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Executive Summary

The Zimbabwe Sexual and Reproductive Health Rights (SRHR) Champions, in partnership with the Royal College of Obstetricians and
Gynaecologists (RCOG), have been implementing the Making Abortion Safe Programme since 2021. The promotion of safe, quality abor-
tion in Zimbabwe is critical to addressing high rates of unsafe abortions which makes it one of the leading causes of maternal mortality
and morbidity.

Objectives of the Making Abortion Safe Programme in Zimbabwe are::

* To build the capacity andimprove knowledge of service providers (police, prosecutors, magistrates, social welfare officers) to support
rape/incest survivors in accessing timely, safe abortion

» To work with professional bodies (Confederation of Midwives, Zimbabwe Nurses Association - including their Provincial Chairs,
Faculty of Health, ZSOG) and other relevant organisations to increase knowledge of the Termination of Pregnancy (ToP) Act amongst
healthcare providers

* To create a safer environment for women and girls to gain awareness and access to information about the ToP Act

To meet the above objectives, the SRHR Champions published Opinion Editorials (Op-Eds) toopen debate on safe abortion in Zimbabwe.
The Op-Eds aimed to promote understanding of the legal framework on abortion and the health risks associated with unsafe abortions and
to challenge misconceptions about safe abortion services. They also provided a platform for diverse voices to advocate for the importance
of access to safe and legal abortion services. The Op-Eds in this compendium highlightthe need for legal and policy reforms to ensure that
safe abortion services are accessible to all women in Zimbabwe. Through their Op-Eds, the champions also sought to challenge the stigma
and discrimination surrounding safe abortion as well as emphasise the health and safety benefits of providing comprehensive reproductive
healthcare.

Key points and call to action:

* Reproductive rights and bodily autonomy: Safe abortion is essential healthcare and a human right. The reproductive rights and free-
doms of all women must be recognised and respected so that women can make informed decisions about their own sexual and repro-
ductive health, including abortion.

* Health and safety: Unsafe abortions are among the leading causes of maternal mortality and morbidity worldwide. Abortions can be
safely provided by healthcare professionals and should be safe, legal, high quality and accessible. Providing access to safe abortion
services can significantly reduce maternal mortality and morbidity rates.

* Legal and policy reforms: The opinions outline the current legal framework on abortion, provided through the Termination of Preg-
nancy Act (1977) and the post-abortion care guidelines. Apart from also calling for legal and policy reforms to ensure safe abortion
services are accessible and available to all women, the Op-Eds also maintain that restrictive laws and regulations push women towards
unsafe and clandestine procedures, putting their lives at risk. Op-Eds urge the government of Zimbabwe to decriminalise abortion to
reduce stigma and the number of people dying or facing injury from pregnancy-related complications.

e Stigma and discrimination: Stigma and discrimination surrounding abortion towards those who seek abortions and abortion care
providers creates a significant barrier to safe abortion access. Societal attitudes must be challenged and acceptance, and support for
women seeking safe abortion services must be promoted and normalised. Reducing stigma is crucial for ensuring that women can
access abortion care without fear of judgment or harm.

e Comprehensive reproductive healthcare: A comprehensive approach to reproductive healthcare is necessary. Safe abortions are an
essential part of sexual and reproductive health; they should be an integrated component of sexual and reproductive healthcare and be
available as part of routine health services. Denying women access to safe abortions limits their reproductive choices and can have
long-term negative consequences for their health and well-being.




Overturning Roe vs Wade in the US

...Lessons for reproductive justice activists in Zimbabwe

By Memory Pamela Kadau

n June 22, 2022, the United States (US) Supreme

Court overturned the Roe vs Wade decision by a
split decision of six to three. The Roe vs. Wade decision
was passed by the same Court on January 23, 1973, and
ruled that abortion was a right protected by the Consti-
tution of the United States of America (USA) under the
Right to Privacy enshrined in the Fourteenth Amend-
ment. The decision to overturn this landmark ruling has
allowed States to restrict abortion access entirely.

A Brief History of Roe vs. Wade

To understand the impact the Supreme Court decision
of 1973 had on the US legal regime governing abor-
tion, one must appreciate the federal system in the US.
The federal system of government allows states to pass
legislation in their territories on issues not governed by
the Constitution or the national level of government,
including abortion. It was one such piece of legislation
restricting access to abortion in the state of Texas, which
resulted in the Applicant (using a nom de plume of Jane
Roe) appealing to the US Supreme Court. On January 23,
1973, in a seven-to-two decision, the court ruled that the
US Constitution protected abortion under the Fourteenth
Amendment’s right to privacy.

The decision meant that all US states had to abide by
the court ruling in all matters about abortion. The deci-
sion annulled all existing abortion restrictions up to 12
weeks and with some caveats later, so no additional court
proceedings are necessary from state to state level. This
resulted in a wide array of laws across the US depending
on the political power in each state. Conservative-lean-
ing states like Texas had very restrictive laws regulating
abortion, while liberal states like New York had regula-
tions making it easier to access abortion. Roe vs. Wade’s
ruling attracted both acclaim and vicious criticism.

The political left essentially saw it as a significant
move in ensuring that women were in complete control
of their bodies, which have been subjected to patriarchal
control since the Middle Ages, specifically on abortion
and contraception. On the other hand, the political right
saw it as an attack on conservative ideals that subjected
women to stringent cultural/religious controls through
patriarchy. For 43 years, the ruling was roundly criticized
by conservative politicians, supporters, and media who
relentlessly worked to ensure it was overturned. This
included the gradual change in the composition of the

US Supreme Court
bench, which has
leaned to the right in
recent years. In 1988
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In 1992, the U.S. Supreme
basic principle’ of Roe vs. Wade, that women have a
right to obtain an abortion before fetal viability but re-
jected Roe’s trimester-based framework. However, both
Planned Parenthood v. Casey and Roe vs. Wade were
overturned by the Supreme Court in 2022.

