1001). Secondly, 

outbreaks of infectious disease may negatively impact their existing formal economic 

activities, such as food production, cross-border and market trading, corporate and public 
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service. Therefore, responding to their personal health needs places a threat to women’s 

economic, social and food security in health epidemics.  

Remigios’ (2011); Moffat’s (2012); Hellum et al’s. (2015) studies reveal gendered and 

classed dynamics of water, sanitation, hygiene (WASH) and disease in the high-density 

areas of Zimbabwean cities. Remigios (2011: 116) reveals that due to gendered division of 

household labour, women and girls in Rimuka, a high-density suburb in Kadoma, wake up 

at 3am to queue and fetch water at different water points in the neighbourhood (ibid). The 

study identified drawing water from water points as a household coping strategy because of 

municipal authority’s failure to ensure constant water supply to urban residents. In 

comparison, Hellum et al’s (2015:372) study notes the class dynamics of women living in 

Harare high density suburbs of Mabvuku, Glen Norah, Harare North and Hatcliffe Extension. 

Middle class women pay young boys to collect water at water points, drill boreholes on their 

properties and purchase large water containers. Unlike the unemployed and working-class 

women in their neighbourhoods, middle class female participants were able to “outsource” 

the gendered role of water collection. This category of women are able to allocate more time 

to their economic productivity and other household duties. 

Hellum et al’s (2015:367) analysis of UNICEF’s Emergency Rehabilitation and Risk 

Reduction programme during the 2008/2009 cholera outbreak reveals the gender-blind 

nature of the organisation’s humanitarian intervention. The authors argue that the 

programmes’ human rights-based neglected to engage Convention on the Rights of Persons 

with Disabilities and Convention on Elimination of All Forms of Discrimination against 

Women. The failure to align cholera response interventions with vulnerable group’s specific 

needs, resulted in humanitarian interventions which did not guarantee vulnerable groups, 

such as the disabled, poor and elderly women’s access to safe and clean water (ibid). 

Moffat’s (2012:51) dissertation evokes a Marxist feminist analysis to the relationship 

between women’s work in the informal sector and the fulfilment of their right to water and 

sanitation in the home and workspace. As highlighted in chapter one, the country’s rapid 

economic decline has resulted in more people participating in informal employment. Moffat 

(2012:xi) argues that patriarchal and class notions of women’s work in the public and private 

frames this work as undervalued and secondary to the hegemonic economic male. The 

binaries of formal and informal economy place any male figures in the latter sector as 

effeminate and undervalued economic actors. The study reveals that the Zimbabwean 
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government’s narrow focus on water supply to households and the agricultural sector has 

failed to acknowledge the growing WASH needs of individuals in the informal sector.  

Furthermore, the above perspectives on work causes the state to continuously neglect 

traders’ WASH needs as unhygienic work conditions in markets are the norm. Moffat’s 

(2012) dissertation demonstrates that market traders do not have access to free clean public 

toilets at the identified markets. Nor is refuse frequently collected at their place of work. 

Collectively, the systematic failure of the masculinist state places citizens at risk of 

contracting cholera and other waterborne diseases in their areas of work. 

2.7 Urbanisation and Sanitation in African Cities. 

The sixth category of scholarship considered by the dissertation analyses the relationship 

between urbanisation and sanitation. Vlahov and Galea’s (2002) seminal work considers the 

health implications of rapid urbanisation on the urban population. The authors define 

urbanisation as “the process that involves the emergence and growth (or decrease) in size 

of cities” (Vlahov& Galea, 2002:4). The study observes that urbanisation is often driven by 

migration as an influx of individuals from rural or peri-urban areas flock cities in hope of 

gaining economic prosperity, better access to healthcare, housing and food.  

However, Parnell and Walawege (2011); Cobbinath et al. (2015); Mbiba (2017) contend that 

urban growth, particularly in African cities, cannot be solely attributed to rural-urban 

migration. Cobbinath et al. (2015: 62); and Mbiba (2017) argue that urban growth in African 

cities is driven by natural growth in the urban population, reclassification of rural areas to 

urban and by rural-urban migration. According to a 2009 United Nations HABITAT report 

(cited in Parnell and Walawege, 2011: s13), cities in Africa will increase by 150 million people 

between 2009 and 2020. The natural growth of these cities is twice as much as other regions 

in the world.  

Achankeng ( 2003:11); Nyandoro (2011:159);  Makwara and Tavuyanago (2012:158); 

Hellum et al (2015); and Rusca et al ( 2017:534) demonstrate that urbanisation in Africa is 

largely unplanned; concentrated in high density, low income areas; and places severe stress 

on aging municipal services such as solid waste management. Rusca et al’s (2017:532) 

study on urbanisation and sanitation in Malawi reveals that areas facing exponential urban 

growth are often on the outskirts of the city and face deficit water and sewage infrastructure. 

The study observed that people living in high density, low income areas in Lilongwe have 

limited access to water as they do not receive water in their household taps or toilets (Rusca 
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et al, 2017:537). In terms of sanitation needs, participants of the study shared that communal 

latrines are a common occurrence in their communities. Hellum et al (2015:374) draw similar 

observations in Harare as municipal water starved households may close the lid of flush 

toilets after use and only flush once a significant amount of waste had gathered. Alternative 

sanitation facilities include residents relieving themselves in the bush or building pit latrines 

close to their property. Latrines place households at serious risk of illness as they can 

contaminate nearby wells (Hellum et al, 2015:378).  

Achankeng (2002:12) contends that the growth of urban settlements in Yaoundé outpaces 

the urban council’s ability to develop and sustain their waste systems. The failure to update 

their waste management systems resulted in household garbage, waste from both public 

and private institutions and sewage treatment centres filling roads, rivers and illegal dumping 

sites (Achankeng, 2002:12). Nyandoro (2011:159) and Makwara& Tavuyanago’s 

(2012:157) assessments of Harare City Council’s solid waste management demonstrates 

the link between poor governance and disease. The authors argue that the council’s failure 

to maintain a good waste management system results in unhygienic living conditions 

characterised by burst pipes, blocked sewages, uncollected refuse and illegal dumping sites 

spread over the city (ibid).  

Nhapi (2004; 2009) and Hove & Tirimboi (2011) provide greater insights on Harare’s water 

supply system and citizens’ coping strategies. Nhapi (2004) states that Harare suffers from 

long-term water scarcity and poor water quality at Lake Chivero. The water source, Lake 

Chivero supplies the city’s erratic water system and is heavily polluted due to human and 

industrial activity. Furthermore, Manzungu and Chioreso (2012:127) add that the poorly 

maintained and outdated piping network of the water supply system results in the Harare 

City Council being unable to adequately supply water to the city’s growing population.   

In light of the municipality’s poor service delivery, individual households are forced to 

develop several coping mechanisms to meet their water, sanitation and hygiene (WASH) 

needs. Hove & Tirimboi (2011:62); Nyandoro ( 2011:158); and Manzungu & Chioreso ( 

2012:127) state that coping mechanisms include drilling private boreholes, collecting water 

from stagnant ponds, open streams and ground water, walking and queuing at communal 

boreholes, digging wells and buying water from water traders. Collectively, the deficit water 

and sewage infrastructure in urbanising African cities place outlining and high-density 

residents at higher risk of diarrheal and parasitic diseases such as cholera and malaria 
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respectively, because of ingestion of contaminated water supplies and insect infected 

waterbodies. 

2.8 Water, politics and disease in Harare 

Whilst scholars decry the impact of Harare’s rapid urbanisation and poor municipal 

management on the city’s water and waste systems; they all contend that Harare’s water 

and disease crisis must be analysed in the broader socio-political framework of the country’s 

polarised political structure. Kamete (2006); Potts (2006); Musemwa (2008; 2010); Youde 

(2010); McGregor (2013); and Chigudu (2016; 2017) analyses of local governance and 

politics lay the foundation of the water, politics and disease in Harare discourse.  

The politicisation of urban municipal services and governance in Harare stems from the 

ruling party, ZANU-PF’s loss of the urban electorate to opposition party Movement for 

Democratic Change (MDC) in 2000. McGregor (2013) argues that ZANU-PF loss 

contributed to the ruling party’s interference in local governance as urban governance 

became a place of “political struggle and the creation of parallel party hierarchies”. Kamete 

(2006:260) maintains that this characteristic of urban governance emerged out of the ZANU-

PF led central government’s “re-urbanise” strategy. The strategy sought to regain its 

dominance through regaining control over local government structures and removing 

opposition’s members through electoral reforms. The latter part would include increasing its 

support among the urban electorate through “saviour tactics” such as reversing council 

increases on service charges and sporadically providing the urban council, water purification 

chemicals and foreign currency to temporarily resolve the City’s long-lasting water crisis 

(Kamete, 2006:263). 

Musemwa (2008) demonstrates how the re-urbanise strategy affects water governance and 

supply in Harare as undemocratic practices in this local government structure have 

contributed to the recurrent pattern of cholera in Harare. In 2005, the opposition led urban 

councils were ordered by the ZANU-PF national government to relinquish their water supply 

and sanitation duties, revenue collection system and workers to the national water authority 

(Musemwa, 2010:189). According to Musemwa (2008:9) prior to 1998, the ZANU-PF led 

national government had a socialist approach to water governance in both urban and rural 

areas. This approach drastically changed with the 1998 Water Act when water provision was 

treated as an “economic good” rather than “social good” (ibid). The Act created a central 

water authority body called the Zimbabwe National Water Authority. Its role is to manage 
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government owned dams and water works outside urban areas. The ZINWA Act also 

empowers the national water body to develop and manage the national water resources and 

sale of raw water (Musemwa, 2008:9). Therefore, the central government’s directive to the 

urban council fulfilled the ruling party’s re-urbanise strategy as, through ZINWA, it gained 

control over urban water management. And through the national water body, the central 

government received the revenue and resources previously maintained by the opposition 

led local government structure. 

Chigudu (2016; 2017) adds a unique dimension to the water, disease and politics discourse 

by analysing the “emergency politics” of the 2009/2009 cholera outbreak in Zimbabwe. The 

author’s work documents the 2008/2009 cholera response interventions and partnerships 

between local and international medical humanitarian actors, faith-based organisations, UN 

agencies, government authorities and cholera affected community members. Chigudu 

(2017:169) reveals that asymmetrical health partnerships emerged between government 

and global health actors during the 2008/2009 cholera outbreak as the former lacked the 

financial and material resources to independently coordinate a strong health and 

humanitarian response to cholera.  

Secondly, Chigudu (2017:138-139) argues that humanitarian organisations expressed their 

intentions to assist cholera affected and infected communities through three paradigms; 

clinical, health-security and legal-political accountability. The clinical paradigm refers to 

medical humanitarian organisations giving emergency assistance to affected communities 

with limited political interference (Chigudu, 2017:132). In comparison, the health-security 

nexus arises when health actors are guided by “international law principles and ethos of the 

biomedicine humanitarian regime”. Chigudu (2017:139) reveals that the “political-legal 

accountability” paradigm is used by actors to locate cholera outbreak in the broader 

framework of the ZANU-PF led government’s mismanagement and corruption. 

Organisations adopting this narrative on cholera rely on local institutions such as courts to 

hold the state accountable for failing to deliver public goods such as clean water and health 

infrastructure (ibid).The paradigms dictated the nature of relations between humanitarian 

actors, communities and local non-governmental organisation and the Government of 

Zimbabwe during the cholera crisis.  

Lastly, Chigudu (2017:153) demonstrates that the political ideology and rhetoric adopted by 

the ZANU-PF led government revealed its unwillingness to admit its governance failure in 

the wake of health crisis. Rather than managing the health crisis or providing resources, 
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government subverted the humanitarian crisis narrative and maintained the stoic position of 

“regime change agenda” by Western imperialists (Chigudu, 2016:47).  

2.9 Gaps within the Literature 

Through its discussion of the relevant literature, the chapter observes that there is limited 

knowledge on the nexus of WASH, gender and cholera in Harare. No recent studies have 

assessed if international health actors have gender mainstreamed their strategies to 

address health crises in the post 2008-2009 cholera outbreak period in Harare, Zimbabwe. 

It was also observed that no existing academic literature has assessed the Zimbabwean 

government’s management of the September-November 2018 cholera outbreak. Nor is 

there any literature revealing the state of relations between the Zimbabwean government of 

the second republic and global health actors. Lastly it is observed that at a global health 

governance level, cholera is a low visible health problem. The low visibility of the global 

public health crisis presents a challenge in documenting efforts taken by different actors.  

Given the identified gaps, this dissertation aims to fill these gaps by comparing the 

interventions taken by three key global health actors in their fight against cholera in Harare. 

This study aims to reveal whether the WHO, Médecins Sans Frontières (MSF) and UNICEF 

have gender mainstreamed their strategies since the 2008-2009 cholera outbreak in Harare. 

It also aims to reveal whether the state of relations between global health actors and the 

government of Zimbabwe have changed over the 2008-2018 period as it assesses the 

relationships shaping the collective response to cholera during the 2018 September to 

November.  

2.10 Conclusions 

The purpose of this chapter was to discuss the related literature on global health, cholera, 

global health governance, health inequalities and urbanisation and sanitation. The chapter 

presented the dominant perspectives on global health as one discourse, views the concept 

through an interdisciplinary, transnational and multiple disease and treatment lens. The 

divergent scholarship views global health as five metaphors, which represent the intention 

behind actors’ participation in global health matters. This latter definition shapes how actors 

relate within the complex governance architecture on global health. The securitisation of 

global health strongly dictates how states approach health crises whilst medical 

humanitarian organisations are driven by ethos of charity in their attempts to reduce the 

burden of disease.  
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The second key point highlighted in the chapter is the relationship between disease, 

urbanisation and sanitation. The historical perspective on the epidemiology of cholera 

reveals how the disease is one inequity as individuals living poor and unhygienic 

environments are more susceptible to the disease than those in well off areas. The 

literature’s discussion on urbanisation and sanitation confirms that place of residence plays 

central role in Harare’s experience with cholera. Furthermore, the chapter illustrated how 

socially constructed gender roles create patterns of exposure to cholera in the home and 

work space in highly populated and unplanned human settlements in African cities. Lastly, 

the chapter identified key knowledge gaps within the literature relating to gender, WASH, 

politics and humanitarian intervention in Harare. The chapter positions the dissertation in 

the scholarly body of water, disease and politics in Harare. The dissertation’s contribution to 

this literature is twofold. First, it explores the relationships and political agendas shaping 

collective cholera responses in the 2018 cholera outbreak. Secondly, the dissertation will  

examine if global health actors have gender mainstreamed their cholera response strategies 

to ensure that men, women and children have equal access to treatment and information 

during cholera outbreaks in Harare. 
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CHAPTER 3 

3. “A vicious cycle”: Harare’s Water and Sanitation Crisis 
 

“We have poor water supply in the areas. We have burst sewages. We’ve got illegal 

vendors, which is rampant. We have newer suburbs which do not have services… The 

City is not able to supply adequate water to residents, so it becomes a vicious cycle” – 

(Harare City Council Health Department Representative, Harare, Interview 2019) 

3.1 Introduction 

The purpose of this chapter is to present the dissertation’s findings on the relationship 

between cholera and Harare’s water and sanitation environment. The argument is presented 

in six stages. Firstly, the chapter discusses the impact of Harare’s growing population on the 

city’s water and sanitation infrastructure. This section illustrates how failure to expand the 

infrastructural framework renders residents susceptible to poor access to water, sanitation 

and hygiene services from the local urban authority. Secondly, the dissertation presents 

three categories of urban settlements in Harare and highlights how overcrowding makes 

certain residents more vulnerable to cholera. This section also presents how UNICEF has 

modified its cholera response intervention to tackle the potential wide spread of cholera in 

overcrowded spaces.  

Building on the discussion of informal settlements and overcrowding, the chapter presents 

the historically antagonistic relationship between informal traders and Harare City Council. 

This stage of the argument contends that blaming vendors for cholera emerges as another 

tenet of the local authorities “official resistance” against informality in urban spaces. The 

fourth stage of the argument documents the different water coping strategies used by 

households and communities. This section argues that due to state failure in water provision, 

citizens are placed with the responsibility of providing themselves with potable water. The 

fifth stage presents the government’s medium and long-term strategies to address cholera 

in Harare. Lastly, the chapter concludes with the main findings.  

