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Abstract 

This dissertation puts into focus African women who day and night toiled in 

hospitals, taking care of the infirm and healing the sick. I examine their hopes and 

aspirations, their daily work, their struggles and resilience in racialized and oppressive 

clinical spaces. In this dissertation, I argue that when African women entered colonial 

healing spaces as State Registered Nurses in the post Second World War period, they 

used the  opportunity  to showcase their potential, their expertise, and to contribute to the 

wellbeing of their people. Using a variety of strategies to adapt to their racial and 

subaltern positions within clinical spaces, African women played a pivotal role in not 

only nursing sick bodies, but also nursing the nation, and their struggles within and 

outside hospitals were part of the larger struggles by ordinary Zimbabweans for self-

determination and equality in colonial and postcolonial Zimbabwe. 
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Chapter 1:  Introduction. 

Section A: The argument 

This dissertation explores the history of African nurses working in government 

hospitals in colonial and postcolonial Zimbabwe from the late 1940s to 1996.
1
 I examine 

their hopes and aspirations, their daily work, their struggles and resilience in racialized 

and oppressive clinical spaces. In this dissertation, I argue that when African women 

entered colonial healing spaces as State Registered Nurses (SRNs) in the post Second 

World War period in colonial Zimbabwe, they grabbed this rare opportunity to showcase 

their potential, their expertise, and to contribute to the wellbeing of their people. Using a 

variety of strategies to adapt to their racial and subaltern positions within clinical spaces, 

African women played a pivotal role in not only healing sick bodies, but also nursing the 

nation, and their struggles within and outside hospitals were part of the larger struggles 

by ordinary Zimbabweans for self-determination and equality in colonial and post-

colonial Zimbabwe. 

The dissertation begins with the premise that, from the introduction of the hospital 

system at the inception of colonial rule, white women were the principle health care 

workers in hospitals.
2
 By the Second World War however, a constellation of interrelated 

factors led to a crisis in government hospitals. The problems included inter alia shortages 

                                                 
1
 For this dissertation, I use the term “African” to refer to black people of African descent. This usage is not 

used in any way to deny any group of people the right to belong to Africa but is only selecting among the 

peoples of Africa a specific group that shall be used as case study in this project. I have to emphasize that 

white Zimbabweans are not treated as Africans in this study because the various archival records even 

those written by colonial officials and the day-to-day usage of the term “African” clearly outlined Blacks as 

Africans and not any other group of people. It is from this semantic context that the term is used. 
2
 See this Chapter, Section B:  Historical Background. 
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of nursing personnel, government‟s failure to attract enough white nurses to ease the 

staffing situation, increased workloads and the subsequent failure of hospitals in 

Rhodesia to cope with the surge of African patients. The crisis forced authorities to 

rethink and adjust nursing service policies in the process, setting in motion new health 

policies that were to change the structures of clinical services in post Second World War 

era. Specifically, the crisis gave impetus to the Africanization of the hospital system, in 

the process transferring the burden of nursing African patients from white nurses to 

African nurses. Towards this end, in 1947 the first group of African women successfully 

completed the State Registered Midwifery program at Umtali Government Hospital. The 

graduation of this first African group of government trained midwifery nurses coincided 

with the expansion of the African wing at the hospital.
3
  

Within few years, the government expanded and extended the program to 

Bulawayo and Salisbury. In 1950, Rhodesian authorities began offering bursaries to 

African students to study nursing in South Africa. These students were expected to return 

and work in African hospitals. In the meantime, in 1953, the government started training 

Colored and Asian nursing students.
4
 This was the first cohort of non-European State 

Registered Nurses (SRNs) in colonial Zimbabwe. The opening of Impilo and Harari 

Central Hospitals in 1958 set into full gear the Africanization of clinical spaces in 

colonial Zimbabwe.
5
 Thus, in 1962, the leading African magazine, The African Parade 

noted that: “Each year a number of nurses complete their training course (SRN) and are 

                                                 
3
 Michael Gelfand, A Service to the Sick: A History Of The Health Services For Africans in Southern 

Rhodesia (1890-1953) (Gwelo: Mambo Press, 1976) 151. 
4
 For this dissertation the term Colored refers to people of mixed race.  This is a popular term that is used 

throughout Southern Africa. 
5
 See Chapter 3: Section A. 
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ready to go out in the world to take part in the healing of the sick men and women.”
6
 By 

1981, the newly independent Zimbabwe had approximately 4 000 nurses practicing their 

craft in various hospitals and clinics nationwide. In 1996, almost fifty years after the pilot 

midwifery scheme, Zimbabwe had approximately 8 000 nurses.
7
  

The following propositions undergird the study. First, nursing in colonial 

Zimbabwe was an extension of the South African nursing system with all its race, gender 

and class biases. South Africa provided the framework in the organization of the nursing 

system that was conscientiously followed in colonial Zimbabwe. As a product of colonial 

bureaucracy, the structure and organization of hospitals reflected colonial power 

relations. At the top of the pyramid were hospital administrators and medical doctors, 

followed by white nurses. At the base of the pyramid was a mass of African nurses who 

shouldered the burden of tending the infirm.
8
 As will be noted in the dissertation, the 

Africanization of the nursing profession transferred the burden of tending black patients 

from white nurses to African nurses in the process freeing white nurses to concentrate on 

white patients. This arrangement had further implications as it was meant to uphold racial 

segregation and minimize contact between races in clinical spaces as there was 

anticipation of more African male patients visiting hospitals in the post Second World 

war era. When African women entered clinical spaces as State Registered Nurses 

                                                 
6
 The African Parade, April 1962. 

7
 Rudo Gaidzanwa, “Voting With Their Feet: Migrant Zimbabwe Nurses and Doctors in the Era of 

Structural Adjustment Programme.” Research Report No: 111 (Uppsala: Nordiska Afrikainstitutet, 1999) 
8
 In postcolonial Zimbabwe, these structures remained intact however with class differences being more 

pronounced than race see for example by John Pape‟s discussion on domestic service in postcolonial 

Zimbabwe. See, John Pape, “Still Serving Tea: Domestic Workers in Zimbabwe 1980.” Journal of 

Southern African Studies, 19, 3 (Sep. 1993) 387-404. 
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(hereafter SRNs), segregationist and racist policies prohibited African nurses from 

nursing white patients.  

Second, for a variety of reasons, the substantial influx of African workers into the 

capital city of Salisbury made it impossible for colonial health authorities to maintain the 

existing system of job reservations in which being a nurse was limited to white women. 

From the late 1930s onwards, clinics and hospitals in general and urban clinical spaces in 

particular, experienced an influx of Africans. This increased the number of African 

patients, but there initially was no corresponding increase in the number of trained 

nurses. Thus, colonial authorities were forced to rethink their policy. South Africa and the 

United Kingdom, the perennial suppliers of nursing personnel were scaling down the 

exports of nurses to Rhodesia and Rhodesian nursing schools were failing to produce 

enough white nurses for their hospitals. The failure to have enough nurses coupled with 

the increase in patients led to what many contemporary observers claim to be “a crisis‟ 

within nursing services. Therefore, it became evident to most authorities that nursing 

services had to be opened up to African women.  

Third, the study of nurses in colonial Zimbabwe is incomplete if it fails to 

examine African women‟s hopes and aspirations in taking up nursing as their preferred 

career choice. African women saw nursing as an important avenue to secure a better life 

for themselves and their families. I suggest that employment opportunities contributed to 

the sudden and unprecedented rise in these women‟s social positions. Becoming members 

of the new African middle class marked a change in the self-perceptions of those who 

worked as nurses. In the past, women‟s position in society was determined largely by 
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their fathers and subsequently by their husbands. As nurses, young women‟s social 

positions were now also determined by their own personal achievement, and by the 

degree of independence they acquired from male control.
9
 

Fourth, hospitals were contested terrains where struggles between various social 

actors were played out. Within this environment, African nurses retained a degree of 

autonomy from their seniors, either matrons/sisters in charge or doctors. This partial 

autonomy is closely linked to a number of factors: inter alia the scientific nature of nurse 

training and the fact that nurses are not directly supervised. Hence, as much as nurses 

were under the supervision of doctors and/ matrons, having the knowledge and authority 

over important tasks, including documenting patient conditions, diagnosing diseases, 

administering vaccines, allowed nurses greater control over the work process. During the 

liberation war of the 1970s, the relative absence of medical doctors and or senior nursing 

staff in rural areas gave nurses an opportunity to expand the scope of their practice, 

asserting their autonomy, taking responsibility of the rural clinic. As the last bastion of 

clinical medicine in rural areas, nurses made more decisions than before as they 

experienced new levels of autonomy.  

Fifth, nurses‟ struggles to reorganize the labor process and the hierarchies within 

hospitals not only pitted African nurses against their white supervisors, but also created 

generational divides among African nurses. The change in the dominant racial profile of 

the nursing profession in the 1970s recast some of the struggles in the hospital space to 

reflect the tensions among African nurses themselves. In the 1970s, race became a 

secondary factor in the struggles between nurses. In its place, generational struggles 

                                                 
9
 Interview: Mbuya Nyanhanda, Harare, 15 July 2007. 
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informed nurses‟ relationships. The history of African female nurses is a story of 

struggles within struggles and negotiations that emanated from racial as well as class, 

gender and generational differences. 

 Finally, African nurses were important cultural intermediaries between white 

medical personnel and African patients. As cultural interlocutors, African nurses were 

central in translating African conceptions of affliction to white medical personnel 

simultaneously translating western medicine to African patients. Furthermore, African 

nurses also played as central role in introducing local practices and system of knowledge 

to colonial healing spaces. It is a truism that nurses did not enter colonial healing spaces 

as empty vessels, devoid of values, attitudes, and beliefs. They carried into their 

profession the constellation of cultural values that their families, class, race and religious 

origins helped to shape. I demonstrate that as much as their training emphasized western 

medicine, African female nurses were not wholly midwives of western medicine; they 

drew upon their own cultural norms of health and healing. I argue that co-opting cultural 

understandings of therapy in hospitals enabled African nurses to come to terms with 

colonial medicine simultaneously reformulating their own ideas of healing.  

 For this dissertation, the term “nurse” refers to the specific professional meaning 

this category has taken across the world, a category that is an invention of the mid 

nineteenth century European contexts, with the concomitant educational, social, 

economic, ethical and legal aspects associated with this.
10

 Thus, an important concept 

                                                 
10

 For the development of nursing as a specific professional category see for example, Celia Davies, (ed) 

Rewriting Nursing History (Ottawa: Barnes and Nobles, 1980), Barbra Melosh, The Physician’s Hand: 

Work, Culture and Conflict in American nursing (Philadelphia: Temple University Press, 1982), Susan 
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central to this study is that of nurses‟ “work.” Henrietta Moore reminds us that work is 

more than the exertion of physical activity by a person over material objects or, in the 

case of nurses, on patients. According to Moore “…the definition of work must also 

include the conditions under which that work is performed, and its perceived social 

values or worth within a given cultural context.”
11

 African nurses were defined by their 

work. It was their daily work and the nature of the work that structured their relations 

between them and their superiors within clinical spaces.  Furthermore, it also informed 

relations amongst themselves, and interactions between them (nurses) and patients. 

Outside clinical spaces, it was the nature of their profession and the associated authority 

that comes with it, that was partly responsible for their social standing within their 

community.  

Centering on nurses‟ work and the nature of the work process brings into focus 

hospitals and their culture. Nursing historian Barbara Melosh pointed out that such 

culture has specific language and tradition and the social rules that workers (nurses) 

create on the job. Hence, terms like work culture, shop floor culture, occupational culture 

suggest coherence and structure in activities.
12

 This occupational culture is central in 

guiding and interpreting tasks and social relations of work. Furthermore, workplace 

culture “embodies workers” definition of a good day‟s work, their own measure of 

satisfying competent performance.”
13

 Melosh further argues that nursing occupational 

                                                                                                                                                 
Reverby, Ordered to Care: The Dilemma of American Nursing, 1850-1945 (New York: Cambridge 

University Press, 1987) 
11

 Henrietta Moore quoted in Steve Rubert, A Most Promising Weed: A History of Tobacco Farming and 

Labor in Colonial Zimbabwe, 1890-1945 (Cleveland: Ohio University Press, 1998) xii. 
12

 Barbara Melosh, The Physician’s Hand: Work, Culture and Conflict in American Nursing (Philadelphia: 

Temple University Press, 1982) 5. 
13

 Ibid,6. 
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culture, a product of nurses‟ distinctive training “provided the lore, the anecdote, and the 

prescription for managing the nurse‟s intricate relationships with patients, doctors, 

supervisors and administrators.”
14

 These relationships were gender and race based. For 

this dissertation, workplace relationships are important in analyzing the experiences of 

nurses within clinical spaces. Scholars on nursing have shown how nursing illuminates 

the way in which gender informs work and how this work reproduces and transforms 

relationships of power and inequality.
15

 Undoubtedly, work division within hospitals 

replicated larger sexual division of labor. Caring for patients imitated the relationship of a 

mother and children and the deference to doctors was structured in the same way as 

women‟s deference to fathers and husbands. Even the relationship between junior nurses 

and their superiors was framed within paternalistic relationships that were due to the 

development of the hospital system that ceded some authority to senior women.  

These gendered and feminized ideas of nursing were transplanted to the colonies 

with the introduction of western hospitals. As noted, in settler societies such as Rhodesia 

and South Africa, the hospital system replicated larger racial and class division of labor. 

For South Africa, Belinda Bozzoli and Shula Marks point out that race and class 

divisions were mirrored by the cleavages along gender lines. Hence, relationships of 

domination and subordination were not just a result of inequalities between different 

races and classes in South Africa, there were inequalities among men, women and 

                                                 
14

 Ibid,7. 
15

 See for example, E. Garmarnikow, “Sexual Division of Labor: The Case of Nursing.” in A. Kuhn and 

A.M. Wolpe, (eds) Feminism and Materialism. Women and Modes of Production (London: Boston and 

Henley, 1978) 96-123, Celia Davies, Gender and The  Professional Predicament of Nursing (Buckingham, 

UK: Open University Press, 1996), Susan Reverby, Ordered to Care: The Dilemma of American Nursing, 

1850-1945 (Cambridge, UK: Cambridge University Press,1987) 
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between white, colored and black women.
16

 According to Marks, in South African 

hospitals power relations “were made more complex by racial, ethnic and class division 

within the profession while the form that professionalism took reinforced racial and class 

cleavages.”
17

 Rhodesian clinical spaces followed a similar trajectory with a fractured 

sisterhood informed by race and class.  

  I also draw from the sociocultural approach that privileges the role of African 

health personnel in negotiating and translating colonial medicine. In doing that, Africans 

reformulated western cultural discourse to reorder their shattered lives.
18

 Thus, an 

examination of nurses‟ work provides a way to explore various ways in which nurses 

used hospital spaces to transform the local understanding of healing practices, in the 

process, reshaping the practices of colonial medicine.
19

 As much as nurses were part of 

the hospital structure that dispensed western medicine to the afflicted, nurses were also 

cultural interlocutors who played a central role in translating colonial medicine and its 

concepts and technologies into local languages that afflicted persons could easily 

                                                 
16

 Belinda Bozzoli, “Marxism, Feminism and Southern African Studies.” In Journal of Southern African 

Studies, 9, 2( 1983)139-171. 
17

 Shula Marks, Divided Sisterhood: Race, Class and Gender in the South African Nursing Profession 

(London: St Martin‟s Press, 1994) 3-4. 
18

 See for example Nancy R. Hunt, A Colonial Lexicon: Of Birth Ritual, Medicalization, and Mobility in the 

Congo (Durham: Duke University Press, 1999), Megan Vaughan, Curing their Ills: Colonial power and 

African Illness (Stanford: Stanford University Press, 1991), Walima T. Kalusa, “Language, Medical 

Auxiliaries, and The Reinterpretation of Missionary Medicine in Colonial Mwinilunga, Zambia, 1922-

1951” in The Journal of Eastern African Studies, 1,1, March 2007, 57-78, Marylinez Lyons, “The Power to 

Heal: African Medical Auxiliaries in Colonial Belgian Congo and Uganda.” In D. Engels and S. Marks 

(eds) Contesting Colonial Hegemony, 2002-226, J. Turritin, “Colonial Midwives and Modernizing 

Childbirth in French West Africa,” in J. Allman, S. Geiger and N. Musisi (eds) Women in African Colonial 

Histories (Bloomington: Indiana University Press, 2002) 71-91. 
19

For this work, I follow R. Macleod and M. Lewis‟s understanding of colonial medicine, which is about 

the “the experience of European medicine overseas, in colonies established by conquest, occupation and 

settlement.” R. Macleod and M. Lewis quoted in Shula Marks, “What is Colonial About Colonial 

Medicine? And What Has Happened to Imperialism and Health?” in Social History of Medicine, 10  

(2002)205-219. 
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understand.
20

 For example, when Dr. Samuel Gurney, who practiced medicine at Old 

Umtali Mission
21

abandoned “absent treatment”
22

 in the early 1920s, it was out of his 

frustration with what he termed Africans‟ “incapacity to comprehend western medicine.” 

He complained, “With but a few exceptions natives cannot be relied upon to give 

medicine according to directions. To most of them medicine is only another sort of charm 

and if a little will do good why not give it all at once and so end the matter?”
23

 Dr. 

Gurney relied on his auxiliaries to translate the concepts and use of western medicine. In 

the 1950s, 1960s and even the 1970s, such problems were prevalent within clinical 

spaces in Rhodesia. Mrs. Shumba reminisced that they had to give precise instruction on 

the use of medication and the consequences of relapses due to the abandonment of 

medicine and the consequences of abusing medicine: “many think that just because you 

no longer have a headache then the problem is gone. We impressed upon them to finish 

their medical course.”
24

 Indeed, a study carried out in the 1970s indicated more than 55 

% of patients at Harari Central Hospital hardly made follow-up visits once discharged. 

Mrs. Shumba underscored that nurses made sure that patients understood the risks of their 

conduct.
25

  

                                                 
20

 See for example Walima T. Kalusa, “Language, Medical Auxiliaries and the Reinterpretation of 

Missionary Medicine in Colonial Mwinilunga, Zambia, 1922-1951.”Journal of Eastern African Studies, 

1,1, 2007, 57-78. 
21

 Old Umtali, now Old Mutare, is a United Methodist Church Mission in the eastern districts of Zimbabwe. 

Dr. Gurney practiced medicine at this mission station until his death in 1923. 
22

  With absent treatment, relatives would come  to the mission hospital on behalf of the patient, describe 

the ailment to Dr. Gurney and collect medication for the patient. 
23

 Africa University Archives: The Last Report of  Dr. Samuel Gurney to the Rhodesian Mission 

Conference, June 19-25, 1923. 
24

 Interview: Mrs. Shumba, Mabelreign Harare, 26 October 2008. 
25

 Ibid. 
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This is not a celebration of western medicine neither is it meant to ridicule 

Africans. Rather, by discussing this, my aim is to insert the significant role played by 

African nurses as cultural interlocutors in dispensing western medicine to African 

patients. Indeed, the story is even more complex than that. It also involves white medical 

doctors and nursing personnel‟s incapacity to comprehend Africans‟ explanation of 

affliction. Again, Dr. Gurney illuminates this point very well. Not only was Dr. Gurney 

frustrated about Africans‟ failure to use western remedies, he was also agitated by “many 

natives who cannot describe conditions with sufficient accuracy to enable a correct 

diagnosis.”
26

  

The problem of Africans‟ “incapacity” to describe afflictions according to western 

standards continued well into the late 1970s.
27

 Mrs. Matondo recollected that many 

patients explained illness through the cultural framework of what in Shona is called 

chipotswa: an affliction characterized by the sensation of an object moving rhythmically 

from one part of the body to another, for example from the left ear to the right groin. 

Other patients claimed to have chitsinga- a variation of chipotswa while others claimed 

that their affliction was a result of kuroyiwa (bewitchment). The patients who explained 

illness through a cultural framework nevertheless sought western medical help.
28

 She 

explained how at times it was frustrating to them and if it was the case, then for many 

white doctors and nurses it was even more challenging. To be sure, the problem was not 

                                                 
26

 Africa University Archives: The Last Report of Dr. Samuel Gurney to the Rhodesian Mission 

Conference, June 19-25,1923. 
27

 O.M.Munyaradzi and C. Muronda, “Some Attitudes of Patients Discharged from Harare Hospital.” 

Central African Journal of Medicine,  25,5( May 1979) 104-107 and B. J. Kavumbura and R. T. Mossop, 

“Attitudes to Illness in Salisbury, 1980.” Central African Journal of Medicine, 26, 5( May 1980) 111-114. 
28

 Interview: Mrs. Matondo, Sakubva Mutare, 12 August 2008. 
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Africans‟ “incapacity” to explain affliction. Rather, the predicament rested on cultural 

differences in explaining illness and disease causation. Indeed, because many white 

doctors and nursing personnel lacked the grammar to articulate and  understand the 

afflicted, they ended up relying chiefly on African nurses to translate the nature of the 

illness. In this process therefore, African nurses drew upon their own cultural norms of 

disease causation, health and healing. The tapping into and co-opting cultural 

understandings of therapy in hospitals enabled these African nurses in the post Second 

World War era to transform hospitals into spaces that highlighted their expertise. It also 

enabled them to come to terms with colonial medicine simultaneously reformulating their 

own ideas of healing. 

 In this dissertation, I also argue that the health profession gave African nurses 

leeway to challenge local cultural practices of nursing, healing and handling of bodies. 

This is essential in analyzing nurses‟ personal transformation. Historically amongst the 

Ndebele and the Shona, caring for the infirm was a family affair and  young women 

helped older women in healing practices and caring of the sick as part of their duties.. 

However, young women were not trained in the intricacies of traditional therapeutic 

practices. The introduction of hospitals and the increased use of hospital spaces by 

Africans shifted the nursing from the private sphere into public, from homes to hospitals. 

However, the hospital focused on acute care, rather than a chronic care patient. Hence, 

the problems nurses were faced with patients who needed chronic care.  The manner in 

which the hospital functioned was not the only way that changed Africans understanding 

of health and healing. The nursing of older patients, especially male patients was 
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troubling to young nurses. Justifiably so, many had to come to terms with the idea of 

having access to strangers‟ bodies and especially older men‟s bodies. Tsitsi Chinamasa 

recollected that during her years as a student nurse, she felt uncomfortable to ask older 

male patients to undress for examinations. She was particularly uncomfortable to bathe 

older men.
29

 On the other hand, patients themselves also felt uneasy being instructed to 

undress or to have their bodies checked by younger nurses. In the 1960s at Harari Central 

Hospital, it was discovered that older men were slow in recovering due to their reluctance 

to disclose the nature of their ailments to young nurses. Apparently, it is a belief within 

the Shona/Ndebele culture that a patient is not supposed to disclose his/her ailment to 

strangers.
30

 In relation to hospitals, older male patients found it difficult to divulge their 

ailments to young women who in most cases were similar in age to their daughters or 

daughters in law. To this end, women‟s work provides an opportunity to examine the 

health transformations that took place among Africans with the introduction of hospitals.  