So, when the decision to overturn the ruling was
passed on June 22, 2022, the conservative politicians
and media saw it as a victory for their cause and cele-
brated. The US states now retain the right to regulate
abortion.

This discussion examines lessons for abortion advo-
cates, women rights activists, and feminists in Africa,
drawing lessons from the Roe vs. Wade case. Many may
ask how a court decision made thousands of kilometers
across the Atlantic Ocean affects abortion advocates,
women’s rights activists, feminists, and/or Sexual and
Reproductive Health Service Providers on the conti-
nent, specifically in Zimbabwe. The lessons below will
demonstrate the answer to this question.

Power structures still seek to control women’s
bodily autonomy

Women pushing against societal power structures
have driven many of the historical struggles for eman-
cipation and freedom. These power structures are the
main tools of the patriarchy, which continues to define
gender and social relationships in most of the world
today.

Women leaders of the Suffragette movement of the
20th century advanced the cause of women's right to
vote. Today, millions of women across the world enjoy
this right oftentimes as if it has always been this way.
Until the early 20th century, the majority of women
globally did not enjoy this right and in Zimbabwe,
women only got the right to vote in 1980. While the
Suffragette movement was based mainly in the Global
North, its impact reverberated worldwide, demonstrat-
ing the power of globalisation in spreading the influence
of progressive and regressive ideas. Many other move-
ments have continued to push for women’s emancipa-
tion in all aspects of life. One area that has remained a
sticking point is bodily autonomy and integrity.

The ability to determine when to give birth is an im-
portant aspect of women's bodily autonomy, yet power
structures in many societies, are determined to control
this choice. This is an important lesson to draw from
the overturning of the Roe vs. Wade decision by the US
Supreme Court. It is further evidence for women and
feminists around the world that the struggle is far from
over.

Undermining of Sexual and Reproductive Health

Rights work

A few years ago, Sexual and Reproductive Health
Rights (SRHR) practitioners witnessed the chilling
effect of the Global Gag Rule across the world. Women
were denied access to contraceptives and forced to seek
unsafe abortions, triggering a rise in maternal mortality
rates due to unsafe abortions in our backyards. In addi-
tion, the Global Gag Rule resulted in many Non-Gov-
ernmental Organisations (NGOs) losing funding, mean-
ing that they could no longer sustain their work. Women
and girls had nowhere to go for safe confidential Sexual
and Reproductive Health (SRH) services.

Consequently, the overturning of Roe vs. Wade will
likely affect the access to sexual and reproductive health
services and the enjoyment of these rights in the same
way. It can also influence in-country policies, and un-
dermine and demobilize the work of SRHR advocates.
The reality is that early marriages, child sexual abuse,
high maternal mortality, and morbidity are some of the
challenges that our communities are still grappling with.
The overturning of Roe vs. Wade could push these con-
versations and work back to the margins in favor of the
criminalisation of abortion, supported by religious and
cultural inferences, ignoring the root causes of unwant-
ed and unintended pregnancies such as limited access to
family planning services, information deficits, contra-
ception failure, rape, incest, etc.

Gains can be reversed

The 1973 Roe vs. Wade ruling represented a step
toward enshrining the bodily integrity of women and the
right to determine when to give birth in law. Few would
have imagined then that a sustained pushback by con-
servative groups would result in its overturning 43 years
later. What this shows is the fragility of gains made in
the struggle for women’s total emancipation. Conserva-
tive forces that are determined to sustain the status quo
can quickly reverse gains made in the struggle. For us
in Africa, this means we must be vigilant and stand on
guard against relapsing back to the order we have so
audaciously pushed back against. It is a stark reminder
that what we celebrate today can easily be undone at a
moment's notice, especially in countries like Zimbabwe
where the democratic deficit runs deep, and institutions
are weak. If women’s rights activists and feminists fail
to continue building solidarity and defending the gains
we have made, we may one day, wake up to our version
of these regressive decisions. It is time to push forward
the conversation on domestic funding, or risk seeing
all of our progress reversed by policy shifts at a global
level.

Organise, Action, and Organise

While at face value, the overturning of Roe vs. Wade
may seem an American issue, a deeper analysis shows
that it is a global struggle for women's rights. Women’s
bodies are still seen as battlegrounds for power struc-
tures that are pushing back against the tide of women’s
emancipation, and if women’s rights activists and femi-
nists fail to defend their gains, they will be swept away
by reactionary forces. For us in Africa, and specifically
in Zimbabwe where our vulnerabilities are exacerbated
by intersectionality, the lessons from the US are clear:
we must better organize to defend and advance the
cause of women's total emancipation now more than
ever. The key message is ‘continue strengthening and
building the movement’ to safeguard the gains and con-
tinue working on the realization of reproductive justice.
ORGANISE! ACTION! ORGANISE!



Restrictive Termination of Pregnancy Laws Won't

Stop Unsafe Abortions

By Edinah Masiyiwa

s part of my work as Executive Director of
Women’s Action Group, I have been conduct-
ing Value Clarification and Attitude Transforma-
tion (VCAT) workshops on abortion. Through
them, I have interacted with more than 500 young
people, policy-makers, and service providers. It
is amazing how every one of the participants has
an abortion story to tell. This shows the extent
to which women are having abortions primari-
ly unsafe ones. The fact that women are having
unsafe abortions was confirmed by a study by the
Guttmacher Institute (2016) which revealed that
over 65,000 women had induced abortions in
Zimbabwe.