3.2 Harare’s Water and Sanitation Environment 

“The water and sanitation infrastructure in our cities and towns were meant for a much 

small population… besides the issues of age, lack of maintenance, it is [the water 
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and sanitation infrastructure] overloaded and cannot cope.” (World Health 

Organisation Representative, Harare, Interview: 2019)  

3.2.1 Elements of Harare’s water supply system 

Harare’s water supply system was built in 1956 for a population size of 250 000 people 

(Makwara & Tavuyanago 2012:158). Harare falls under the Lake Chivero catchment area. 

Lake Chivero receives water from Manyame Muvisi and Marimba rivers. Within this 

catchment area, there are five wastewater treatment works and two water treatments works. 

These plants are managed by the City Council of Harare, which treats and supplies water 

to residents in the towns within Lake Chivero catchment area (Nhapi, 2009:226).According 

to the World Bank (2015:6) the water supply system also consists of 16 treatment pumping 

stations, 27 reservoirs, 5400 km of transmission and distribution pipelines and 200 000 

service connections. The sewage system has more than 5000 km of sewer collection and 

transmission pipes (ibid).  

The Harare metropolitan area was initially supplied water by the Morton Jaffrey Water 

Treatment Work and Prince Edward Water Treatment Works. The Morton Jaffrey plant treats 

raw water from Lake Chivero and Lake Manyame. The smaller plant, Prince Edward treated 

raw water from Harava and Seke dams (Nhapi, 2009:226-229). The Prince Edward 

treatment plant was decommissioned in 2016 as the Harava and Seke dams dried up 

because of poor rains and state management of the water resources (Mbuga, 2019). 

Currently, Harare City Council supplies water to residents from one instead of two water 

treatment plants.  

3.2.2 Population pressures on Harare’s water supply system 

The city’s population has grown over the past five - six decades as the 2012 national census 

accounted for 2 123 132 people in Harare ( ZIMSTAT, 2013:8). Whilst most scholars such 

as Nhapi (2009), Makwara and Tavuyanago (2012) and Manzungu ( 2012) contend that the 

city experienced “rapid” population growth from 1980s, the city adopts the typical 

characteristic of an urbanising African population as  identified by Cobbinath et al. ( 2015:62) 

and Mbiba ( 2017). A representative from the World Health Organisation noted that Harare’s 

population growth is driven by patterns of rural-urban migration and natural increase1 of the 

urban populace (Harare, Interview,   2019).  Whilst the city’s population has grown, the water 

                                            
1 The 2012 national census (ZIMSTATS, 2013:10) states that annual natural increase rate for Harare Urban 
was 2.0 %. The rate is calculated from the crude birth and date rates by dividing the number of births by death 
within the last 12 months. 
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and sanitation structure has not expanded to meet the water and sanitation needs of all 

residents within Harare.  

“If we look at the population versus the capacity of water treatment plants, the 

capacity of sewer treatments plants, it’s no longer tangible. The design capacity is 

way out. It’s outweighed” (UNICEF WASH Representative 1, Harare, Interview, 2019)  

Both participants from the Harare City Council Health department confirmed that the local 

authority is not able to supply sufficient water to residents. They argued that the lack of water 

supply and frequency of burst sewer pipes exists because the current water and sewer 

infrastructure was not built to cater for the current population in Harare (HCCHD 

representatives, Harare, Interview: 2019). All of the study’s participants cited the current 

design capacity and inefficiency of Harare’s water supply system as the leading cause of 

the city’s persistent cholera outbreaks. The study’s participants confirm Manzungu et al. 

(2016: 58) analysis on the water system’s capacity as the authors’ state that residents 

demand at least 1400 mega litres a day. The water system currently pumps 450 mega litres 

a day, which only provides 40% of Harare’s population with water. The local urban 

authorities’ cumulative failure to expand and maintain the water supply system to match 

population growth has negatively impacted residents’ access to water, sanitation and 

hygiene services. The consequences include erratic water supplies, burst and overloaded 

sewers, pipe leakages, old rusty pipes, underground pollution, dangerous alternatives of 

water sources adopted by residents and cholera outbreaks (WHO & UNICEF 

Representatives, Harare, Interview: 2019). 

3.2.3 Settlements with poor access to WASH services 

Representatives from UNICEF’s Water, Sanitation and Hygiene (WASH) programme 

grouped settlements in Harare without adequate municipal WASH services in three 

categories. Firstly, there are “underserviced” areas. These are formal settlements which 

were planned for piped water and flush toilets as stipulated by the Regional Town and 

Country Planning Act2. The settlements do not receive constant supply of municipal water 

because the city does not produce enough clean and safe water for residents. Secondly, 

some areas within this category do not receive water because the water system can’t reach 

                                            
2Mukonoweshuro (2014:96) notes that the Regional Town and Country Planning Act stipulates that urban 
dwellers must be awarded certificate of occupation in order for their homes to be legally defined as a formal 
settlement. One of the requirements for this certificate include the household being built with water reticulation 
and flush systems. 
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households of elevation. Manzungu et al. (2016:60) add that the topology of some residential 

areas limits their access to municipal water.  

“The issue in Harare is that the catchment area for surface water that fills the dam 

goes through the industrial area and all the sewage. You need a lot of chemicals to 

treat the water” (WHO Representative, Harare, Interview, 2019).  

The quality of water arose as a recurring concern among all participants as Harare’s surface 

water goes through a lengthy water treatment process. Nhapi (2009:226) argues that Lake 

Chivero water quality is heavily polluted due to human activities in the catchment area. The 

author cites pollution discharge from agricultural and urban runoff as key causes of pollution 

in the lake (ibid). Musemwa (2008:16) adds that Lake Chivero is located downstream from 

the Harare’s sewerage works, which discharges waste into the water source. 

Given these pollutants, the water treatment works are not able to cope with the amount of 

detergents, chemicals, pollution and impurities in the surface water due to infrastructural and 

financial constraints (WHO Representative, Harare, Interview:2019). Water rationing is a 

key intervention of the local urban authority when the dam levels run low. The Harare City 

Council sets out a scheduled timetable to all Harare residents. According to the City Council, 

the timetable aims to “ensure that at least every connected house gets water twice a week” 

(Newsday, 2019). The Council excluded Mbare, Highfields, Sunningdale, Mufakose, 

Graniteside and Willowvale from water rationing as these high density and industrial suburbs 

are to receive water daily.  

However, the availability of water is also determined by the City Council’ s ability to purchase 

and import all chemicals required to properly treat Harare’s surface water. In February 2019, 

the Mayor of Harare, Councillor Herbert Gombo stated that the City received foreign 

currency from the Reserve Bank to purchase water treatment chemicals. However, the USD 

150 000 allocation only enabled the local urban authority to purchase one instead of nine 

chemicals needed for treatment processes (The Herald Newspaper, 2019). Hence, the 

recommencement of water rationing to “under-serviced” settlements in March 2019. One 

participant noted that when residents are supplied with municipal water “sometimes when it 

comes out of the tap, it is unsightly” (HCCHD Officer, Harare, Interview: 2019).In addition to 

endangering citizens with poor quality and potentially contaminated water, the local urban 
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authority chips away the trust between the governing authority and citizens as the City3 fails 

to ensure that resident’s constitutional right to safe and clean potable water is realised.  

The second category of settlements identified by UNICEF representatives are “un-serviced 

areas”.  

“These are formal settlements in and around Harare that should get services but there 

are no connections to the area, so they do not get water. (UNCIEF WASH 

Representative 1, Harare, Interview: 2019).  

Mukonoweshuro’s (2013:40) dissertation gives a timeline on the emergence of un-serviced 

settlements in Harare. The study reveals that these areas, particularly during the 2000-2008 

period, are the result of political interference in urban planning management. Over those 

eight years, political elites of the ZANU-PF party allocated un-serviced housing stands to 

individuals who affiliated themselves with the party. As a means of vote buying and growing 

dominance with the urban electorate, the ruling party by-passed legislative rules4 for 

allocation of residential property. Mukonoweshuro (2013:90) reveals the tensions between 

the political elites and officers of the City Council of Harare because the latter were aware 

of the infrastructural requirements for settlements as to ensure residents’ connection to main 

supply of water and sewer system. The UNICEF respondent maintained that (Harare, 

Interview: 2019), un-serviced settlements are the result of “unplanned settling”.   

Illegal settlements in Harare were identified as the last category of settlements without 

access to WASH services. The UNICEF respondent (Harare, Interview: 2019) argued that 

these are “mushrooming areas where people just build up settlements”. In comparison to 

under-serviced and un-serviced settlement, the Harare City Council is not legally5  mandated 

to provide WASH services to these areas. Hatcliffe Extension is an example of an illegal 

settlement in Harare with no WASH services. Hellum, Sithole et al (2015:349) stated that 

the Hatcliff Extension settlement consists of previously displaced individuals who settled in 

two waves.  The pioneering group of settlers were evicted from Chiru Farm in 1993 whilst 

the second group of settlers came after Operation Murambatsvina (ibid). The Dialogue on 

Shelter and Zimbabwe Homeless People Federation’s (2014) study on 60 informal 

                                            
3   Section 77 of the 2013 Zimbabwe Constitution states that all citizens have the right to clean and safe potable 
water. The Urban Council Act [Chapter 29:12] under section 183 mandates urban city councils to supply water 
to households and industries. 
4 Regional Town and Country Planning Act [Chapter 29:12] 
5 The Urban Council Act [Chapter 29:15] does not make provision for the water and sanitation needs for the 
residents of informal settlements. 
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settlements in Harare confirms that most illegal settlements comprise of individuals evicted 

from other sites, such as farms, other informal urban spaces and rural dwellings.  

3.2.4 Overcrowding in cholera hotspots 

Regardless of the settlement, overcrowding in “affected suburbs6” was identified as an 

enabler of cholera and other diarrheal diseases. Respondents from the City of Harare Health 

Department (Interview, Harare:2019) argued that Harare by-laws state that each household 

should have a maximum of seven people, but it is common practice to have 15-20 people 

living in one household. They noted that these individuals do not belong to one family, but 

different families rent a single room in a 3-4 bedroomed household. A household water 

reticulation and flush system, which was initially designed for one family of at least seven 

people, is now meant to contain twice as much as it was designed for. This system feeds 

the broader system mandated by the City of Harare and as previously presented; this 

network does not have the design capacity for the current urban population.  

Overcrowding in urban settlements without proper WASH services is a “recipe for disaster” 

as argued by a participant from the local urban health authority. Due to the contagious nature 

of cholera, it is highly likely that one member of a household is able to spread the disease 

in their home and those in close proximity to their household. One representative from 

UNICEF stated that during the September-November 2018 cholera outbreak, the agency 

adopted a new emergency intervention to reduce the spread of disease in the affected area 

of Budiriro. The UN agency implemented “area case target management” in collaboration 

with City of Harare Environmental Health Department (UNICEF WASH Representative 2, 

Harare, Interview: 2019). Environmental health officers from the Harare City Council 

followed up on cases reported at the cholera treatment centre in Budiriro. These officers 

conducted “sanitising procedures” of disinfecting the suspected household and 

neighbouring houses. An estimated 15-20 surrounding households would be disinfected, 

receive hygiene education along with WASH hygiene kits from the City’s environmental 

health officers and UNICEF’s implementing partner. These kits comprised of water tablets, 

water jerry cans, water buckets, soap and sanitary wear. The respondents noted that the 

area case target approach greatly improved their response time to cholera as it was effective 

                                            
6 Affected suburbs is synonymous for cholera and typhoid hot spots. The City of Harare Health Department ( 
Masunda,2019:4)  identified the following suburbs as cholera and typhoid hots spots:  Glen View, Budiriro, 
Kuwandzana, Glen Norah, Mbare, Dzivarasekwa, Hatcliffe, Mabvuku and Tafara 
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in limiting the disease to a particular area. They believed the area case target was better 

than the blanket approach used during the 2008/2009 cholera outbreak. 

3.3.4 Informal traders and cholera 

In comparison to the other respondents, participants from the local urban health authority 

cited vendors as drivers of cholera in Harare. These participants had contrasting 

perspectives on vendors’ role in the transmission of cholera. The respondent from the 

hygiene promotion and social mobilisation section noted that he had not come across 

cholera cases which could be conclusively traced back to the purchase of food and goods 

from vendors. In comparison, his colleague from the epidemiology department strongly 

maintained that “rampant vending” was a driver of cholera in the city. 

The respondent’s perspectives confirm the historically antagonistic relationship between 

informal traders and the local urban authority. Moffat (2012:51) argues that the Zimbabwean 

national government purposely neglects the WASH needs of the informal traders due to 

patriarchal and classist notions and value of work. However, this neglect is not only extended 

to informal traders but also extends to informal dwellers as the state has used different 

elements of force to remove and criminalise individuals residing in informal settlements. 

Potts’ (2006:284) analysis of Operation Murambatsvina reveals that the state has 

maintained a forceful “continuity of official resistance” against all forms of informality. This 

resistance has resulted in Zimbabwean urban areas not experiencing wide scale 

developments of shanty towns like the compounds of Lusaka or Khayelistha in Cape Town 

(ibid). Chigudu (2017:76) adds that Zimbabwean urban authorities adopt a hard-line 

approach to informal traders and the urban poor as a means of maintaining an “aesthetically 

pleasing and modern urban environment”.  

It appears that the local and central government prioritises aesthetics more than addressing 

the socio-economic conditions which lead individuals to “just settle” or engage in informal 

economic activities. The state has not been able to maintain a city or modern urban 

environment as its solid waste management is poorly conducted, given the rampant waste 

and litter in the city. The majority of the study’s participants agreed that poor waste 

management increases the presence of flies as rubbish in the central business district and 

suburbs is rarely collected.  

Given this background, blaming vendors as drivers of cholera emerges as another 

dimension to the state’s official resistance to informality in urban areas. This policy position 
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results in municipal and national police conducting raids against street vendors in the central 

business district of Harare. Mutacha (2018) reported that within the first days of the 

September 2018 cholera outbreak, police officers confiscated goods from street vendors, 

who had left their stalls due to fear of arrests. During my stay in Harare from January-July 

2019, I observed, on several occasions, local municipal officers raiding several makeshift 

stalls of vendors in the central business district. On one occasion, police chased vendors 

and used teargas in an attempt to intimidate and arrest informal traders. Given the 

participants’ diverging perspectives on the relationship between cholera and informal sector 

activities; one should take caution in believing that informal traders are a driver of cholera in 

the capital city.  

3.3 Shifting responsibilities for water and sanitation provision. 

3.3.1 Coping strategies adopted by residents of Harare. 

“When those people don’t get municipal water, they resort to alternative sources 

which are not always safe. The majority resort to shallow wells. Now when you 

overlay that use of shallow wells with the burst sewers, you have underground 

pollution and the shallow wells are contaminated” (UNICEF WASH Respondent 1, 

Harare: Interview: 2019). 

Considering the local urban authority’s inability to provide constant water supply, residents 

adopt different coping strategies. Manzungu et al (2016:121) state that residents’ social –

economic status often determines their ability to access safe water source alternatives. Their 

study noted that individuals staying in low density areas of northern Harare either purchase 

bottled water or received deliveries of bulk water. Other households of this category drill 

boreholes on their private property. In comparison, the study’s participants stated that 

individuals in the cholera hotspot areas draw water from shallow wells and communal 

boreholes sunk by international development partners. Divergent views emerged on 

households’ approaches to ensuring good water quality. Respondents from UNICEF 

maintained that the agency’s programmes with its implementing partners have increased 

community knowledge on personal hygiene and citizen’s role in holding local authorities 

accountable for services. Adopting Chigudu’s (2017: 137) framework, UNICEF has a “soft” 

political-accountability approach to their cholera response as they inform communities on 

their rights to service delivery and which departments, at Harare City Council, citizens can 

report to when burst sewers or water cuts occur.  
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UNICEF observed that ordinary community members purchased water treatment tablets to 

purify the municipal water and alternatively sourced water because they were aware that 

“they must do something to make the water safe” (2nd UNICEF Respondent, Harare, 

Interview: 2019). In addition to water treatment tablets, households were encouraged to boil 

their water to ensure the removal of impurities. The respondents also noted that 

communities’ rate of reporting to local health centres and water authorities had improved 

over the past years as citizen’s understood that the local urban authorities had a duty to 

ensure clean and safe environments in their settlements (ibid). 