Furthermore, this dissertation expands this idea by arguing that clinical practice 

was important in transforming young women‟s understanding of not only health and 

healing, but also death. Traditionally the handling of dead bodies was reserved for female 

and male elders. However, the introduction of hospitals gradually transformed this 

practice. Indeed, an examination of women‟s work within hospitals also provides the 

opportunity to examine how the nurses coped with death. As professional nurses, young 

women had to cross cultural boundaries and abandon some cultural medical 

idiosyncrasies, and handle dead bodies. Colonial hospitals, therefore, became spaces of 

                                                 
29

 Interview: Tsitsi Chinamasa, Old Mutare Mission, 28 May 2009. 
30

 Interview: Mr. Kufa Mutoro, Mutare, 12 August 2008. 
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cultural tensions and transformations for female nurses. Consequently, the sphere of 

nursing became an arena in which women reshaped the western and African meanings of 

care giving in the process reformulating cultural understanding of caring. 

 

Section B: Historical background: The crisis and the search for a permanent 

solution.  

 

 In order to understand the Africanization of clinical spaces, it is important to 

appreciate the crisis that affected government hospitals between the late 1930s and the 

mid-1940s, and the search for a permanent solution to the crisis that ensured.  Before the 

Africanization of the nursing profession, State Registered Nursing was a preserve for 

white women. The need to reserve nursing to white women was partly based on an 

ideology that linked nursing to white women‟s contribution to the colony. This ideology 

was not unique to Rhodesia. Such thinking was the fulcrum of many colonial societies. 

As in most parts of the British Empire, nursing became inextricably intertwined with 

white women‟s contribution to the empire. Scholars on nursing and empire have noted 

that from the 1880s onwards, professions such as nursing became entangled in politics of 

the empire, appropriating imperial language and imagery.
31

 Although many nurses who 

left the United Kingdom to the colonies in the 1890s for example, were looking for work 

abroad to escape from insecurity and poor remuneration, they were also implicated in the 

imperial project.
32

 Nursing was considered as “part of white woman‟s burden” and was 
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seen as integral to and supportive of the imperial endeavor.
33

 In Rhodesia, though the 

concept was never explicitly publicized, it however informed the notion that restricted 

SRNs to white women. No one clearly articulated this idea more than the then Premier, 

Godfrey Huggins. Huggins argued that:  

The European in this country can be likened to an island in a sea of black, with 

the artisan and the tradesman forming the shores and the professional classes the 

highlands in the center. Is the native to be allowed to erode away the shores and 

gradually attack the highlands?
34

 

Admittedly, there were few young African and Colored women attending schools in the 

1930s and 1940s. Nevertheless colonial color bar policy made it impossible for the few to 

imagine being trained as SRNs. In this respect, nursing in government hospitals was 

preserved for settler women in the colony.  

 The government tried to protect the “highlands.” In case of nursing services, the 

government dismally failed to train or attract enough SRNs from abroad. In 1935, the 

Secretary of Health warned the government of the looming shortage of nursing personnel. 

By 1937 the situation was described as potentially dire. In 1939, the Secretary in the 

Department of Internal Affairs noted that at least thirty-five nurses were required for 

main hospitals, though they required at least fifty nurses to alleviate the situation.
35

 In 

fact, in 1939, at least 2 matrons, 3 sisters and 24 SRNs had left the service for personal 

reasons.
36

 The situation did not improve the following years. For example, in 1942, 25 
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nurses were reported to have resigned.
37

  By 1943/44, Rhodesia had 352 SRNs, though 

hospitals needed at least a minimum of 428 to function efficiently. In 1945, the figure 

dropped from 352 to 323. If 428 was the minimum to function normally, it meant that in 

1945 there was a shortfall of 105 SRNs.
38

 The figure was significant considering the 

staffing problems affecting hospitals at the time. To plug the gap, the government relied 

on South African nurses and nurses from the United Kingdom. With respect to British 

nurses, Rhodesia was already competing with other British territories like Canada, New 

Zealand and Australia for the same nurses. In the mid-1930s, Rhodesia was left in a 

nursing predicament as England officially started phasing out the export of nurses and 

South Africa began to control the export of nurses to Rhodesia in the mid-1930s.
39

 By 

1939, South Africa had banned the exit of medical personnel, especially doctors and 

nurses, in the process affecting the staffing situation in Rhodesia.
40

  

 Other factors contributed to the problem. The staffing crisis in Rhodesian 

hospitals was made worse by the outbreak of the Second World War. The war inflicted 

demand on labor in the colony. In 1940, as part of the Rhodesian war effort, the 

government transferred 22 nurses from the Rhodesian Nursing Service into the newly 

Military Nursing services and of the 22, eight were senior and experienced nurses, further 

depleting resources available to Rhodesian hospitals.
41

 At the same time, population 

                                                 
37

 NAZ The Public Health Report, 1943. 
38

 NAZ S119/1, Report of the Committee to Review Conditions of Services for Nurses in Government 

Employment, 1944. 
39

 C. Swaisland, Servants and Gentlewomen To The Golden Land: The Emigration of Single Women From 

Britain to Southern Africa, 1820-1939 (Pietermaritzburg: University of Natal Press, 1993) 152. 
40

 NAZ  The Public Health Report, 1940. 
41

 NAZ S2014/2/3, Shortage of Nursing Staff, 1940-1946, Letter by Matron F. Pettigrew to The Medical 

Director, dated 04/7/1943. These nurses were needed to train personnel that were to constitute the Red 

Cross and St John Ambulance Services.  



 

 17 

increase in urban areas imposed further burden on nurses and hospitals.
42

 In fact, 

accelerated urbanization in the colony exposed nursing personnel‟s unpreparedness to 

deal with changes taking place. Thus between 1933 and 1943, patient visits at Salisbury‟s 

Harari Township Clinic increased from 2608 to 36 668, while the number of venereal 

disease cases rose from 3120 to 35 789 within the same period.
43

 In addition, the 

maternity section of the clinic was failing to cope with increased numbers of visitors. 

Although some statistics are missing, infant welfare clinics attendance rose from 466 to 

6850 between 1937 and 1943.
44

 The main hospitals in Salisbury and Bulawayo had their 

own share of problems. The Salisbury Hospital Advisory Board described the African 

section of the Salisbury Hospital
45

 as “a disgrace and a new building was due” and the 

conditions at the African section of the Bulawayo Hospital were considered as 

“appalling.”
46

 The situation at the African section of the Bulawayo Hospital according to 

Dr. (Mrs.) O.M Robertson was so terrible that:  
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The sick are laid in bed, under beds, between beds, anywhere where room can be 

found; they sleep on the floor. The congestion is great that in many places some 

patients who are unfit to leave are discharged to make room for more serious 

cases. In addition, the buildings are limited/scarce and the staff totally 

inadequate.
47

 

Evidence of the deteriorating Africans‟ health led to calls to improve and expand urban 

health services. The success of the new perceived health policy rested on the availability 

of sufficient health workers.  

 The conditions existing in hospitals were a clear indicator to authorities on the 

need to implement fundamental changes. These radical changes implied a shift in nursing 

policy that was partly responsible for the problem in the first place. The immediate 

solution was to upgrade nursing orderlies so that they take over most of the 

responsibilities of nursing African patients. Such an undertaking would free white nurses 

to concentrate on European patients at the same time guaranteeing that African patients 

were given more attention than before. To be clear, according to Rhodesian policy, for 

one to be classified as a SRN, one should have trained for three years. The course 

included practical and theory lessons. At the same time, one had to be trained at a 

hospital large enough to enable relevant experience to work in any situation and on any 

type of medical condition.
48

 Nursing orderlies were trained at mission stations. In 

comparison to government hospitals, mission hospitals were smaller and the training 

concentrated more on housekeeping than conventional nursing.
49

 Whilst their training 

was not at par with government training, evidence from interviews and archival material 
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suggests that nursing orderlies did more than “pushing trolleys, cleaning floors and 

cooking for patients.”
50

 Out of their everyday experiences, nursing orderlies no doubt 

practiced aspects of conventional nursing with the tacit approval of some senior white 

nurses who were overwhelmed with work. As Mrs. Nyanhanda, a first generation trained 

nurse reminisced of her seniors who worked as nursing orderlies in the 1940s:  

I cannot say there was a big difference between them and us. Maybe one can say 

we did more theory and took more time in finishing our courses. But even though 

they were not formally trained, they were still good at cleaning wounds, 

bandaging abscess, reading temperatures. These were the things we saw them 

doing that made most of us want to be nurses in the first place. Today, nursing 

orderlies are just nursing orderlies. They do the housekeeping. But in the old days, 

the difference between nursing orderlies and us who trained in the 1950s was not 

that big.
51

 

It was the inspiration and example they got from nursing orderlies that attracted Mrs. 

Nyanhanda and her generation into nursing. Indeed, a thin line separated the so-called 

trained nurses and nursing orderlies at the time.
52

 Complaints by some government 

medical officials in the 1940s confirm Mrs. Nyanhanda‟s point. Government medical 

personnel claimed that at times missionary nurses were reluctant to control some of their 

nursing orderlies, especially male orderlies who were being allowed to go beyond their 

prescribed roles:  

But it is certain that some of these native orderlies practice as nurses (trained 

nurse) for personal gain, using government supplied apparatus and stocks with the 

result that can be imagined. The evil is, of course, exaggerated by the fact that 

there are no native nurses (trained nurses) in the territory so that these orderlies 

are regarded by themselves and by the population as native nurses.
53
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Trained nurses (white nurses) at mission stations at times allowed senior orderlies to take 

up some of the duties within clinical spaces. Furthermore, Africans might have treated 

nursing orderlies with greater respect, raising their profiles to nurses due to the practice 

of “absentee treatment.” Popular during the early days of colonialism, versions of 

absentee treatment carried on in the late 1930s and well into the 1940s. Absentee 

treatment meant that family members became more involved in the diagnosis and 

treatment of the sick relatives. One missionary doctor, Dr. Samuel Gurney of Old Umtali 

Mission explained it this way:  

People come in the interest of others in their families or villages who are sick and 

ask for help. It is very difficult to know what to do with such cases for usually the 

messenger is unable to give those details of a condition that are necessary for a 

reliable diagnosis. Usually I get all the information possible and then advice 

treatment as best I can.
54

  

By the 1920s, Dr. Gurney had lost confidence in this sort of medical work “for so often 

both diagnosis and treatment are wrong and we have made the patient worse rather than 

better.”
55

 The major problems were that:  

With but a few exceptions natives cannot be relied upon to give medicine 

according to directions. To most of them medicine is only another sort of charms 

and if a little will do good why not give it all at once and so end the matter. In 

addition, natives cannot describe conditions with sufficient accuracy to enable a 

correct diagnosis and so in many cases the wrong medicine will be sent at a risk 

of the patient‟s health and the loss of our mission funds.
56

 

At the time of his death in 1923, Gurney had stopped using this method. He encouraged 

anyone with medical problems to come to the mission hospital. Although Gurney ceased 

this practice for Old Umtali Mission Hospital, some of my informants remembered 

versions of absentee treatment in the 1940s, with relatives getting tablets and other 
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medicines for minor ailments for sick relatives.
57

 Mbuya Sibanda also suggested that 

mission nurses had a habit of sending nursing orderlies, mainly male orderlies, to visit 

patients who had difficulties at visiting hospitals.
58

 In most cases, relatives would come 

to mission clinics and give their descriptions of the illness. The nurses would instruct 

nursing orderlies on how to treat the ailment. But nurses also expected nursing orderlies 

to assess the sickness and respond appropriately. Mrs. Sibanda underscored that nurses 

trusted that senior nursing orderlies had gained enough experience to diagnose and treat 

illness according to western nursing standards.
59

 It is highly probable that when 

government medical officials in the 1940s complained about male orderlies who carried 

themselves as a “trained nurses” in rural areas, they referred to orderlies who at times 

travelled in rural areas with medicine. The orderlies could have been elevated to fully-

fledged nurses and allowed to work in government hospitals under the supervision of 

trained nurses. Such an undertaking would have eased the burden on the trained nurses. 

 The most important and lasting shift in nursing policy was the Africanization of 

the nursing profession that took place in the 1950s. Faced with increased workloads at a 

time when hospitals were understaffed, nurses and hospital administrators began 

requesting the government to rethink its labor policy. During the late 1930s, the Medical 

Director‟s office was often inundated with pleas to train African female nurses to free 

European nurses for European patients. At times, white patients also voiced their 

concerns. In 1938, there were remonstrations from European patients at Salisbury 

Hospital against being nursed by student nurses. They impressed upon authorities to 
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either speed the training of more European nurses or train African nurses for African 

patients.
60

  In 1940 the Matron of the African section, Salisbury Hospital, bitterly 

complained about the workload and implored the government to follow the South African 

example and set in motion the training of African nurses. In 1942, the Senior Government 

Medical Officer of Bulawayo Hospital urged, “the training of Bantu female nurses to 

work in the Native wards (as distinct from Colored and Asiatic wards) so as to set free 

the European personnel for European wards and thus lighten the burden.”
61

 At the same 

time, the Colored community was also complaining about the relative absence of Colored 

women within hospital spaces. The Colored community went further requesting the 

government to seriously consider building a Colored and Asiatic hospital. The hospital 

was built in the 1950s.  

 The calls by Coloreds also coincided with Africans‟ demands for trained African 

nurses to work in African wards. In 1943 a special meeting of The Bulawayo Bantu 

Community Association sent a memorandum to the head of the Municipal Department 

and the Clinic Committee of the Native Welfare Society indicating the need for African 

nurses in African wards.
62

 In the memorandum, they strongly opposed:  

The principle of employing Colored nursing orderlies and midwives at the 

location clinic. The clinic was erected for the benefit of the African people and 

whenever feasible Africans deserve to be served by their own people, nurses and 

orderlies.
63
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 In Salisbury, the government had already started employing African nursing orderlies to 

work at the Location clinic.
64

 The Bulawayo Bantu Community Association wanted the 

same principle extended to Bulawayo, with the government employing some of the 

mission trained girls as nursing orderlies at the Location Clinic. The Association not only 

wanted African nursing orderlies to be employed at the Location Clinic, they went further 

and questioned the category of nursing orderlies and implored the authorities that nursing 

orderlies be elevated to the same category as white nurses and that they should be given 

positions of authority like white nurses.
65

 It was not until 1947 that the Location Clinic 

had its first African nursing orderly.
66

 

 Such calls are important as they enable us to examine the various forces behind 

the need to Africanize the hospital system in Rhodesia. The envisioned training of 

African nurses was intended to solve labor problems affecting the Rhodesian health 

sector. Having African nurses would ease the workload for the already employed nursing 

staff. Such a move would also ensure that European and African hospital wards function 

efficiently and thus provide better health services to Rhodesian patients. The calls by 

Coloreds and Africans seemed problematic because they reinforced segregationist 

policies. Surely, one would have expected Africans to appreciate being served by 

Coloreds and vice versa. I argue, however, that such calls give us an opportunity to 

examine how non-Europeans used the same systems that were designed to oppress them.  
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 Closely associated with the call for the Africanization of the government nursing 

sector was the thwarting of the possibility of African men taking up the profession. In 

fact, all the recommendations for having African and Colored nurses did not just call for 

any nurse. They were calls for African and Colored female nurses. Thus unlike in 

colonial Zambia, Malawi, Democratic Republic of Congo, Kenya and Uganda as 

examples, the African male nurse Rhodesia was a rare species. It was not until the 

postcolonial period that this idea was beginning to be challenged.
67

 In Rhodesia, a 

coalition of factors crystallized to sideline the possibilities of training African male 

nurses. Besides policy dictating that trained nursing be the preserve of white women, one 

must also appreciate continual construction of gender roles within the colonial society. 

Catherine Burns has demonstrated the various ways in which Victorian institutions and 

ethos, and sex and gendered stereotypes imparted by missionaries and settlers were 

inextricably intertwined with gender discriminatory systems within African societies, in 

the process naturalizing views of males and females.  Information from interviews and 

literature postulate that missionary education naturalized roles in African societies, with 

African girls concentrating on domestic subjects and African boys on carpentry and 

building.
68

 In Rhodesia just as in South Africa the chances of African men to train and 

work as nurses outside the traditional masculine environment like mines and factories, 

was severely curtailed by the late 1930s/1940s.
69

 In Rhodesia, this was done through an 
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emphasis on the intimacy of nursing and feminine qualities of the profession. At the same 

time, the African man was constructed as incompetent and violent. In support of this 

notion, the Secretary of Salisbury Hospital was against the idea of training male nurses 

considering his experience of working with male orderlies who “mostly neglects real 

nursing which can much more easily be developed from natural temperament of the 

female,”
70

 while Sister Plof .W Nirdjesjo, a senior nurse at Mnene Mission in 

Matabeleland intimated that “male orderlies are rougher than nurses (female orderlies)”. 

She preferred women who were not only “easier to teach” but were also “gentle and had 

natural qualities of nursing the sick.”
71

 Such considerations were fundamental for the 

profession because they were central in influencing policy that sidelined the possibilities 

of the African male from being considered for nursing school.  

 Although it was out of expediency that authorities began to debate and prepare for 

the training of African nurses, I argue that this move was also aimed at maintaining the 

hallmark of Rhodesian policy, segregation. Within the white community, racial fears 

played an important part in the formulation of these ideas. In Rhodesia and South Africa, 

there was racial paranoia of the impropriety of white female nurses tending to sick black 

patients. However, it was not any type black patient. It was the African male patient. This 

racial fear was inextricably intertwined with the construction of the idea of the black male 
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as “threatening,” of the black male as profoundly “unclean”, and “uncivilized.”
72

 Such 

paranoia and its concomitant discourses led to what scholars have called the “Black 

Peril”.
73

 Therefore, in these two countries, the phenomenon isolated male black domestic 

workers as key threats to the inner sanctum of white households and the virtue of white 

female householders. In relation to hospitals, Shula Marks demonstrates that fears about 

black men coming into contact with white female nurses were shadowed by the creation 

of a racist discourse of a lowering of standards and paranoia of racial degradation. This 

discourse oozed outwards from initial “scares”, so that by the 1920s it was less and less 

acceptable for white hospital officials to expect that any white female nurse would tend 

any black person, male or female, and vice versa.
74

 Such ideas were always carried across 

the Limpopo as Rhodesians debated the (un) suitability of the African male trained nurse.  

Although fears propelled by the “Black Peril” scare were baseless, the idea of white 

female nurses working in African hospital wards seemed abhorrent to the racially 

conscious Rhodesian white settler community. As has been illustrated, European women 

were in charge of African wards. However, patient increase (especially of African male 

patients) made the white community nervous. The new hospital space, with increased 

numbers of African males as patients would somehow blur the boundaries that were 

supposed to exist between the African male and white women. Thus, stricter racial 
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boundaries within hospital spaces could only be maintained if Africans had their own 

nurses.  

Section C:  Historiography 

 

This dissertation builds upon prior scholarship on health and diseases in Africa 

and the literature on nurses in South Africa and the United States. Although there has 

been a great deal written about health and disease, little has been written about African 

nurses particularly in Zimbabwe.
75

 In filling this lacuna, I draw upon histories of colonial 

medicine in Africa. I divide histories of colonial medicine into roughly three categories. 

Firstly, colonial historiography that celebrates government missionaries and colonial 

medical personnel's role in the provision of health services to Africans. Secondly, the 

political economy approach which links the introduction of western medicine with 

colonial exploitation of Africans. Thirdly, the socio-cultural approach that focuses on the 

centrality of African health personnel in dispensing medicine to African patients.  

 In their examination of colonial medicine in Africa, scholars like Michael 

Gelfand, Oliver Ransford, Charlotte Searle and Bridget. M. Robertson emphasize the 

central role of white medical doctors and nurses in the establishment of hospitals within 

colonies and the subsequent administering of western medicine to Africans as part of the 
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colonial “civilizing mission.”
76

 Written in a triumphalist, celebratory mode, the 

literature‟s central argument is that missionary healers and other colonial health 

personnel introduced a beneficial health system to Africans. In the process, western 

medicine provided by missionaries and government medical personnel freed Africans 

from diseases that traditional therapies and medicine had failed to cure.
77

 The scholarship 

laid the foundation that helped future scholars understand the introduction of western 

medicine in the colonies. For instance, Michael Gelfand‟s work is significant for this 

study for he traces the history of hospitals and western medicine in colonial Zimbabwe. 

Furthermore, the scholarship is important in mapping out the development of health 

policies in colonial settings. My dissertation, however, departs from this scholarship by 

examining the intersection of colonial medicine, African subjects and African nurses. By 

emphasizing the goals, intentions and expectations of western medical practitioners, not 

only does the literature skirt the important question of how patients received or 

comprehended western medicine, but also sidelined the role of African medical 

auxiliaries, nurses and midwives. Unlike the colonial medical historiography that 

obscures how non-Europeans as patients and medical personnel comprehended western 

medicine, my dissertation illuminates the ways in which this new healing system enabled 
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nurses to remold their healing and nursing conceptions and reconfigure social relations, 

identity and power.  