An observation I made through the VCAT
workshops is that most people think abortion is il-
legal in Zimbabwe, but that’s not true. It is restrict-
ed. According to the Termination of Pregnancy
Act (1977), abortion is allowed where there has
been unlawful sexual intercourse (rape or incest),
where the health of the pregnant woman is in
danger, and when the foetus is grossly malformed.
Most workshop attendees were unaware of the law
that should benefit them. Another observation is
that even the health workers who are supposed
to offer abortion services are not aware of the law
that governs the termination of pregnancy in Zim-
babwe. A study by Dr. Madziyire et al. showed that
only 25 percent of health providers and 47 percent
of experts knew all four reasons why abortion is
legal in Zimbabwe.

One then wonders why there are no efforts
by the government to educate communities on
the provisions of this important law that bene-
fits women and girls. So many women have not
been able to access safe abortions even if they are
allowed to do so under the current law. This is
largely due to a lack of information as well as the
administrative barriers that exist.

With the recent judgement overturning Roe vs.
Wade in the United States of America, many voic-
es have called for access to safe abortion for wom-
en. This is because restrictive laws on abortion will
not stop women from terminating their pregnan-
cies. There is evidence that restricting access to
safe abortion harms women’s health. According
to the World Health Organisation (WHO), 23,000
women die from unsafe abortions each year, and
tens of thousands more experience significant
health complications globally. Zimbabwe is no
exception to these complications brought about by
unsafe abortion.

Despite the restrictions on access to safe
abortion in Zimbabwe, the Ministry of Health
and Child Care (MoHCC) has put in place a
post-abortion care programme that offers care to
women who have had abortions, safe or unsafe.
There is an extensive network of health institu-
tions providing post-abortion care, but many
communities are unaware of this programme,
as revealed in a study by Women’s Action Group
(2017). The provision of complete post-abortion
care treatment is essential to reduce maternal
morbidity and mortality due to unsafe abortion.
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TITLE 15

Chapier 15:10

TERMINATION OF PREGNANCY ACT

Acts 29 1977, a/2000, 82001, 22,2001

ARBANGEMENT OF SECTHINS

PART |

PRELIMIMARY

Section

Short tithe,

[terprreLation.

Prahibition of termination of pregnancy otherwise than in accordance

et b

with this Act

DO ] B LA e

Crrenmstances o which pregnancy may be terminsted
Comditions uncler which pregnancy may be lermminated.
Apgeal against refusal of superintendent o give permission.
Emerpencies.
Information to be forwarded to Secretary,
. Repart by Secretary.

10, Mo person to be required to participate or assist in tenmination of
pregnancy.

1L Fee b be as prescnibed.

12 i
[repealed by Act 22 of 2006, with effect from the 20th May, 2002)

I3, Regulations.
AN ACT to change the law relating 1o abortion by defining the circumstances in
which a pregrancy may be terminated and w provide for rsaners incidental o or
connected with the foregoing.
[Crate of commencement: 1st January, 1978.]

1 Shart title
This Act may be cited as the Tesmination of Pregnancy Act [Chapier 15:10].
2 Interpretation

(1) In this Ace—

“qL:ﬁiEl‘liltl,:l.l matiution”™ means a Sade I1|:|x|'|i1:|.| or such other instibution as may, in
termis of subsection (3), be declared o be a designated instinwtion for the purposes of
this Act;

“foetus™ meludes an embryo;

“medlical practitiemer’” means a medical practtioner wha 15 regastered o terms of the
Health Professions Act [Clsapier 27: 19 | as a medical practitioner,

[amended by Act §200 with eifiect from the 2nd April. 2001.]

“Minister” means the Minister of Health and Chald Welfare or any other Minister to
whom the Presudent may, from e 10 time, assign the sdmmiseraton of the Act;
“pregnancy'’ means an intra-uierine pregnancy where the foeas is alive;

“wecretary” means the Secretary of the Ministry for which the Mimister is responsible;
“superintendent”, m relotson b o designoted instifubion, means the medical
superintendent of a State hospital or the person specified, in terms of subsection (3),
to be the superintendent of any other designated instipation:

“unlawful intercourse™ means. rape. other than rape within a marriage, incest or sexual

intercourse in contravention of section 4 of the Sexual Offences Act [Chapter 9:21],

According to the International Planned Parent-
hood Federation (IPPF), almost all abortion-related
deaths occur in low-and middle-income countries,
with the highest number occurring in Africa. This in-
cludes Zimbabwe, where abortion is one of the lead-
ing contributors to maternal deaths. Unsafe abortion
has been called a “forgotten emergency” because no
one wants to talk about it, even though women dying
from complications.

It is not surprising that there was not much debate
about the Roe vs. Wade case in Zimbabwe. This is be-
cause womens health is not prioritised, especially in
the lead-up to the 2023 elections. However, women’s
health has become a political issue and is finally get-
ting the attention needed for women to access quality
reproductive health services.