In comparison, one participant from the City of Harare (Harare, Interview: 2019) argued that 

“contrary to popular belief”, some households do not use the water treatment tablets 

because of the smell. Secondly, he observed that some individuals are reluctant to boil water 

as they may not have enough time to cool the water or containers to store boiled water. 

Furthermore, the participant located this intervention in the current context of the energy 

crisis in which, due to the 18-hour blackouts, residents are not able to use kettles or stoves 

to boil their water. Another problem is that they will not be able to cool their water in their 

fridges. Due to the rapid price increase of basic goods and services over the past 6 months, 

gas has become an expensive source of energy7. The trend of price increases in Zimbabwe 

was triggered by change in fuel pricing by the Government in January 2019, which saw fuel 

go from “$ 1.30 to nearly $ 3.30” a litre (Karombo, 2019). The increase of close to 300% had 

a ripple effect on other consumables. Therefore, consistently boiling water as a means of 

ensuring safe water has become an untenable coping strategy for households.  

However, it is possible that the diverging perspectives presented can co-exist. Household 

behaviours and attitudes to personal hygiene and water is based on a case by case situation. 

Given the limited access to participants’ empirical data on the scope and success of their 

hygiene promotion and education interventions; the dissertation cannot conclusively assess 

how well global health actors have improved and contextualised their knowledge-based 

intervention. Further investigation into household coping strategies is required to assess 

how community members perceive local and global actors’ recommendations. 

3.3.2 Boreholes in affected suburbs 

Hellum et al (2015:367) state that boreholes were drilled by international and local partners 

as an emergency health response intervention during the 2008/2009 cholera outbreak. Such 

                                            
7Researcher’s observations during her stay in Harare from January-July 2019. 
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interventions were aimed at ensuring the safe supply of water in cholera affected areas. 

Once the project was completed, the relevant funding and implementing partner handed the 

project over to the City of Harare and community water point committees. Respondents from 

UNICEF (Harare, Interview: 2019) stated that water point committees are supported to 

ensure that the water point is “always running”. Water point committees emerged from 

existing structures called community health clubs. These clubs create linkages between 

global health actors, government agencies and the community (HCCHD Representative, 

Harare, Interview, 2019). The members of the water point committees developed a revolving 

fund from implementing water point user fees. This fund enables the committees to replace 

or fix elements of the water unit when the borehole break down.  

In addition to training water point committee members, UNICEF and its implement partners 

provide technical support to City of Harare officers. These officers are to assist the water 

point committees when they face challenges of technical make-ups (ibid). All participants 

from the international development sector stressed the importance of incorporating the local 

urban authority in this specific intervention in order to ensure the sustainability and 

maintenance of the water sources in cholera prone areas.  

This intervention is not limited to cholera outbreak periods. The Emergency Coordinator and 

Deputy Project Coordinator for Médecins Sans Frontières Zimbabwe, Mr F Marume 

(Interview, Harare: 2019) states that his organisation currently runs a WASH project, which 

drills and rehabilitates boreholes in the Harare high density suburb, Mbare. The organisation 

aims to expand the project to other high-density suburbs in Malawi and Mozambique. Under 

the Mbare WASH project, MSF supports community health clubs manage the boreholes and 

aims to integrate the clubs into the Harare City Council’s Community Health Club database. 

The emergence health response organisation views this project as a means of improving its 

emergency preparedness and support to residents of water disease prone areas.  

Whilst such WASH interventions are common practice for international partners, two 

participants argued that boreholes and community-based management of water were 

anomalies in urban settings. One participant was happy that women and girls were involved 

and leading water point committees but acknowledged that this “service is ideally meant to 

be managed by the city” (UNICEF Respondent, Harare, Interview: 2019). As water point 

committees become a norm in affected suburbs, state authorities have shifted the core 

responsibility of supply and management of water to citizens, particularly women and girls.  
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The second participant lamented that boreholes were not designed for urban areas. 

 “[Boreholes are] built all over the townships but they were never meant to be 

alternative water sources in an urban setting” (WHO Representative, Interview, 

Harare: 2019). 

The discussion on the water quality of such boreholes in Harare is  growing within the health 

and WASH sector as during the Joint Cholera Response Review Meeting in December 

2018, stakeholders raised concern on the “inappropriate positioning” of these alternative 

sources. A report that emerged from this meeting found that only 50% of the water samples 

from 117 boreholes drilled by local and international non-profit organisations were 

satisfactory (MOHCC& WHO,2018:17). The quality of such water sources is contaminated 

due to the close drilling of boreholes to sewer pipelines in the affected neighbours. Whilst 

the report states that local authorities are investigating how this situation was permitted, it 

brings into question whether due diligence was taken when local and international partners 

adopted this emergency intervention to increase water supply in the affected suburbs. The 

intervention becomes counter-intuitive if it places residents in danger of acquiring cholera. 

More importantly, who do residents hold accountable if these interventions are implemented 

by non-state actors? Whilst all the participants from the international development sector 

maintained that projects are done in partnership with either the local urban authority or the 

government ministry in question, these actors in water supply should be independently 

health accountable for negligent humanitarian action.  

3.4 Government led responses to Harare’s water and sanitation crisis. 

3.4.1 Cholera Elimination Strategy 

Respondents from the local health authority acknowledged that the coping strategies 

adopted by citizens are not meant to be long lasting. The challenge of cholera requires a 

state driven solution to the poor water and sanitation environment affecting residents’ health. 

One long-term measure developed by the Harare City Council against cholera is the Cholera 

Elimination Strategy. The Cholera Elimination Strategy adopts a multi-sectoral approach to 

curb cholera in Harare as it addresses the infrastructural and urban planning challenges 

driving the contagious disease. The strategy aims to eliminate cholera from Harare by 2028 

and coincides with the Global Strategy of Eliminating Cholera by 2030. Secondly, the 

strategy has emergency response measures to curb the spread of cholera in an outbreak 

situation. One respondent from the local authority stated that the strategy was already being 
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implemented in Glen View, a cholera hotspot suburb. From June 2019, the Harare City 

Council began to replace the main water and sewer lines in the township area. However, 

due to limited access to the Strategy document, I could not independently assess if the local 

authority sufficiently tackles the infrastructural challenges and social determinants of health 

driving cholera in Harare. 

3.4.2 Oral Cholera Vaccination Campaign 

Another key cholera intervention initiated by the national government was the Oral Cholera 

Vaccination (OCV) campaign held from the 3rd of October 2018 to the 2nd of April 2019. 

According to Azman et al (2016: e856) there are three World Health Organisation pre-

qualified oral cholera vaccines. In 2012, WHO approved the first vaccine Shanchol; 

developed by Indian biotechnology company, Shantha Biotechnic. The authors argue that 

vaccines called Shanchol and Euvichol are best used for mass distribution during an 

emergency health situation (ibid).   

The respondent from WHO (Interview, Harare: 2019) stated that the Government of 

Zimbabwe and WHO in-country office were largely influenced by the “resounding success” 

of the Zambian government’s 2018 OCV campaign. As with Harare, Zambia’s capital city, 

Lusaka suffered from persistent cholera outbreaks in high-density low-income areas (MSF: 

2016). From January 10 to February 14, 2018, the Zambian government in collaboration 

with the World Health Organisation, Global Alliance for Vaccination and Immunisation 

(GAVI) and MSF launched a 2-dose oral cholera vaccination campaign for about 2 million 

people in Lusaka (Sinyange et al, 2018:556).  

According to the WHO respondent (Interview, Harare: 2019), cholera case numbers “rapidly 

went down” in Lusaka once the state conducted the OCV campaign.The vaccination process 

offered the Zimbabwean state a temporary solution to the structural challenge of cholera as 

the first dose protects residents for 6-12 months whilst the second dose provides protection 

against cholera for 3-5 years (City of Harare Health Department Representative, Interview, 

Harare, 2019). As with the Zambian government, the national government of Zimbabwe 

engaged in a health partnership with WHO, GAVI, UNICEF, World Food Programme and 

other partners to conduct the OCV campaign.  

Poncin (2019:3) states that the campaign aimed to target 1. 5 million people in Harare and 

other neighbouring towns. The first dose of the vaccine formed part of the reactive campaign 

as the health partnership aimed to reduce cholera transmission and morality during the 
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outbreak. In comparison, the second dose was part of a preventative campaign as it 

increased the period of cholera protection from 6-12 months to 3-5 years (ibid). The first 

dose was conducted from October 3- October 31, 2018. About 1,298,000 doses were 

administrated in cholera affected areas. These included 13 suburbs of Harare, 3 suburbs in 

Chitungwiza and Epworth area in Seke district. The second dose of the vaccine was given 

from 11-19th of March 2019 in the areas of Chitungwiza, Epworth and the Harare Prison. 

The second phase of the preventative campaign occurred from the 25th of March to 2nd 

April in Budiriro, Glen View, Glen Norah, Waterfalls, Mbare, Hopely, Mufakose, Calendonia, 

Dzivarasekwa, Hatcliffe, Kuwadzana, Mabvuku and Tafara (ibid).  

The National Government, in partnership with Harare City Health, WHO, UNICEF, World 

Food Programme, and GAVI launched an aggressive health promotion and social 

mobilisation campaign in favour of the vaccination. The WHO participant (Interview, Harare: 

2019) lamented that due to false information circulated by certain religious organisations 

and on social media platforms such as WhatsApp; some residents resisted being 

immunised. According to the participant, WHO and the Ministry of Health and Child Care, 

observed that residents heard rumours that the vaccination was an attempt to make citizens 

barren or in the worst case, could lead to death. Considering the misinformation, the cholera 

health partnership developed a highly visible and engaging public relations drive led by the 

Minister of Health and Child Care to sensitise the public on the OCV campaign.  

 

 

Figure 1: T-shirts and caps worn by Harare City Health promoters and Community Health Workers during the 

Oral Cholera Vaccination Campaign. 

3.5 Conclusions 

The chapter revealed the dissertation findings on the infrastructural and governance causes 

of persistent cholera outbreaks in Harare. The dissertation’s examination on cholera drivers 

demonstrated that the primary driver of persistent cholera outbreak is the state’s cumulative 
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neglect to expand and modernise Harare’s water supply system, a problem which deprives 

the residents adequate access to water, sanitation and hygiene services. It was revealed 

that the current water and sanitation infrastructure and capacity is far outweighed by the 

increased population. The consequences of this neglect include erratic water supplies, water 

rationing, poor quality of water, exposure to human waste and alternative but dangerous 

water sources for drinking and daily use.  

The chapter argued that three categories of urban settlements with poor access to WASH 

services exist in Harare. “Un-serviced settlements” were identified as consequences of 

political interference in urban planning as political elites of ZANU-PF allocated housing 

stands to individuals who pledge loyalty to the party. Such politicisation results in residential 

areas being developed without the legally required infrastructure to ensure residents receive 

WASH services and creates an environment prone to cholera and diarrheal disease 

outbreaks.  

Overcrowding in cholera prone areas was presented as a mechanism that quickens 

cholera’s spread. The chapter illustrated that UNICEF’s new cholera response of case target 

management, addressed this driver of cholera during the 2018 September to November 

cholera outbreak. Vending was cited as another driver of cholera, but the chapter argued 

that local authority’s antagonistic relationship with informal dwellers and traders shapes this 

perspective. The blaming of vendors for the spread and cause of the disease empowers the 

state to constantly use force and maintain its policy of resistance against elements of 

informality in urban spaces.  

The chapter identified drawing water from shallow wells, community and personal boreholes, 

boiling water and using water treatment tablets as citizen’s coping water strategies. Shallow 

wells and contaminated borehole pumps are the immediate causes of cholera for Harare 

residents. The chapter argued that whilst borehole drilling and rehabilitation was a key 

intervention by actors to increase water supplies, the sinking of boreholes close to sewer 

lines brings into question issues of due diligence and ethical project management of 

humanitarian actors. Such cholera response interventions become counter-intuitive if these 

sources of water are as contaminated as municipal water. As a whole, the chapter presented 

how Harare’s water and sanitation environment has become a fertile ground for cholera.  
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CHAPTER 4 

4. “The space to respond”: Government’s impact on global 

health actors’ responses to cholera. 
 

“I can say we are changing but not deliberately as such. Our responses are always 

informed by the context. The context in Zimbabwe is changing” (Farayi Marume, 

Emergency Coordination/ Deputy Project Coordinator for Médecins Sans Frontières, 

Interview, Harare: 2019) 

 

4.1 Introduction 

The chapter presents the dissertation’s findings on the WHO’s, MSF’s and UNICEF’s 

interactions with the Zimbabwean government during the 2008/2009 and September-

November 2018 cholera outbreaks. Through a comparative analysis of the Zimbabwean 

government’s response to cholera outbreaks in 2008/2009 and 2018, the chapter argues 

that global health actors’ emergency responses are strongly shaped by the domestic political 

climate of the affected country.  

The argument is presented in four stages. Firstly, the chapter presents key factors which 

shaped former President Robert Mugabe and current President Mnangagwa 

administrations’ commitment to address cholera and open the space for international 

assistance to the health epidemic. The second stage of the argument addresses the state 

of Zimbabwean’s public health sector and its ability to respond to cholera outbreaks. This 

section highlights key public and private investments in the health sector that enabled the 

state and global health actors to better manage cholera in 2018. Thirdly, the chapter argues 

that the improved health sector facilitated more institutionalised health partnerships between 

the state and global health actors. Lastly, the chapter concludes with key findings. 

4.2 Government’s commitment towards responding to cholera 

All the study’s participants argued that the Zimbabwean national government’s responses 

to persistent cholera outbreaks play a significant role in either prolonging or reducing the 

spread of cholera in Harare. Mr Marume from MSF (Interview, Harare: 2019) argued that 

the government’s commitment towards addressing this health epidemic determines whether 

the state is willing to accommodate interventions by global health actors such as MSF. The 
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state’s position also influences the speed and scope of other local and international non-

governmental organisations’ assistance during cholera outbreaks. The 2008/2009 and 

September-November 2018 cholera outbreaks present two contrasting responses from the 

national government and global health actors. 

4.2.1 Government’s response to cholera during the 2008/2009 outbreak 

As stated in the first chapter, the national government of former President Robert Mugabe 

declared the 2008/2009 cholera outbreak three months after the first confirmed case of 

cholera in Chitungwiza. Chigudu (2016: 48) argues that the administration of former 

President Mugabe attributed the existence of cholera to Western interference, particularly 

former colonial power Britain and her allies in the domestic affairs of the “sovereign nation” 

of Zimbabwe. The administration contended that cholera was brought into the country 

through British agents as a means of biological warfare rather than the result of poor water 

and sanitation environment in urban dwellings. Evoking the historical memory of Rhodesian 

forces using bioweapons on liberation war fighters and rural habitants, the administration 

framed the 2008/2009 cholera outbreak as a similar attack on the ZANU-PF led government 

by external “imperialist” actors (Chigudu,2016:48).  

The nationalistic rhetoric enabled the former government to initially deny the existence of a 

health epidemic. Chigudu (2017:155) argues that ZANU-PF’s denialism was rooted in the 

governing party’s refusal to admit failure in governance or service delivery. By admitting the 

existence of cholera, the ruling party would have to acknowledge how its leadership 

contributed to the large-scale existence of a highly preventable disease.  Secondly, the 

national government restricted the availability of health information, so that health 

responders could not assess the gravity of the epidemic. Lastly, the Mugabe led government 

provided limited resources for local and global health actors to adequately respond to the 

health crises (Cuneo, Sollom & Beyrer 2017:253). One participant from the Harare City 

Health Department confirmed the difficulties faced by the local health authority during the 

2008/2009 cholera outbreak. He argued that whilst health officials had set up thematic 

committees to address the outbreak in Harare, these committees were not well capacitated 

to independently manage the disease outbreak. Secondly, the local health authority could 

not acquire resources from international funding partners or their superiors since the national 

government had informed the international community that “there was no problem” (HCCHD 

Representative, Interview, Harare:2019).  
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In addition to restricting resources for the local health authority, the former administration 

maintained hostile relationships with some global health actors. Médecins Sans Frontières 

Emergency Coordinator, Mr Marume (Interview, Harare, 2019) revealed that one of the 

organisation’s toughest challenges during the 2008/2009 cholera outbreak was having 

adequate “space to respond”. As an emergency health response organisation, MSF’s top 

priority is to respond within 24 hours of a health crisis. However, the organisation’s ability to 

achieve this goal largely depends on a government’s commitment to address the health 

crisis.   