During the 1980s, scholars following the political economy approach like Randal 

Packard, Meredith Turshen, Shula Marks and Neal Anderson challenged the above 

school.
78

 Besides disputing the ideas that equate diseases in Africa with the seemingly 

cultural backwardness of the continent, these scholars reject the view that colonial 

medicine brought tremendous improvements in African health. The political economy 

school emphasizes the impact of colonial capitalism in altering African health. Forced 

labor, migration coupled with inadequate medical facilities made Africans more 

susceptible to a host of diseases.
79

 The scholars highlight the complex ways in which the 

changing patterns of sickness and health amongst Africans interact, and how they were 

inextricably linked with political and economic interests. In doing so, the school shifts 

our understanding of the role played by medical personnel. Unlike colonial historians 

who view health workers as part of the civilizing mission, these scholars cast the role of 

medical personnel in a new light. By linking African health to capital and state needs, 

medical personnel were seen as midwives of colonial exploitation who contributed to the 

decline in African health. The main strength of the political economy approach is that it 

exposes the impact of colonial capitalism on the health of Africans. My dissertation 

builds upon the political economy literature that analyzes the connection between 
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colonial capitalism and western medicine in Africa. The expansion of existing hospitals 

and the building of new African hospitals that justified the training and employment of 

African nurses in colonial Zimbabwe was a result of the economic changes in the 

immediate post Second World War period. The central fulcrum of Rhodesia‟s labor 

stabilization policy entailed the provision of better health services to urban Africans. In 

the process, industrialists pushed the government to set up commissions of enquiries- the 

Howman Commission (1943) and the National Health Services Commission (1945) to 

investigate the conditions of African health in urban areas in particular, and the general 

provision of health services in the colony. Although authorities were concerned with the 

“deterioration” of African health in urban areas, the major idea behind setting up these 

commissions was to come up with the best and cheap way of providing medical services 

for the surging industrial working population.
80

 In Rhodesia therefore, industrial capital‟s 

needs compelled the state to rethink its urban health policy, in the process setting in 

motion the Africanization of the health services. My work, however, departs from the 

political economy approach by emphasizing the role of individuals in the provision of 

health services.  Indeed, the major weakness of the political economy approach is that the 

literature homogenizes and flattens health personnel. Health personnel are treated as 

subservient to the dictates of capital and the state. My work shifts the angle of vision by 

examining health personnel‟s varied motives in choosing nursing as their preferred 
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profession. In doing this, I argue that African nurses, like other medical professionals, 

were not midwives of exploitation. Rather, nurses were important historical agents who 

entered the profession to improve their economic conditions, and raise their social status 

in an oppressive and racialist society. In addition, my dissertation moves beyond the 

personal and explores how nurses made significant contributions to African health that 

was beyond the dictates of colonial capitalism. When nurses argue that their role was to 

make sure that Africans have “utano wakanaka,” (good health) they did not perceive it in 

terms of health and labor force and its connections to colonial capitalism. They 

comprehended it as one of the many therapeutic systems available to Africans to improve 

their wellbeing. When they thought of the new health system and its benefits to infant and 

maternal health for example, to them it had nothing to do with capitalism, but was 

another way of making sure that infants and nursing mothers had access to better health 

facilities. By foregrounding oral interviews, my dissertation further pushes the envelope 

in thinking of the various ways in which African nurses and African patients 

comprehended the introduction of biomedicine in the colonies. Indeed, scholarship that 

projects nurses and other medical auxiliaries as agents of colonial capitalism masks their 

ability to redefine western medical discourse in a manner that fitted their world. Nurses‟ 

work illuminates the complex and diverse ways in which they interpreted caring for the 

infirm and healing practices. 

The dissertation also moves beyond the political economy approach by arguing 

that it is simplistic to assume that white medical personnel enjoyed overwhelming 

medical hegemony over nurses and other medical auxiliaries. Because white medical 
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doctors and nurses often lacked the grammar to translate medicine to Africans, they relied 

on African nurses and other medical auxiliaries to articulate the intricacies of western 

medicine to African patients. As cultural brokers, African nurses also transformed their 

own understanding of care giving and the practice of colonial medicine. In reaching this 

conclusion, I am informed by the social cultural approach. Historians producing social 

and cultural histories have begun addressing the role of indigenous Africans in spreading 

western culture. In doing that, Africans reformulated western cultural discourse to reorder 

their shattered lives.
81

 In Africa, as in other parts of the colonial world, indigenous 

hospital workers played a significant role in administrating colonial medicine to locals.
82

 

Within African medical history, Megan Vaughan, Heather Bell, Marylinez Lyons and 

John Illife for example, have demonstrated the centrality of non-Europeans in 

administering western medicine to Africans.
83

 “Biomedicine was practiced not only on 

Africans but by Africans”
84

 as Megan Vaughan notes. Central to this scholarship is that 

medical auxiliaries and nurses provide a window on the operation of medical hegemony 

for they (medical personnel) carried the values of western medicine beyond the colonial 

enclaves.  
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This scholarship opens up new avenues for exploring the influence of Africans on 

colonial medicine. As Megan Vaughan suggests, if Africans practiced biomedicine, in 

some sense, we can see colonial medicine as African just as other healing practices.
85

  

Thinking of the above possibilities enabled me to conceptualize the various ways in 

which African medical personnel co-opted and reconfigured colonial medicine.  J. 

Turritin, Nancy Rose Hunt and Walima. T. Kalusa uses the sociocultural approach, 

privileging the role of African health personnel in translating and negotiating colonial 

medicine. In parts of French West Africa, Turrittin describes how midwives trained by 

colonial authorities also incorporated local practices of baby cleansing and care within 

clinical spaces.
86

 Nancy Rose Hunt pushes the argument further in the case of the Belgian 

Congo. Hunt argues that the acceptance of colonial medicine “was mediated by the new 

colonial categories of middles and the „entangled objects‟ of their work.”
87

 Middle 

figures like nurses were central to processes of translation in a colonial therapeutic 

economy.
88

 Walima T. Kalusa examines the concepts used by Lunda speaking auxiliaries 

to translate mission medicine at the hospital run by the Christian Missions in 

Mwinilunga, Zambia. In doing this, auxiliaries debated western medicine by 
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appropriating concepts from pre-existing Lunda secular and ritual vocabulary. According 

to Kalusa, this made Christian medicine almost a version of Lunda medicine.
89

 The above 

arguments make us rethink the impact of local cultures on biomedicine. Unlike colonial 

historians who believe that western medicine successfully suppressed local cultures, 

Turritin, Kalusa and Hunt argue the opposite, demonstrating how nurses mediated the 

colonized and the colonizers.  

My work also expands the socio-cultural approach to colonial medicine. 

Borrowing from Hunt and Kalusa‟s insights, I will show that African women drew upon 

local cultures to reshape colonial medicine. I emphasize cultures rather than culture for 

one reason. Initially colonial Harare was a migrant town, in which foreign immigrants 

from Malawi, Zambia and Mozambique dominated. By the 1940s local/indigenous 

Africans were making their presence felt, heightening the cosmopolitan nature of urban 

areas in Zimbabwe. The political amalgamation of Southern Rhodesia, Northern 

Rhodesia and Nyasaland into the Federation of Rhodesia and Nyasaland in 1953 further 

increased the presence of diverse people of different origins in Salisbury. For example 

under the Federal project, Harari Hospital became the principal hospital where young 

women from Nyasaland, Northern Rhodesia, and Botswana mixed with local Ndebele 

and Shona women.
90

 Information sharing was rife, especially ideas about handling the 
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sick, “traditional” medicines and explanations of symptoms and afflictions.
91

 Privileging 

these cultural entanglements enables me to enter the cultural world of women not found 

in colonial records and at the same time to explore the changes that took place amongst 

African women with increased urbanization and their adaptation to western healing 

practices. 

The above scholarship provides the best foundation for my work in analyzing the 

centrality of African medical personnel in dispensing colonial medicine to African 

patients. However, the scholarship usually skirts the analysis on colonial relations and its 

impact on the work of nurses within clinical spaces. I argue that the nature of colonialism 

was significant in dictating the everyday experience of nurses in hospitals. Because of the 

absence of history of nurses in Zimbabwe, I therefore draw from the scholarship in the 

United States and South Africa that focuses on the experience of nurses within 

hospitals.
92

 

 In the 1980s, taking a social history approach, U.S nursing history shifted its 

attention from examining nursing leaders, to foregrounding the rank and file: those nurses 

who spent long hours nursing the infirm. To this end, scholars showed the significant role 

played by these nurses within hospitals. Barbra Melosh and Susan Reverby‟s works are 
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emblematic of such literature.
93

 The main theses of Melosh and Reverby are the 

relationships that define the position of nurses within the medical hierarchy. They note 

that the process of professionalization in nursing was structured by both patriarchal 

concerns imposed from the top by hospital authorities, physicians, and the broader 

culture, and by differences among women from within hospitals. In hospitals, physicians 

reigned over nurses and aides, orderlies and other auxiliary workers. At the same time, 

matrons and sisters exercised their power and authority over nurses and auxiliary 

workers. Informed by the new social history approach that privileges the lived 

experiences of the marginalized, nurses were not passive victims of patriarchal 

domination within clinical spaces. They used various strategies in negotiating hospital 

hierarchies.   

Not only have they shown how struggles within clinical spaces are gendered, they 

also provide me with the analytical tools for examining the various ways in which class 

was significant in structuring relationships between the rank and file nurses and their 

seniors. However, nursing in the United States is more complex than class and gender 

struggles. Although gender and class are significant analytical tools in foregrounding the 

daily experiences of nurses within clinical spaces, factors like race and culture were 

equally important. Indeed, scholars of color shifted the scholarship through their analysis 

of race and culture. Scholars like Darlene. C. Hine, Susan L Smith, Vanessa N. Gamble 

and Ceniza Choy examine race and culture as important analytical tools, emphasizing the 

experience of African Americans, Asian Americans and other minorities as nurses in 
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American hospitals.
94

 D.C. Hine analyzed the American nursing profession as an arena 

filled with racial conflicts and cooperation. According to Hines, “the history of black 

women nurses necessarily probes questions of the relationship between class and race, 

and seeks to explain precisely how they acquired agency, that is, the power and resources 

to bring down the wall of racial exclusion, segregation and discrimination erected at the 

dawn of professional nursing.”
95

 Hines underscored the significance of African American 

women within the heath profession, rendering audible the silenced voices within nursing 

historiography. Susan L. Smith‟s work builds off and expands Hines‟ work by examining 

the emergence of black health activism in the US and C. Choy acknowledges race as a 

category of analysis in the history of nursing, but resists the way the US black and white 

dichotomy has dominated analyses of race.  

Historians of nursing in colonial settings have further pushed the boundaries of 

nursing history by connecting the struggles within clinical spaces with the larger 

struggles between colonizers and the colonized. Nursing literature in settler colonies 

situates the various ways in which nursing and hospitals became sites of race, class, and 

gender and ethnic struggles. Thus, besides American scholarship, my dissertation gained 

a lot from South African nursing historiography. Nurses themselves have made a 

substantial contribution to this historiography. Charlotte Searle for example, wrote the 

earliest work on the profession. Her work emphasizes the role played by white women in 
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shaping the nursing profession in South Africa. Searle is also deeply concerned with the 

image of the profession. Hence, her work is both part of her project of constructing the 

profession and proving its professionalism.
96

 Because she was an active participant in 

shaping the profession in South Africa, her accounts, for their entire empirical detail, are 

uncritical, triumphalist and at times self-justificatory. White nurses are portrayed as all-

powerful in the provision of medical services. African nurses are beginning to correct this 

imbalance. Unlike C. Searle, Grace Mashaba‟s work places more emphasis on the history 

of black nurses in South Africa‟s hospital system.
97

 Indeed, she departs from Searle‟s 

exaltation of white hegemony within the profession. However, she fails to make a good 

critique of racial inequalities within the profession. She also does not privilege racial and 

cultural tension within the South African nursing guild.  

 Shula Marks‟ work, Divided Sisterhood: Race, Class and Gender in South 

African Nursing Profession, is central to my study.
98

 Examining the history of nurses in 

one of the most hierarchical and racially divided society in Africa, Marks focuses on the 

struggles for the control of nursing and the subsequent professionalization and 

legitimization of nursing as a profession in South Africa. Using gender, class and race as 

analytical tools, Marks argues that female nurses fought to control the profession from 

male doctors, at the same time, middle class English speaking nurses vied for the control 

of the profession with lower class Afrikaner women. Furthermore, such tensions centered 

around the very question of how and in what capacity African women were to be 
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admitted to the nursing guild.  In short, nurses occupied a particular position, one 

simultaneously defined by class and by gender and further complicated by racial and 

ethnic considerations. My work, therefore, situates itself within this impressive literature. 

Taking gender as an important analytical tool, my work also examines the significant role 

that gender played in structuring relationships between hospital authorities, medical 

doctors and nurses. As in South Africa, the presence of women within clinical spaces was 

seen as the extension of the domestic economy outside the private sphere. Following the 

South African example, nursing in Rhodesia was inextricably intertwined with white 

women‟s contribution to the colonial empire. Indeed, the history of nursing in colonial 

Zimbabwe mirrored the developments in South Africa. The racial prejudices and the 

struggles to maintain “standards” within clinical spaces that informed nursing in South 

Africa were also played out in clinical spaces in Rhodesia. The “black peril” scares that 

rocked South African society and influenced policy in South Africa also extended across 

the Limpopo, with white Rhodesians using the same justifications to limit contacts 

between races and buttress racial segregation within hospitals. This is not surprising 

considering the strong economic and social connection between colonial Zimbabwe and 

South Africa. A significant proportion of white nurses and government officials in 

Rhodesia during the 1940s emigrated from South Africa. These nurses and officials 

carried with them to colonial Zimbabwe ideologies that were influential in shaping the 

history of nursing in the colony. For example, the elbowing out of the male nurse in 

colonial Zimbabwe took place within the same time framework as in South Africa with 

South African scenario presented as an example to follow. This was in direct contrast to 
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what happened in Zambia where African males were the principal dispensers of western 

medicine. When Rhodesia decided to train African nurses, the first port of call was South 

African hospitals that were already training African nurses. In the 1970s, when South 

African private white hospitals started employing nurses of color to tend to white 

patients, private hospitals in colonial Zimbabwe were also central in scrambling racial 

boundaries between African nurses and white patients. One cannot write a history of 

nurses in colonial Zimbabwe without being cognizant of these strong links between South 

African nursing history and colonial Zimbabwe‟s nursing history. In fact, I argue that 

nursing history in Zimbabwe is in itself an extension of South African nursing history.  

My work expands this literature by foregrounding oral histories of the daily 

experiences of African nurses within clinical spaces. Centering oral histories enabled me 

to connect childhood experiences and nursing, an issue that has been silent in the 

literature. Furthermore, examining childhood experiences allowed me to make the 

seeming interconnectedness between the private and the public sphere within nursing 

history. When my informants underscored childhood experiences and how these 

experiences helped them in adjusting to clinical practice, they were not only affirming 

their suitability to nursing, but also how nursing was entangled with their private lives. 

Nursing gave African nurses prestige and authority within and outside clinical spaces. 

African women used their newfound status to negotiate new set of social relationships 

within their households. Their financial autonomy empowered them to assert their 

independence from strict patriarchal control.
99

 Within their communities, being a nurse 
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was prestigious and nurses were central in influencing social changes amongst women. A 

focus on nursing work within clinical spaces without paying attention to the connections 

between the public and private lives of nurses has led to the above mentioned issue for 

example, being silent within the literature. Oral sources therefore, helped me in bridging 

this gap within the nursing historiography. 

I also extend the above literature by examining the generational struggles amongst 

African nurses themselves. Educational qualifications and how nurses perceived their 

work played a significant role in influencing such tensions. Pioneer nurses emphasized 

their long experience in the nursing field and devotion to their work. Such emphases were 

projected in the binaries of old/young, and devoted nurses/money loving nurses. These 

tensions were partly informed by differences in education qualifications, age and 

work/life experiences. The tensions opened up new ways of understanding work 

relationships and the complicated workplace cultures. As I show in this dissertation, it is 

important that historians move away from the black/white binaries by exploring other 

areas of tensions and conflicts and brings out struggles within the struggles.  

Although the historiography of nurses in Zimbabwe is conspicuous by its absence, 

this dissertation aims at contributing to Zimbabwe‟s extensive labor historiography. 

Scholars like Charles Van Onselen, Ian Phimister, Brian Raftoplous, and Steve Rubert 

have analyzed the experiences of Africans who spent parts of their lives as miners, 
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factory workers, farm workers, and domestic servants.
100

 This literature illuminates the 

lived experiences of workers, their working conditions, work process and the various 

mechanisms workers employed to resist and at times negotiate capitalism. Because the 

majority of these workers were farm laborers, railway workers and mine workers, 

industrial and domestic workers, African civil service/professional workers are hardly 

discussed in the literature. Although they were in a minority, nurses, just as teachers, 

policemen, soldiers and other members of the civil service like interpreters, government 

messengers, clerks, occupied a significant position within the colonial economy and their 

silenced voices need to be made audible. One would have expected Dorothy Mutizwa-

Mangiza‟s work; Doctors and the State: The Struggle for Professional Control in 

Zimbabwe, to have filled up this important gap. However, the study mainly focuses on 

doctors, mostly male and their struggles with the state over “the nature and extent of 

medical autonomy amongst government employed physicians.”
101

 While this book is 

important in showing the nature of the structure within clinical spaces, it has a number of 

weaknesses. Temporally, it examines the relationships between medical doctors and the 

state in postcolonial Zimbabwe. The colonial period receives less attention, in fact less 

than five pages. In addition, nurses are given peripheral attention and relegated to the 
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fringes of the study. Within the historiography of workers in Zimbabwe, one study has 

attempted to historicize professional workers. In a recently published book, African 

Police and Soldiers in Colonial Zimbabwe, 1923-1980, Timothy Stapleton examines the 

ambiguous roles of African police and soldiers within colonial setting.
102

 My work builds 

on this impressive literature that focus on workers, either as farmworkers, domestic 

servants, mine workers or police and soldiers. Central to their analyses is that Africans 

were not passive victims of colonialism, but carved a niche for themselves within the 

colonial economy. A major weakness in this literature is that women workers or issues of 

gender were usually silenced or in most cases paid scant attention. Timothy Stapleton for 

example devotes only four pages to female police officers. Other women present in the 

book are discussed in their association with male police officers.
103

 To cover this gap that 

silences issues of gender and women worker, I gain insights from and build upon 

literature on women in colonial Zimbabwe. Examples include Elizabeth Schmidt, Diana 

Jeater and Teresa Barnes.
104

 Teresa Barnes argues that African women and their labor 

were centerpieces of the contests over social reproduction in urban areas. Overburdened 

and overworked, African women created environments in which they lived with their 

families and at the same time took advantages of the few opportunities available to them, 

to better their conditions. In her study on urban women in colonial Zimbabwe, Teresa 

Barnes includes an examination of women workers in tobacco industries and those who 
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worked in white households as domestic servants.
105

 Important as it is in exposing the 

conditions of women, their struggles and how they coped and creatively adapted in urban 

areas, less attention is given to women who were not exactly at the bottom of the urban 

economy. African nurses and teachers are given a passing reference. What is evident 

from the literature on workers and women in Zimbabwe is the absence of the examination 

of professional women, their hopes and their struggles.
106

 Using nurses as a case study, 

the dissertation will render audible the voices of professional women who have been 

silenced in Zimbabwe‟s labor historiography.  

Section D: Methodology and Sources 

This work investigates the Africanization of nursing from the late 1940s and the 

subsequent impact of this on colonial medicine and social relationships within clinical 

spaces. I integrate archival material and oral sources in weaving the history of African 

nurses in colonial and postcolonial Zimbabwe. Produced by various actors at different 

historical periods, these sources complement each other in bringing to the fore African 

female nurses‟ experiences. In tracing the history of nurses, I relied on archival material 

deposited at the National Archives of Zimbabwe. I focused on the Medical Director‟s and 

the Medical Officer of Health‟s files. As the most senior civil servants whose principal 

responsibility dealt with public health in Rhodesia, the two received various 

correspondences, memos, letters and reports on hospitals, health and diseases. I used the 

correspondences between health officials, missionaries and government officials to get 
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insights into the various ways colonial officials engaged each other in formulating and 

sustaining Rhodesia‟s health policy. The sources were also enabling in getting at the 

points of agreement, divergences and areas of tension between colonial officials. 

Although the documents mainly deal with diseases and the condition of health services in 

the colony, they also contain information that gave me glimpses into the staffing situation 

in hospitals just before and during the Second World War.
107

 I was also fortunate enough 

to come across a file that directly dealt with white nurses and the challenges they faced 

within clinical spaces. Within the Medical Director and Medical Officer‟s papers, the file 

from the Southern Rhodesia Nurses‟ Association was significant in allowing me an 

interior view of white nurses‟ frustrations and working conditions in Rhodesia hospitals 

from the late 1930s up to the mid-1940s.
108

 Indeed, letters from Matrons at various 

government hospitals across the country exposed the dire situation in hospitals and 

nurses‟ frustrations with government‟s failure to improve the state of affairs.
109

 For 

example in 1945, the Matron of Umtali revealed that:  

There appears to be great dissatisfaction amongst the staff. They maintain that 

government is not making sufficient efforts to improve staff shortage which has 

now reached a climax. The majority of the temporary staff who have already 

completed years of full-time service are feeling utterly exhausted and consider it 

impossible to carry on under existing conditions.
110

 

The few letters are revealing because they show white nurses‟ agency in the light of 

mounting pressures of working in Rhodesian clinical spaces. Despite their significance, 
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they do not give a complete picture of hospitals, nurses and the ways in which the 

government tried to solve the problems. The most significant body of evidence that 

exposed the state of hospitals in colonial Zimbabwe, and brought out the voices of white 

nurses and the debates on the need to search for a permanent solution on the nursing 

crisis were the files from the National Health Services Commission (1944-45). The 

Commission was set up to investigate the state of Rhodesian hospitals, the impact of 

urbanization and industrialization on the provision of health services in urban areas and 

to recommend the appropriate measures the government had to take. Spanning all parts of 

the country, the Commission sought information through direct interviews and 

correspondences from medical doctors, hospital administrators, Native Commissioners, 

industrialists and Council Officials. The Commission gave white nurses an opportunity to 

voice their concerns. Through their representatives, white nurses not only complained 

about the problems bedeviling hospitals at the time, they also urged the government to 

initiate the training of African women to work alongside them as trained nurses in the 

process relieving white nurses of the burden of tending African patients.
111

  Some of the 

recommendations from the Commission were partly responsible for setting into motion 

the Africanization of the nursing services in Rhodesia. In the process of gathering 

evidence, the Commission gave less attention to African voices. Indeed, in an extensive 

body of evidence that covered close to 400 pages of interviews together with numerous 

appendixes of correspondences, direct evidence from Africans covered less than five 

pages. Furthermore, conspicuous by its absence within those five pages were African 
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women‟s voices.
112

  In colonial Zimbabwe, no matter their age, African women were 

treated as minors. Thus, African women‟s concerns and grievances were channeled 

through men. In this case, African women‟s anxieties about health issues and the 

possibilities of becoming fully trained nurses were conveyed through middle class males 

who dominated organizations like The Bulawayo Bantu Community Association.
113

  

To be sure, archives are not neutral. They are a product of carefully selected 

documents by colonial authorities that recorded their everyday interaction with Africans 

and their policies in colonial settings. Indeed, Frederick Cooper and Ann Stoler argue that 

colonial archives on which scholars are so dependent are themselves cultural artifacts, 

they “erase certain kinds of knowledge, select some and valorize others.”
114

 In 

conducting research therefore, I was armed with idea that I cannot just write history 

based on these sources. I was aware of what constitute the archives, what was usually 

excluded from it and the constellation of power relations within archives. 