Awareness raising on abortion issues is essential,
as safe abortion saves lives. With accurate informa-
tion, women can make informed decisions about
their bodies and health. Awareness raising can also
help to address the stigma surrounding abortion. I
saw this first-hand when I observed a shift in attend-
ees’ mindsets at the end of the 10 VCAT workshops.
The VCATSs have provided a safe space for open dis-
cussion about abortion.

www.yumpu.com

The recently published WHO guidelines
highlight the following as the three cornerstones
of an enabling environment for abortion care: 1.
Respect for human rights including a supportive
framework of law and policy. 2. Availability and
accessibility of information, and 3. A supportive,
universally accessible, affordable, and well-func-
tioning health system.[1] Again, we see the impor-
tance of information.

I hereby call on the government of Zimbabwe
to ensure that all laws passed are disseminated
effectively to the intended beneficiaries. I also
call on civil society organisations, particularly
those that promote women’s rights, to disseminate
information about the new laws. This will allow
people to critically examine the laws and offer
recommendations for effective implementation.

The government should also consider decrimi-
nalizing abortion, as recommended by the WHO.
This should be done in conjunction with educat-
ing health workers on the Termination of Preg-
nancy Act. This will create an enabling environ-
ment for access to safe abortion, which will help to
reduce maternal mortality ratio.




The Politics of the Uterus

By Mufaro Musiyazviriyo

he term “abortion” generally makes people un-
comfortable.

In my work as a Sexual and Reproductive Health
Rights (SRHR) Program Officer, oftentimes, I conduct
awareness-raising trainings and focus group discus-
sions on SRHR issues with young women and girls in
tertiary institutions and communities, where incidents
of unsafe abortions have been reported. I have made
it a habit to begin my introductions by mentioning the
term abortion publicly, in a loud tone. The observa-
tions I make of people’s expressions and immediate
reactions to the word are quite interesting (I do need
to invest in a less odd pastime). A quick survey of the
faces and expressions in the room will denote displea-
sure and discomfort. Unease. Shock. Surprise. A sort
of Agitation. Disagreement. A glance in my direction
and immediately, eyes cast down to the earth, for
how does one look in the eyes of one speaking such

MY

DOES NOT DEFINE

MY

profanity openly? Hence, this alludes to the popular
connotation that people are generally uncomfortable
conversing about abortion, despite the context of the
subject matter.

My observations and findings have shown that
these behavioural tendencies are influenced by values,
attitudes, prior experiences, and beliefs. These have
significantly contributed to and impacted the notable
gap in awareness and knowledge of abortion-relat-
ed issues by young people. Additionally, they have
fuelled societal stigma and discrimination towards
the phenomenon and those who have or wish to seek
medical services. Research conducted by the National
Library of Medicine in 2018 shows that Zimbabwe
has one of the highest maternal mortalities in the
world and the Guttmacher research in 2016 stated that
over 65 000 women had induced abortions.

One of the teaching tools we use is the “Cross the
Line Activity,” which is used to measure how many
people in a room know about abortion and its legality
in Zimbabwe, and how many are affected by moral,
societal, and/or religious values and attitudes when it
comes to abortion. Using this activity on the programs
we have conducted with university students, we have

found that over 300 young women out of the 500
trained in 2022 do not have information on abortion.
A more specific evaluation of this fact has shown
that the information is lacking from the very under-
standing of what abortion is (in terms of process,
occurrence, and procedure) to the legal provisions
that are stated in the Termination of Pregnancy Act of
(1977). The majority of training participants perceive
abortion as murder or killing. , This belief stems
from two reasons: the literal dictionary definition and
religious fundamentalism.

What is Abortion/ Definitions of Abortion

The lack of information stems from the failure to
understand what abortion is. [ have observed in the
training sessions that participants engage in a debate
over dictionary definitions of abortion. Literature
shows that existing definitions of abortion vary and
there is often controversy surrounding what abortion
means, as the definitions reflect not only scientific
knowledge but social and political opinion. A dictio-
nary explanation of abortion describes it as the expul-

UTERUS

based on different scenarios, thus making it difficult
to allude to it as killing or murder. Therefore, in an
analysis of definitions of the term abortion alone,

I recommend using more extensive and scientific
descriptions to paint a broader perspective of abortion
that does not relegate it to the negative conclusion
that it is an act of murder. Raising awareness in this
way can effectively address the lack of accurate and
comprehensive information on the subject and subse-
quently attract less discrimination towards the proce-
dure or those who seek the service.

Awareness Raising about the Legality of Abor-
tion

A research paper published by McKenzie and
Magondiwa (2019) shows that at least one in every 10
people is aware of the legality of abortion in Zimba-
bwe. However, the majority believe that it is illegal
and attracts jail time. This belief is likely because
they have seen poster signs in the streets of Harare,
both residential and industrial, that label abortion as
murder or crime. These stern warnings have been
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sion of a fetus from the uterus before it has reached
the stage of viability (Britannica 2022).

The data I have gathered from focus group discus-
sions show that this is the most popular definition of
abortion. Furthermore, literal translation and interpre-
tation of the definition, based on the (...before it has
reached the stage of viability), support the popular
belief that conducting an abortion is carrying out
murder or killing, hence explaining the intended or
unintended discrimination against the act and towards
those who have carried it out.

According to a fact sheet by the World Health Or-
ganisation (WHO 2021), abortion refers to pregnancy
termination before 20 weeks gestation. An extension
of this definition specifies abortion as an essential
health care service (WHO 2020), which encompasses
care related to miscarriage (spontaneous abortion),
induced abortion (the deliberate interruption of an
ongoing pregnancy by medical or surgical means), in-
complete abortion as well as fetal death (intrauterine
fetal demise). The difference between the two defini-
tions noted above is that the latter is more extensive
in scope and offers a more scientific explanation and
findings show that this makes it less popular.