Marume (Interview, Harare: 2019) argued that during the 2008/2009 cholera outbreak, the 

organisation had difficulties penetrating cholera affected communities as the health crisis 

was being “politicalised”. The political narrative adopted by the national government made 

the ‘space to intervene smaller’ than desired by MSF (Marume, Interview, Harare: 2018). 

Chigudu’s (2017:132) analysis of MSF press statements and reports illustrates that the 

health organisation sought to counter the political narrative of the Mugabe led state through 

advocating for a depoliticised space for humanitarian intervention. Its advocacy positioned 

MSF as a “politically neutral” but highly concerned global health actors as it required more 

space to set up mobile cholera treatment centres in areas that had no operating health 

facilities and open fields throughout the country (ibid).  

Whilst the nationalistic rhetoric maintained by the Mugabe-led government framed cholera 

as a foreign attack, the study’s participant from WHO revealed the influence of global health 

actors on the former administration during the “unprecedented cholera outbreak”. According 

to the World Health Organisation representative (Interview, Harare: 2019), the global health 

organisation learnt from non-governmental organisations and media reports that people 

were dying from cholera in Chitungwiza from August 2008. The organisation relied on these 

sources as the public health information system was non-functional. Once the disease hit 

Harare, the World Health Organisation in its capacity as the government’s technical health 

partner, recommended to the Minister of Health and Child Welfare that the national 

government should officially declare the cholera outbreak to reduce the spread of the 

disease  ( WHO Representative, Interview, Harare: 2019). The Zimbabwe Herald 

Newspaper (2008) reported that the Minister of Health and Child Welfare, Dr Parirenyatwa 

officially declared the cholera outbreak as a national emergency on the 4th of December 

2008 after previous engagement with the international aid community ( cited in Mail and 

Guardian, 2008).  
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The study’s participant from the WHO (Interview, Harare: 2019) added that the government 

was not functioning well as most health facilities were closed. Given the deteriorating socio-

economic and political environment in 2008, the WHO and other health partners acted and 

supported the government’s management of the health epidemic (ibid). The WHO in-country 

office contributed towards the establishment of the Cholera Command and Control Centre 

(C4) in December 2008. The Cholera Command and Control Centre emerged out of the 

public health system’s inability to adequately and independently respond to the 2008/2009 

cholera outbreak. According to the Ministry of Health and Child Welfare (2008:3), the 

“prevailing socio-economic situation in Zimbabwe contributed to the drastic deterioration of 

health infrastructure and the overall weakening of health services delivery” in the country.  

The Ministry of Health and Child Welfare co-chaired the C4 with the World Health 

Organisation. The purpose of the Cholera Command and Control Centre was to provide 

support to the National Health Service of Zimbabwe and other health providers to 

“implement activities related to the Cholera Preparedness and Response Operational Plan 

(CPROP)” (Ministry of Health and Child Welfare, 2008:4). These activities were 

operationalised through five thematic committees; surveillance and laboratory, case 

management, water, sanitation and hygiene, social mobilisation and logistics (ibid). Each of 

these thematic committees consisted of technical experts from UN agencies such as 

UNICEF, international medical humanitarian organisations like MSF and international 

disease control bodies such as the Centre for Disease Control. The Cholera Command 

Control Centre is a prime example of numerous global health actors collectively taking 

responsibility in addressing a health epidemic. As argued by Wenham (2016), health 

epidemics cannot solely be solved or contained by the WHO and national states but require 

collective action.  

4.2.2 “Foreign influences” 

Youde (2010:690) states that the WHO released its first official statement on the 2nd of 

December 2008. The health body cited data from the Ministry of Health and Child Welfare, 

which had recorded 11 735 cases of cholera and 484 deaths from the whole country (ibid). 

Two days after WHO official statement, the Minister of Health and Child Welfare declared a 

national emergency because the local health infrastructure was unable to stop the spread 

of cholera. As noted above, the government admitted that the declaration came upon 

discussion with key international partners. It would be incorrect to state that the Zimbabwean 

government finally acknowledged the cholera outbreak solely because of the World Health 



 

48 

 

Organisation recommendation. However, the small-time frame between the two actors’ first 

official statements on the cholera epidemic illustrates the strong influence of the WHO. 

The government’s response to the technical health body reveals that acceptance to “foreign 

influence and assistance” is based on institutional and personal relations between the state 

and actor in question. Patterson (2018:4) and Tanrieder (2015:226) assessments of 

relationships between WHO in-country offices and local ministries of health, reveals that 

health policies and programmes developed by the regional WHO are shaped by interactions 

between WHO country offices and ministries. These offices are key networking and resource 

sites for national ministries as WHO member states lobby for increased budget allocations 

to their countries (Tanrieder, 2015: 226). Therefore, it was in the best interests of the 

Zimbabwean Ministry of Health and Child Welfare to adopt their technical advisors’ 

recommendation as they could secure funding to control the health epidemic.  

In contrast to donor countries like the United Kingdom, the WHO was not perceived as a 

political actor seeking to pursue regime change. The WHO was regarded as serving the 

needs of Zimbabwe since its mandate is drawn up health ministries at the World Health 

Assembly (WHO, Article 18a, c,f,l). According to Gostin et al (2015:1) one of the 

“fundamental tensions” within the WHO structure is that member states through the World 

Health Assembly control the secretariat as they “appoint the Director General of WHO 

Secretariat, design the body’s programme agenda and approve the WHO’s budget”.  In this 

view, the Zimbabwean national government controls the scope of WHO work in its borders 

and cannot be viewed as a regime changing threat. This dynamic of the WHO and 

Zimbabwean government relationship provides insight into why the Mugabe led government 

did not use nationalistic language to discredit WHO’s cholera response efforts.  

4.3 “Changing contexts”: The government’s response to the September 2018 

cholera outbreak 

The removal of former President Mugabe through military intervention in November 2017 

“cosmetically” changed the domestic political climate of Zimbabwe (Southall, 2017). In his 

first inaugural speech on the 24th of November 2017, the incumbent leader of Zimbabwe 

stated that the “Republic of Zimbabwe renews itself” and commits to “joining the family of 

nations” (The Chronicle Newspaper, 2017). Hodgkinson (2019:1) argues that the post 

November 2017 military coup narrative of “reform and legacy restoration” has two functions. 

Firstly, the narrative enables the current administration to distance itself from ZANU-PF’s 
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history of “repression, corruption and economic mismanagement” (Hodgkinson, 2019:1) 

Secondly, the narrative aims to inspire Zimbabweans to envision the endless possibilities of 

a Zimbabwe without former President Robert Mugabe (ibid). 

The September to November 2018 cholera outbreak offered the Mnangagwa administration 

an opportunity to exhibit the ZANU-PF led government’s “renewed” approach to health 

disaster management. The administration had a faster and stronger state led response to 

the 2018 cholera outbreak than Mugabe’s administration in 2008. The Minister of Health and 

Child Care, Dr Obadiah Moyo (2018) stated that cholera was declared as a national 

emergency on the 6th of September, a day after the first confirmed cases. Furthermore, the 

President invoked a Presidential Declaration of Emergency due to the “high number of 

cholera cases and institutional deaths” during the outbreak and relegated the cholera 

outbreak to a natural disaster (Moyo, 2018). 

According to the participant from Harare City Council Health Department (Harare, Interview: 

2019), these immediate declarations enabled thematic response committees to receive 

international and national aid for their interventions. The participant added that the national 

government’s management of the health crisis in 2018 positively impacted efforts to reduce 

the spread of cholera. They stated that from the diseases’ trajectory in the first 2-3 weeks of 

the outbreak in September; the Harare City Health Department had estimated that the 

outbreak would last until January/February 2019. The participant argued that because the 

government availed necessary funds from the national treasury and international partners, 

the “outbreak was basically over in October 2018” (Interview, Harare, 2019). Lastly, the 

participant noted that the government did not adopt its previous “blame game” rhetoric as 

there was better cohesion between local, national authorities and international partners. 

These interactions were guided by the urgent need to “reduce cholera mortality and cholera 

cases” (2nd HCCHD representative, Interview, Harare: 2019).  

By immediately declaring cholera outbreak as a national emergency, the government 

opened the space for local and global health actors to rapidly respond to the cholera 

outbreak in the affected suburbs of Budiriro and Glen View. The Director of MSF Zimbabwe, 

Bjorn Nissen (2018) states that the Ministry of Health and Child Care invited the emergency 

health organisation to assist the government manage the health epidemic. MSF intervention 

included “mentorship of officers from the Ministry and the provision of nurses, water and 

sanitation specialists” (ibid). In addition to these resources, the emergency organisation 

assisted government health authorities with “case management, infection control and 
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establishing cholera treatment centres within public health facilities in Glen View and 

Beatrice Infectious disease Hospital” (IBID). The current government did not adopt the 

nationalistic rhetoric of the previous administration against global health actors. The 

Mnangagwa led government sought to maintain “cohesive” health partnerships between the 

local health authority and international partners.  

By inviting the very organisation the Mugabe led administration restricted, the current 

administration ensured that views of ZANU-PF as a “rigid state” partner were erased 

(Chigudu, 2017:132). In this regard, global health actors did not have to plead for the space 

to intervene or issue statements against the state’s poor management of the health 

epidemic. Reports released by global and local health responders in the post September 

2018 cholera period encouraged the Government of Zimbabwe to develop its own cholera 

elimination programme in order to ensure that the President’s wishes towards modern water 

and sanitation infrastructure are achieved (MOHCC&WHO, 2017:5).  

Furthermore, the President’s cabinet reshuffle during the first week of the cholera outbreak 

saw the removal of Health Minister, Dr Parirenyatwa. His replacement, Dr Obadiah Moyo 

described his first weeks in office as extremely busy as he “landed in cholera” 

(Madhomu,2018). His activities included visiting cholera treatment centres, securing funding 

for 2nd line treatment drugs for cholera patients and engaging donors, UN agencies and local 

and international humanitarian actors (ibid). The change of health ministers during the 

cholera outbreak adds to the rhetoric of the ‘new dispensation”. The former minister oversaw 

the government’s poor management of the 2008/2009 cholera outbreak. For the “reforming” 

ruling party, Dr Parirenyatwa represents the denialism and marred response of the Mugabe 

led government, which attracted strong criticism from the international community. The very 

international community it now seeks investment from as articulated by the government’s 

“Zimbabwe is open for business” foreign policy (Ndimande& Moyo, 2018:2). Therefore, the 

administration had to disassociate itself from any relics of the Mugabe led government 

cholera management. 

Lastly, the previous chapter’s discussion on the government’s Oral Cholera Vaccination 

campaign illustrates the state’s need to maintain the post-November coup narrative of 

“proactive and inviting” governance. Instead of evoking the historical memory of a liberation 

movement safeguarding its country from foreign agents; the administration of President 

Emmerson Mnangagwa maintained the discourse of a responsible ruling ZANU-PF led 

government in its supervision of the September to November 2018 cholera outbreak. The 
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political will of the government enabled local health workers to implement new interventions 

and partnerships that would reduce the spread of cholera in affected areas.  

Collectively, the identified government interventions provided the “reformed” ZANU-PF 

government an opportunity to distance itself from the repressive and denialist Mugabe-led 

government response to cholera epidemic of 2008/2009. It can be argued that the state’s 

management to cholera in 2018 was not rooted in accepting the ruling party’s cumulative 

leadership failure to ensure a modern water and sanitation system but rather shaped by the 

‘new” ZANU-PF party’s desire to provide proof of good governance to an external audience, 

who can ensure a financial life line for the country’s ailing economy. The show of “good 

governance” was particularly crucial after the post-election violence which resulted in 6 

protesters being shot dead by Zimbabwean police and military forces on August 1st, 2018 

(Hodgkinson, 2019:2). 

4.4 Zimbabwe’s public health care system 

In addition to better state management of the cholera health crisis, the study’s participants 

regarded the improved public health sector as being instrumental in curbing cholera during 

the September-November 2018 outbreak. Representatives from MSF and WHO stated that 

health structures were better capacitated to manage the crisis. The two participants noted 

that during 2008/2009, the sector suffered from shortages of medical supplies and limited 

availability of health data. In addition, doctors went on strike because, apart from not having 

received their salaries, they not have personal protective equipment (WHO and MSF 

representative, Interview, Harare, 2019). Mindful of the collapsed health system, Médecins 

Sans Frontières adopted a horizontal approach to their emergency cholera response as 

“they did everything” (Marume, Interview, Harare: 2019).   

Adopting a similar approach, the World Health Organisation gathered resources to pay 

doctors’ salaries, acquire extra health personnel and purchase medical supplies for public 

hospitals and cholera treatment centres (WHO representative, interview; Harare: 2019). The 

WHO participant added that the health organisation paid for toll-free telephone lines in 

hospitals and key affected areas to gather sufficient and updated data on cholera cases 

during the 2008/2009 health epidemic. All these interventions were conducted through its 

co-leadership role of the Cholera Command and Control Centre. The WHO representative 

expressed that the C4 was the WHO in-country office’s biggest achievement in terms of 
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controlling epidemics and assisting the Zimbabwean Ministry of Health and Child Care 

(WHO representative, Interview, Harare: 2019).   

4.4.1 Political governance and Zimbabwe’s public health sector 

Political events before and after the 2008/2009 cholera outbreak are crucial in understanding 

how the health infrastructure “vastly improved” over a decade. In March 2008, Zimbabwe 

held harmonised elections. After 6 weeks, the MDC-T opposition leader, Morgan Tsvangirai 

was announced the winner of the 29 March Election but did not win an outright majority 

(Magaisa, 2018:252). An election run-off between Tsvangirai and the incumbent president 

Robert Mugabe of ZANUPF was scheduled for 28 June 2018 (ibid).  

Nhende (2015:180) states that the run-off campaign period was marred by election-related 

violence in most rural and township areas. Given the election violence faced by his 

supporters, opposition leader Morgan Tsvangirai withdrew from the run-off elections. ZANU-

PF’s Robert Mugabe won the elections and was sworn in as President. Nhende (2012:181) 

states that regional and international communities did not recognise the results of the run-

off election as there was no competition. The MDC refused to accept Mugabe as legitimate 

president, arguing that they won the first round (ibid).  

Former President of South Africa, Thabo Mbeki was instructed by the African Union and 

Southern African Development Community to broker a power-sharing arrangement between 

ZANU-PF, MDC-T AND MDC-A. The Global Political Arrangement (GPA) was signed in 

September 2008 and resulted in government of national unity from 2009-2013 (Magaisa, 

2015:260). The government of national unity saw Robert Mugabe remain President while 

Morgan Tsvangirai became Prime Minister and Arthur Mutambara Deputy Prime Minister. 

ZANU-PF was allocated 14 ministries including Defence. Justice, Mining and Home Affairs. 

In comparison, MDC-M was given 13 ministries which included Finances, Health and most 

social services portfolios. MDC-A had three ministries, including Education ( Chinokya and 

Seekings, 2016: 6) .  

Whilst it is largely argued that the coalition government failed to dilute ZANU-PF’S system 

of coercion and patronage, Chinokya and Seekings (2015;7) contend that the coalition 

government’s social policy marked a great transition from ZANU-PF limited 28 yearlong 

social policy. One of the key beneficiaries of this improved social policy was the public health 

sector. The authors argue that MDC’s social democratic party ethos and closer relations 



 

53 

 

with international agencies and donor community enabled it to source funds for rebuilding 

the health infrastructure and provide better health service delivery in the country (ibid).  

Isbell and Kronke (2018:2) add that investments from international partners and the National 

Treasury amounting to US $ 600 million contributed to the significant increase in the 

availability of essential drugs in public health institutes and the re-opening of health facilities.  