Archival materials at the National Archives of Zimbabwe are extremely rich in 

documents up to early 1960s. This dissertation goes beyond the early 1960s. To offset the 

problem of evidence, I used African newspapers and magazines housed at the Mass 

Media House in Harare. Examples include The African Parade, The African Weekly, The 

African Daily News and The Bantu Mirror. Written by Africans, these newspapers span a 

period of over forty years. Newspapers opened a window through which I drew Africans‟ 
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perceptions on health policy, the state of clinics in urban as well as rural areas, and their 

perceptions on African female nurses. African newspapers and magazines also had 

special reports and debates on the professionalization of African women and articles on 

how African middle class women had to conduct themselves. I read these newspapers 

with a critical eye as to how gender and class mediated perceptions on female nurses. For 

their insights, newspapers muzzle the voices of African nurses and instead reveal the 

biases of their writers and intended audiences. Written mainly by male “middle class” 

writers and intended for the literate few, they projected their middleclass, patriarchal 

ethos in their discussion on women in Rhodesia. Nevertheless, these sources complement 

the other main evidentiary base for this dissertation. 

To get insights into the various motives for entering the profession and the 

everyday work experiences within clinical spaces, I relied on oral sources. In conducting 

oral interviews, I was aware of my positionality as a male coming from an American 

university doing a study on African female nurses. Some of the nurses I approached for 

interviews were surprised that I was conducting such a research as they reminded me that 

there are many political events that I could write on. Indeed, others clearly indicated that 

they had never thought that one could write a history of nurses or even thinking about the 

history of hospitals and diseases. For them, history was what they were taught at school, 

about political events and big names or as Mrs. Dhlamini indicated, “history of the war 

veterans and the war we see every day on Zimbabwe National TV.”
115

 In most cases, I 

took time to assure them that their life stories are also part of Zimbabwean history that 

has been skirted in books and narrations of Zimbabwe‟s history.  
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One of the most important points I reiterated was for them to think about the 

changes that took place with the attainment of independence and when Zimbabwe began 

experiencing surges in patients with HIV/AIDS. Such an approach made many feel more 

comfortable to talk about their clinical experiences. I interviewed close to thirty nurses in 

Harare and Mutare. Their ages ranged from those in the mid to late fifties to those in the 

in the late seventies. In my hometown of Mutare, it was not difficult to make connections, 

as some of the senior nurses are my neighbors and relations. For those who felt 

uncomfortable /unwilling to talk to me, they directed me to other nurses and this gesture 

was very important in building trust between myself and the informant considering the 

tense political situation at the time of the research. In Harare, I went to the premier 

institutions of Parirenyatwa and Harare hospitals. However, because of the volatile 

political situation and the cholera pandemic that had again made Zimbabwean hospitals a 

subject of international media, some of my informants were unwilling to be interviewed 

at work. Considering that the government was downplaying cholera cases and the state of 

hospitals in the country and labeling anyone who spoke publicly against health polices  

an enemy of the state, I had to assure them that I was not a journalist working for an 

international organization and that their work would be used only for academic purposes. 

By stressing the importance of oral histories in the reconstruction of nurses' 

history in Zimbabwe, I am following in the footsteps of social historians who have 

demonstrated the significance of this source in yielding information from a people‟s 

perspective. What I noticed is that older nurses were eager to emphasize their childhood 

experiences and these were instrumental in influencing them to enter nursing profession. 
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They reminded me of the problems and difficulties they faced as young women during 

the colonial era and how the situation has changed in the postcolonial era. Nurses also 

underscored their struggles with their superiors within clinical spaces and how they 

worked hard in nursing the sick. For instance, when I asked Mbuya Nyanhanda about her 

daily work she replied that, “We worked very hard but I think it was very good for us for 

we took care of patients better than nurse of today. I think we were patient oriented but 

today‟s nurses are book oriented.”
116

 Others complained about today‟s nurses as 

uncaring, good at gossiping, and interested in money: 

These young nurses do not focus on their work. They are more interested in 

gossiping and talking about today‟s fashions. You hear them talking about the 

latest hairstyles working in the wards. We would do these things during our spare 

time and not when you have patients to take care of.
117

 

What is interesting to note is that information from newspapers in the 1960s mention 

similar problems amongst nurses. A 1961 letter to The African Weekly suggested that 

nurses, “misbehave with their boyfriends, are lazy, (they) do not know how to keep their 

homes clean, nurses worry about money and getting married to rich people and so on.”
118

  

In the early 1980s, there were numerous reports of uncaring, petulant and money loving 

nurses.
119

 On the other hand, younger nurses underscored their dedication to the 

profession and the need to serve their community through taking care of the infirm: 

These days (at the time of the interviews), because of the problems and 

frustrations being experienced in the profession, many of our seniors quickly 

point fingers at junior nurses. Young women have so many options open to them 

but the fact that they chose nursing is an indicator to their commitment to the 

profession.
120
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To account for these seeming contrasting narratives, I took into account generational 

differences and the struggles for what it means to be a nurse in postcolonial Zimbabwe. 

There was a tendency by older nurses to romanticize the past, even when they 

experienced racial discrimination. For instance most of the older nurses argued that even 

though their salaries were lower in comparison to their Coloreds/Asians and white 

counterparts, “yakanga iri mari kwayo. Taitozviotengera zvinhu zvedu (wages were 

reasonable. We managed to buy valuable commodities.)”
121

 In trying to come to terms 

with this romanticization of the past, I was reminded of Michel-Rolph Trouillot‟s words: 

“The past does not exist independent of the present…The past is not hermetically sealed 

from the present, rather the present shapes narrative understandings of the past.”
122

 As 

most of my informants articulated their clinical experiences in detail, it was clear that 

most eagerly shared their stories with me as part of the frustrations with the state of 

hospitals and disillusionment with the provision of public health and their disappointment 

with the political and economic situation in 200-2009. On the economic side, Zimbabwe 

was experiencing the highest inflation in the world, with civil servants failing to access 

even their inflated salaries in banks. On the political front, the environment was tense 

following the aftermath of the March 2008 elections and the run off in June that saw 

massive intimidation of opposition supporters in both urban and rural areas. Furthermore, 

Zimbabwe‟s public health system was in a state of paralysis. While the provision of 

health services had been matching the economic decline starting in the 1990s, it had 

become clear by 2006 that the health sector was in shambles. Burdened with mounting 
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HIV/AIDS cases, Tuberculosis and malnutrition, the decline in health services was 

accelerated by government‟s failure to reinvest in public health infrastructure. With the 

shortage of foreign currency, it became extremely difficult for the government to procure 

drugs. Slowly, hospitals turned into “mortuaries” as Mrs. Dhlamini claimed.
123

 In fact, 

between September and November 2008, some hospital wards in major public hospitals 

gradually closed due to shortages of personnel, drugs and general neglected. The most 

abrupt halt in healthcare access occurred on 17 November 2008, when the premier 

teaching and referral hospital in Harare, Parirenyatwa, closed along with the medical 

school.
124

 To make matters worse, between August 2008 and March 2009, nurses were 

trying to come to terms with the cholera outbreak. Detected in August 2008, cholera 

swept across the country at the same time spreading to neighboring countries. At the time 

of the research, the outbreak was recorded as the deadliest African cholera outbreak 

during the previous fifteen years. All these factors were important in reminding me that 

the various ways in which nurses interpreted and projected the past was a political act 

meant to make a critique of their situation at the time of the research. As Tamara Giles -

Vernick warned us, in dealing with oral sources we have to be attentive to the fact that 

“our informants filter such interpretations through their perceptions of contemporary 

personal, social, political and economic relations.”
125

 In an environment that made many 

reluctant to speak against the government for fear of retribution from “vana takwarwa 
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hondo (liberation war veterans)”
126

 the romanticization and glorification of the past was 

framed by the realities within clinical spaces at the time of the research.   

 Another challenge of retrieving and using these memories is the inherent 

silences that are typical of any set of oral sources. Oral historians have demonstrated that 

silences are part of everyday practice of memory and any set of historical memories are 

particular bundles of silences. I became aware of the silences in my informants‟ 

responses when almost all the interviews I conducted were silent on detailed information 

on sexual transmitted diseases and birthing practices within clinical spaces. These issues 

were only addressed in passing references. My own positionality as a male Zimbabwean 

contributed to these passing remarks and at times silences. In situation where most of my 

informants were elders of whom some I personally know, I was culturally assigned the 

position of a son and a munyarikani. Within the Shona culture, a munyarikani is a person 

with whom one has a very close relationship that one cannot discuss matters related to 

sex and sexuality. To do this, one relies on vana tete (aunt), sekuru (uncle) or sawhira 

(close friend). Indeed, it was impolite for me to ask about sexually transmitted diseases or 

about the changes in the birthing process as I was reminded of my positionality as a son 

and male. For example, Mrs. Makoni was talking about her anxiety with male bodies, 

especially those suffering from zvirwerwe zvepabonde (sexually transmitted diseases). 

Upon my probing for further details, she quickly reminded me that, “you know these 

diseases and I cannot tell you anything more than what I have said.”
127

Despite their 

problems, oral histories provided me with the interior view of nurses‟ world during the 
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colonial and postcolonial period. Information from interviews described the struggles 

they had to go through to enter the profession, their conceptual understanding of nursing, 

and their daily experiences in clinical spaces. They emphasized the tensions with their 

superiors and their problems with patients. While they experienced numerous problems 

nurses stressed that they had no regrets taking up the profession. As Mrs. Shumba 

emphasized, if given a chance, she would take up nursing again, “I would still take up 

nursing because I love the job. You know, since I retired in 1999, I have always been on 

standby, coming back on several occasions to help with the staffing situation at the 

hospital. It is something that I have always wanted to do and I am glad I had the chance 

to do this.”
128

 Mrs. Shumba spoke for many. Her life history is emblematic of the many 

nurses whom since the 1950s have been on the frontline of caring, shouldering the burden 

of nursing the nation. 

Time framework 

 The dissertation spans almost half a century of African women‟s presence as 

trained nurses within clinical spaces in colonial and postcolonial Zimbabwe. I start in the 

post Second World War era because this is when the government set in motion training 

African women as nurses to work in government hospitals. This became a fully-fledged 

reality from the 1950s onwards. The dissertation ends in 1996. In 1996, Zimbabwe 

experienced a major strike that lasted for almost two months. It was the longest and most 

sustained industrial action by nurses. The 1996 nurses‟ strike exposed declining standards 

within hospital and was the midwife of the era of labor protests in postcolonial 

Zimbabwe. The post 1996 era saw a significant drop in the number of nurses working in 
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government hospitals as many started migrating to South Africa, Botswana and the 

United Kingdom. 

    Chapter Outline. 

 This dissertation is divided into six chapters. The introduction introduces the 

main argument and major hypotheses central to the study. The first chapter discusses the 

literature review and methodologies. In addition, the chapter contextualizes the 

Africanization of clinical spaces by examining the origins of the crisis that bedeviled 

clinical spaces in Rhodesia. Specifically, by the Second World War, Rhodesian hospitals 

were experiencing staffing crisis. This crisis was a result of racial color bar, and 

economic and social changes in Rhodesia.  The crisis compelled authorities to rethink 

their policy in the process, setting in motion the extension of trained nursing to African 

women. 

 The second chapter contends that although the crisis that affected clinical 

spaces was partly responsible for the presence of African women as trained nurses in 

Rhodesian hospitals, an examination of nursing services is inadequate without analyzing 

African women‟s motives for taking up nursing as a preferred career option. In their 

recollections, African women underscored reasons ranging from the nature of the 

profession, the aura and prestige associated with nursing, role models and uniforms to 

economic opportunities availed by the profession. In this chapter, I suggest that their 

emphasis on these wide-ranging reasons is important for two reasons. First, it was part of 

an identity construction on the part of nurses. Indeed, nursing is both a professional and 

social identity. Thus in highlighting the varied reasons, African nurses were trying to 
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differentiate themselves from other professional women like teachers, clerks. Second, the 

chapter also suggests that by emphasizing other economic and social factors that drew 

them into the profession, it enables us to analyze the socio economic changes that were 

taking place amongst Africans in post 1945 period. 

 Chapter three examines African nurses‟ work experiences within clinical 

spaces from the 1950s to 1970. It shows how hospitals were typically colonial spaces. 

The hierarchy of authority and the use of power replicated colonial race and class 

relations. The chapter examines how African women carved a niche for themselves 

within hospitals, making colonial spaces their own. In addition, I examine the various 

ways in which African women played a significant role in reshaping cultural practices 

and the care economy. Central to the chapter is how African women were cultural 

brokers who translated information to white superiors, and at the same time translating 

colonial medicine to African patients.  

  The fourth chapter takes hospitals as a microscope of the society. It highlights 

that during the 1970s and early 1980s, hospitals were an important site of struggles that 

were being played out in the political arena. Specifically, the chapter uses racial conflicts 

in hospitals during the 1970s and early 1980s as reflections of the tensions and anxieties 

that gripped. The chapter also examines the impact of the liberation struggle on clinical 

spaces and how nurses were central in nursing a nation at war. Finally, the chapter 

examines the decolonization of hospitals in the 1980s.  

  Chapter 5 interlaces neoliberalism, nurses and their work in government 

hospitals between 1990 and 1996.  In this chapter, I use nurses as a window into 
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examining neoliberal project‟s effect on professional women and the various ways in 

which these women responded to ESAP within their working environment. I analyze the 

various strategies nurses adopted to cushion themselves from problems that affected 

hospitals in the 1990s.  By adopting strategies like cross-border trading to supplement 

their salaries, and slowdowns and strikes to force authorities to take appropriate 

measures, nurses were not abandoning their responsibilities to patients and society, but 

demanding that the government make it conducive for them to satisfy their duty to 

society. Chapter 6 summarizes the main arguments and proposes areas for further 

research. 
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Chapter 2  

African women’s varied motives for choosing nursing as a profession. C. 1950s-

1980.  

 

Introduction 

The Africanization of nursing services was partly a response to the socio-

economic changes taking place in Rhodesia in the 1940s. However, the history of African 

nurses in Rhodesia is incomplete without analyzing African women‟s motives for 

embracing nursing in the post Second World War era. This chapter interlaces African 

women‟s varied and interrelated reasons in choosing nursing as a profession. Reasons 

range from the nature of the profession, the prestige and authority associated with nursing 

and economic opportunities offered by the profession. These reasons played a significant 

role in persuading young African women to take up nursing. An examination of the 

motives for taking up nursing is important for this dissertation in two ways. First, the 

enquiry exposes the ways in which African nurses defined themselves and how they 

played a significant role in shaping a professional identity in a racialized society. Nurses 

connected reasons such as the prevailing gender norms, prestige associated with the 

profession, the sophistication that comes with nursing, role models and at times altruistic 

motives in showing why they were the best people suited for the job and how they played 

a crucial role in reshaping nursing identity within colonial hospitals.
129

 Thus, as much as 

hospital nursing was a product of Victorian and colonial culture, African women‟s 

presence within colonial clinical spaces was a significant factor in reformulating nursing 

identity. Appreciating African women‟s role in reshaping nursing identity shifts the 
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analysis from the idea that African women were just simply importing colonial ideas. It 

shows that they were active agents in cultural process and forging new concepts of 

nursing in Rhodesia. In addition, an emphasis on the varied reasons was part of older 

nurses‟ construction of a nursing identity that differentiated them from traditional 

Shona/Ndebele nursing practices, other professional women and later generation of 

nurses. 

Second, analyzing the various motives for choosing nursing as a preferred 

profession enables us to explore the socio-economic changes that took place amongst 

African women in post Second World War Rhodesia. It is also the argument of this 

chapter that economic factors were intertwined with the desire for social mobility and 

these played a significant role in compelling young women to enter the profession. In a 

highly racialized environment, nursing opened up new social and economic opportunities 

that were not available to earlier generations. At the same time, the professionalization of 

African women through professions such as nursing enabled them to have more control 

over their lives.  

It must be noted that from the onset that African women‟s education was severely 

circumscribed in Rhodesia. This was partly due to government policy that restricted 

African education. Furthermore, it was a result of patriarchal ideas that favored investing 

in boys in comparison to girls.
130

 Women who became nurses from the 1950s onwards 

were the lucky ones. Many of their colleagues‟ educational dreams were stifled by their 

parents/guardians who felt that investing in girl education was a waste of scarce 

resources. Hence, only a limited number of girls had opportunity to access western 
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education. Even so, fewer African women were accepted to study nursing. For those who 

were able to enter the nursing program therefore, their new careers transformed their 

lives. It gave them a sense of their own competency and allowed them to contribute to 

society in ways that would not have been possible for many.  

The ability to earn a salary and being able to have control over their earnings was 

significant for African female nurses. It must be noted that in Rhodesia, race was an 

important factor in determining one‟s salary. Even though African nurses‟ salaries were 

lower in comparison to their European and Colored/Asian colleagues, earning a salary 

was an important gateway to social and financial independence. Social mobility was 

crucial for many. Entry into middle class for most women was through their association 

with male suitors, parents or other relatives. Nursing and teaching, for example, gave 

women more options. For this dissertation, nursing enabled these women to move up the 

social ladder, an entry into “middle class” status, something that seemed a distant dream 

for most African women before the Second World War.
131

 Indeed, the Second World 

War brought tremendous changes to Africans in the colony.
132

 African women were 

equally affected and they embraced the opportunities available in the post war era to 
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improve their social and economic status.
133

 Therefore, centering women‟s hopes and 

aspirations gives us an opportunity to examine how assumptions about women‟s roles 

and work were fast changing and how these were being overtaken by changing social and 

economic realities, modernization and women‟s experiences in the post Second World 

War period.  

This chapter is divided into two sections. The first section connects reasons for 

choosing nursing with efforts by nurses to construct a professional identity. Nurses‟ 

emphasis on issues such as gender roles within traditional African society, education, role 

models were central in reshaping and understanding what it meant to be a nurse. The 

second section connects economic factors with women‟ struggles for respectability and 

entrance into the middle class. I suggest that nursing enabled African women the 

opportunity to have greater control over their lives and move up the social ladder. Taking 

nurses as a window into studying professionalization of African women, the section 

shows how this professionalization was linked with the social and economic changes 

taking place amongst Africans in Rhodesia.  

 

Section A: Becoming a nurse and the making of a professional identity. 

In order to trace the history of African nurses, it is important to contextualize the 

environment that made it possible for African women to imagine the possibilities offered 

by the profession. In Rhodesia as in South Africa, the extension of trained nursing to 

African women was heavily influenced by the prevailing gender norms in both white and 
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African societies.
134

 Starting from about ten/eleven years onwards, girls performed tasks 

and developed skills that were transferable to hospital settings and nursing profession. 

Within African traditional culture, girls helped with everyday household chores. In 

addition, it was the responsibility of elder women, with the help of young women, to take 

care of the sick and nurse the infirm.
135

 Reminiscing on her taking up nursing, Mrs. 

Nhamo underscored her experience with household chores and caring for a sick 

relative.
136

 Others like Mrs. Mwamuka underlined the significance of the Shona tradition 

in instilling the desire to enter the profession. Specifically for her, it was her experience 

with her grandmother who was the village midwife that was a significant factor in 

compelling her to choose working in hospitals.  

I started as a midwife in 1952 at Bonda Mission Hospital. By that time, I had 

finished Standard Six at Bonda Mission School. It was not a difficult choice for 

me at all because my grandmother who was a nyamukuta (traditional midwife) 

started teaching me birthing practices at the age of 16. It seems it was part of our 

family tradition as she had learnt from her mother. She started by showing me 

traditional medicines. On some occasions, she would she would take me along 

when she was called to deliver babies. I would see how it is done. That is where 

my interests in midwifery and later on nursing came from. This was my first 

school and it made it easier for me to adjust to clinical midwifery. By the time I 

started working as a midwife at the Mission Hospital, I was well knowledgeable 

with birthing practices.
137

  

Mrs. Mwamauka‟s case was an exception as many lacked experience in traditional 

midwifery practices. Still they placed emphasis on the traditional division of labor as a 

significant component of their initial training. Indeed, in settler colonies, nursing was a 

woman‟s space, where women had more control over their work as compared to teaching. 
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In addition, there was less competition from young men within the nursing profession as 

very few men harbored the ambition of taking up nursing. As Mr. Kufa Mutoro, with 

over 40 years‟ experience working as a nursing orderly explained: “Many young men 

thought that nursing was for women and very few were ambitious to work at the hospital. 

Many preferred working in what were considered male professions especially in industry. 

My work as a nursing orderly was to do the heavy work that women could not do. 

Nursing was mainly a woman‟s sphere.”
138

 As already noted, the gendering of the 

profession gave women an advantage over men who might have considered the 

possibility of working in hospitals. Indeed, the fact that by the time most of my 

informants were in their mid-teens they had been initiated into the art and culture of 

caring, speaks a lot to the already ingrained gender roles in the society.
139

 Undeniably, 

the domestic chores women performed instilled a sense of confidence that they could 

perform similar task as nurses. This became a part of an imagined future, which 

coincided with the sharp increase in the need for African nurses.  

Even though the above reasons were significant for many to imagine the 

possibilities of taking up nursing, one should not underestimate the important role that 

mission stations, schools and hospitals had in preparing young women for the profession. 

Ideas that African women were the most suitable to take up nursing were reinforced 

through missionary education. Mission schools were central in the lives of many and my 

informants underscored the critical role played by missions in nurturing the need to take 
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up the profession. It was at mission hospitals and clinics where some started as nursing 

assistants.  

Acquiring education-kufunda- was not easy for the majority of women in 

Rhodesia. Their stories speak of the resilience and desire to succeed in the face of 

insurmountable obstacles. For those who attended school, the central feature of the 

educational system during the colonial era was the systematic privileging of white 

students in terms of opportunities and resource allocation. Michael West argues that in 

the post Second World War era, there was a reassessment of state policy on African 

education. However, there was huge bottleneck in African education so that only a 

minority managed to finish education.
140

 Although statistics for 1950s are unavailable, 

during the early 1960s for example, less than 2 % of all African students completed nine 

years in school and less than half a percent finished eleven years. By 1977, reports 

claimed that for every 1,000 black children in Rhodesia, 250 never went to school. Of the 

remaining 750 only 337 finished primary school. Of these 337 about 60 entered 

secondary school, and of those 60 only three finished "A" (Advanced) levels.
141

 Such 

figures represented all Africans and the probability for African girls to be in the 

remaining 750 was even lower. Only a few managed to finish eleven years in school.
142

  

Indeed, the colonial regime limited educational availability to a few Africans in the 

process affecting prospects for social mobility for the majority. Thus for those who were 
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lucky enough to go to school, getting an education- kufunda -was a once in a lifetime 

opportunity not to be missed.  