Due to its more explanatory nature, the definition
by WHO can be interpreted to speak on abortion

internalised by the people, without sound knowledge
of the legal environment that supports these warnings.

Results from research-based discourse with Zim-
babwean citizens on the legality of abortion in the
country show that the majority believe that termina-
tion of pregnancy is illegal. When asked where they
base this belief, they allude to the warning posters and
oral modes of communication that have been passed
down from generation to generation. To remedy
this, one of the more feasible remedies would be to
conduct structured training to raise awareness of the
Termination of Pregnancy Act of Zimbabwe of 1977.

Vigorous publicising of this law will ensure that
people know the lawfulness of abortion and the
grounds for its legality. This will address issues of
fear related to speaking about abortion, abortion-relat-
ed stigma as well as instances where unsafe abortions
of pregnancies conceived unlawfully are terminated
using unsafe abortion methods. Furthermore, the
lawfulness of seeking abortion services will result
in knowledge generation of where the services are
accessed, the timeliness of accessing the services, and
how these can be accessed. The overall effects of this
on the lives of young women will be to reduce the
frequency of unsafe abortion practices and conse-
quently reduce maternal mortality rates.



Abortion and the moral
dilemma; the contradictions
of policy and practice

By Memory Pamella Kadau

oral dilemmas are situations in which an in-
Mdividual is faced with two conflicting ethical

decisions, neither of which overrides the
other. Middle-ground anti-abortionists often cite the
moral dilemma as the reason why a definitive position
on abortion cannot be reached. This article will look
at the middle-ground challenge of the moral dilemma
as it relates to abortion in the context of Zimbabwe.

Abortion in perspective

An abortion is the early termination of a pregnan-
cy, which can happen spontaneously, for instance,
a miscarriage, or can happen when the pregnancy
is ended by medical or surgical means. The World
Health Organisation (WHO) defines unsafe abortion
as a procedure for terminating an unintended preg-
nancy carried out by persons lacking the necessary
skills or in an environment that does not conform to
minimal medical standards or both. A safe abortion ‘is
a procedure that is completed with a method recom-
mended by WHO, that is appropriate to the pregnancy
duration, and when the person completing the abor-
tion has the necessary skills (whether provider- or
self-managed) and the environment meets established
medical standards.’

WHO estimates that one in every four pregnancies
ends in abortion, representing 25 percent of all preg-
nancies, globally. Medicins Sans Frontieres (2020)
reports that there has been a major decrease in most
leading causes of maternal deaths worldwide over the
past two decades. However ‘one glaring exception re-
mains: ‘unsafe abortion’. MSF reports that estimates
put the number of unsafe abortions each year at over
25 million, with 97 percent of them being recorded in
developing countries; leading to at least 22,800 deaths
and millions of serious complications.

In Zimbabwe, the Parliamentary Portfolio Com-
mittee on Health and Child Care estimated that
abortion stood at 80,000 cases per annum in 2019.
These statistics also corroborate with findings of
research conducted by Guttmacher on abortion in
Zimbabwe in 2016, which found that an estimated
66,800 induced abortions occurred in Zimbabwe. This
translates to 18 abortions for every 1000 women aged
15-49.

These global and national statistics show that if
anything, safe abortion is a basic healthcare need for
millions of girls, women, and others who become
pregnant worldwide. Yet globally, only 50 countries

have changed their legal and policy frameworks

to allow increased access to safe abortion and Post
Abortion Care (PAC). This low number of countries
changing their legal and policy frameworks means
that for millions of women and girls, access to safe
abortion is elusive. This forces them to engage in
unsafe and illegal abortions which expose them to
devastating health complications including death.

Abortion legal framework in Zimbabwe

In Zimbabwe, abortion is regulated by the 1977
Termination of Pregnancy (TOP) Act, which provides
for abortion under very specific circumstances. The
law provides for four conditions as follows:

(1) To preserve the physical health of a woman —
when a medical practitioner certifies that a pregnancy
is a high risk and likely to compromise the health of a
woman or even cause death, abortion is allowed.

(i1) In case of rape — when a woman has been
impregnated following an incident of rape, they are
allowed by law to terminate the pregnancy.

(iii) In case of incest — this is when sexual activ-
ities between two people too closely related, like a
brother and sister, resulting in pregnancy, then such
pregnancy can be terminated by law.

(iv) In case of foetal impairment — where there is a
serious risk that the child to be born will suffer from
a physical or mental defect of such a nature that they
will permanently be seriously handicapped.

These are the only four legally recognised situ-
ations for which abortion is provided. The limited
scope of this legislation means that very few abor-
tions out of the close to 100,000 that occur in Zim-
babwe per year are within the law. The majority of
abortions occur in unsafe ways, such as backyards or
using traditional methods. Women and girls choose
abortion for a variety of reasons such as mental
health, contraceptive failure, pressure or lack of
support from a partner, lack of preparedness, poverty,
social pressures, economic challenges, and career
choices among others.

Criminalising abortion will not stop abortion

Legal efforts to prevent women and girls from
accessing safe medical abortion have done nothing to
stop abortion. The effect of criminalisation has been
to push women and girls to seek unsafe means to
access abortion.