Furthermore, Afrobarometer survey data reveals that 69% of Zimbabweans in 2012 thought 

the coalition government did very well/fairly well in improving basic health services. This was 

a vast improvement from Zimbabweans’ views in 2005 as only 33% of the population thought 

the ZANU-PF led government did very well/fairly well in improving basic health services 

(ibid).  

The coalition government dissolved in 2013 and ZANU-PF regained full control of the 

government by winning the 2013 harmonised elections. Southall (2017:390) argues that the 

post GNU period is marked by renewed growth slump, an acute liquidity crisis and dried up 

foreign investment in Zimbabwe. The Ministry of Health and Child Care (2016:3) states the 

government’s limited fiscal space resulted in an “increased need for external funding to 

support health infrastructure, retain health professional, purchase medicines and 

commodities and improve quality of health services”. The Ministry (2016:3) adds that limited 

funding would negatively impact the implementation of the 2016-2020 National Health 

Strategy. Whilst the Ministry aimed to improve the health sector in a difficult socio-economic 

climate, citizens felt the implications of reduced state investment in the public health sector. 

Afrobarometer 2017 survey data reveals that 37% of Zimbabweans believe that their ability 

to get medical care was worse/much worse now than a few years ago (Isbell & Kronke, 

2018:10). 

4.5 Collaborative heath partnerships 

Given the above socio-economic context, the study’s participants from the development 

sector acknowledged that the ‘improved post - 2008 public health sector” still requires their 

support. However, attitudes from these participants illustrated that the current relationship 

and projects conducted with the Ministry of Health and Child Care are now more 

“collaborative” in nature. These collaborations occur in the context of a somewhat8 functional 

and capacitated health facilities. Respondents from MSF and UNICEF maintained that their 

                                            
8  In 2018, doctors went on strike in March and December citing poor pay, allowances, understaffed and poorly 
stocked hospitals (Dzirutwe, 2018).  
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organisations try to align their community-based projects and health interventions with the 

objectives of national and city health structures. 

The alignment of global health actors’ projects with local authorities was a welcomed 

practice by representatives from Harare City Council. The City Council representative 

lamented that in previous times, partners would establish community health and WASH 

projects without any officers from their department. Such practices would result in 

unsustainable community projects as “foreign” partners would leave after a couple of months 

of project implementation (HCCHD representative, Harare, Interview:2019). Harare City 

Council officers would not be able to assist communities to run the project as they had no 

prior knowledge of the intervention. This practice confirms Calain and Abu’s (2015) 

argument that the biomedicine humanitarian regime of global health is strongly shaped by 

unequal power relations as humanitarian actors’ interventions bypass and remove local 

systems of governance and engagement.  

Marume (Interview, Harare; 2019) argues that MSF implemented a more integrated cholera 

response in 2018. The integrated approach arose due to the government providing some 

material and financial resources to collective response plans. In comparison to the 

2008/2009 cholera outbreak, MSF noted that more NGO’s were” highly visible” in the 2018 

cholera outbreak. Marume (Interview, Harare, 2019) stated that WASH partners managed 

water tanks and provided sanitation facilities in cholera treatment centres. More importantly, 

the participant acknowledged the greater leadership, and on the ground role played by the 

Ministry of Health and Child Care during the 2018 cholera outbreak. They maintained that 

the Ministry is “always doing what they are expected” to as it invites global health actors 

when it requires support in implementing programmes or during emergency health 

outbreaks (ibid). Resources and the government’s will to respond empowers national health 

officers to maintain leadership roles and sense of moral legitimacy during collective 

emergency responses to cholera.    

The WHO participant (Interview, Harare: 2019) stated that their organisation provided 

material and financial resources and extra staff to the Ministry of Health and Child Care 

during the September to November 2018 outbreak. The in-country office did not establish 

another C4 structure but implemented WHO’s Emergency Response Framework. The 

Emergency Response Framework (ERF) grades a health emergency on a 1-3 scale (WHO, 

2017:26). The Head, Regional and in-country WHO offices have a panel discussion and 

decide the grade of health emergency. If an emergency is graded 1, the panel decides that 



 

55 

 

the country has the capacity to control the situation. From grade two and up, it is decided 

that the affected country needs external resources and an incident management system to 

cope with the health emergency.  The WHO ranked the September 2018 cholera outbreak 

as a grade 2 emergency and sent an external incident manager to assist the Ministry of 

Health and Child Care on case management, thematic areas and control of the epidemic 

(WHO respondent, Interview, Harare: 2019). The external resources and incident 

management system stop operating once the emergency is re-graded one or zero by the 

WHO panel.  

According to the study’s respondent (Harare, Interview; 2019), the ERF emerged after the 

2014 Ebola crisis in West Africa because the organisation almost lost its “institutional 

credibility” as an international health body. The WHO’s delayed response to the Ebola health 

crisis was rooted in its “highly technical approach” to health crises as it assists governments 

with expertise rather than on the ground emergency responses like MSF (ibid). The ERF 

guides WHO structures how to respond, manage and coordinate emergency health crises 

(WHO, 2017).  

4.5.1 Interagency Coordination Committee on Health (IACCH) 

Chimusoro et al (2018:53) state that the IACCH was established in 2012 and is chaired by 

the Ministry of Health and Child Care. The WHO is the secretariat of this Coordination 

Committee. One participant from Harare City Health Department (Interview Harare: 2019) 

stated that this committee provides a platform for collaboration, coordination and dialogue 

between major health actors present in Zimbabwe. Participants include UN Agencies: WHO 

and UNICEF, international and local non-governmental organisations such as Oxfam and 

Mercy Corps, private sector actors and philanthropic organisations such as Higher Life 

Foundation (ibid).  

During the September to November 2018 cholera outbreak, the IACCH established 5 

thematic committees. These were WASH, Health Education, Case Management, 

Surveillance and Policy. The study’s participant from Harare Health Department (Interview, 

Harare, 2019) stated that leaders of each thematic committee were selected at the 

committee’s inaugural meeting. As a whole, the IACCH provides an institutionalised platform 

for the state to seek assistance from health partners for health programmes and responses 

to crises such as 2018 cholera outbreak and Cyclone Idai in March 2019.  
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4.6 Conclusions 

The purpose of this chapter was to identify international responses to cholera in Harare. 

MSF and WHO adopt clinical approaches to their responses as they advocate for better 

access to healthcare, provide material and financial resources and give the state technical 

expertise on health, water and sanitation. The chapter demonstrated that the government’s 

commitment towards responding to cholera in Harare impacts the scope and scale of global 

health actors’ interventions. The chapter’s comparative analysis of the Mugabe and 

Mnangagwa led governments’ responses to cholera outbreaks illustrated that personal 

ambition and perceptions of foreign influence determine how fast the state is willing to open 

the space to international health assistance. WHO’s influence as a technical health advisor 

and neutral political actor played an important role in the Mugabe-led government, when it 

officially declared cholera as a national emergency in December 2008.  

In comparison, the state’s rapid and hands on management of cholera in September to 

December 2018 was linked to the ruling party’s desire to present itself as a “renewed” and 

proactive government in health crisis management. However, the chapter cautions on 

whether this will be the state’s consistent response to cholera in Harare as the government’s 

drive towards overall reform appears more cosmetic than genuine. The various incidences 

of state sponsored violence and repression since November 2017 illustrate this point. 

Secondly, the chapter presented the relationship between political governance and the 

Zimbabwean public health system. The chapter demonstrated that the somewhat functional 

2018 health system is a positive legacy of the Government of Unity as the health system 

improved under the ministerial control of the Movement of Democratic Change.  During the 

2018 cholera outbreak, global health actors’ interventions were not as wide scale as in the 

previous outbreak because of the marginally improved public health sector. The chapter also 

demonstrated that strong collaborative health partnerships between the Zimbabwean 

government and global health actors only occur when the state; 1) has an operational health 

structure; 2) is able to provide resources and; 3) establishes institutionalised platforms of 

engagement like the Interagency Coordination Committee on Health.   
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CHAPTER 5 

5. Cholera as the embodiment of health inequalities in Harare. 
 

“The biggest challenge [for the Harare City Council in eliminating cholera] has been that 

there are social determinants of health which have not been addressed” (HCCCD 

representative Harare, Interview: 2019) 

5.1 Introduction 

This chapter builds on previous discussions on the environmental, political and 

infrastructural drivers of cholera in Harare. The purpose of this chapter is to present the 

dissertation’s findings on social determinates of health rendering some Harare residents at 

greater risk of the diarrhoeal disease than others. The chapter assesses whether or not 

global health actors have incorporated these social determinates of health in the cholera 

interventions.  

5.2 Social economic status and access to care. 

Bambra et al (2010:284) argue that “health follows a social gradient” as an individual’s 

socioeconomic position influences their status of health. As presented in the third chapter, 

overcrowding is a common feature of urban living in Harare’s cholera prone suburbs. 

Overcrowding is a symptom of both Harare’s housing crisis and Zimbabwe’s economic 

malaise. Chevo’s (2018) sample study on livelihood activities of 300 households in Budiriro 

presents the socio-economic characteristics of households in the cholera prone area. Firstly, 

the study acknowledges that multiple households often reside on one property but limited 

its analysis to one household per property. The study states that 23% of the surveyed 

households comprised of 6-13 people (Chevo, 2018:44) 

Secondly, Chevo (2018:45) confirms Hellum et al (2015:294) analysis on the heterogeneous 

nature of households in Harare’s high-density area. The study groups Budiriro households 

into status designations of better off, average and poor. These households are graded on 

their monthly expenditure. Better off households spend more than US$ 700 a month while 

average households spend US$ 300-700. Households labelled poor have a monthly 

expenditure of less than US $ 300.The study reveals that 58.1% of household heads were 

formally employed and had an average salary of US$ 337.70 (ibid). The author argues that 

households engage in the informal sector to “either supplement their formal earnings or 
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create employment for themselves” (Chevo, 2018:49). Household survey data presents that 

the spheres of vending, tuck-shops and cross border trading (52.2%) and artisanal work 

(21.4%) are the main informal activities occupied by heads of households ( Chevo, 2018:48). 

Whilst households in Budiriro develop different livelihood activities, they are not able to 

adequately survive in the Zimbabwean economy. ZimSTAT household survey data reveals 

that 51.4% of population lived below the poverty datum line of US$ 485 in 2015 (Cited in 

Chevo, 2018:50). Resident’s ability to purchase food, secure energy sources such as fuel 

and gas, transport and pay rent for adequate accommodation is determined by their 

earnings. Given the small funds available to a large majority of the affected population, one 

can understand why multiple families of 3-4 people in Budiriro can only afford to rent a single 

room in a household. 

In addition to affecting where they reside, socio-economic status determines Harare 

resident’s access to care. Whilst the study’s participants noted that public health structures 

managed the 2018 cholera outbreak better than the 2008/2009 health epidemic; the 

standard of care provided by “improved health facilities” emerged as a vector of the disease. 

Stakeholders at the Joint Cholera Reponses Review Meeting maintained that 70% of the 55 

reported deaths during the September 2018 cholera outbreak were “institutional deaths” 

(MOHCC&WHO, 2018:15). The report states that at the beginning of the outbreak, some 

health workers at local hospitals refused to handle cholera patients due to “fear” (ibid). 

Private health facilities refused patients and referred all diarrheal cases without any 

investigation for suspected cholera cases (ibid). The lack of institutional preparedness also 

included the failure to ensure supplies of “cholera beds, tents, cholera kits and supplies into 

hospitals such as Beatrice Road Infectious Diseases Hospital, Budiriro, Buhera, 

Chitungwiza and Harare Central Hospital” (MOHCC&WHO,2018:55).  

5.2.1 Interventions adopted by global health actors 

The task of improving Harare resident’s socio-economic status does not fall within the 

mandate of any of the study’s participants from the international development sector. The 

role of these organisations is to provide technical health, water and sanitation expertise to 

the Government of Zimbabwe. In this regard, their responses can only address Harare 

residents’ access to care. As presented in the previous chapter, Médecins Sans Frontierès 

adopted an integrated approach to their 2018 cholera response intervention as they 

supported  local public health officers with “case management infection control, and 

technical and logistical support for cholera treatment centres set up in Glenview and at the 
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Beatrice Road Infectious Diseases Hospital” (MSF,2018). In comparison, the WHO provided 

technical expertise through the conceptualisation and implementation Oral Cholera 

Vaccination campaign. The acquisition of second line treatment for cholera, material and 

financial resources; enabled local and international health responders to address the 

challenges of resources in hospitals. Improving cholera affected residents’ access to care is 

the primary concern of the global health actors during a health epidemic.  

The study’s participant from the WHO (Interview, Harare: 2019) lamented that funds 

received from donors; the WHO central emergency fund; and regional WHO office are “never 

enough for the country office” to adequately respond to the protracted emergency of cholera 

in Harare. Secondly, the process of request for funding takes longer than desired and 

increases WHO’s response time to a cholera outbreak. Furthermore, the participant 

revealed that due to limited resources, the Zimbabwean WHO country office is understaffed. 

The respondent from WHO confirms Gostin et al’s (2015) and Reddy et al’s (2018:1118) 

argument that the dominant practice of earmark funding to “highly visible diseases” 

negatively impacts the international health body’s ability to carry out its core functions of 

coordinating and leading responses to health crises.  

5.3 Place of residence 

 “You find that if you were responding to an area like Budiriro around the time we had 

the [2018 cholera] outbreak, they would have water a couple of days per week. By 

the time we were responding, it had gone from bad to worse as there was no water. 

So, once you helped and managed people, you discharge them to the same 

environment that made them ill” (Harare City Health Department representative, 

Harare: 2019) 

Whilst access to clean and safe water is a problem for all residents in Harare, cholera 

remains a persistent health challenge for selected areas in the capital city. The previous 

chapter highlighted that cholera high risk suburbs include Budiriro, Glen View, Glen Norah, 

Highfields, Mbare, Mabvuku and Waterfalls. These areas are concentrated in the South 

Western region of Harare.  Musemwa’s (2010:193) argument on Rhodesian urban planning 

in Harare illustrates that colonial spatial inequalities play a central role in determining, which 

Harare resident is at higher risk of contracting cholera and other diarrheal disease. The post-

colonial era has regrettably maintained similar urban planning approaches as new suburbs 

like Budiriro and Kuwadzana were built close to historical black urban spaces (ibid). In the 
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post-colonial era, these areas are labelled as high-density low-income townships rather than 

“black only areas”.  

 

 

 

 

 

 

 

 

 

 

 

 

The Cholera Case map in Figure 2 demonstrates that cholera cases from the 2018 outbreak 

were concentrated in high-density and low-income townships. Glen View and Budiriro 

experienced the highest case load as the former had 4 457 cases whilst Budiriro had 2869 

cases of cholera. Adama (2012:993) adds to Musemwa (2010:193) work on the legacy of 

colonial spatial inequalities in postcolonial African cities. Adama (2012: 994) argues that 

colonial authorities in urban areas were primarily concerned with preventing disease in 

“European areas” and ensured proper solid waste services in these suburbs. Exclusionary 

urban planning is a tenet of colonial and post-colonial Zimbabwean state practices as 

outlying and poorer Harare suburbs are purposely designed with poorer access to water and 

waste amenities.  

In addition to discriminatory spatial design, residents of these areas are subject to poor 

municipal service delivery. On 7 September 2018, the Community Water Alliance and other 

civil society partners released a statement expressing their concerns that the district officer 

of Glen View had been previously informed of and requested to action on sewer bursts in 

several streets of the high-density suburb. The local actors evoked the “legal-political 

Figure 2 Harare Cholera Case Map as of 26th March 2019 (MOHCC&WHO,2019:11) 
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accountability paradigm” to express the required assistance for communities affected and 

infected by cholera during the outbreak (Chigudu, 2017:139). Community activists engaged 

the District Officer in Glen View over burst sewers in Crescents 70-76 in Glen View over a 

three month period. Unfortunately, they were told the local authority could not attend to these 

burst sewers due to shortage of fuel (Kubatana, 2018).  