Many African women wanted to be nurses, however the situation would not allow 

it.
143

  Other factors militated against getting an education.  Most African fathers 

privileged boys‟ education compared to girls‟ education.
144

 In addition, getting education 

for earlier generation of African women was contingent upon access to mission 

schools.
145

 Mrs. Munemo is emblematic of the many young African women who refused 

to be pulled down and confined to the domestic sphere. Mrs. Munemo made home and 

school spheres work for her. She reiterated that,  

I was lucky that my father allowed me to attended mission school. Many of my 

childhood friends could not even imagine that as most fathers or uncles thought 

that educating a girl was a waste of resources. My school was about 10 miles from 

my home. At least I stayed near the mission but there were other girls who stayed 

far, in some cases they had to wake up early by 5 am to do household chores 

before they came to school. When I was in Standard 4 (6
th

 Grade) I was expected 

to help my mother with household chores before and after school. If she was not 

available on a particular day, then I shouldered the burden. I had to fetch water 

from the well, sweep the courtyard and prepare food for my brothers. I would do 

that as fast as I could so that I will not be late for school. After school, it was the 

same routine for me. At times, I will not finish the household chores until 7 pm. I 

could do my own schoolwork after completing my chores. It was easier when my 

mother was around and it became better when my sister helped me. I felt sorry for 

the girls who stayed far. For those who were lucky to go to school, drop outs were 

high as it was difficult to juggle domestic chores and school.
146

  

 These were the few who were able to attend school. The majority of girls could not 

attend school as most fathers hardly invested in education for girls. With limited 

resources, coming from poor families and having few opportunities, African girls 

nevertheless showed the desire and thirst for success in their studies. Many intimated that 
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they were prepared to fight any obstacle along their way. No one and nothing was going 

to stop them from achieving their goals. 

At mission schools, apart from the usual subjects, the girls also attended classes 

on home economics, hygiene, baby care and at times obstetrics. Furthermore, their leisure 

time was structured in such a way as to prepare them for either teaching or nursing.  Mrs. 

Munemo remembered her days as a young girl in the Wayfarer Movement
147

 as 

significant in teaching her to be disciplined, composed and confident in life, attributes she 

suggested became handy when she entered the nursing profession.  

We used to go to the Wayfarer movement and it was so fun. But what was also 

about it is that we were taught to be real leaders in the community. We needed 

that to boost our confidence and as for me, I think I learnt a lot from that and the 

fruits can be seen today.
148

  

Historically, youth movements were very central in the social engineering project by 

inculcating chirungu /chingezi (westernization) amongst young Africans.
149

 Furthermore, 

missionaries used them as a platform to offer African youth an alternative to initiation 

schools.
150

 Indeed, Elizabeth Schmidt notes that the Wayfarer movement was concerned 

with the development of moral and upstanding young girls and offer appropriate training 

for their future role as elite Christian wives and mothers. Premised on the belief that “idle 

hands and minds were fertile grounds for the devil‟s temptations,”
151

 the organization 

promoted activities that would occupy girls‟ leisure time productively, teaching them 

how Christian ideas can be worked out in daily life.
152

 Mrs. Munemo also emphasized 
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these attributes. Whilst she won a number of prizes in housework, laundry and nursing 

tests, Mrs. Munemo remembered that it was her association with nurses at the mission 

hospital and assisting the head nurse even as a young Wayfarer that made her realize her 

full potential to be a nurse. She commented that: 

I was a leader in our group and it seemed to the head nurse that I was very smart. 

Thus, one day the head nurse at a clinic came to us and asked me if I wanted to 

help her in the clinic on Saturday mornings. Of course, I said yes without 

hesitation and that is how I got involved with the clinic. She was very 

instrumental in my application to Harare Hospital nursing school, as she wanted 

someone more qualified to help her. I never returned as I got married a few 

months after finishing school. I feel that if it was not for Wayfarer and the 

opportunity it gave me to realize my potential.  I would have languished in the 

village and probably maybe not even been a nurse.
153

  

While missionaries thought they were just training them to be good Christian wives some 

girls such as Mrs. Munemo conceptualized Wayfarer differently. They saw it as a 

stepping stone to opportunities closed to most rural girls. Hence, they used the 

experiences from the Movement and their connections within the Movement to position 

themselves for opportunities. Mrs. Munemo was not surprised that a significant number 

of girls within her cohort went into either nursing or teaching. Such experiences were 

important in making it easier for African women to adjust to clinical work.  

Other factors drew women into the profession. As the ones discussed above, they 

were significant for an easy adjustment to hospital work. In addition, they provided 

guidelines and framework of what nurses were expected. Role models and the prestige 

associated with the profession also figured prominently in African nurses‟ recollections. 

Nurses drew inspiration from an earlier generation of mission trained nursing orderlies 
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who had opened the path for them in the pre Second World War era.
154

 These trailblazers 

had shown the determination and will to succeed, something that later generations wished 

to emulate. Mrs. Banda is emblematic of such women. Mrs. Banda was born on 16 

January 1935. She did her nurse training in Livingstone, Zambia, between 1955 and 

1958. She came back to Bulawayo the same year, 1958, and worked at a number of 

hospitals in rural and urban areas. She was working at Harare Hospital by the time she 

retired in 2006. Mrs. Banda recalled why she chose nursing as a preferred profession. As 

a young girl, she admired the manner in which the profession was practiced, its 

sophistication in comparison to other professions open to women in the 1950s, and the 

way nurses conducted themselves. These factors made her determined to be a nurse.  

As we were growing up, we used to admire nursing orderlies, how they conducted 

their work. Bandaging wounds, taking temperatures and giving shots. That is one 

of the many things that I admired about nurses. By the time I went for my 

secondary education, I had made up my mind that wanted to be a nurses.
155

 

Mrs. Banda‟s remarks point to one of the crucial distinctions between nurses and other 

professional women: their work. Having access to western knowledge and especially 

western knowledge centering on disease diagnosis, healing and taking care of the infirm 

elevated them above other profession like teaching and clerks. As young women, having 

access to hospital technologies and the skill to use such technologies made nursing so 

attractive.  

Nursing orderlies were not just ordinary people within their communities. They 

were exemplars of the possibilities offered by formal employment. For Africans in 

general, they were an embodiment of what Africans could achieve if given the 
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opportunity. For many young girls who grew up in the post war period, nursing orderlies 

and the world they represented was a source of inspiration. Mrs. N. Makoni, just as all of 

my informants, admired and marveled at this early generation of nursing orderlies who 

like her aunt and her cohort, worked at the mission hospital. According to Mrs. Makoni, 

her aunt “motivated young girls in our village to think about working at the clinic and 

there were a number of us who admired her work.”
156

 It was not only her aunt‟s work that 

she marveled at and hoped to emulate. Just as Mbuya Banda, she also admired her 

dressing. That is the way she always appeared neat, clean and in command of her life. 

She continued, 

I was not only attracted by her work, but also by her attire-the white dress she 

used to wear. We used to see nurses being smartly dressed and with their make 

ups. I said I want to be like them, be smartly dressed, have access to expensive 

oils and perfume, my hair nicely done and I will look glamorous and beautiful. 

Every day I saw her in the nursing uniform I envied her and I imagined myself 

becoming a nurse one day.
157

 

 T. Chinamasa also suggested similar reasons for her attraction to nursing:  

I thought of becoming a nurse especially because of the conduct of nurses in 

public and the way they used to dress. They always looked clean in white dresses 

and it gave a good impression to the patients that they must always be clean.
158

 

Bodily cleanliness, both in appearance and in dress was very intriguing and important in 

the narratives of nurses. It is also central as a window into understanding the various 

ways in which access to resources was changing African lives in colonial Zimbabwe.   

The centrality of nurses‟ conduct and appearance in oral narratives can be linked 

to the construction of nursing identity. It is through their work and outward appearance 

that nurses and the public constructed the image of the quintessential nurse. As preachers 
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of the gospel of cleanliness, nurses were to lead by example. Their homes were expected 

to be clean. Cleanliness and hygiene was embedded in the discourses over Africans‟ 

cleanliness. Scholars on the colonial encounter have shown how this issue was used as 

marker of difference between colonials and their subjects.
159

 Missionaries and colonials 

officials felt it was their duty to “civilize” Africans through the gospel of cleanliness. As 

Timothy Burke argues, these notions of cleanliness, appearance and bodily behavior 

became increasingly powerful within African communities in the 1930s. According to 

Timothy Burke, the growing power of these new behaviors among emerging African 

elites and whites publicly can be explained as signs of struggles between “tradition and 

modern life, African and European ways, heathenism and Christianity.”
160

 This pedagogy 

of cleanliness and manners had entrenched itself to become the standard part of African 

education by the 1940s and had a tremendous effect on conventions of self-

representations in colonial Zimbabwe.
161

 With more Africans having greater access to 

material goods, these notions became part of everyday life. Hence, the cleanliness and 

hygienic nature of nurses expressed through the mode of dress was not only implicitly a 

reaction to the prejudiced stereotype of the African body as a diseased and dirty one. I 

argue that African women who became nurses unconsciously used the same discourse 

that had been used by colonials to differentiate themselves from subject people. Nurses 

deployed similar ideas of cleanliness as a marker of difference between professional 

women and “other” women not formally employed. As much as they had no choice, the 

                                                 
159

 See for example, Anne McClintock, Imperial Leather: Race, Gender and Sexuality in Colonial 

Conquest (New York: Rutledge, 1995) 
160

 Timothy Burke, Lifebuoy Men, Lux Women: Commodification, Consumption and Cleanliness in Modern 

Zimbabwe (London: Rutledge and Kegan Paul, 1996) 
161

 Ibid. 



 

 71 

wearing of white uniforms, brown stockings and brown shoes was a statement on how 

they had access to new forms of power simultaneously shaping their own identity.  

Featuring prominently in their narratives was the fact that uniforms commanded 

respect and were symbols of class and status amongst African women. Nurses were 

respected in their communities because of the dignity, chiremera, associated with nursing 

uniform and the profession. Again, Mrs. Makoni recalled that: “We were always clean, 

spotless clean.”
162

 Mrs. N. Ncube who trained in the early 1970s at Impilo in Bulawayo 

and moved to Harare Hospital when she got married said that in the past nurses had such 

high status that if one was in a car and saw a nurse walking home in the rain, one would 

stop and offer her a ride. This was mainly because “the white uniform was held in a 

higher esteem than what is happening today. When we were walking, either going or 

coming from work, people would say, yes! Those are nurses. They are there to serve the 

community.”
163

 Mrs. Mawoyo echoed similar sentiments when she said,  

Most of us became nurses because of the reverence that came with the uniform 

and the nature of our profession. The uniform gave us respect and everywhere, 

from rural areas to urban areas, African nurses were well respected during those 

days.
164

 

I asked her if there would be any difference if nurses practice their craft in civilian 

clothing. Mrs. Mawoyo was adamant that without uniforms, it would have been difficult 

to identify who was/was not a nurse. Indeed, wearing uniforms, having badges and 

brooches that signaled their ranks, even having a watch pinned to their uniform was an 

affirmation of the right to undertake certain tasks within clinical spaces. As J. Craick 

notes, “the uniform of each occupation conveys an immediately perceived sense of skills 
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and knowledge as well as expectations of the relationship between the worker and 

others.”
165

 For pioneer nurses uniforms allowed patients, colleagues and their 

communities to easily identify them and, by implication, to recognize their skills and 

knowledge.  

 As specialized types of clothing, uniforms are forms of dressing that are used to 

announce a particular set of identities. 
166

 In case of African nurses, wearing a particular 

type of uniform that was also a universal one gave them an opportunity to identify with 

the global image of nurses. Their work and uniforms meant that they were part of a 

sisterhood. Having to wear white, like their European counterparts, affirmed their entry 

into the global sisterhood. This idea, however, should be balanced with everyday work 

experiences. Nurses, as Shula Marks has aptly demonstrated, were part of a divided 

sisterhood. This division was experienced both structurally and racially.
167

 In Rhodesia, 

just as in apartheid South Africa, race played a significant factor in determining one‟s 

position within clinical spaces. The hospital structure was organized in such a way that 

nurses of European origin had were more privileged, followed by Asian and Colored 

nurses. African nurses were at the base of this hierarchy. In this case therefore, even 

though they belonged to a global sisterhood, the differences between nurses made this 

shared experience elusive. Indeed, rather than enhance their position uniforms also made 

it easier for their seniors, doctors and hospital administrators to boss around African 

nurses. According to Mrs. E Mawoyo:  
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Nursing students were easily identifiable by the absence of badges on their 

uniforms and it made them more vulnerable to be used in house duties than other 

nurses with badges. Even if you have badges, you might find that junior doctors 

just look at you, as if one does not know what she is doing.
168

 

In an environment that reflected military hierarchy, the absence of badges on their 

uniforms was a marker of their junior status. Just as in South Africa, while uniforms 

meant they were part of the nursing sisterhood, it has to be noted that African nurses were 

part of a sisterhood that they did not wholly belong to.
169

 

This section suggests that some of the responses by nurses were part and parcel of 

the struggle to define their professional identity in the process distinguishing nurses from 

other professionals like teachers. In addition, it was also meant at differentiating older 

nurses from a younger generation of nurses. In doing this, nurses also underscored the 

philanthropic nature of the profession as one of the factors that drew them into nursing. 

Some argued that healing the sick and helping the infirm was part of their religious 

responsibility.
170

 Mrs. J. Mushando was born in 1941 at Mt Selinda Hospital in the South 

East of Zimbabwe. Run by the American Board Mission, Mt Selinda is a key health 

center in the region. This is the same hospital where she and her friends went for nurse 

training.  

 It was natural for me that I would go into nursing. I never had any doubts with 

it… As a mother, I love seeing babies being born but most importantly, I felt it 

was my religious responsibility to help the sick, especially those without relatives 

to take care of them. That is why I decided to go into nursing.
171
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Mrs. Mushando reiterated that she had no regrets whatsoever in taking up nursing. This 

was what she always wanted. Given a chance, she would take up nursing again. 

According to Mrs. Mushando:  

Yes, I will still take up nursing because I love the job. You know, since I retired 

in 2001, I have always been on standby, being called here and there to help with 

the staffing situation at the hospital. At times, I would say that I do not want to do 

this anymore, but because I love the job, I have always been coming back to it, as 

locum, a fall back.
172

 

A contemporary, Mrs. Shumba, had a similar story. Taking care of the infirm and healing 

the sick has always been one of her wishes. Coming from a religious background, Mrs. 

Shumba felt it was her calling and she always felt satisfied seeing a patient recover.
173

 I 

asked her if other options were available to them at the time and she replied:  

Teaching of course. This was one of the options available to us as young girls. 

You see, during our days there were very few jobs available for us young women. 

It is either you have to go into teaching or nursing and clerical work. However, 

clerical work became open a bit late for us. When it came to teaching, I just did 

not like the idea if spending the whole day with children. You would spend the 

whole day talking and talking. There is nothing wrong with being children but I 

preferred being with patients at the hospital. Maybe it was the idea that you can 

immediately see how you are investing your time. Patients getting well and you 

feel good about your contribution. Of course, as with working in hospital, people 

die and sometimes you get sad. Nevertheless, it is always a bundle of joy either 

delivering a new baby or seeing somebody recovering. With schoolchildren, you 

just have to be patient; you get to know the results of your work way later in life. 

There is nothing wrong with teaching but I preferred being with the patients in 

hospital. Healing the sick was more satisfactory for me.
174

 

Mrs. Shumba and Mushando represented an early generation of trained nurses. They saw 

nursing as a marker of difference with other professional women. In addition, it 

differentiated them form women who worked in industries and on farms. 
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There is no doubt that the younger generations of nurses had more professional 

opportunities open to them than earlier generations. By the 1970s, African women had 

more choices with professions such as journalism, accounting and secretarial becoming 

open. Still, younger nurses placed emphasis on the philanthropic nature of the profession 

as one of the main factors that motivated them to enter the profession. Entering the 

profession in 1973 Mrs. Madziwa underlined altruism as a factor in convincing her to 

take up nursing. She also emphasized the joy she felt in doing her work and how her 

work was central to her life and her desire to contribute towards healing the infirm: 

I have always been interested in this profession. I think my main attraction to 

nursing was that I wanted to help healing people. I really feel that there are people 

out there who put everything on the wire for the sake of the sick. It is my calling, 

something I feel I was born to do and I will never regret being a nurse. I just love 

the profession, being able to see patients getting well. At least I feel that I am 

contributing something to my community.
175

 

Being a nurse was life fulfilling for her and she belonged to the same sisterhood as earlier 

generation of nurses. Ms. E. Mawoyo, who is in her late 40s, raised similar 

compassionate sentiments when she said, “Nursing is an honorable profession and the 

greatest encouragement one can get is from the patient and knowing that one‟s care and 

attention has helped to bring healthy and happy results.”
176

 She emphasized the need to 

be passionate with their work and be prepared for adversities including long hours, night 

duties and the other problems one would not want to experience.  

By highlighting their dedication to nursing and the philanthropic nature of the 

profession, older nurses were trying to differentiate themselves from later generations of 

nurses. They argued that unlike younger nurses they were eager to serve their 
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communities. Perhaps frustrated with the changes that took place especially in the 1990s, 

exasperated at the hospital system at the time of the research,
177

 and remembering their 

years as younger women, they insinuated that they were more prepared to work overtime 

and under harsh condition and with limited resources than most junior nurses. They were, 

“true nurses.”
178

 Junior nurses argued that they were equally dedicated to the profession 

and their presence within clinical spaces did not change nursing identity. Like their senior 

compatriots, they saw nursing as an instrument to serving their communities. One 

younger informant, Tsitsi Chinamasa still underscored younger nurses‟ commitment to 

the profession and the need to serve her community through taking care of the infirm: 

There are a lot problems and frustrations being experienced in the profession. 

Thus, many of our seniors quickly point fingers at junior nurses. Young women 

have so many options open to them but the fact that they chose nursing is an 

indicator to their commitment to the profession.
179

 

There is no doubt that the crisis experienced within the health sector from the 1990s 

influenced the answers nurses gave. In addition, it is my conviction that generational 

differences affected informant‟s responses as it was mainly older and senior nurses who 

maintained that they were more passionate about their job than junior and younger 

nurses. Indeed, elder nurses constructed junior nurses as apathetic and insincere to their 

cause. The underlying argument by older nurses is that nursing has changed, “it is no 

longer what it used to be.”
180

  Such arguments are part of everyday contests over the 

professional identity of nursing. 
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Section B: The quest for respectability and middle class status. 

As early as 1944, three African nursing orderlies showed the possibilities that 

could be gained from their social position within colonial society. The nursing orderlies, 

working at the then Location clinic in Harari Township nearly filed a lawsuit against the 

Location Superintendent. Though the act was frustrated, it was an unprecedented move 

by African women against the local authority. Their act showed a sign of self-confidence 

by African women in an oppressive and racist society.
181

 At the same time, foregrounding 

the case gives us an opportunity to appreciate other ways in which elite women overtly 

challenged colonial authority.
182

 In fact, the case illustrates the extent to which African 

women were willing to go in negotiating their position in Rhodesia. Because of their 

social standing within the community as nurses, these women I argue were making a 

critique of colonial policies at the same time asserting their right to association and 

freedom of movement. Such an incident also reveals that educated African women were 

fully conscious of their status within African communities and were prepared to use the 

legal route to making sure that they were duly respected. 
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The story unfolded in this way. At about five o‟clock in the morning on Monday, 

September 25 1944, two municipal African police raided the house occupied by three 

African nursing orderlies searching for members of the Royal Air Force (RAF).
183

 In a 

society that tried by all means to limit racial mixing, many white Rhodesians loathed the 

thought that some European men were involved in affairs with African women. Likewise, 

African men also felt that it was improper for African women to have relationships with 

white men. However, the main issue here was that members of the RAF were not 

permitted to overstay in the Location under the City bylaws.
184

 The testimony from one 

of the police officers read: 

I first knocked at the door and someone said who are you. I replied I am police 

officer of the Location. A person them came to door and unlocked it. I noticed it 

was one of the nurses. She asked me what I was looking for. I said I was looking 

for a R.A.F soldier who used to frequent these premises. The nurse walked 

backward and said come in. I followed her into the dining room and looked 

through the open door into the bedroom, which she had just left. I saw no one. 

The nurse then knocked on the door of the other bedroom and spoke to other 

nurses in a language I do not understand. The nurse came out of her room and I 

looked through the open door but saw none therein. Thereafter, I walked out of 

the cottage followed by both nurses who remained on the verandah talking in their 

own language. They did not protest at any time against my entering the premises. 

It was quite light (sic) when I made the search and it was unnecessary to have an 

artificial light to carry out my search. I left the premises with the other police boy 

(man) and went to report to the sergeant.
185

  

 

The police officer maintained that there was no malice or jealousy on his part for 

conducting the search. In addition, he swore that he did not tell anyone. He had only 

reported the case to the Superintendent and did not had the clue how the information 

                                                 
183

 During the Second World War, the British Royal Air Force had training  bases in Salisbury and Gwelo. 

It is possible that some British officers did not strictly follow the racially inscribed policies. 
184

 The location byelaws indicated that non-residents were not supposed to be in the location for more than 

12 hours without the approval of the location superintendent. 
185

 NAZ LG 12/7/29. Resident location nurses. Entry into their quarters. 1944 October 6-1946 March 18.  



 

 79 

spread throughout the Location. Feeling aggrieved and humiliated by the invasion of 

privacy, the nurses complained to the Superintendent of the Location. In an effort to 

assert their difference to other women in the location, the nursing orderlies insisted on 

seeing him in private. The Superintendent, however, turned down their request and 

maintained that they had to follow procedure as other Africans were required to do and 

report their grievances in the presence of Europeans and Africans alike.
186

   

Even though the police officer did not find the European airmen, there is a 

probability that nursing orderlies frequently disregarded Location rules.
187

 Specifically on 

that weekend, an airman had been spotted with one of the nurses at a dance in the 

afternoon and in a statement that the nurses did not refute, the soldier had stayed in the 

Location for more than 12 hours.
188

 Despite the fact that they might have broken the rule, 

nurses emphasized their right to privacy and the need to be treated with respect. Part of 

the letter from the nursing orderlies read:  

The natives (nurse orderlies) complain that they have been disgraced in their 

character, status and feeling as a result of what has occurred, and that they object 

most strongly to the fact of the raid and the manner in which it was carried out 

and they object further most strongly to the conduct of the Location 

Superintendent after the raid.
189

 

 

Feeling disrespected and labeled as immoral, the nurses instructed their lawyers to 

demand a proper apology from the Superintendent. It had to contain an admission that the 

allegations made against the nurses are absolutely and entirely unfounded. African 
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nursing orderlies also demanded that the persons responsible for what had occurred be 

properly dealt with. Failure to do this, they instructed their lawyers to place the matter 

before the council and, if need be, to carry the matter further. 