These unsafe abortions often result in lifelong
medical challenges for women and girls or even
death. News agencies and NGOs report extensively
every year on ‘backyard’ abortion-related deaths and

the figures are shockingly very high. According to
the Zimbabwe Demographic Health Survey (ZDHS
2015), maternal mortality rate reduced from 651

per 100,000 live births to 462 deaths per 100,000
live births (MICS 2019). Despite the reduction, the
maternal mortality rate is still unacceptably high.
Unsafe abortion is the fifth leading cause of maternal
mortality in Zimbabwe. Legalising abortion would
save lives. It would give women and girls access to
safe and legal abortion services, which would reduce
the number of unsafe abortions and maternal deaths.
However, there isn’t much conversation on this, and
legislation remains limited, restricting women and
girls from accessing safe legal abortion services.

In addition, these figures could be the tip of the
iceberg as most ‘backyard’ abortions go unreported.
Women and girls who find themselves with unintend-
ed pregnancies will almost always seek to terminate
even if the law does not recognise their rights. This
is absurd as laws must work for the people and the
number of abortions shows that it must be provided
for by law. Moreover, abortion touches on the funda-
mental rights of privacy and dignity of women which
the State ought to respect, protect, and uphold.

Knowledge and attitudes towards abortion
among healthcare providers and experts

A 2019 study by Madziyire et al in the Pan
African Medical Journal explored knowledge and
attitudes towards abortion by healthcare providers
and experts in Zimbabwe. The study interviewed a
total of 227 participants, and its findings showed that
25 percent of providers and 47 percent of experts
knew all the four reasons above why abortion is legal
in Zimbabwe. This means that there is a big gap in
knowledge and attitudes which poses contradictions
between policy and practice regarding abortion as
genuine legal cases can be denied. If those at the
point of provision lack enough knowledge and show
attitudes that are inconsistent with legal provisions, it
only makes access to abortion services very difficult
for women and girls needing them.

Furthermore, an investigative story by Anado-
lu Agency in September 2021 reported that even
registered doctors and medical workers participate in
abortions, earning between US$150.00 to US$200.00
per month. This shows that even within the health
sector, the current legal framework premised on the
middle ground approach, is not effectively address-
ing the issue of abortions and it is time policy comes
through to fully address this major health issue..

From the foregoing, it is clear that contrary to
middle-ground reasoning, abortion is not a moral
dilemma but rather a basic health need for women
and girls. Evidence from the numbers of ‘backyard’
abortions, the plight of women and girls suffer as
a result of unsafe abortion, and the attitudes and
knowledge of health care providers and experts, all
point to one conclusion; that Zimbabwe must reform
its abortion laws to allow for accessible safe abortion
and Post Abortion Care (PAC) and save the lives of
women and girls.




Comprehensive Post Abortion Care: An essential Component of Universal Health

Coverage (UHC) and Critical for the Attainment of Health-Related Sustainable De-

By Dr Munyaradzi Murwira

n my years of experience working in sexual

reproductive health (SRH), the most topical de-

bates include the topics of unintended pregnan-

cies, teenage pregnancies, sexual gender-based

violence (SGBV), and abortion among others.
Termination of Pregnancy (abortion) is one of the
most controversial and emotive issues across the
social realm in a conservative society like Zimba-
bwe. The main thrust of social-cultural discussions in
sexual reproductive health is around the prevention
of unintended pregnancies thus avoiding the topic of
abortion completely. However, the dilemma is when
prevention fails, what happens next? The Zimbabwe
Demographic Health Survey indicates that 14% of
women aged 15-49 have ever experienced sexual vi-
olence, and thus are at risk of unintended pregnancy
which may subsequently result in abortion.

Globally the World Health Organisation (WHO)
estimates that each year, almost half of all preg-
nancies are unintended. Interestingly Six out of 10
unintended pregnancies end in induced abortions.
Although Zimbabwe has one of the most successful
family planning programs in Africa, with one of the
highest contraceptive prevalence rates in sub-Saharan
Africa, there is still a high rate of unintended preg-
nancies. According to the 2016 Guttmacher report on
Zimbabwe, the estimated national unintended preg-
nancy rate is 70 per 1,000 women of reproductive
age. Overall, 40 percent of pregnancies were unin-
tended, and one-quarter of all unintended pregnancies
ended in abortion. An estimated 66 847 abortions
were performed in 2016, translating to 18 abortions
per 1,000 women of reproductive age and most of
these abortions are unsafe.

The Magnitude of Abortion in Zimbabwe

The country has one of the highest maternal mor-
tality ratios in the world (525 per 100,000 live births)
as per the 2017 Inter Census Demographic Survey. A
2016 study by Madziyire et al indicated that abortion
accounted for 9 percent of maternal deaths in Zim-
babwe. WHO estimates that almost 45 percent of all
abortions are unsafe with a high risk of complica-
tions. The most recent source of data in Zimbabwe on
the contribution of abortion to maternal mortality is
from 2007; at that time, abortion complications were
one of the top five causes of maternal mortality. It
is extremely difficult to accurately capture maternal
deaths associated with unsafe abortion, especially in
contexts where abortion is highly restrictive and stig-
matized. A 2013 report compiled by NGOs in Zimba-
bwe revealed that more than 20,000 women die each
year because of unsafe abortions. National Health
and ZIMSTAT reports show that abortion is one of
the top ten in-patient causes of illness in Zimbabwean
hospitals.