The study’s participant from Harare City Health Department (Interview, Harare: 2019) 

argued that due to the recurrent nature of cholera in the affected areas, some community 

members view the disease as a politically motivated issue because these suburbs are 

opposition party strong holds9. I observed the Harare City Council Health Department 

representative’s discomfort on the matter of political polarisation in cholera prone suburbs 

as the participant expressed dismay that the Harare City Health authority’s cholera 

interventions were perceived as politically influenced. Adopting Kamete (2006) framework, 

cholera in Harare is the ruling party’s “re-urbanisation policy” gone wrong as rather than 

gaining support from the urban electorate because of the local council’s failure to provide 

services, communities blame the central government for their illness because they support 

the opposition party and “do not care for this electorate” ( Chigudu,2017:213).    

Katena (2019) adds that the common practice of poor waste disposal like dumping dirty 

diapers and open defecation by residents of Budiriro and Glen View also made their 

environment susceptible to cholera in the 2018 September- November outbreak. The local 

authority’s inability to fix burst pipes and provide adequate public sanitation and waste bin 

facilities drives residents to engage in poor waste disposal practices. Therefore, as noted by 

the study’s participant from Harare City Health Department, health officers treated patients 

during the 2018 September-November cholera outbreak but discharged them back to the 

very unsanitary environment which made them sick.  

5.3.1 Interventions adopted by global health actors 

The combination of colonial and post-colonial spatial inequalities, political neglect, an 

overloaded water and sanitation infrastructure and poor municipal solid waste management 

renders the environment of the South Western suburbs vulnerable to cholera outbreaks. The 

above discussion confirms the World Health Organisation’s (2011:5) assessment that place 

of residence disproportionately places high density Harare residents at risk of acquiring 

                                            
9The main opposition party, MDC-Alliance won 27 out of the 28 constituencies in Harare Metropolitan during 
the 30th July 2018 harmonised elections (Zimbabwean Election Commission,2018). These constituencies 
include Budiriro, Glen View North, Glen View South, Highfield East and Highfield West and Mbare. 
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cholera. In comparison to the WHO and MSF; UNICEF aims to address the sanitation and 

environment challenges in its cholera response interventions. The study’s participants from 

UNICEF (Interview, Harare: 2019) stated that during the September 2018 cholera outbreak 

in Budiriro, they in collaboration with its local implementation partners, Oxfam; provided 

mobile toilets for the cholera treatment centres and built new public toilets at the hotspot 

clinics in area. The participants added that their organisation also assists with solid waste 

management through clean up campaigns in the area as they provide waste bins for 

residents in Budiriro (ibid).  

The sanitation interventions employed by UNICEF provide temporary reprieve to the 

vulnerable households of cholera prone suburbs. However, the duty of building public 

sanitation facilities and increasing the number of public bins should remain with the state as 

it has a legal obligation to all Zimbabwean citizens to maintain a clean and non-harmful 

environment. Furthermore, the launch of the Clean City App developed by Fintech company, 

Cassava has the potential to worsen spatial and health inequalities in Harare. The Herald 

Newspaper (2019, 11 July) reported that the mobile application allows clients to have their 

rubbish bins collected from their homes by private truck business. The Permanent Secretary 

in the Ministry of Environment, Tourism, Mr. Munodawafa commended the private firm for 

developing an innovative product as it will assist state authorities  

“…deal with the real problem of garbage pollution and uncleanliness in our cities, 

which has in the past contributed to fatal disease outbreaks,” (The Herald, 2019).  

Whilst the Clean City mobile application will assist with Harare’s urban solid waste 

management problem, one must question the accessibility and affordability of such a 

platform given the limited disposal income available to most of Harare’s residents. By 

approving such as service, the state essentially endorses the privatisation of municipal 

services as refuse collection is outsourced to private trucks using the ‘uber like” service. 

Adam’s (2012:996) analysis of privatisation of municipal services in Abuja Nigeria, illustrates 

that such services worsen spatial inequalities as only those with adequate economic 

resources can afford the services that maintain their homes and neighbourhoods clean. 

Privatising solid waste management in Harare has the strong potential to further entrench 

diarrheal diseases within the vulnerable group of high-density low-income suburbs. 
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5.4 Gender and Age 

All the study’s participants acknowledged that cultural norms assign gendered household 

duties like care giving, water management and cleaning to women and girls. However, sex 

disaggregated data on cholera cases collected during the 2018 cholera outbreak provides 

that gendered household duties did not lead to significant differentials in women and men 

exposure to cholera. The United Nations Office of Coordination of Humanitarian Affairs 

(2018) states that 49.1% of the cholera cases were male while 50.1% were female patients.  

The lack of “significant” differentials in the data shapes the global and local health actors’ 

approach to gender matters in emergency health responses. With the exception of UNICEF, 

none of study’s participants had gender specific indicators in their cholera response 

strategies and interventions. Nor did they make reference to international instruments like 

CEDAW, 2003 Committee on Economic, Social and Cultural Rights General Comment No. 

15 on the right to water, 2006 Convention on Rights of Persons with Disabilities and Article 

15 of the Protocol to the African Charter on Human and People’s Rights of Women in Africa. 

Respondent’s from UNICEF (Interview, Harare: 2019) stated that the inclusion of sanitary 

pads in the organisation’s hygiene kit constituted new developments as prior to the 2018 

cholera outbreak, menstrual health was not part of the organisation’s WASH interventions.  

MSF’s representative (Interview, Harare: 2019) maintained that the emergency health 

organisation is “patient centred” as it treats whoever is sick, regardless of their gender or 

age. The neutral patient approach had negative effects on specific groups in cholera 

treatment centres. As a collective, cholera response actors acknowledge that the 

standardised bedding and IV fluids in the cholera treatment centres did not sufficiently cater 

for children, obese adults and pregnant women who were sick with cholera (MOHCC & 

WHO, 2018:16). The failure to sufficiently mainstream gender and children specific needs 

in emergency health interventions results in target group not receiving immediate treatment 

due to the lack of resources such as IV fluids for paediatrics. Secondly, it does not create a 

secure post recovery environment for the identified vulnerable groups.  

5.4.1 Gender specific cholera response interventions adopted by global health 

authors 

As stated above, the study identified that respondents have limited gendered approaches to 

their cholera response interventions. However, community levelled interventions indirectly 

addressed the gender gap in their overall emergency responses. As mentioned in the third 
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chapter, community health clubs are key water and sanitation coping mechanisms 

developed by community members. During the 2018 cholera outbreak, community health 

clubs (CHCs) were integrated into collaborative cholera response plans by the UN Agencies, 

MSF and the Harare City Council. According to the representative from Harare City Health 

Department (Interview, Harare: 2019), individuals from an “active” CHC in Budiriro were 

trained and given tasks to identify potential areas of further crisis, educate peers on health 

and cholera prevention and maintain relations between the community and health partners. 

All of the study’s participants maintained that CHCs and community health workers were 

key to social mobilisation and hygiene promotion in Budiriro and Glen View.  

The study’s participants maintained that their engagement with community health clubs 

increased community’s knowledge on preventing cholera and personal hygiene. However, 

these interventions add to gendered disparities on WASH knowledge as the community 

health clubs mainly consist of women and girls.  Cultural constructions of hegemonic 

Zimbabwean masculinity illustrate that men and boys do not engage in health or hygiene 

training opportunities given by CHCs as hygiene is a “feminine” issue (UNICEF WASH 

representative 1, Interview, Harare:2019). Secondly, all respondents noted that male 

membership of CHC’s would only increase if there were financial incentives to joining 

community health clubs. The poor representation of male members in community health 

clubs and more broadly, participation in hygiene activities translates to their high vulnerability 

to another diarrheal disease, Typhoid Fever Disease. In February 2018, Harare was hit by 

a Typhoid outbreak in Mbare and Kuwadzana. Significant gender differentials emerge for 

this diarrheal disease as 53% of typhoid cases were male while 47% were female 

(UNOCHA). The respondent from Harare City Health (Interview, Harare:2019) argued that 

men’s knowledge of hygiene practices is low and their key areas of social interactions such 

as bars and eat outs are not always clean. Collectively, these factors place men at higher 

risk of acquiring this disease.   

“We found that while women and the girl child were more interested in these hygiene 

activities, it was also leaving a gap to their male counterparts. Some efforts were 

made to reach men in their comfort zones; beer halls or where they spend most of 

their time, so that they also receive that information. There have been mixed results 

with programmes that specifically target men. Some are successful and for others, 

we are still learning and improving” (UNICEF WASH Representative 1; Harare, 

Interview: 2019)  
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By acknowledging that its hygiene activities, training and sanitation initiatives mostly target 

women and girls, UNICEF’s intervention confirms Joshi’s (2013:215) argument that actors 

within the WASH sphere maintain narrow and gendered perspectives on hygiene and 

sanitation. It is important that cholera emergency response interventions do not re-enforce 

essentialist identifications of women and men as the data reveals that knowledge on cholera 

and typhoid prevention is required to ensure men’s good health. The question which arises, 

is how WASH interventions can be designed to promote a sense of “cleanliness” for men in 

affected cholera prone areas. More importantly, it requires a broader paradigm shift in 

societal values in order to debunk the myth that personal hygiene, cleanliness and good 

health behaviour are solely women’s issues.  

5.4.2 Age specific cholera responses interventions 

It is particularly important that children’s medical, water and sanitation needs are better 

integrated into global health actors’ cholera responses as the under 15 age group were 

highly affected in the 2018 outbreak. Cholera case data (UNOCHA: 2018) notes that 41% 

of the patients were under 15 years old. Graph data produced by the Ministry of Health and 

Child Care and World Health Organisation (2019:6) illustrates that at least 1700 cholera 

cases were reported for the 1-4 age group while just over 1000 cases were reported for the 

5-9-year olds. In the same vein, the 20-29 age group had a high cholera case with just over 

2000 cases (ibid).  

Moffat’s (2012:53) analysis of childcare practices adopted by informal women traders in 

Chitungwiza can provide insight into why toddlers and children under 15 years are 

susceptible to diarrheal disease in Harare. Moffat (2012:53) observed that traders’ children 

are made to use “food containers as sanitation facilities” because their mothers do want 

them to stray into bushes near the trader’s market centre. The female traders argued that it 

was not economically viable for these traders to pay US $0.50 cents to use damaged and 

waterless public toilets in the marker centre(ibid). The similarities of informal trading 

businesses in Budiriro and Chitungwiza illustrates the need for further investigation into the 

relationship between informal economic activity, childcare practices and WASH coping 

strategies of households in affected suburbs.  

Whilst the collaborative health partnerships did not account for paediatric needs in cholera 

treatment centres, it did promote health awareness for children in public spaces.  Schools 

were target areas for Harare City Council and partners’ health and hygiene education 

promotion campaigns during the September-November 2018 cholera outbreak. The Ministry 
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of Health and Children (2019:12) states that “1068 school masters of health” were trained 

on cholera related WASH information to ensure school children in affected suburbs can 

adopt preventative measures. The study’s respondent from Harare City Health Department 

(Harare, Interview; 2019) adds that door to door and public space campaigns led by 

community health volunteers spread the message of health and hygiene to members of the 

affected community. On a whole, 1 441 059 people received health and hygiene messages 

through the Harare City Council’s collaborative hygiene campaign (MOHCC&WHO, 

2019:12). Whilst it is commendable that the collaborative health partnerships improved the 

knowledge of over a million people, interventions targeting children and other vulnerable 

groups need to prioritise the causes, not consequences of children drinking contaminated 

water sources. 

5.5 Conclusions 

The purpose of this chapter was to explore how cholera in Harare has become a disease of 

inequity. The disease is shaped by the social determinants of health of socio-economic 

status, access to care, place of residence, gender and age. The chapter demonstrated that 

health inequalities are interlinked as Harare residents who live below the poverty datum line 

or have inconsistent earnings from both formal and informal livelihood activities often reside 

in areas that are overcrowded and purposely built with poor water and sanitation 

infrastructure. The chapter also revealed that cholera prone suburbs’ susceptibility to the 

diarrheal disease are rooted in colonial and post-colonial spatial inequalities. These 

inequalities stand to be reproduced through the introduction of private urban waste 

management services as exclusionary urban planning practices keeps diarrheal diseases 

to South-Western suburbs of Harare. Households of these areas and other poor and 

working-class families will not have the disposable income to ensure their household refuse 

is collected. Thirdly, the chapter demonstrated that global health actors’ interventions mainly 

and successfully increase cholera prone residents’ access to care during cholera outbreaks. 

Other successes include increasing communities’ knowledge on cholera through hygiene 

campaigns and integration of community health clubs in response plans. Whilst cholera is 

not a gendered process, global health actors need to exercise caution when implementing 

WASH interventions so as to not re-enforce essentialist gendered perspectives on 

cleanliness personal hygiene, water management and sanitation. Furthermore, global health 

actors need to address young children’s susceptibility to cholera, given that the under 15 

age groups constituted a large majority of cholera cases in the 2018 cholera outbreak.  
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CHAPTER 6 

6. Conclusion 
 

“We are not yet preventing cholera; we’re just reducing the risk of the spread. The pre-

disposing factors of cholera are still there. They have not been totally addressed, expect 

improving the knowledge [of communities] and how to do deal with the situation” (UNICEF 

WASH Representative 1, Harare, Interview: 2019). 

6.1 Introduction 

The purpose of this dissertation was to analyse global health actors’ responses to persistent 

cholera outbreaks in Harare. The concluding chapter states the dissertation’s main findings, 

recommendations and identified areas for further study.  

6.2 Main findings 

The dissertation’s analysis identified that WHO’s, MSF’s and UNICEF’s responses to 

persistent cholera outbreaks are shaped by the need to advocate for better health, the space 

to intervene and improve WASH services. The “clinical” responses by WHO and MSF 

include establishing cholera treatment centres; providing the Ministry of Health and Child 

Care with material, financial and technical resources; training community health club 

members and community health workers; drilling boreholes; and leading collective health 

responses. UNICEF cholera responses include the distribution of hygiene kits; provision of 

water tanks and mobile toilets at cholera treatment centres; infrastructural projects such as 

drilling boreholes and public toilets; hygiene promotion to communities; and the provision of 

material and technical resources to Harare City Council.  

Through a comparative analysis of the actors’ activities in the 2008/2009 and 2018 cholera 

outbreaks, the dissertation demonstrated that the government’s willingness to manage the 

cholera determines the speed and scope of the WHO, MSF and UNICEF’s interventions. 

Secondly, the comparative analysis illustrated that the ZANU-PF government used the 2018 

cholera outbreak as an opportunity to demonstrate its “new” and accommodating 

approaches to health crises as it opened the humanitarian spaces, provided resources and 

sought immediate assistance from global health actors. The cholera outbreak emerged as 

opportunity to differentiate the “second republic” government from the Mugabe-led 

administration. The analysis also demonstrated the transition in health partnership 
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engagement between the Zimbabwean government and the study’s identified global health 

actors. These partnerships shifted from asymmetrical, highly dependent and confrontational 

engagement in the 2008/2009 cholera outbreak to more cohesive and collaborative 

interactions in the 2018 September to November outbreak. The government’s willingness to 

provide resources to collective responses enabled greater state management of health 

crisis. It also permitted the incorporation of medium-term solutions such as the Oral 

Vaccination Campaign.  

However, the dissertation argued that lack of public access to the Harare City Council’s 

Cholera Elimination Strategy makes it difficult to assess if the local authority has developed 

sufficient long-term infrastructural and health equitable driven solutions to stop cholera in 

Harare. These investments are required as the dissertation examined the immediate and 

structural causes of persistent cholera outbreaks in Harare. The failure of the local and 

central government authorities to modernise and expand the water and sewer system to 

match current population compels residents to source water from contaminated sources and 

maintain poor waste disposal practices. The local authority’s poor solid management system 

has failed to ensure that residents have clean and non-harmful environments. Until the 

infrastructural, environmental and housing challenges are addressed by the government 

authorities; cholera, erratic water supply and poor solid waste management in Harare will 

prevail. 

Furthermore, the dissertation demonstrated that polarised political activities in water and 

urban planning management, colonial spatial inequalities and low socio-economic status; 

render high density households the most vulnerable to cholera in Harare. It was observed 

that until global and local health actors incorporate social determinates of health into their 

cholera interventions; the health needs of vulnerable groups such as pregnant and non-

pregnant women, children and men will never be adequately addressed in the outbreak and 

post outbreak period. The dissertation commended global health actors’ drive to increase 

the leadership roles and participation of women and girls in community water management 

and hygiene activities. However, it cautions the re-production of essentialist gender 

constructions around hygiene, sanitation and water management in actors’ cholera 

response strategies.  
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6.3 Recommendations 

In light of the main findings it is recommended that both the Government of Zimbabwe and 

its identified global health actors purse the following; 

• Adopt an inclusive urban planning and management system to address the spatial 

inequalities rendering households of high-density suburbs more vulnerable to cholera than 

low density suburbs.  