While it was unsuccessful, the threat of the lawsuit can be used as a window into 

analyzing „elite‟ women‟s self-perception. Nurses invoked the human rights discourse, 

their need to be treated with dignity and their right to privacy.
190

 Furthermore, this effort 

was a direct challenge to the superintendent‟s authority and his power to authorize the 

raid. The letter continued thus:  

They (nurses) require to know what authority the superintendent made the raid, 

and what powers he, or the location police had to make the raid under these 

circumstances. They state that the least that could have occurred was that they 

should have been questioned about the matter, particularly since as nurses their 

social status is considerable in the Location.
191

 

 

As privileged elites, these nurses were demanding the right to be treated with respect and 

dignity. They were not the first women to be treated like this in the Location, neither 

were they the last.
192

 But what is interesting to note is that the nurses advocated 

individual rights as reputable women in the Location. There is no evidence that they also 

advocated for the rights of other women who resided in the Location.  

Although the above case was an exception, what is important is that nurses who 

entered the profession from the 1950s onwards had similar confidence in their 

capabilities and of the possibilities that came with formal employment. From fiction to 

oral sources, nursing narratives linked the profession with the “advancement” of African 
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women. Though highly contested, nurses linked this “advancement” with the quest for 

respectability and improved social status. Nursing provided stability, brought respect and 

enabled women to be in charge of their lives. While becoming a nurse was a personal 

“advancement,” nurses argued that their progress was representative of the 

“advancement” of African women in general. In her fictional account of Bulawayo, 

Butterfly Burning (1998), Yvonne Vera illuminates the meaning of nursing to many 

young women during the 1950s. Nursing symbolized something new and liberating. 

Yvonne Vera relates the story of Phephelapi, a young girl in her mid-twenties who had 

the chance to go to the nursing school at United School Hospital, Bulawayo. Growing up 

in the poor neighborhood of Makokoba, she yearned for something new, something that 

would turn her life around. Vera suggested that for Phephelapi “it is not being a nurse 

which matters, but the movement forward-the embrace into something new and 

untried…She is going to be the first to train, if the occasion allows her.”
193

 Undoubtedly, 

many changes were taking place in the 1940s and 1950s. Indeed, educational 

opportunities, though limited were fast expanding enabling Phephelapi and her 

generation to look forward to the future with hope and anticipation for their 

socioeconomic conditions to change.  

The nursing profession provided a new avenue for African women in an 

environment that limited their opportunities because of their race and gender. The 

generation of young women in the 1950s and 1960s felt the same way. Nursing was 

prestigious and represented progress as Mbuya Nyanhanda said: 
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During those days going to a nursing school was something so special. With 

limited opportunities available to Africans, would have moved up by being a 

nurse. I remember when entered nursing school, it was an affirmation that girls 

can also earn a salary and contribute to the wellbeing of the family.
194

  

 

By the middle of the 20
th

 century, African women were beginning to push the envelope, 

breaking new ground, showing that they were on equal terms with men. Within the 

industrial sector as Teresa Barnes notes, the serious labor bottlenecks in the wake of 

industrial expansion in the post-world war period saw employers accepting “native 

females” as new employees.
195

 Similarly, within professional employment, African 

women‟s presence began to be felt. Mbuya Nyanhanda and her generation were 

demonstrating that they could move up the social ladder on their own. Indeed, there was a 

spirit of progress within African communities, the spirit that if given a chance, Africans 

could achieve the same as Europeans. A letter to The African Parade, one of the most 

influential African magazines in 1954 said:  

Admittedly, the effect of urbanization on some has been detrimental. On others, it 

has been otherwise. While there is the loafer, the spiv, the criminal with a 

perverted mind, you have at the same time the enterprising individual who can not 

only hold his own in any sphere where opportunities exist but is both in character 

and enterprise a national assert. For instance, while the emancipation of women 

has produced the „skokian queen‟ and the prostitute, it has also created the woman 

who is conscious of her dignity, her right in the community and her duties. Take 

the countless African women who are earning their living by respectable means 

such as domestic house cleaners, the girls who work in the factories and the 

hospital nurses whose services are every whit the bulwark of African progress 

(emphasis is mine).
196

 

 

While African elites and members of the middle class were beginning to question racial 

exclusivity and colonial structures that limited opportunities for many through political 
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mobilizations, they were also very critical of their own people whom they argued were 

dragging Africans down. Such arguments were influenced by Victorian ideals. It is 

important to appreciate that bourgeois domestic ideas were not simply imported concepts 

imposed on a credulous people by a culturally alien church and politically repressive 

state. Rather, as Michael West argues, Africans in Rhodesia were active agents in the 

acculturation process, and both female and male members of the emerging elites 

voluntarily accepted the ideology of domesticity. Accordingly, African women whether 

independently or in conjunction with African men or whites, formed various associations, 

clubs, and societies to facilitate their efforts to become good wives and mothers along the 

lines of Victorian model they had internalized. These self-enabling agencies were even 

more important than were missionary run and state supported institutions in forging new 

concepts of gender roles among elite Africans.
197

 Thus, African elites and members of the 

middle class felt that criminals, “skokian queens” (shebeen queens)
198

 and prostitutes 

were the bane of African progress. They were seen to be pulling the race backwards and 

making it difficult for Africans to achieve the same status as Europeans. On the other 

hand, professionals such as nurses were considered a national asset. Four years later, in 

1958, nationalist Edson Sithole captured this feeling of African progress in general and 

women‟s advancement in particular in this way: 

If one looks today into the teaching and nursing fields one would be amazed to 

see the vast changes that have taken place amongst the African folk women of 

Southern Rhodesia… The number of women qualifying as nurses, teachers etc., 

brings home the fact that women are not inferior to men. I looked through final 
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examination papers of higher nursing, believe me it is not a question of having 

trousers or dresses in order to pass it. 
199

 

 

Such statement that praised African women‟s achievement would not even raise 

eyebrows in independent Zimbabwe. In the 1950s and 1960s, however, this rare 

achievement was greatly appreciated within African communities.  

In discussing the prestige and the aura associated with nursing, we must not forget 

the immediate attraction to the profession: the financial issue. Unlike student teachers, 

student nurses were paid stipends while training. Within a few months in training, young 

women would be earning better salaries than most men.
200

 While this was a lot in 

comparison to the majority of workers, it must be noted that there was a gendered and 

racial disparity in wages within the health sector. For example, even though the 

curriculum was the same and there was no difference in the job description, there was a 

disparity between male and female trainee orderlies as the table below shows. 

Table 1: Salaries Per Month: African Student Orderlies (1958) 

 

Year of Study  Male Student  Female Student 

First   £ 8.15.0  £ 7.5.0 

Second  £ 9.5.0  £ 7.10.0 

Third   £ 9.15.0  £7.17.0 

Source: NAZ File F 122/FH/190/55 

 

Such discrepancies in salaries were based on the assumptions that men were the only 

breadwinners in the household and they deserved more than women. Not only was there a 

gendered disparity in relation to salaries, race also determined salary. Colonial policy 

determined that Africans were the least paid irrespective of their educational 

qualifications. In between were Colored and Asians, who received a comparatively 
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higher wage than Africans. The table below shows the wage gaps for trainee nurses in 

1958. 

Table 2: Salaries: Trainee Nurses (1958) 

Year of Training African  Colored  European  

First   £ 162  £ 207  £ 264  

Second  £ 177  £ 222  £ 282  

Third    £ 196  £ 237  £ 300  

Fourth  £ 207  £ 252  £ 318 

 

Source: NAZ File F 122/FH/190/55 

 

This policy was carried over to full time nurses. For example, in 1961 nurses who were 

promoted into the Branch “I” had no chance of reaching even the bottom grade of 

European nurses.
201

 A fully trained and qualified nurse received half the salary of a white 

temporary nurse or 15% of a white permanent nurse. On the other hand, Colored nurses 

earned 4/5 and 2/3 of their white equivalents.
202

 Africans‟ salaries failed to match the 

long and arduous stretches of night duties and drudgery work they performed in hospitals. 

There is little doubt that this must have been a frustrating experience on the part of 

African nurses. Mrs. N. Ncube did not hide her indignation with the racialized salary 

structure at trainee level and as full time nurses. 

It was unfortunate that we were paid according to the color of our skin. We were 

discriminated against and it was so frustrating some time that someone is paid 

more than you because of their race. We did the same jobs but we got little out of 

it.
203

 

 

Even though their salaries were not comparable to other races, nurses were still better off 

than average marginalized African women. Indeed, the ability to have full control over 
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their salaries was very significant. It gave them freedom and constituted one of the most 

significant differences between this generation of women and their mothers who were 

self-employed. It gave them more freedom both as daughters and later as wives within 

their households.  

The freedom that came with the ability to earn a salary enabled African nurses to 

reshape social relations within their households. Quite a number literary took over family 

responsibilities, paying school fees for siblings and financially helping their families.
204

 

One nurse claimed, “I bought shoes, clothes and many other things for my family. I paid 

my brothers‟ school fees and remained with some money. I made it a point to save a 

pound a month for the whole year to use to meet urgent family needs.”
205

 In a typical 

patriarchal society that emphasized that fathers, brothers or husbands must be consulted 

on important decisions, being formally employed and being a nurse with all its prestige 

and respectability gave women more independence. This does not mean a breakdown of 

family structures, rather it meant a reshaping of social relations with women having more 

bargaining power within their own families or with lovers and potential suitors. For 

instance, Mrs. Nyanhanda, married to a teacher, suggested that her ability to bring home a 

salary made her husband treat her in a “dignified” way. I argue, however, that other 

nurses might not have had similar experiences as some of my informants suggest.
206

 

Discrepancies in occupational status, education and to some extent values might have 
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caused tensions in marital relations, especially when a wife‟s salary was equal to or even 

higher than that of her husband. 

 Formal employment set up new forms of relationships with other women. For 

example, since many of these women were in monogamous relationships and had to 

juggle between family life and everyday work in hospitals, they were left with no choice 

but to seek help with household chores from their younger siblings or relatives. Others 

went further than relying on close relatives and employed paid domestic workers to help 

manage their households. Using her own case and the cases of her friends, Mrs. 

Nyanhanda vividly remembered different trends involving helpers and maids. Within the 

Shona/Ndebele traditions, young girls sometimes stayed with their relatives to help with 

household chores. Mrs. Nyanhanda suggested that this practice was still intact in the 

1950s. At one time she stayed with her aunt in Harari Township during the 1950s. By the 

time she got married in 1965, she noticed that her colleagues preferred employing non-

relatives. She said:  

There is nothing wrong in helping some of your relatives by employing them. 

However, in most cases you will be courting many problems. Relatives talk too 

much. They complain about this and that. Heeh, the money is not enough, heeh I 

am being used, heeh they do not feed me. They cause so many problems. 

Therefore, it is better to employ someone who is not your relative. You just agree, 

this is what I want and this is how much I can afford to give you. If they do not 

perform as expected, then it is easier to replace them.
207

 

 

The employment of other women was a status symbol and in itself signified a status 

change for many African women. It epitomized the possibilities that came with formal 

employment. It also represented the birthing of new sets of relationships between African 

women in Rhodesia. Undoubtedly, what changed from earlier relationships was the 
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mechanism through which some women gained access to other women‟s labor, becoming 

predominantly a wage relationship.
208

 

Unlike domestic workers who worked for whites, maids who worked for African 

nurses virtually became part of the family as they usually shared a bedroom with 

children, as well as eating family food. In most cases, these girls assumed many if not 

most of the domestic duties. My informants indicated that they expected their maids to be 

well versed with domestic chores. Mrs. Nyanhanda usually taught her maids “how to 

press cloths, cook, and clean properly.” 
209

 The fact that a significant number did not 

employ relatives to avoid problems does not mean their relationships with house cleaners 

were tension free. They also had many problems with their maids. They usually failed to 

stay with their house cleaners for longer periods. Pregnancies contributed to a high 

turnover rate, but the major cause was economic. It is apparent from interviews that as 

employers, African nurses failed to pay attractive wages.
210

 They complained that in most 

cases, house cleaners used them as stepping-stones to other better paying jobs.
211

 I argue 

that by employing maids, teaching them new housekeeping practices, African nurses 

forged new social relationship with their fellow African women that were mainly wage 

relationships. At the same time, the fact that they could afford to employ maids was an 

affirmation of how they had managed to enter the middles class. A comparison with 

changes in domestic employment in the postcolonial period is important in bringing this 
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point home. John Pape argues that a situation where a minority, in terms of whites and 

also a few Africans who had the financial wherewithal to employ domestic workers was 

greatly altered in the post-colonial period. Thus in the 1980s the utilization of domestics 

broadened as nearly all black urban households regardless of their class became 

employers of domestic workers.
212

 During the colonial period however, it was a tiny 

minority of the African population, especially professional women who could afford to 

employ domestic servants. 

Formal employment changed women‟s lives in other ways that earlier generation 

of women in Rhodesia always imagined. Specifically, an examination of their daily 

consumption patterns and the material culture give us another clear idea of how these 

women took opportunities afforded by paid employment to take charge of their lives. 

Having easier access to economic resources, their social status within African 

communities enabled them to set new fashion and consumption trends amongst African 

women in Rhodesia. Nurses were the envy of the town and many young women strived to 

imitate their fashion trends. 
213

 Mrs. Shumba remembered her trainee days: 

I used my money to buy my own supplies, those commodities which my parents 

could not afford to buy for me. New clothes, wigs, better quality soaps and 

lotions. Instead of straitening our hair with a hot stone without chemicals, we 

could now afford to buy hair preparations and shampoos. People will know that 

this young girl is indeed in charge of her life with the way one presented herself 

and the way one looked.
214

 

 

Mrs. Shumba started working as a nurse in the 1960s. Even before that, nurses and other 

women with access to economic resources saw these new fashions as symbols of power 
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and respectability. To be able to buy a new dress, a wig or a new pair of shoes using their 

own personal savings and without consulting approval from the male members of the 

family was liberating for many.  

The way nurses articulated the significance of these new status symbols 

underscores status change on their part. Indeed, many of my informants indicated that 

cosmetics were part of their conspicuous consumptions. Besides making them look 

beautiful, they argued that daily access and use of cosmetics was aimed at gaining respect 

within the society.
215

 The use of cosmetics, especially amongst young unmarried nurses, 

at times undid what they tried to achieve. In her study on Mucheke Township during the 

1970s, Weinrich notes that women with higher social status: nurses, wives of 

professionals, the wives of railway workers all used skin lighteners, hair straighteners and 

cosmetics, including lipsticks. On the other hand, those women who did not have easy 

access to such cosmetics, criticized cosmetic use amongst the wealthy, implying the use 

of these cosmetics marked them as former prostitutes, in the process degrading their 

(nurses and wives of other professionals) status within the society. 
216

 It is probable that 

jealousy and financial problems affecting many families at the time might have played a 

significant factor in influencing women‟s responses when Weinrich conducted her study. 

However, there were also some moral issues associated with cosmetics that date back to 

the 1930s. There is a long history of the association between heavy cosmetics and low 

class women. Timothy Burke notes that many “shebeen queens,” prostitutes and 

independent urban women adopted cosmetics as a badge of their identity in the years 
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immediately preceding the Second World War. At the same time, as an expression of 

their fears about women‟s mobility and women‟s power, men targeted cosmetics use as 

the symbolic attribute of “dangerous” femininity.
217

 Indeed, informants noted that the 

heavy use of cosmetics would make them appear cheap and look like prostitutes. But 

their ability to buy cosmetics in general and being able to use their hard earn money in 

the way they deemed fit was an indicator of how they had economic power and were in 

charge of their lives. Yet, they maintained it was a statement of their independence. It 

was their right to use their hard-earned salary in ways they felt like. 

Nurses were also pacesetters in fashion trends. Undeniably and similarly to 

cosmetics, dressing and even how they spent their leisure time, for example ballroom 

dancing, was an important testimony of their new status. The Africa Parade, February 

1959, described the 1958 Impilo Hospital Nurses‟ Christmas Ball as follows: 

The Impilo Hospital Nurses‟ Christmas Ball was a most lovely party. Ladies 

swayed and swaggered in the best of dresses and the outpatient‟s hall was graced 

with both distinguished men and women of the city and galaxies of beauty. It was 

one of the dressiest parties the townships had ever had.
218

  

 

 How they spent their leisure time and the lifestyles they adopted was an affirmation of 

their entry into the middle class. Ballroom dancing was popular amongst the middle class 

and those who aspired to be associated with this class. Dressing was also a marker of 

difference. It differentiated the older and younger generations. At the same time it 

distinguished the urban and rural. It separated those who were aspiring into the middle 

class and the urban workers. Young women used their financial power to assert their 

independence from the dictates of their parents‟ generation. The statement “I bought 
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clothes, I bought shoes,” punctuated most of the responses when I asked them how they 

spent their hard-earned cash. Being away from home, young women in the 50s, 60s and 

the 70s sought new fashion trends. They had the financial wherewithal to buy fashionable 

clothes and they risked their parents‟ wrath by daring to wear risqué fashions such as 

short dresses and high-heeled shoes, instead of knee long dresses and tennis shoes. It is 

also the argument of this chapter that taking up nursing as a profession enabled them to 

enter into the middle class and gave them new opportunities that were never available to 

earlier generations. It enabled them to negotiate their socio and economic position in their 

communities. Christine Mawema, captured the potential offered by the 

professionalization of women in Rhodesia. In an interview with The African Parade in 

1960 Mawema said: “Our kitchen days are over…We can no longer continue the 

tradition of our predecessors. We just want to be treated as equals with our men and we 

will do it, I tell you!”
219

 Christine Mawema was the wife of Nelson Mawema, one of the 

early nationalists in African politics. Speaking in 1960, at a time when African 

nationalists were pushing for independence, it is not surprising that she also saw this 

struggle for Africans to be treated with dignity as part of women‟s struggle. Christine 

Mawema at times attended political rallies alongside her husband.
220

 As she suggests, 

differences were emerging between the older generation of women and the younger ones. 

To the generation of the 1960s as represented by Mawema, their grandmothers and 

mothers were partly defined by their presence in the kitchen. Indeed, within the 

Shona/Ndebele culture, the kitchen was the woman‟s space. On the other hand, the dare 
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(men‟s court) was the man‟s space. Any man who spent most of his time in the kitchen 

was usually derided as chinzvengamutsvairo (the broom dodger). The idea that the 

kitchen was the woman‟s space was further buttressed with missionary education that 

molded African family life along western standards.
221

 By the 1950s and into the 1960s, 

formal employment offered new opportunities for women to push the boundaries of what 

women were expected. Mawema and her generation of professional women had hope and 

aspiration that their new found status would enable them to be treated on equal basis with 

men. I therefore argue that, the professionalization of African women in Rhodesia gives 

us a window into examining the ways in which African women‟s everyday lives were no 

longer being defined by their domestic responsibilities and by their association to men, 

either as suitors, husbands or their male relatives. Public spaces like hospitals became 

new sites that African women used to reshape and negotiate their relations and move up 

the social ladder.  

Conclusion. 

While the Africanization of the nursing services in Rhodesia was partly a result of 

the problems facing hospitals in the 1940s, the history of nurses will be incomplete 

without analyzing nurses‟ wide ranging motives for taking up the profession. In their oral 

narratives, nurses emphasized reasons ranging from the nature of the profession, the aura 

associated with nursing, role models and economic issues. The chapter notes that an 

emphasis of these varied motives in their recollections was important for two reasons. 

First, in doing this, nurses were reshaping their professional identity. It is the argument of 

this chapter that as much as hospital nursing was part of colonial culture, African nurses 
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were active agents in cultural process and played a central role in forging new concepts 

of nursing in Rhodesia. Furthermore, African nurses used the above reasons as a marker 

of difference between them and other professional women like teachers, and also with 

later generation of nurses. The chapter also argues that their life histories can be used as 

window into examining how African women took charge of their lives and pushed the 

boundaries of what was possible in an environment that circumscribed their upward 

mobility. Unlike their mothers, these women had more chances of rising up the social 

ladder to become part of the middle class. Their life histories, in particular the reasons for 

selecting nursing as a preferred career option give us an opportunity to analyze their 

hopes and their frustrations and how they used the rare opportunity of formal 

employment to shape their own lives. 
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Chapter 3  

An anatomy of African nurses’ work within Rhodesia’s clinical spaces: 1950s to 

1970. 

Introduction 

This chapter examines African nurses‟ work experiences within clinical spaces 

from the 1950s to 1970. With the Africanization of the health sector in the 1950s, African 

nurses became principle healthcare workers in government hospitals. At the same time, in 

the post Second World War period, hospitals in Rhodesia experienced a surge in patients 

seeking medical attention. The hospital, however, remained quintessentially a colonial 

space, as the hierarchy of authority and the use of power within clinical spaces mainly 

replicated colonial race and class relations. This chapter argues that in such a hostile 

environment, African nurses carved out a niche for themselves making workspaces 

(hospitals) their own. At the same time, nurses‟ testimonies suggest that nursing practice 

within colonial hospitals gave African women an opportunity to reshape cultural 

perceptions of nursing and the care economy. It is a truism that nursing students did not 

arrive at the nursing school as empty vessels, devoid of values, attitudes, and beliefs. 

They carried into their profession the constellation of cultural values of their family, 

class, race and religious origins. In this chapter, I also argue that as much as their training 

emphasized western medicine, African female nurses were not wholly midwives of 

western medicine. They drew upon their own cultural norms of health and healing. By 

co-opting cultural understandings of therapy in hospitals, African nurses were able to 
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come to terms with the intricacies of colonial medicine simultaneously reformulating 

their own and patients‟ ideas of healing. 