A Lancet report by Grimes in 2006 indicated that
although unsafe abortion is a significant contributor
to morbidity and mortality among women of repro-
ductive age, the evidence base on the consequences
of unsafe abortion is limited. The annual cost to
health systems of providing post-abortion care (PAC)
is higher than the preventive costs of safe abortion.
The costs of treating unsafe abortions and their com-
plications consume significant resources for women,
their families, and the nation. It costs more to treat
someone who has had an unsafe abortion than to pro-
vide a safe abortion. The cost of hospital admission,
antibiotics, uterus cleaning, blood transfusion, and
recurrent costs for seeking treatment are astronomi-
cal. The socio-economic impact of abortion on girls
and women is immense. The woman who would be a
source of support for her children and family, sudden-
ly faces an endangered future. Productivity is reduced

velopment Goals (SDGs)

due to illness and recurrent hospital visits. Several
other lives could be saved if fewer medical resources
were applied to provide safe abortion rather than to
redress the complications of unsafe abortion that are
costly.

Termination of Pregnancy in Zimbabwe

The Termination of Pregnancy (ToP) Act of
Zimbabwe was enacted in 1977 by the Parliament
of Rhodesia and was retained after Zimbabwe’s
independence in 1980. The ToP Act has not been
reviewed since then. The ToP Act spells out three
circumstances in which pregnancy can be terminated;
(1) Unlawful intercourse — rape or incest, (2) To save
the woman’s life, and (3) In the case of serious foetal
anomaly up to 22 weeks of gestation.

Access to abortion services in Zimbabwe is

difficult with women currently facing a myriad of
challenges. Legal and administrative barriers cou-
pled with stigma among both women and health
service providers and fear of legal and social
repercussions as well as risking imprison-
ment, are leading deterrent factors for safe
abortion. The duration of the process for
legal termination of the pregnancy, and the
costs associated with legal abortion are so
deterrent that some women cannot afford

it; others give up while still in the process

of obtaining the legal authorisation to
terminate the pregnancy. The process

for granting termination of pregnancy
takes long, leaving the women with

the impossibility to abort due to late f

gestational age. Due to the re-
strictive abortion laws and high
cost in the private sector, most
of the unsafe abortions are
done clandestinely by herb-
alists, and community mem-
bers, and at times by medical
practitioners with high risk
of complications. Studies
rather than reduce abortion
tive abortion laws result f
clandestine and unsafe
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sive gap in knowledge shows the importance
of ensur- ### ing that healthcare providers and the
pub- ###lic are made aware of the provisions
under A which they can currently perform as well

access legal abortion.

WHO defines health as a state of com-

plete physical, mental, and social well-being,
and not merely the absence of disease or infirmity.
Making health for all a reality, and moving towards
the progressive realisation of human rights, requires
that all individuals have access to quality health care,
including comprehensive abortion care services. Lack
of access to safe, timely, affordable, and respectful

PAC services, but can be very
expensive with cost fetching as high as
US$400.

abortion care poses a risk to not only the physical but
also the mental and social, well-being of women and
girls.

Post Abortion Care Services & Access to Safe
Abortion

Universal Health Coverage (UHC) means that all
people have access to the health services they need,
when and where they need them, without financial
hardship. To make health for all a reality, we need
individuals and communities who have access to
high-quality health services so that they take care of
their health and the health of their families; skilled
health workers providing quality, people-centered
care; and policy-makers committed to investing in
universal health coverage. Universal health coverage
is based on strong, people-centred Primary Health
Care (PHC). Health systems that achieve UHC and
the health-related Sustainable Development Goals
rely heavily on a solid foundation of PHC. The WHO
supports the integration of sexual reproductive health
(SRH) services within national Primary Health Care
(PHC) strategies to advance progress towards Uni-
versal Health Coverage (UHC). To achieve Universal
Health Coverage (UHC), the country needs to include
PAC as an integral component of Primary Health
Care (PHC).

A study conducted on post-abortion care in Zim-
babwe showed that 85 percent of cases are treated
in the Public Health system with a total of 25,245
PAC patients being recorded in 2016. The study
also showed that only 20 percent of Public Health
facilities had the basic capability to provide PAC. A
Guttmacher report on clandestine abortions in Zim-
babwe showed that women seeking PAC reported
experiencing substantial de-
“. lays between being seen at a
b health facility and receiving
complete treatment, often due to
lack of money, waiting delays,
staffing shortages or staff attitudes,
or medicine shortages or inability to get
complete treatment at a single facility.
The report Iso indicated that 50 per-
of Public Health facilities
faced stock-out challenges
of drugs and equipment
for PAC, thereby severe-
ly impacting the efficient
delivery of PAC. The
private sector do provide

£

Ensuring that women and girls have access to
abortion care that is evidence-based, which includes
being safe, respectful, and non-discriminatory, is
fundamental to meeting the Sustainable Development
Goals (SDGs) relating to good health and well-being
(SDG3) and gender equality (SDGS). Integrating
SRH within PHC for UHC requires both political
commitment as well as coherent strategies. The Min-
istry of Health & Child Care (MoHCC) has made ef-
forts to reduce maternal mortality by improving PAC
services; this includes having Post Abortion Care
guidelines, supplying drugs, and providing training
for service providers.

There is an urgent need to promulgate a Statutory
Instrument (SI) to streamline ToP processes (remov-
ing Legal and Administrative barriers). Capacity
building of service providers on ToP is key to im-
proving access to PAC. The current PAC guidelines
should be reviewed to incorporate current WHO best
practices. Advocacy for increased awareness of the
provision of the ToP Act and the possible review of
the Act is required.



Abortion policy and
the vicious cycle of
poverty

By Memory Pamella Kadau

he previous article submitted that abortion doesn’t bring about a moral

dilemma as middle-ground propagation would argue. Safe abortion ser-
vices should be made accessible to women, and this demands policy and legal
reforms. This article explores how the existing policy framework on abortion
perpetuates the vicious cycle of poverty in women and fuels child sexual abuse
termed ‘child marriages.’