• Grant public access to Cholera Elimination Strategy to ensure greater transparency 

and public accountability for government’s plans to address the persistent cholera crisis in 

Harare. 

• Adopt gender indicators in cholera response interventions in order to ensure that 

hygiene and health promotion curriculum, equally addresses the water and sanitation 

concerns and needs of women, men and children.  

• Ensure the strategic placement of paediatric beds and IV fluids in all public hospitals, 

especially in cholera prone affected health facilities to ensure that cholera treatment centres 

address children’s health needs. The same approach for pregnant and obese adults should 

be adopted.  

• Marketing and promotion of hygiene activities through male peer-peer strategies in 

their popular places of socialisation such as local soccer clubs, chesanyama, bar halls and 

schools from pre-primary to high school level.   

• Inclusion of previously neglected social determinants of health in the collection and 

disaggregation of cholera case data. Collection of information on income, disability and 

household size will assist intervening actors better establish the levels of access to water 

and sanitation facilities. It will also give further insight on their current coping mechanisms. 

6.4 Areas of further study 

The dissertation identified divergence on health responders’ perceptions of communities’ 

target interventions such as home-based water purification techniques. It’s necessary to 

explore the sustainability of boiling water and purchasing of water tablets in Zimbabwe’s 

worsening energy and socio-economic climate. More broadly, I want to assess affected 

communities’ perceptions of the cholera crisis and how they relate with WHO, MSF, UNICEF 

and the Harare City. Council. This study will allow me to better understand the local led 
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interventions and challenges stemming from the September 2018 Cholera Outbreak 

“emergency politics”  

Secondly, the dissertation observed that toddlers, 5-9 age and 20-29 age groups had high 

cholera caseloads during the 2018 cholera outbreak. Furthermore, examination on the age 

differentials is required as it can give light on the relationship between WASH coping 

mechanisms and age. This will inform global health actors on how to better address 

paediatric and adult health concerns in cholera treatment centres and health promotion 

activities. Lastly, the relationship between the privatisation of municipal services and health 

inequalities in Harare requires an empirical study. The study can examine products like 

Clean City Africa App and assess whether they have the ability to improve or worsen urban 

waste management and disease in Harare. 

  



 

71 

 

7. Bibliography 

Achankeng, E. (2003). Globalization, urbanization and municipal solid waste management 

in Africa. Africa on the Global Stage (pp. 1-22). African Studies Association of Australasia 

and the Pacific. 

Adama, O. (2012). Urban governance and spatial inequalities in service delivery: a case of 

solid waste management in Abuja, Nigeria. Waste management and research, 30(9). 

Ahmed, S., Bardhan, P., & Iqbal, A. (2011). The 2008 Cholera epidemic in Zimbabwe: 

experience of the icddar,b team in the field. Journal of health, population and nutrition, 29(5), 

541-546. 

Ali.M, Nelson, A., Lopez, A., & Sack, D. (2015). Update Cholera Burden in Endemic 

Countries. PLoS Neglected Tropical Diseases, 9(6), 1-13. 

Alsan, M., Westerhaus, M., Herce, M., Nakashima, K., & Farmer, P. (2011). Poverty, Global 

Health and Infectious Diseases: Lessons from Haiti and Rwanda. Infectious Disease Clinics 

of North America, 25(3), 611-622. 

Azman, A., Parker, L., Rumunu, J., ...,&Luquero, F. (2016). Effectiveness of the one dose 

of oral cholera vaccine in response to an outbreak; a case cohort study. Lancet Global 

Health, 4, e856-e863. 

Bambara, C., Gibson, M., Sowedne, A., Wright, K., Whitehead, M., &Petticrew, M. (2010). 

Tackling the wider social determinants of health and health inequalities: evidence from 

systematic reviews. Journal of epidemiol community health, 264, 284-291. 

Bardosh, K., Leach, M., & Wilkinson, K. (2016). The limits of rapid response: Ebola and 

strucutral violence in West Africa. In K. Bardosh, One Health: Science, politics and zoonotic 

disease in Africa (pp. 74-94). New York: Routledge. 

Beigbeder, Y. (2001). New challenges for UNICEF. New York: Palgrave. 

Belanus, E. (2015). Book review: Farmer, Paul. 2006 "AIDS and Accusation: Haiti and the 

geography of blame". Spectrum, 4(1), 94-105. 

Benatar, S. (2016). Politics, power, poverty and global health: systems and frames. 

International of health policy and management, 5(10), 599-604. 



 

72 

 

Berger, S. (2010, December 11). Robert Mugabe "claims' there is no cholera in Zimbabwe. 

Retrieved from The Telegraph: 

https://www.telegraph.co.uk/news/worldnews/africaandindianocean/zimbabwe/3709066/R

obert-Mugabe-claims-there-is-no-cholera-in-Zimbabwe.html 

Bloom, D., & Canning, D. (2005). Health and economic growth: reconciling the micro and 

macro evidence. Cambridge, Massachusetts: Harvard School of Public Health. 

Bozorgmehr, K. (2010). Rethinking the "global" in global health: a dialectic approach. 

Globalization and Health, 6(19), 1-19. 

Bradley, M., Shakespere, R., Ruwende, A., Woolhouse, M., & Mason, E. (1996). 

Epidemiological features of epidemic cholera (El Tor) in Zimbabwe. Transaction of the Royal 

Society of Tropical Medicine And Hygiene, 378-382. 

Brown, T., Cueto, M., & Fee, E. (2006). The World Health Organisation and the Transition 

from International Health to Global Public Health. American Journal of Public Health, 96(1), 

62-72. 

Calain, P., & Abu Sa'Da, C. (2015). Coincident polio and Ebola crises expose similar fault 

lines in the current global health regime. Conflict and Health, 9, 1-7. 

Chevo, T. (2018). Livelihood strategies in Harare: the case of low income households in 

Budiriro. In K. Heilliker, M. Chiweshe, & S. Bhatasara, The political economy of livelihoods 

in contemporary Zimbabwe (pp. 42-56). London: Routledge. 

Chigudu, S. (2016). Health Security and the international politics of Zimbabwe's cholera 

outbreak 2008-2009. Global Health Governance, 41-53. 

Chigudu, S. (2017). "State of emergency": the politics of Zimbabwe's cholera outbreak, 

2008/09. Ph.DDisseration. University of Oxford. 

Chimusoro, A., Maphosa, S., &Manangazira, P.-O. (2018). Responding to cholera outbreak 

in Zimbabwe: Building resilience over time. In D. Claborn, Current Issues in Global Health 

(pp. 45-64). IntechOpen. 

Chinyoka, I., & Seekings, J. (2016, April). Social policy reform under the government of 

national unity in Zimbabwe. CSSR Working paper No 373, pp. 1-34. 



 

73 

 

Chipare, T. (2010). Strategies to Cope With the Impact of Cholera on Zimbabwe From 2008 

to 2009; A Case study of Budiriro High Density Suburb, City of Harare. MA Thesis. University 

of Free State. 

Clift, C. (2013, February). The role of World Health Organisation in the international system. 

Chatman House Centre on Global Health Working Group Papers, pp. 1-54. 

Cobbinah, P., Erdiaw-Kwasie, M., &Ampoateng, P. (2015). Africa's urbanisation: 

implications for sustainable development. Cities, 47, 62-72. 

Cole, M., & Neumayer, E. (2006). The impact of poor health on factor productivity: An 

empirical investigation. Journal of Development Studies, 42(6), 913-938. 

Community Water Alliance (2019, September 7). Statement on outbreak of cholera and 

typhoid in Glenview and Budiriro. Retrieved from Kubatana: 

http://kubatana.net/2018/09/07/statement-outbreak-cholera-typhoid-glenview-budiriro-

subsequent-loss-life/ 

Crush, J., & Tevera, D. (2010). Exiting Zimbabwe. In J. Crush, & D. Tevera, Zimbabwe's 

exodus: crisis, migration and survival (pp. 1-53). Cape Town: Southern Africa Migration 

Programme. 

Cueno, C., Sollom, R., &Beyrer, C. (2017). The cholera epidemic in Zimbabwe, 2008-2009: 

A review and critique of the evidence. Health and human rights journal, 19(1), 249-263. 

Dzirutwe, M. (2018, March 14). Zimbabwe doctors go on strike over pay, drug shortages. 

Retrieved August 10, 2019, from IOL: https://www.iol.co.za/news/africa/zimbabwe-doctors-

go-on-strike-over-pay-drug-shortages-13806750 

Echenberg, M. (2012). Africa in a time of Cholera : A history of pandemics from 1817 to the 

present. Cambridge: Cambridge University of Press. 

Farmer, P. (1999). On suffering and structural violence. Daedalus, 125(25), 261-283. 

Farmer, P. (2004). An Anthropology of Structural Violence. Current anthropology, 45(3), 

305-325. 

Farmer, P. (2005). Pathologies of Power: Health, Human rights, and the New War on the 

Poor. Berkeley: University of California Press. 



 

74 

 

Farmer, P., Kim, J., Kleinman, A., &Basilico, M. (2013). Reimagining Global Health. 

Berkeley: University of California Press. 

Farmer, P., Nizeye, B., &Keshavjee, S. (2006). Structural violence and clinical medicine. 

PLos Med, 3(10), 1686-1691. 

Fidler, D. (2010, May). The Challenges of Global Health Governance. Council on Foreign 

Relation International Institution and Global Governance Program, pp. 1-33. 

Frenk, J., Dantes, O., & Moon, S. (2014). From sovereignty to solidarity: A renewed concept 

of global health for an era of complex interdependence. Lancet, 383, 94-97. 

Friel, S., & Marmot, S. (2010). Global health inequalities: structures, power and the social 

distribution of health. In T. Brown, & M. Cueto, Routledge handbook on global public health 

(pp. 65-70). London: Routledge. 

Garmaise, D. (2009, July). A beginner’s guide to the Global Fund. Retrieved March 28, 2019, 

from Aidspan: file:///C:/Users/Administrator/Downloads/aidspan-beginners-guide-to-the-

global-fund-all-en.pdf 

Gostin, L. (2015). Reforming the World Health Organisation after Ebola. JAMA, 313(4), 

1407-1408. 

Gostin, L., & Mok, E. (2009). Grand challenges of global health governance. British Medical 

Bulletin, 90, 7-18. 

Gostin, L., Sridhar, D., &Hougendobler, D. (2015). The normative authority of the World 

Health Organisation. Public Health, 30, 1-10. 

Government of Zimbabwe (2012). Regional Town and Country Planning Act. Chapter 29:12. 

Government Printers. 

Government of Zimbabwe (2013) Constitution of Zimbabwe Amendment (No. 20) Act, 2013. 

Government Printers 

Government of Zimbabwe (2015). Urban Council Act. Chapter 29:15. Government Printers. 

Greenberg, J. (2016, February 9). Bono. HIV/AIDS and public opinion: correcting the record. 

Retrieved March 24, 2019, from Politifact: https://www.politifact.com/global-

news/statements/2016/feb/09/bono/bono-hivaids-and-public-opinion-correcting-record/ 

Harare City Council Health Department Representative 1 (2019, June 14). Interview. 



 

75 

 

Harare City Council Health Department Representative 2 (2019, July 4). Interview. 

Harman, S. (2016). Ebola, gender and conspicuously invisible women in global health 

governance. Third World Quarterly, 37, 524-541. 

Harman.S, & Wenham, C. (2018). Governing Ebola between global health and medical 

humanitarianism. Globalizations, 15(3), 362-376. 

Hellum, A., Sithole, E., Derman, B., &Rutsate, E. (2015). Zimbabwe’s urban water crisis and 

its implications for different women: emerging norms and practices in Harare's high density 

suburbs. In A. Hellum, & P. Kameri-Mbote, Water is Life (pp. 347-383). Oxford: African 

Books Collective. 

Hill, P. (2011). Understanding global health governance as a complex adaptive system. 

Global public health, 6(6), 593-605. 

Hirschfeld, K. (2017). Rethinking "structural violence". Society, 54(2), 156-162. 

Hodginkson, D. (2019). The Mnangagwa era? Periodisation and politics in Zimbabwe. 

Journal of Southern Africa Studies, 1-12. 

Hove, M., &Tirimboi, A. (2011). Assessment of Harare water services delivery. Journal of 

Sustainable Development in Africa, 27(1), 111-135. 

Huy, R., Fink, G.-O., & Reich, M. (2015). Grant performance and health financing: An 

analysis of 12 years of financing decisions at the global fund to fight AIDS, Tuberculosis, 

Malaria. Health systems and reform, 4(1), 201-312. 

Inter-Agency Standing Committee (2006, May 4). Cluster Appeal 2006 | IASC. Retrieved 

March 20, 2019, from IASC: https://interagencystandingcommittee.org/focal-

points/news/cluster-appeal-2006 

International Organisation of Migration (2010). Migration in Zimbabwe: A country profile 

2009. Retrieved March 18, 2019, from IOM Online Bookstore: 

https://publications.iom.int/books/migration-zimbabwe-country-profile-2009 

Isbell, T., & Kronke, M. (2018, October 4). Ill-prepared? Health care service delivery in 

Zimbabwe. Afrobarometer Dispatch No.240, pp. 1-15. 

Ivres, C. (2018). Advancing control of cholera in the interest of the most vulnerable in our 

global society. The Journal of Infectious Diseases, 21(8), s135-s136. 



 

76 

 

Iyer, A., Sen, G., & Ostlin, P. (2008). The intersections of gender and class in health status 

and health care. Global Public Health, 3, 13-24. 

Kamete, A. (2006). The return of the jettisoned: ZANU-PF's crack of re-urbanising in Harare. 

Journal of Southern African Studies, 32(2), 255-271. 

Karombo, T. (2019, July 22). Business report. Retrieved August 13, 2019, from Zimbabwe 

hikes fuel price again: https://www.iol.co.za/business-report/international/zimbabwe-hikes-

fuel-price-again-29644507 

Katena, N. (2019, March 22). Behaviour Change Communication: Lessons Learned from 

the 2018 Cholera Outbreak C4D Rapid Assessments. UNICEF Brown Bag Presentations. 

Harare. 

Kerouedan, D. (2013). What do we mean by global health at PSIA? Paris: Sciences Po. 

Koplan, J., Bond, T., Merson, H., Reddy, K., Rodriguez, M., Sewankambo, N., &Wasseheit, 

J. (2009). Towards a common definition of global health. Lancet, 373, 1993-95. 

Lakoff, A. (2010). Two regimes of global health. Humanity, 59-79. 

Lancet. (2018). Ending cholera for all. The Lancet, 18(10), 1047. 

Lee, K., & Dodgson, R. (2000). Globalization and cholera: implications for global 

governance. Global Governance, 6, 213-236. 

Legros, D. (2018). Global cholera epidemiology; opportunities to reduce the burden of 

cholera by 2030. The Journal of Infectious Diseases, 218(3), s137-s140. 

Leon, J. (2015). The Rise of Global Health: The Evolution of Effective Collective Action. 

Albany: State University of New York Press. 

Madhomu, T. (2018, December 24). I landed in Cholera: Obadiah Moyo. Retrieved 

September 24, 2019, from Daily News: https://www.dailynews.co.zw/articles/2018/12/24/i-

landed-in-cholera-obadiah-moyo 

Magaisa, A. (2015). Global political agreement and the government of national unity in 

Zimbabwe: legal and political reflections. In M. Mawere, & R. Mwanaka, Democracy, good 

governance and development in Africa (pp. 233-268). Oxford: African Books Collective. 

Makwara, E., & Tavuyanago, B. (2012). Water Woes in Zimbabwe’s Urban Areas in the 

Midst of Plenty: 2000-Present. European Journal of Sustainable Development, 151-180. 