The chapter is divided into four sections. The first section explores changes that 

took place within Rhodesian hospitals from the 1950s. Specifically, I examine the 

Africanization of the health sector in the post 1950 era. The section shows that the 

Africanization process not only meant having African nurses within hospitals, but that 

some these African nurses were promoted to senior ranks within the colonial nursing 

service. Hence, the government appointed African nursing tutors and sisters gradually 

dismantled the industrial color bar system that had denied Africans positions of power 

within the civil service. It is significant to appreciate that although African nurses became 

influential in the day-to-day running of wards and other hospital activities, labor relations 

between seniors and juniors within clinical spaces hardly changed. The second section 

analyzes student nurses‟ struggle for independence from matrons and their seniors. It 

suggests that African student nurses exchanged one form of patriarchal control with 

another. The third section explores nurses‟ daily work. An examination of everyday work 

experiences gives us a glimpse into how African women understood their work, at the 

same time reshaping their understanding of nursing. The final section examines how 

working in hospitals enabled African women to push the cultural boundaries of nursing. 

An anatomy of the their stories of encounters with strangers‟ bodies, elderly patients, and 

dead bodies gives us an understanding of the various ways in which African women were 

coming to terms with new ways of healing at the same time as providing insight into how 

they were remolding their culturally specific African nursing practices. 
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Section A: The Africanization of the health sector. 

 

To understand the complexities of workplace culture during the period under 

study, it is necessary to briefly examine the racial changes that took place within nursing 

services from the post war period onwards. By the end of the war, Rhodesian authorities 

had begun laying the groundwork for African trained nurses to work in government 

hospitals. With an anticipated “increase in birth rates” and the expected “massive 

development of general medical maternity services,”
222

 the African midwife became the 

immediate focus for government policy. The birthplace for the program was at the Umtali 

African Midwives Government School, with a cohort of six students. The six had not 

only passed Standard VI,
223

 but were also carefully “selected after being interviewed by 

the Native Department.”
224

 Just as missionaries had done earlier with African girls at 

mission stations, government midwifery trainees were expected to be midwives trained 

according to western medical intricacies. At the same time, it was their duty to convince 

African women of the ostensible advantages of maternity clinics in the colony. 
225

 As 

Mrs. Shumba who trained in the 50s said when reflecting on the burden placed on 

African midwives‟ shoulders: “Our elder sisters who worked at mission hospitals and 

those trained by the government as midwives had to preach the gospel of cleanliness and 
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coax more African women to give birth in hospitals.”
226

 The pilot program at Umtali was 

considered a huge success to the extent that the government adapted an expanded and 

modified version of the program for the then Harari and Bulawayo African hospitals. 

Equally important was government‟s increase in student intake from six students to 

twelve students per cohort. Furthermore, the quest for a more qualified midwife saw an 

extension of the apprenticeship years from one to two.
227

 These midwives were to be the 

cornerstone of maternity clinics in African urban and rural areas.  

Government midwifery training presented an opportunity for African women to 

highlight their potential and make significant contributions to Rhodesian health care 

system. At the same time, African midwives‟ training gives us an opportunity to analyze 

government‟s attitude towards Africans in general and African women in particular. 

Specifically it shows government‟s recognition of the importance of African women‟s 

service to the hospital system by the beginning of the second half of the century. 

Furthermore, it was also an acknowledgment of and a testament to African women‟s 

knowledge and skill within birthing spaces. When African women officially entered 

colonial birthing spaces as government employed midwives, they relieved European 

midwives of the supposed burden of nursing African maternity patients. It quickly 

became clear that they served only one section of the African population, given that their 

training focused on mothers and infants. Thus already short of trained nurses,
228

 it was 

critical on the part of the authorities to train African women as State Registered Nurses 

(SRNs) for the rest of the patient population. Again, as shown in the introduction, the 
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training of SRNs would shift the burden of nursing African patients from European 

nurses. Consequently, freeing European nurses from concentrating on African patients 

would enable them to focus on European patients.  

The training of SRNs presented a major challenge to policy and the colonial 

system. In a quest to “uphold nursing standards” and uniformity authorities maintained 

that health officials teach the same curriculum across races. The SRN course took 48 

months to complete, emphasized more on theory though clinical practice was very 

important.  Furthermore, the SRN course had to be taught at hospitals with more than 50 

beds in order to give students experiences with diverse medical problems.
229

 At a time 

when segregation was the pillar of the society, the Rhodesian government had to provide 

Africans with their own nursing schools. Yet, until 1958 when government‟s Impilo and 

Harari Hospitals began functioning, training schools for African SRNs in Rhodesia were 

conspicuous by their absence. The government was in a dilemma. The absence of 

government African training schools until 1958 meant that in order to train African 

SRNs, authorities had to open up well-equipped European hospitals and training schools 

for African nursing candidates. Such an undertaking inevitably would undermine the 

backbone of Rhodesian racial policy: the color bar system and racial separation. 

Furthermore, if African nursing students were to be allowed to train in European nursing 
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schools, this gesture would have blurred and eventually set in motion the erosion of racial 

boundaries within clinical spaces.
230

  

The case of the Colored and Asian communities further illuminates the use of 

clinical spaces by Rhodesian authorities to enforce the philosophy of racial separation 

and segregation. Following this principle, African nurses were supposed to work in 

African hospitals only and African wards within government hospitals in smaller towns. 

Yet structurally, colonial society had three racial hierarchies, Europeans, Colored/Asians 

and Africans in that order. There was also a need, therefore, for government to train 

Colored and Asian SRNs to work in Asian and Colored wards. In the late 1940s, the 

Asian and Colored communities had petitioned the government to build a hospital for 

their community. Their victory came in 1952. In line with its policy of total segregation 

based on color, the government built the Princess Margaret Hospital in Salisbury for 

Colored and Asians. Besides concentrating on the Colored/Asian patient, the hospital also 

focused on training Asian/Colored girls only. Thus in 1953, the government started 

training Colored and Asian nursing students. This was the pioneer cohort of non-

Europeans to train as SRNs in Rhodesia.
231

 Asiatic/Colored nurses were by policy only 

supposed to be trained in their hospitals. However, when faced with problems, authorities 

were willing to bend the rule, even though they tried to avoid upsetting European patients 

over this arrangement. Again, the case of Asiatic/Colored students in Bulawayo 

illustrates this point. In 1960, the government suggested the possibility of having 
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Colored/Asiatic trainee nurses conduct part of their practical training in European 

hospital. As Bulawayo had a smaller number of Colored/Asiatic nursing students,
232

 the 

aim was to curb the inefficiency of having tutors teach practical nursing to two groups, 

whites and Asians/Coloreds separately. After raising the issue with Matrons and Sister 

Tutors and discussed the issue with trained European nursing staff, the Medical 

Superintendent of Bulawayo Central Hospital felt that it was a possibility as there were 

hardly any complaints to the idea. Part of the letter read: 

They (white nurses) felt that in principle there is no objection to Colored and 

Asian student nurses doing their practical in European wards. But they felt that 

from time to time there would be occasional clashes with certain patients. We 

further discussed this at the Hospital Advisory Committee and the members all 

agreed to the principle but they realized that there would be occasional difficulties 

with certain patients. It was agreed that Colored and Asiatic student nurses could 

be introduced into the Central Hospital and that every effort would be made by 

the staff to avoid personality clashes.
233

 

The fear of antagonizing white patents was still prevalent. But, out of practical reasons, 

responsible authorities were at least willing to ignore the rule, though the distance 

between white patients and Colored/Asian trainee nurses had to be maintained. In 1961, 

the Secretary for Health confirmed that Colored and Asian student nurses in Bulawayo 

could conduct part of their practical nurse training at the European Central Hospital.
234

 

This was just an exception to the rule to student nurses in the early 1960s. Authorities 

maintained that white nurses were the only suitable to nurse white patients. In the same 
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letter to the Director of Medical Service, the Medical Superintendent of Bulawayo 

Central Hospital dismissed the idea of having trained Asiatic/Colored practice their craft 

in white hospitals and white wards: “it has further been suggested that Colored and 

Asiatic staff might be used in the Central Hospital. This would, I think lead to greater 

difficulties at this stage.”
235

 It was not until the late 1960s, faced with problems of 

staffing white wards, that the government began allowing a few Colored and Asiatic State 

Registered Nurses to work in white wards. Important to appreciate is that they worked 

under white nurses' supervision. African nurses‟ presence in white wards was not 

considered as will be shown in the coming chapter. 

Opening up European or Asian/Colored hospitals to African girls would have 

scrambled the racial boundaries that authorities were trying hard to maintain. Indeed, 

what happened between the end of the Second World War and 1958 when Harari and 

Impilo hospitals were opened for African girls to train as SRNs is a testimony to efforts 

by Rhodesian authorities to maintain racial separation in clinical spaces. To circumvent 

this predicament of training African girls with other races, the government looked for 

assistance from its most trusted neighbor across the Limpopo River. Rhodesian 

authorities turned to South Africa for help to train SRNs at least until they had finished 

building African hospitals with the capacity and equipment to train African SRNs.
236
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Hence by the beginning of the 1950s, the Ministry of Health began offering African girls 

bursaries to train as SRNs in South Africa. McCord Hospital, in present day KwaZulu-

Natal became the main destination for trainee nurses. Initially four students per year left 

Rhodesia for McCord Hospital. In 1953 the government increased the bursaries to ten per 

annum. By 1961, 71 African girls from Rhodesia qualified with SRN diplomas at 

McCord, 17 had gained the midwifery certificate and 60 Rhodesian nurses had both 

diplomas.
237

  These African nurses came back home to serve their people. While the 

government was sending students abroad, in 1958 it opened two major central hospitals 

for Africans in Harari and Bulawayo. The same year, 1958, the first cohort of 

government-trained nurses started their courses at Impilo Hospital in Bulawayo and 

Harari Central Hospital respectively. These young women together with their 

counterparts trained abroad, were to change the structure of nursing service in Rhodesia. 

The African State Registered Nurse had finally come home. 
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Image 1: The first cohort of African State Registered Nurses to train at Harari 

Central Hospital. They graduated in 1962. Source: National Archives of 

Zimbabwe. 

It is important to put the Africanization of the Nursing Service within its political 

context. Between 1953-1963, Southern Rhodesia was part of the Federation of Rhodesia 

and Nyasaland.
238

 Central to the Federation was the “partnership” concept. Partnership 

was seen in different ways by different races. Europeans saw it as a sociopolitical system 

based on the maintenance of race identity and political and economic cooperation 

between races. In practice, the policy was one of racial segregation, with Europeans in 

control as the senior partner in the arrangement.
239

 Africans had their own idea of 

partnership. According to African nationalist Bernard Chidzero, by partnership Africans 

meant “equality of individuals before the law, regardless of race or color.” It denoted a 

political and social system based on persons rather than groups. Specifically, it meant 
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“the total abolition of discrimination on the grounds of race.”
240

 In terms of employment 

as Colin Leys notes, Southern Rhodesia amended the Industrial Conciliation Act 1958 so 

that Africans could join Trade Unions, which could be multiracial. In relation to the Civil 

Service, in 1959, Southern Rhodesia altered Civil Service Act, which in effect had 

excluded African civil servants from the rights and privileges accorded to white civil 

servants. Writing in 1960, Colin Leys notes:  

The Federal Public Service regulations permit Africans to hold jobs in the highest 

pay scales…African nurses are being trained by the Department of Health and 

will be able to earn European salaries if they qualify…
241

  

While Collins was optimistic over the possibilities of the government gradually 

dismantling of racialized salary structures within the Civil Service, this never took place. 

Indeed, as my informants suggested, they were paid lower salaries than European nurses 

even when African nurses were more experienced and qualified.
242

 

The Federation of Rhodesia and Nyasaland brought new opportunities for many. 

Likewise, the introduction of the Federal Civil Service in 1953 and its subsequent 

expansion to cater for the Federation‟s needs was also reflected in clinical spaces as new 

posts for European nurses were created. In addition, the building of African hospitals also 

created openings for African nurses. Indeed, the potentials offered by the Federation 

made it possible for African nurses to imagine moving up the civil service ladder. In fact, 

the Africanization of the nursing services went beyond training SRNs to work in African 

wards and hospitals within the colony. Realizing that it was impractical and impossible to 
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solely rely on European women with all responsibilities related to African wards, the 

government began opening up influential posts to African nurses. Before 1961, all 

African nurses were placed in Branch III of the Federal Nursing Services. This was one 

of the lowest grades within the civil service. Based on racial hierarchy, the grading 

system failed to take into consideration educational qualifications and deliberately 

ignored skill and seniority.
243

 By the end of 1960, changes for African nurses were in the 

air. In January 1961, the government upgraded 25 nurses, 21 from Impilo hospital in 

Bulawayo and 4 from Harari hospital, into the Branch II of Federal Nursing Service 

structure. Branch II of the Federal Nursing Service, which was also part of Branch II 

Civil Service structure was created as a proving ground “for non-Europeans who, for 

reasons both of their qualifications and of the duties they are performing, can, provided 

they exhibit the necessary qualities of character, merit advancement to Branch I on parity 

with European officers.”
244

 Promotion into Branch II did not automatically mean that 

African nurses were at par with their European counterparts. They had, as per policy, to 

prove themselves before they could qualify for Branch I. This was in direct contrast to 

their European counterparts, who, because of their race, automatically entered Branch I 

of the Federal Nursing Service. Thus, as much as there were changes within the civil 

service structure, African women remained under the tutelage of their European 

counterparts.
245

 As Mrs. Matondo recalls:  

There were many disparities during the colonial period. We were under whites 

who treated as servants no matter one‟s qualifications. Young white nurses had 
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more power than us. They could give you instructions on what to do. Even if I 

knew I was qualified, there was nothing I could do about that, we had to do our 

work.
246

  

Discrimination was rife and this was frustrating for African nurses. The partnership 

remained unequal. Nevertheless, promotions were a major step for African nurses and 

recognition of African women‟s service to their people.  

The promotion of nurses met with mixed feelings. Evidence suggests that African 

nurses were elated by such a step that recognized their competence in an environment 

that circumscribed upward mobility for African women.
247

 Mrs. Shumba remembered 

how, as a student nurse, her cohort looked up to these women who had moved up the 

ladder as role models and people who inspired them to succeed in life. According to her, 

“They had shown us that we could as Africans improve our position if we want. It was a 

testimony of good things to come for nurses.”
248

 This upward mobility gave nurses hope. 

They were ecstatic over the possibilities afforded to them. However, nurses at Harari 

hospital bitterly complained about what they saw as unfair treatment of Harari nurses as 

compared to nurses at Impilo in Bulawayo. Only four nurses from Harari were upgraded 

as compared to twenty-one from Impilo. Though direct evidence is lacking, one can 

speculate that African nurses complained to their authorities at Harari Central Hospital, 

and clear evidence of the disgruntlement comes from an editorial in The African Weekly: 

If African State Registered Nurses at Harari Hospital are genuinely working hard 

for their hospital to be the best in the Federation, they have cause to be bitterly 

disappointed with the recent upgrading published in our last week‟s issue. The 

upgrading of only four of their hospital staff –compared to 21 at Impilo –has 

knocked down to zero the prestige of their hospital. And because the upgrading is 

supposed to depend on efficiency, it has suggested that Harari is packed with 
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inefficient nurses. We challenge health authorities to deny this or otherwise to 

confirm it and state if it is by coincidence.
249

 

Oral interviews and archival sources are not clear whether there was a struggle and 

rivalry between Harari and Bulawayo Hospitals. In addition, sources are not clear 

whether this struggle, if it existed, was due to ethnic differences or reflection of the 

struggles between Salisbury and Bulawayo as major urban centers in colonial Zimbabwe. 

Nevertheless, from the complaints in newspapers, one can detect that nurses at Harari felt 

unfairly treated. Nurses at Harari Hospital petitioned the government to upgrade more 

senior nurses from their institution. The pressure worked as the government immediately 

took steps to remedy the problem. It appointed 16 more nurses of which 15 were from 

Harari hospital by mid-January of the same year.
250

 These promotions were a crucial step 

in the restructuring of the nursing service that ultimately saw African women having 

more responsibilities in hospitals.  

The changes went beyond appointing African SRNs into Branch II of the Federal 

Nursing Service. The government began promoting non-European nurses to higher and 

more influential ranks. Before 1962 all nursing sisters were European. Southern Rhodesia 

had no African or Colored nursing sister and nursing tutors. While African and Colored 

SRNs were still few, the policy that placed African and Colored nurses into Branch II of 

the Nursing Service and white nurses into Branch I made it easy to overlook and sideline 

African and Colored nurses.  Indeed, white nurses had a higher chance of promotion even 

when they were younger and less inexperienced than African and Colored nurses.
251

 The 

year 1962 saw another significant policy shift. On June 1 1962 Charity Munjoma, 
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became the first African SRN to be promoted to the rank of Sister in the Federal 

Government Service.
252

  Working at Lusaka Central Hospital, Miss Munjoma was one of 

the many African nurses who studied nursing in South Africa. A graduate of McCord 

Hospital, Miss Munjoma had been in government employ for fourteen years. Due to 

government policy, she was employed first as a nursing assistant and later as junior nurse 

even though she was fully qualified. In addition, irrespective of her impressive 

educational qualifications, Miss Munjoma worked under the supervision of European 

nurses. It was only with the inception of the Federation that nurses like her were 

recognized as SRNs. Thus, Miss Munjoma‟s appointment as the first African Nursing 

Sister represented another major milestone in African women‟s advancement within the 

Nursing Service. At the time of her appointment and in the months immediately 

following, the government was expecting to assign more experienced non-European 

nurses to the position of sisters. Four more nursing Sisters were appointed in the same 

year making a total of five by the beginning of 1963.
253

 Important to note is that three of 

the five nursing sisters were posted to hospitals outside Southern Rhodesia. Thus Miss 

Munjoma and Miss Nhlahla were at Lusaka Central Hospital in Northern Rhodesia, 

whilst Miss Sondo, was posted to Blantyre Hospital in Nyasaland. The two other non-

European nurses, both “Colored” nurses, were stationed in Southern Rhodesia.
254

 As part 

of Federal policy, nurses could be posted anywhere within the Federation and it is highly 

likely that vacancies for African nurses to work in senior positions were available in 
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Lusaka and Blantyre. The Federation was dismantled in 1963 and the Rhodesian Front, 

declared Rhodesia independent from Britain in 1964. The policy of Africanizing the 

Nursing Services continued. Indeed, in the late 1960s as informants indicated, there were 

more African in positions of influence in Southern Rhodesia than before. In fact, by the 

end of the 1960s and into the early 1970s, African hospitals were more Africanized. 

Though statistics are lacking, interviews indicate that there were African nursing tutors, 

matrons and sisters in charge of wards.
255

  

 

Section B: The world of the student nurse and the struggle for independence 

 This section briefly examines student nurses and their struggles for social 

independence from their parents as well as matrons and nursing seniors. A brief analysis 

of student nurses‟ lives is important for this chapter as their experiences as trainee nurses 

partly informed their work within hospitals and was an important transition to fully 

trained nurses. In addition, it also exposes the tensions between trainee nurses and their 

superiors. 

By entering nursing school, African girls were moving away from the daily 

patriarchal control in their homes. However, they had to struggle with their matrons to 

assert their autonomy. This was not a novel phenomenon amongst African women in 

Rhodesia. At the turn of the century, African girls ran away to mission stations in search 

of independence from patriarchal control.
256

 Although later generations of the 50 and 60s 

sought parental blessing to enter nursing school, like their grandmothers, going to nursing 
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school was perceived similarly as an avenue towards independence from male 

guardians.
257

 Just like the girls who fled to mission stations at the turn of the century, 

trainee nurse traded one form of patriarchal control for another. Their stories bring to the 

fore nursing student‟s continued experience under new forms of paternalistic 

relationships and their struggles for social independence. 

During the 50 and 60s, the normal hospital structure reflected colonial racial 

structures. White men, administrators and medical doctors occupied the top of the 

pyramid. An army of African workers occupied the base. In between were white matrons, 

sisters and nursing tutors. White matrons and sister tutors wielded formidable power. 

They managed a staff of white nurses and African servants upon which they exerted tight 

control. They directed a wide range of clinical, domestic and administrative tasks. Just 

below the powerful white matriarchs were sisters, junior nurses and temporary employed 

European nurses who wielded a lot of authority over black nurses. Younger and 

inexperienced white nurses usually supervised African nurses.
258

 There were slight 

changes by the end of the 1960s and into the 1970s as more African nurses occupied 

positions of power. Yet this did not drastically change the relationship between senior 

nurses and junior nurses. As Sekai Nzenza described in her semi-autobiography 

Zimbabwean Woman: My own story, African nursing tutors and sisters replicated 

inherited hierarchy of order and authority. They were as strict with nursing students as 

were white matrons, sisters and tutors. According to Nzenza, “ African nursing sisters 

and tutors were nothing short of black women, living and behaving like white women…. 
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a nursing student could be dismissed for a minor malfeasance without warning.”
259

 Her 

ordeal under a black nursing sister for what she claimed was a minor misdemeanor was a 

testament to how both white and African nursing leaders maintained authority over 

nursing students: 

All day I scrubbed and polished the wheels of the trolley. I wheeled each one of 

them into the office for her inspection. She moved the trolley by pushing it with 

her leg, it made a squeaking noise. She said it was not clean and I had to do it 

again. I oiled all the wheels, so that they did not make any more squeaking noises. 

This did not make things any different. At the end of six weeks, she gave me a 

report. I got a D which meant very poor, lazy and uncooperative. I was sent to the 

white, big chested Matron. She warmed me that another report like this one would 

warrant my dismissal. I promised to co-operate and I did co-operate. I never said 

no to any Sister, and I worked very hard to impress them.
260

 

 Many an informant also alluded to such a strict disciplinary environment within the 

hospitals. Irrespective of their race, their seniors were bent on making sure that they got 

the best out of their students, and they would not tolerate misdemeanors as hospital 

authorities gave greater power to matrons and sisters over student nurses. 

It must be noted that nurses‟ experiences were not a novel phenomenon. Nurses in 

other parts of the world had similar experiences in their transitions towards fully-fledged 

nurses. The hospital was a school, workplace and home combined. As Barbra Melosh 

argues in the case of the United States, to initiate young women into a common 

occupational identity, hard work and strict discipline were emphasized.
261

 Similarly in 

Rhodesia, such principles were applied to all nursing students and strictly followed by 

senior nursing personnel. Matrons, sisters and other responsible authorities made sure 

that they had control over nursing student‟s daily work and their social lives. Their 
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authority extended beyond the normal limits of school or workplace discipline. 

According to Mrs. Nyanhanda  

We began as twenty-seven and by the time we finished we were eleven. Of 

course, two left just after our first post mortem experience and they were very 

strict, especially the tutors. They had strict rules maybe because of us being black. 

If you make some complains, either related to food or something, they will weed 

out the ringleaders or either discipline them but in most cases they were expelled. 