Abortion and poverty

Poverty wears the face of a woman, and the untold story is that hundreds

of thousands of women are trapped in poverty because of the existing legal
framework for abortion. The Termination of Pregnancy (TOP) Act of 1977,
restricts accessibility of abortion services to only a few cases which force
many women to give birth even when they lack the financial capacity to cater
for the children. The high cost of living and informality of the economy make
it difficult for women to obtain gainful employment. According to the Zimba-
bwe Chamber of Information Economy Associations, 88 percent of economi-
cally active women are employed in the informal sector, with the vast majority
working in agricultural production. The informal sector has low wages and
poor working conditions, and many women working in it live from hand to
mouth.

In addition, the majority of women living in poverty lack adequate information
on contraceptive methods, which means that they often end up having un-
wanted and unintended pregnancies. This means that women who are already
in poverty tend to have children they cannot adequately support financially,
which exacerbates their poverty situation. Children born in poverty lack op-
portunities to access quality education, especially for girls. This limits their
life chances and makes it difficult for them to achieve upward social mobility,

leaving them and their offspring trapped in poverty.

Furthermore, the government’s social welfare department is underfunded and can-
not therefore support those in extreme poverty. Most women who give birth due to
unintended pregnancies often end up as single mothers, lacking support from their
partners, and without social welfare support, they live in extreme poverty with
their children. Research by UN Women (2018) shows that girls who grow up in
poverty are at the highest risk of getting early and unintended pregnancies, which
deepens their poverty situation due to the costs of childcare. Most of the women
in such situations ordinarily prefer to access safe abortion so they can terminate
pregnancies whose resulting child they are unable to adequately care for.

It thus becomes apparent that policies and laws must allow safe abortion services
to be accessed by women when they need them, including post-abortion care.
More importantly, the State cannot limit the accessibility of abortion services
while it cannot provide welfare to women who give birth due to unintended preg-
nancy.

Correlation between limited access to safe abortion and ‘child marriages’

There is a correlation between limited access to abortion services and child mar-
riages. Girls who indulge in sex with older men cannot often negotiate safe sex
and this results in unintended pregnancies. Zimbabwe’s cultural practices pro-
scribes pregnancies out of wedlock and families routinely send girls who have
fallen pregnant to their partners even if they are not interested in marriage. This
means that girls who find themselves pregnant are forced to get married and
oftentimes, this results in child marriages. These children in forced marriages are
generally traumatised because of the abuse perpetrated by their spouses.

If abortion services are legally accessible to these girls and women, then they can
avoid such unsavory situations. The existing legal framework on abortion robs
women of their dignity, which is guaranteed under various provisions of the con-
stitution and international conventions to which Zimbabwe is a party.

In summation, it is perceivable that existing legal frameworks in Zimbabwe are
restrictive on women'’s reproductive health rights as noted in how existing policy
framework on abortion keeps women in the poverty trap, which promotes child
sexual abuse termed ‘child marriages’. The situation is exacerbated by the high
unemployment rates that have resulted in the majority, especially women, mak-
ing their living in the informal sector that is prone to low production and in-work
poverty. Limited access to adequate information on birth control further places
women at a greater risk of unintended pregnancies which has a detrimental effect
of a bleak future. Also, the failure of the government social welfare program to
provide relief in the form of grants further perpetuates poverty for the women who
find themselves in unplanned pregnancy situations.




International Safe Abortion Day a time to
reflect on progress toward access to safe
abortion for women and girls

pose women to sexual abuse and this also affects
their access to safe abortion. For instance, when
Cyclone Idai hit Zimbabwe in 2019, there were
cases of men who raped women and girls. There
however has been no clear follow-up on these
cases as the perpetrators could not be identified.
There is evidence that some might have fallen
pregnant and were not able to access termination
services.

are 220 deaths per 100,000 unsafe abortions. Zimba-
bwe recorded more than 66,000 induced abortions,
most of which were unsafe, in 2016. Despite the
restrictions on the Termination of Pregnancy Act,
unsafe abortions are still thriving.

By Edinah Masiyiwa

Evidence has shown that even among those who
are eligible to access safe legal abortions, some are
not doing so because of a lack of information on the
law. Even some of the health workers who are sup-
posed to provide abortion services are not aware of
the law. This evidence shows that there is still more
that needs to be done in terms of awareness raising.

September 28, 2022, was International Safe
Abortion Day, and the day ran under two
themes: “Diverse Actions, Different Places, One
Demand: Access to Safe and Legal Abortion

Now” and “Abortion in Uncertain Times.” The Roe vs. Wade judgement in the United

States has also brought uncertainty on abortion.
The gains that have been made in our country
around abortion advocacy could be derailed by
this judgement. Zimbabwe also held elections
in 2023 and unfortunately, some members of
parliament who had become champions before
the elections were also not convinced to contin-
ue conversations on abortions for fear of losing

These themes speak to me as an advocate for
sexual and reproductive health and rights, and
they give me the energy to continue working on
safe abortion access. They communicate that
firstly, we will achieve access to safe abortion
through working in our different spaces from
research, to advocacy, to awareness raising at

The legal framework also has gaps that were
identified through research done by my organisa-
tion, Women’s Action Group (WAG) in 2021. The
gaps include a lack of guidelines on what each
service provider is supposed to do when they come

community and policy level, to service providers.
As a country, we have even set up a coordinating
structure for non-governmental organisations

in contact with someone who has been raped, for
example. There are no time frames on how long
each service provider should take as they attend to

votes during e