 

77 

 

Manivannan, A. (2015, June 22). Gender inequalities in access to information about Ebola 

as gender based violence. Retrieved January 20 2018, from Harvard human rights journal: 

https://harvardhrj.com/2015/06/gender-inequalities-in-access-to-information-about-ebola-

as-gender-based-violence/ 

Manzungu, E., &Chioreso, R. (2012). Internalising a crisis? Household level response to 

water scarcity in the city of Harare, Zimbabwe. Journal of social development in Africa, 27(1), 

111-135. 

Manzungu, E., Mudenda-Damba, M., Madyiwa, S., &Dzingirai, V. (2016). Bulk water 

supplies in the city of Harare-An endogenous form of privatisation of urban domestic 

services in Zimbabwe. Water Alternatives, 9(1), 56-80. 

Marindo, R. (2016). Gendered epidemics and systems of power in Africa: A feminist 

perspective on public health governance. Africa Development, 42(1), 199-219. 

Marume, F. E. (2019, June 7). Interview. 

Mason, R. (2009). Zimbabwe experiences the worst epidemic of cholera in Africa. The 

Journal of Infection in Developing Countries, 148-151. 

Masunda, K. (2019, June 13). The growing threat of antimicrobial resistance in managing 

public health emergencies: A case of Typhoid and Cholera management in Harare. 

Presentation at Oxfam Cholera review. Harare, Zimbabwe: Harare City Council. 

Mavhunga, C. (2018, September 16). Zimbabwe disperses vendors in effort to fight cholera 

outbreak. Retrieved July 30, 2019, from VOA: https://www.voanews.com/africa/zimbabwe-

disperses-vendors-effort-fight-cholera-outbreak 

Mavhunga, C. (2018, September 7). Zimbabwe's capital on alert over cholera outbreak. 

Retrieved from VOA : https://www.voanews.com/africa/zimbabwes-capital-alert-over-

cholera-outbreak 

M'bangombe, M., Pezzoli, L., Reeder, B., ...,&Azman, A. (2018). Oral cholera vaccine in 

cholera prevention and control, Malawi. Bulletin of World Health Organisation, 96, 428-435. 

Mbiba, B. (2017, May 27). On the periphery: Missing urbanisation in Zimbabwe. Retrieved 

July 24, 2019, from Africa Research Institute: 

https://www.africaresearchinstitute.org/newsite/publications/periphery-missing-

urbanisation-zimbabwe/ 



 

78 

 

Mbuga, S. (2019, July 15). Two million in Zimbabwe's capital have no water as city's taps 

run dry. Retrieved August 10, 2019, from Climate Change New: 

https://www.climatechangenews.com/2019/07/15/two-million-zimbabwes-capital-no-water-

city-turns-off-taps/ 

McGregor, J. (2013). Surveillance and the city; patronage, power-sharing and the politics of 

urban control in Zimbabwe. Journal of Southern African Studies, 39(4), 783-805. 

McInnes, & C. (2016). Crisis? What Crisis? :Global Health and the 2014-15 West Africa 

Ebola Outbreak. Third World Quarterly, 37(3), 380-400. 

Médecins Sans Frontières (2008, December 15). MSF responding to the worst cholera 

outbreak in Zimbabwe in years. Retrieved July 30, 2019, from MSF Zimbabwe: 

https://www.msf.org/msf-responding-worst-cholera-outbreak-zimbabwe-years 

Médecins Sans Frontières (2016, April 9). Largest ever oral cholera vaccination campaign 

underway in Lusaka. Retrieved August 18, 2019, from Médecins Sans Frontières Zambia: 

https://www.msf.org/zambia-largest-ever-oral-cholera-vaccination-campaign-underway-

lusaka 

Médecins Sans Frontières (2018, October 24). Zimbabwe: Responding to cholera in Harare. 

Retrieved September 10, 2019, from Médecins Sans Frontières: 

https://www.msf.org.za/stories-news/news-our-projects/zimbabwe-responding-cholera-

harare 

Ministry of Health and Child Welfare & World Health Organisation. (2008). Establishment of 

the cholera command and control centre. Harare: Government Printers. 

Ministry of Health and Child Care (2016). The National Health Strategy for Zimbabwe 2016-

2020. Retrieved August 26, 2019, from Malaria Elimination Group: 

https://malariaelimination8.org/wpcontent/uploads/2017/02/National%20Health%20Strateg

y%20for%20Zimbabwe%202016-2020.pdf 

Ministry of Health and Child Care & World Health Organisation (2018). Zimbabwe Cholera 

Outbreak Response: A Report of Joint Review Meeting. Harare: Government Printers. 

Ministry of Health and Child Care & World Health Organisation (2019, March 27). Zimbabwe 

Cholera Situation Report. Harare: Government Printers. 



 

79 

 

Ministry of Water Resources Development and Management (2012, August).The National 

Water PolicyWSAZ. Retrieved March 5, 2019, from National Water policy-Wordpress.com: 

https://wsaz.files.wordpress.com/2019/02/zimbabwe-national-water-policy_2012.pdf 

Ministry of Women Affairs, Gender and Community Development (2013). The National 

Gender Policy Retrieved from UNESCO: 

http://www.unesco.org/education/edurights/media/docs/43bd848326f7d0235674ad9ffcb9e

c101dba2673.pdf 

Moffat, S. (2012). A critical analysis of women's right of access to water and sanitation and 

women's work in the informal sector: A case study of Makoni shopping centre and Jambanja 

markets in Chitungwiza. MA Thesis. University of Zimbabwe. Retrieved from SEARCWL. 

Moyo, O. (2018, September 26). Ministerial Statement - 2018-09-26 - Cholera Outbreak - 

Minister of Health. Retrieved August 20, 2019, from Veritas: 

http://www.veritaszim.net/node/3230 

Mukandavire, Z., Liao, S., J, W., Smith, D., & Morris, J. (2011). Estimating the reproductive 

numbers for the 2008-2009 cholera outbreak in Zimbabwe. Proceedings of the National 

Academy of Sciences of the United States of America, 108(21), 8767–8772. 

Mukonoweshuro, T. (2013). Barriers to the provision of basic sanitation in two selected 

informal settlements in Harare, Zimbabwe. MA Thesis. University of the Witwatersrand. 

Musemwa, M. (2008). The politics of water in postcolonial Zimbabwe- 1980-2007. African 

Studies Centre (pp. 1-31). Leiden: University of Leiden. 

Musemwa, M. (2010). From sunshine city to a landscape of disease: the politics of water, 

sanitation and disease in Harare, Zimbabwe 1980-2009. Journal of Developing Societies, 

26(2), 165-206. 

Ndiamande, J., & Moyo, K. (2018). "Zimbabwe is open for business": Zimbabwe's foreign 

policy trajectory under Emmerson Mnangagwa. Afro Asian Journal of Social Sciences, 1-25. 

Newsday. (2019, March 9). Harare starts water-rationing. Retrieved August 10, 2019, from 

Newsday: https://www.newsday.co.zw/2019/03/harare-starts-water-rationing/ 

Nhapi, I. (2009). The water situation in Harare, Zimbabwe: A policy and management 

problem. Water Policy, 11, 221-235. 



 

80 

 

Nhapi, I., Siebel, M., &Gijzen, H. (2004). The impact of urbanisation on water quality of Lake 

Chivero,Zimbabwe. Water and Environment Journal, 18(1), 44-49. 

Nhede, T. (2012). The government of national unity in Zimbabwe. Africa Journal of Public 

Affairs, 5(3), 179-189. 

Nues, J. (2017). Doctors against borders: Médecins Sans Frontières and global health 

security. In M. Hofman, The Politics of Fear: Médecins Sans Frontières and the West African 

Ebola Epidemic (pp. 1-20). New York: Oxford University Press. 

Nyandoro, M. (2011). Historical overview of the cholera outbreak in Zimbabwe (2008-2009). 

UFS Journal, 36(1), 154-174. 

Obeng-Odoom, F. (2012). Health, wealth and poverty in developing countries: beyond the 

state, market and civil society. Health Sociology Review, 21(2), 156-164. 

O'Laughlin, B. (2016). Pragmatism, structural reform and the politics of inequality in global 

public health. Development and Change, 47(4), 686-711. 

Paneth, N., & Fine, P. (2013). The Singular Science of John Snow. The Lancet, 381, 1267-

1268. 

Parnell, S., & Walawege, R. (2011). Sub-Saharan Africa urbanisation and global 

environmental change. Global Environment Change, s12-s20. 

Patel, V, (1998).Culture and Common Mental Disorders in Sub-Saharan Africa. East Sussex 

: Psychology Press.  

Patterson, A. (2018). Africa and Global Health Governance. Baltimore: Johns Hopkins 

University Press. 

Poncin, M. (2018, March 22). OCV-TCV Mass vaccination campaign in Zimbabwe. 

Presentation at UNICEF Brown Bag Discussions. Harare. 

Potts, D. (2006). "Restoring Order?" Operation Murambatsvina and the urban crisis in 

Zimbabwe. Journal of Southern African Studies, 32(2), 273-291. 

Reddy, S., Mazhar, S., &Lenoucha, R. (2018). The financial sustainability of World Health 

Organisation and the political economy of global health governance; a review of funding 

programmes. Globalization and Health, 14(119), 1-12. 



 

81 

 

Remigios, M. (2011). Women-water-sanitation: The case of Rimuka high density in 

Kadoma,Zimbabwe. Agenda, 25(2), 113-121. 

Richardson, E., Barrie, M., Kelly, J., Dibba, Y., Koedoyoma, S., & Farmer, P. (2016). 

Biosocial Approaches to the 2013-2016 Ebola Pandemic. Health and Human Rights Journal, 

18(1), 1-14. 

Rispel, L., & Popay, J. (2009). Confronting social exclusion, HIV and gender inequalities in 

South Africa. Agenda, 81(23), 90-100. 

Rowson, M., Willot, C., Hughes, R., ...,&Yudkin, J. (2012). Conceptualising global health: 

theoretical issues and their relevance for teaching. Globalization and Health, 8(36), 1-8. 

Rusa, M., Alda-Vidal, C., Hordijk, M., &Kral, N. (2017). Bathing without water and other 

stories of everyday hygiene practices and risk perceptions in urban low-income areas; The 

case of Lilongwe, Malawi. Environment and Urbanization, 29(2), 533-550. 

Satcher, D., & Rachel, S. (2010). Eliminating Global Health Inequalities: Bridging the Gap. 

In R. Parker, & M. Sommer, Routledge Handbook of Global Public Health (pp. 80-87). New 

York: Routeldge. 

Sen, G., Ostlin, P., & George, A. (2007). Final Report: Unequal, Unfair, Ineffective and 

Inefficient Gender Inequity in Health: Why it exists and how we can change it . Retrieved 

from WHO Int: 

https://www.who.int/social_determinants/resources/csdh_media/wgekn_final_report_07.pd

f 

Shaw, A. (2008, December 4). Zimbabwe declares national health emergency. Retrieved 

August 20, 2019, from Mail and Guardian: https://mg.co.za/article/2008-12-04-zimbabwe-

declares-national-health-emergency 

Sirleaf, M. (2018). Ebola does not fall from the sky: structural violence and international 

responsibility. Vanderbilt Journal of Transnational Law, 51(3), 1-84. 

Snow, S. (2008). John Snow: The Making of a Hero. The Lancet, 372, 21-22. 

Southall, R. (2017). Bob's out, the croc is in: Continuity or change in Zimbabwe. Africa 

Spectrum, 52(3), 81-94. 

Southall, R. (2017). Bond notes, borrowing, and head for bust: Zimbabwe's persistent crisis. 

Canadian Journal of Africa Studies, 51(3), 389-405. 



 

82 

 

Stemple, L., Karegeya, P., &Gruskin, S. (2016). Human Rights, Gender, and Infectious 

Disease: From HIV/AIDS to Ebola. Human Rights Quarterly, 38(4), 993-1021. 

Stuckler, D., &Mckee, M. (2008). Five Metaphors about Global Health. Lancet, 372, 95-97. 

The Chronicle Newspaper. (2017, November 25). President Mnangagwa’s inauguration 

speech in full. Retrieved September 5, 2019, from The Chronicle: 

https://www.chronicle.co.zw/president-mnangagwas-inauguration-speech-in-full/ 

The Herald Newspaper (2019, April 26). Harare water rationing to continue, says Mayor. 

Retrieved August 4, 2019, from The Herald Newspaper: https://www.herald.co.zw/harare-

water-rationing-to-continue-says-mayor/ 

Tolhurst, R., de Koning, K., &Sqire, S. (2002). The challenge of infectious diseases: time to 

take gender into account. Journal of health management, 42(2), 135-151. 

Turshen, M., &Gezmu, T. (2017). The World Health Organisation and the Ebola Epidemic. 

In I. Abudllah, & I. Rashid, Understanding West Africa's Ebola Epidemic: Towards a Political 

Economy. London: Zed Books Ltd. 

UNICEF. (2010, December 10). Gender and Cholera. Retrieved March 15, 2019, from 

UNICEF: 

https://www.unicef.org/cholera/Chapter_8_case_management/29_Haiti_UNICEF_Briefing_

Note_Gender_Cholera.pdf 

UNICEF. (ND). Emergency Coordination and the WASH Cluster Initiative. Retrieved March 

10 , 2019, from UNICEF Water, Sanitation and Hygiene: 

https://www.unicef.org/wash/index_43104.html 

UNICEF WASH Representative 1. (2019, June 14). Interview. 

UNICEF WASH Representative 2 (2019, June 14). Interview. 

UNICEF Zimbabwe (2019). Cholera Lessons learnt UNICEF. Harare: UNICEF. 

Vlahov, D., & Galea, S. (2002). Urbanization,urbancity and health. Journal of Urban Health, 

79, s1-s12. 

Wenham, C. (2016). Ebola responsi-ibility:moving from shared to multiple responsibilities. 

Third World Quarterly, 37(3), 436-451. 



 

83 

 

Whitehead, M., & Dahlgren, G. (2006). Concepts and principles for tackling social 

inequalities in health. Retrieved November 28, 2018, from WHO Europe: 

http://www.euro.who.int/__data/assets/pdf_file/0010/74737/E89383.pdf 

World Bank (2015, January). Summary Note on technical assistance provided in support of 

greater Harare water and sanitation strategic plan. Retrieved July 28, 2019, from World B: 

http://documents.worldbank.org/curated/en/141881467995053722/pdf/106246-WP-

Harare-Strategy-Plan-Summary-Report-January-2015-PUBLIC.pdf 

World Health Organisation (2009, October 31). Cholera country profile: Zimbabwe. 

Retrieved March 28, 2019, from WHO International: 

https://www.who.int/cholera/countries/ZimbabweCountryProfileOct2009.pdf?ua=1 

World Health Organisation (2011, October 19). Intersectoral actions in response to cholera 

in Zimbabwe: From the emergency response to institution building. Retrieved March 20, 

2019, from WHO International: 

https://www.who.int/sdhconference/resources/draft_background_paper23_zimbabwe.pdf 

World Health Organisation (2017). Emergency Response Framework. Retrieved August 26, 

2019, from WHO International: 

https://apps.who.int/iris/bitstream/handle/10665/258604/9789241512299-

eng.pdf;jsessionid=5E7CBB0A4EE0843D2A45640B36041B27?sequence=1 

World Health Organisation (2017). World Health Organisation. Retrieved March 30, 2019, 

from An overview to ending cholera: global roadmap: 

https://www.who.int/cholera/publications/global-roadmap-summary.pdf?ua=1 

World Health Organisation Representative (2019, June 11). Interview. 

World Health Organisation (ND). WHO| Background Cholera. Retrieved April 10, 2019, from 

World Health Organisation International: 

https://www.who.int/cholera/task_force/background/en/ 

Youde, J. (2010). Don't drink the water: Politics and Cholera in Zimbabwe. International 

Journal, 65(3), 687-704. 

Youde, J. (2017). Global Health Governance in International Society. Global Governance: 

A Review of Multilateralism and International Organisations, 23(4), 583-600. 



 

84 

 

Zacher, M., & Keefe, T. (2008). The Politics of Global Health Governance. New York: 

Palgrave Macmillian . 

ZIMSTAT. (2019, July 28). Population Census National report 2012. Retrieved from Zimstat: 

http://www.zimstat.co.zw/sites/default/files/img/publications/Population/National_Report.pd

f 

 

 

 

 

 

  



 

85 

 

 

 

 