We were not allowed much social interaction. If you sneaked to a local teacher‟s 

college, you will be given a stern warning and continued malfeasance will result 

in your dismissal from the program. In addition, as first year students they would 

never tolerate mistakes with prescriptions.
262

  

A contemporary Mrs. Shumba also placed emphasis on the sternness of the Matrons and 

Sisters in her nursing school reminiscences:  

The rules were firmer than what we have today. The girls these days have it easy. 

It was difficult for us to leave nursing grounds without permission. Our 

boyfriends were not allowed near nursing homes. We were told that we could not 

combine marriage with school. We had to be dedicated with our work.
263

 

The emphasis on differences between earlier generation and present day generation was 

important for many older nurses. Besides exposing generational differences between 

older nurses and younger nurses, it was an affirmation of older nurses‟ suitability for the 

job, their dedication to serving their people and the way in which matrons and 

authorities‟ strictness molded them into better nurses.
264

 Curfews were meant to “protect” 

African nursing students from the “prying African men.”
265

 They were also an attempt to 

control student nurses‟ movements and limiting their interactions with the outside world. 

This was aimed at making sure they concentrate on their nursing.  
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It is tempting to view nursing schools as “total institutions” that imposed rigid 

discipline on nursing student‟s lives. True, their lives were regimented and organized in a 

hierarchy. However, training schools were not “total institutions” as nursing students 

found various ways in which to circumvent these restrictions. A 1961 letter to The 

African Weekly suggested that nurses, “misbehave with their boyfriends, are lazy, (they) 

do not know how to keep their homes clean, nurses worry about money and getting 

married to rich people and so on.”
266

 In fact, an earlier report in The African Weekly had 

claimed that the African population in Salisbury thought: 

All is not well at Harari Hospital. Repeatedly, we hear stories of discord. The girls 

in training do not seem to have anybody looking after them. They wander with 

boys around hospital. Some of then spend nights out and one by one, they are 

being expelled as expectant mothers. This is not the way the now qualified nurses 

were looked after whilst in training in the Union or we should not be having one 

of them here. Can the health department sincerely tell us that there is nothing they 

can do to rectify things at the Harari Hospital? Or do they honestly believe there 

is nothing to rectify there? If so, may we be told exactly what is happening at this 

hospital.
267

 

In response to these reports, authorities tightened their boarding regulations for trainee 

nurses. Thus in July 1961, it was reported that:  

It has been learnt that the freedom allowed student nurses at Harari to receive 

visitors is even more restricted than announced in the African Weekly last week. 

They are allowed to have visitors only two days a week-on Fridays and Sundays. 

They can have friends and relatives visit them on Fridays from 6 pm to 8 pm and 

on Sundays from 3 pm to 6 pm. The girls are not allowed to have visitors any 

other time.
268

  

Such toughness on nursing students was based on a paternalistic attitude that infantilized 

them. Racial changes within the nursing leadership did not alter this view. As Nzenza 

illustrated: 
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They all wanted to be the first to discover a pregnant student nurse. Pregnancy 

meant immediate dismissal. The Matron even went to the extent of going to the 

nearest Family Planning Centre to find out which student nurse was registered on 

the pill. 
269

  

Although statistics are lacking, it is possible that the yearly average of pregnancy 

amongst nursing students was high during the colonial period. Yet, nursing students used 

various coping strategies to assert their independence. My interviews suggest that 

sneaking out and covering for each other was prevalent. Some used their church time or 

what little of their leisure time to meet with their would-be partners.
270

 For those who got 

pregnant, illegal abortion was an option if one wanted to continue her studies.
271

 In a 

study on abortion amongst African American women, L. J. Ross notes that abortion in 

and of itself does not automatically create freedom. However, it allowed some control 

over biology, freeing women from the inevitability of unwanted pregnancy. According to 

Ross, for those who aborted it was necessary, necessary as the midwife to their daily 

survival politics.
272

 Likewise, for some of the nurses who found themselves pregnant, 

resorting to illegal abortion was part of their survival politics in an effort to continue with 

their education.  

Others turned to contraception especially the pill as noted above and the Depo-

Provera injection. According to Amy Kaler, the first issue of the pill in Rhodesia was 

made in 1961 to 60 white women. The provisions of the pill was later extended to women 
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of all races so that by 1963, an estimated 3000 doses of the pill were being sold monthly, 

and “many educated women are using it, but they do not wish for it to be generally 

known.”
273

 By 1970, the Family Planning Association reported a constant increase in the 

demand for the pill and the Depo- Provera injection, which with time overtook the pill in 

popularity.
274

 When it was initially introduced, Africans associated the pill with 

promiscuity. This initial stigma made many unwilling to disclose that they were taking 

the pill. However, its popularity was an indicator of how African women were quick to 

adopt new methods of birth control in Rhodesia. For young trainee nurses who were 

under strict supervision from authorities, the use of contraception was part of the daily 

struggles to control their fertility and to assert their reproductive rights. As they were 

expected to teach family planning and reproductive health was part of the curriculum, 

nurses used their knowledge as an affirmation of their independence.
275

 African women, 

as Amy Kaler argues, have always used various forms of contraception as both a social 

and personal strategy. They used contraception in a careful and calculated ways as they 

struggle with being good wives, good mothers and good sisters.
276

 Likewise, I argue that 

student nurses used contraception as a personal strategy as they struggled to conform to 

what was expected of them as student nurses. It was part of the struggle to balance what 

was expected of them to be a good student nurse and the demands of a social life. 
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Section C: Nurses and their work. 

For those young African women who had the chance to enter nursing school in 

post war Rhodesia, their lives were fundamentally changed. As with hospital work in 

other parts of the world, nursing school introduced its own regimented system in their 

lives, with trained nurses spending most of their time in class or doing practical in 

wards.
277

 During the first three months, nurses were under probationary training at a 

Preliminary Training School (P.T.S). Probationary training was geared for students to 

acclimatize to the hospital system at the same time enabled matrons and nurse tutors the 

opportunity to assess students and weed out those considered unsuitable for nursing.
278

 

During their initial three months at P.T.S, student nurses were not involved in any ward 

work nor night duty, rather their days from 8 am to 4 pm were spent in class.
279

 At the 

end of three months, students‟ suitability to nursing was assessed through written and oral 

examinations in anatomy, physiology and hygiene.
280

 Thereafter, in addition to regular 

lectures, student nurses were transferred to a monthly basis and fulltime duty and training 

in hospital wards. After first year (preliminary part II) nurses took written and practical 

examinations. Those who failed were allowed to repeat once.
281

 The final examinations in 

written form, practical and viva voce were taken after no less than three and a half years‟ 

training in medicine, medical nursing, surgical nursing and gynecology nursing.
282

 In 

short, their schedule at training over the course was three months of P.T.S, twenty-nine 
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months on Day duty, twelve months of Night duty and four-month leave spread over the 

entire courses.
283

 

 

Image 2: The whole class watches as Sister Tutor demonstrates how to prepare a 

bed for a patient. Source: African Parade, September 1960. 

The employment of African women within government hospitals was partly meant to 

relieve white women from the burden of nursing African patients. Thus, when they 

entered clinical spaces, African women immediately shouldered the major burden of 

hospital work. Indeed, work within wards increased in relation to the upsurge of patients 

visiting hospitals in the post war era. The situation at the Municipal Clinic in 1954 gives 

us a glimpse of the changes that were taking place in many parts of the colony. In 1954, 

the Salisbury City Council complained of the increase in the antenatal unit at Municipal 
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Clinic. According to the Medical Officer of Health, the increase not only strained 

Salisbury council‟s medical budget, but also increased nurses‟ workload at the clinic. To 

be sure, although the Municipal Clinic had an antenatal unit, this was not meant to cater 

for a large number of women. Only women registered to stay in the Location were the 

intended users of the clinic.
284

 Before the opening of Harari Hospital in 1958, those not 

registered to stay in the Location had to use the African section of the Salisbury Hospital. 

However, the post war period saw major changes with more women, especially married 

ones moving to urban areas to stay with their husbands.
285

 At the same time, it became 

even more difficult for the City Council to keep track of women staying in the Location. 

This scenario, no doubt, strained resources in African townships. As the 1954 Council 

Minutes indicated: “ Patient increases in the township are partly due to the rising number 

of married women surreptitiously taking up residence in the location.”
286

 Furthermore, 

the clinic experienced an increase in antenatal cases from women living within the 

surrounding areas. By law, non-resident women living outside the Location were 

supposed to attend antenatal examinations at Salisbury Hospital rather than at the 

Location Clinic. To ease pressure on its staff, the Location Clinic refused care to non-

location women and those clandestinely staying within the Location. As the Minister of 

Health complained of the Council‟s actions, women “lead a precarious existence without 

any antenatal supervision and finally present themselves for admission to the Maternity 
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hospital already in labor.”
287

 This placed an added strain on the mothers and the hospital 

staff, which had to deal with obstetric emergencies some of which could have been pre-

empted by appropriate antenatal care. 

In fact, in the post war period, hospitals experienced higher increases in patient 

admissions than before. Annual patient admissions increased by almost a third from 

206,514 to 324,391 between 1953 and 1958/9. The number of annual outpatients 

attending government hospitals, clinics and dispensaries rose from an average of 

1,800,000 in 1953 to 3,000,000 in the year 1958/59.
288

 Likewise, we can speculate that 

mission hospitals also experienced increases during this time. While authorities claimed 

these increases were mainly due to the “breakdown of superstition,” one can argue that 

such increases were mainly to immigration Rhodesia experienced in the wake of 

improved economic condition. Oral sources also suggest a huge surge in the number of 

visitors by the mid-50s and this no doubt led to the increase in their workloads as Mrs. 

Shumba remembered.
289

 By the 1960s, as Mrs. Mawoyo remembered, the Casualty and 

Out Patient Department at Harare Hospital was always congested with patients.
290

   

Even though nurses worked under so much pressure, they were more eager to talk 

about their work in wards as this was central in defining their professional identity. After 

all, their main purpose of taking up the profession was to help the infirm and heal the 

sick. Indeed, their ward work, duties, the joys of nursing and the challenges they faced 
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defined whom they were and how they worked around the clock for the good of their 

communities. Their work differed according to wards, that is, whether they were working 

in the medical, general or maternity ward. Furthermore, there were differences according 

to times of the day, with more work during daytime than at night. There were further 

differences in work process according to seniority. In their first year, student nurses spent 

more time in classrooms than in wards. They did not shoulder the burden of ward work, 

as their main contribution in the wards was to help senior students and fully qualified 

nurses.
291

 Mrs. Mushando remembers her training years as a challenging: 

It was a lot of work as the workload was just heavy. This was coupled with the 

long working hours we experienced. In most cases, it left us exhausted especially 

when there was an emergency as we had to do a lot of running around. In most 

cases we worked more than 8 hours a day and the next day one had to come back 

early and sometime one had to switch to night duty…We did much the same 

though we must acknowledge that there were cases that as first years we might 

not be familiar with. These we had to leave them to our seniors. For example, 

issues dealing with injections. As first years we were not expected to give patients 

injections as we were still considered as immature in the profession but there were 

other things that did no matter in what year one was in, we did the same, for 

example recording temperature, taking notes and giving medication. One thing we 

have to note is that at times our seniors supervised us, particularly those in third 

years.
292

 

As student nurses, being able to conduct certain tasks was in itself a marker of difference 

between cohorts. A patient would be assured that an experienced student nurse would 

carry out intravenous injections, for example, better than a first year student.
293

 In 

addition, in their third year many a student nurse would have gained enough knowledge 

and experience to work in different wards without direct supervision.
294

 The normal 

completion time was three years, but others took a fourth year doing a midwifery course. 
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In fact, there was a tendency amongst nursing students to specialize in working in 

specific clinical spaces such as the surgical ward and with specific diseases, like 

Tuberculosis. By the time they graduated, nursing students would have been exposed to 

the various ways in which the hospital worked, to the treatment of various diseases, and 

to a diverse array of patients. 

 

 

Image 3: Nurses in the maternity section at Harari Hospital. A nurse is writing down 

information whilst another is using a stethoscope, which in most cases is an instrument 

reserved for medical doctors and senior nurses. Source: M. Gelfand. A Proud Record: An 

Account of the Health Services Provided for Africans in the Federation of Rhodesia and 

Nyasaland (Government Printer: Salisbury, 1960) 

 

Student nurses were shuffled between wards and departments over the course of 

48 months.
295

 However, the biggest change to this arrangement occurred when they 

graduated. As junior nurses and staff nurses, they had more responsibilities and a 

reputation to build and their seniors expected more from them. Different wards required 
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specific attention related to the nature of patients, diseases and sickness. Nurses claimed 

that the Out Patient Department (OPD) was the most demanding of all other hospital 

departments. Catering for less serious and first time patients, the OPD was organized 

differently to other wards. Open between 8 am and 4:30 pm, the OPD was central in the 

administration of the hospital and the patients. Documentation and paper work for 

patients began in the OPD. Although they had to deal with what they considered minor 

problems like headaches and toothaches for example, the presence of seriously sick 

patients meant that nurses had to gather more information concerning the illness. During 

the 1950s and 1960s, as Mrs. Matondo remarked:  

Many of our patients, indeed a number of patients would have visited other 

healers. Therefore, we will ask them so that we will try to map out what exactly 

had been going on and what took them too long to seek medical attention at the 

hospital. We noticed that many people would have visited n’angas (traditional 

healers) and vaporofita (healers from independent African churches) and we 

would want to know everything. You do not know what they might have been 

told to take and this might have implications of our efforts to heal them.
296

 

To contextualize this, Shona and Ndebele cosmology identified three causes of illness: 

natural illness, spiritually induced illness and witchcraft.
297

 In addition, amongst Africans 

as scholars have noted, when an individual was afflicted by an illness, the standard 

approach involved the mobilization of a constellation of persons, in what anthropologist 

John Janzen has termed the “therapy management group.”
298

 The persons were charged 
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with the afflicted person‟s care.
299

 This cosmology informed patients and their relatives‟ 

understanding of illness. Short common illnesses were recognized as a natural and 

normal part of life and prolonged illnesses were regarded with suspicion that someone 

must be the causative factor. In their study of attitudes towards illness at Harare Hospital 

towards the end of the colonial period, J. Kavumbura and R.T. Mossop noted that the 

process of healing had three phases. During the first phase, the patient regarded it as 

natural and expected the problem to disappear within a short space of time. In the second 

phase, medical help outside the home was sought. The hospital was the next stop for 

patients. Prolonged hospital stays or illnesses with poor progress gave rise to self-

searching and suspicion. Thus, relatives would at times take the patient out of the hospital 

permanently or for a short time. The absence of a patient did not mean that the search for 

healing had ceased. Sometimes the relatives consulted the n’anga (traditional healer) 

without the patient.
300

 While Kavumbura and Mossop presented a linear response, 

interviews suggested that responses to illness were entangled affairs.
301

 To the 

consternation of the hospital staff, some relatives would sneak herbs/medicine to 

admitted patients. According to nurses, the occurrence of such a situation complicated 

their work as a cocktail of medicine made it difficult to “concentrate on the real cause of 

illness.”
302

 Nurses argued that patients‟ failure to be clear on what had taken place during 

their sojourn at other healing centers frustrated them and made their work even more 
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difficult. With the lack of documentation of what might have happened before, nurses 

had to come up with other strategies to get a full picture. According to Mrs. Mugove, 

“because we did not have full documentation, we had to turn to relatives. Although 

information might not be necessarily accurate, at least we will try and come up with what 

is the best form various sources.”
303

 Within African healing systems, relatives have 

played an important role in influencing the nature of treatment and in diagnosing. 

After acquiring information needed for patient diagnosis, nurses checked the vital 

signs including recording temperature, blood pressure, pulse and respiration. This was 

indeed the first contact with most patients. To my informants it was also a vital moment, 

for doing all this, checking vital signs, making charts and documentation, asserted nurses‟  

independence and ascertained their importance to the hospital system.
304

 While the 

majority of patients in the OPD were treated and sent home on the same day, patients 

considered seriously ill were immediately admitted. Mrs. Buzengwe reiterated that: 

Most our patients admitted to the wards came via the OPD. In the OPD, they will 

have done everything for us, checking the vital signs and giving specific to the 

problems affecting the patients. This was good, as it would lessen the burden of 

that work in in the wards. However, there were also emergency cases where 

someone comes in and they are chronically or in most cases when there was an 

accident. We had to do everything from documentation to assigning beds and 

moving them to beds.
305

 

It was the responsibility of orderlies to do the heavy-duty work within the wards, 

including transporting patients from different wards. It is important to appreciate that, 

even though work in the main hospital was different depending on which wards, the 

nature of the patients‟ illness and the fact that patients changed every day, one can trace a 
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routine in nurses‟ work that was repeated almost every day. Mrs. Buzengwe remembered 

that: 

Every morning we started by examining files in case something might have 

happened during night. For example, the condition of the patient might have been 

more serious or someone died. We also took note of the patients who had been 

admitted at night. We would also prepare medication. At this time, some student 

nurses and orderlies will be providing food. Some patients would have taken a 

bath, if they can walk. For those serious ill we would bed bath them. Linen was 

changed after they had taken their food and then they are given medication. 

Depending on the day, the doctor will make rounds, take notes and discharge 

patients. By midday, we would be tired of walking up and down the wards, either 

making sure that everything is done properly, patients are fed, and they have 

taken medication. At the same time, others will be preparing the afternoon 

medication. We always had to be alert as there was a lot going on. The situation 

will become tenser when there is an emergency and we noticed more of this 

during the war.
306

  

Nurses had preferences to which wards they wanted to work. Ms. Chinamasa enjoyed 

working in the maternity ward more than the surgical ward, whilst Mrs. Buzengwe 

enjoyed working in the OPD.
307

 Most nurses stated they had more problems in the 

psychiatry and the male wards than in other wards. Even though they had these 

preferences, their main aim in taking up the profession was to take care of the infirm and 

heal the sick. Thus they were prepared to work in any ward and such hard work, 

cumbersome as it was, was part of their contribution to their communities.  

Nurses understood their work in a number of ways. The nature of their profession 

and its conduct elevated them above other professional women. Even the earliest nursing 

assistants, who were mainly trained to work as house cleaners, used their work to 

ascertain their professional superiority as compared to other women. And as M. 

Sandelowski argues in the case of the United States, while there were few clinical objects 
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in the early decade of training that distinguished nurses from other women, nurses were 

to be distinguished from others workers by the skillful use of clinical devices such as 

stethoscopes and thermometers.
308

 Mopping the floor, dusting, and arranging flowers 

were part of the management of the environment around the patient. Changing bed sheets 

and making beds is universally part of women‟s work yet nurses used the very same beds 

to comfort and treat patients. My informants spoke with pride about what seemed like 

ordinary household chores, an indication of how they valued their work at the same time 

as emphasizing how their daily work was different from other women‟s jobs. 

I also argue that it was more than these aspects of nursing associated with 

women‟s work that they emphasized. Nurses underscored the ways with which their daily 

work within colonial hospital settings elasticized and pushed the boundaries and 

meanings of nursing. Nurses entered nursing school with simplified version of their 

responsibilities. To their surprise, their work also included aspects of medical work. 

Evidence shows that African women also practiced medical techniques and used medical 

technologies that in normal circumstances and at the time were a preserve for medical 

doctors, who in most cases were men. At the same time, an examination of their work, 

especially beyond the gaze of the authorities, enables us to appreciate how women in 

clinical spaces played an important role in blurring the dichotomies between nursing and 

medical practices.  As early as 1945, Sister Freeborn complained to the 1945 Health 

Commission of nursing assistants who were doing laboratory work and could decide, 
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“whether a patient has malaria or bilharzia or anything else.”
309

 It must be noted that the 

microscope was a gendered technology. It was mainly the preserve of men, especially 

doctors and the newly trained African microscopists. Nursing assistants had no formal 

training in using the microscope and disease diagnosis. However, beyond the gaze of 

medical authorities, African nursing assistants turned themselves into “medical 

authorities.” Indeed, Mrs. M.D. Moyo who worked at Bonda Mission Hospital in the 

1950s remembered that part of her job descriptions moved beyond just nursing patients. 

She also played an important role in medical procedures at the rural clinic.  She 

remembered giving “anesthetics and was surprised to get good results almost every 

time.”
310

 Mrs. Nyanhanda had this to say:  

We were trained for the situation in rural areas where doctors were hardly 

available. They were expected to be the main authority most of the times. Our 

training made sure that we could do many functions that if all things being 

normal, were supposed to be the realm of medical doctors.  I for example, know 

how to take ex-rays and analyze them; take blood samples, giving anesthesia, 

putting intravenous hydrotherapy. I am also well knowledgeable with suturing 

lacerations and my friends who worked at a TB unit were well competent in 

diagnosing TB through x-ray readings and sputum analysis. One would expect 

such clinical practices to be performed by specialists but at our nursing school, we 

were taught all these things in case we end up at hospitals or clinics where doctors 

only came once in a month. While the government did not pay us accordingly, we 

were superior in terms of our work as it went just beyond the daily ward 

experience. 
311

  

In most of my interviews, nurses placed emphasis to the various ways in which they 

encroached upon what seemed like medical work. Whilst others specialized for example 

in surgical nursing, some of my informants suggested that, they nevertheless managed to 
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do work that was meant for specialists.
312

 Taking X-Rays, sputum tests and minor 

surgeries became new areas in which nurses practiced their work, African nurses 

scrambled binaries between medicine and nursing, at the same time gradually turning 

clinical spaces into their own. At the same time, an emphasis on these activities by my 

informants points to the various ways in which concepts of nursing were being reshaped 

in the colonies. For example, in 1965, the national doctor-patient ratio for urban areas 

was 1:1,885 and the national average was 1: 9,000.
313

 The shortage of medical personnel 

therefore enabled African nurses to claim clinical spaces as their own in the process 

encroaching upon work supposedly the preserve of medical authorities. 

 

Section D: Bridging the cultural divide in clinical spaces. 

Hospitals were unique colonial institutions to many Africans. They were spaces 

for healing and as much as they were spaces were people came to die. Their employees 

handled the most intimate body products and claimed great expertise through their 

knowledge and their use of medical technologies. For many nursing students, the 

introduction to the hospital culture began a journey that was to shape the rest of their 

lives. It was a point of no return, a route that was to distinguish them from traditional 

healers. Having access to clinical knowledge and being able to use clinical technologies 

to diagnose and treat patients, no doubt elevated nurses above traditional healers. In 

addition, the process differentiated them from earlier generations of caregivers who 
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worked hard as nursing orderlies. Indeed, within a short period of their arrival at the 

nursing school, young African women were introduced into the hospital culture. In most 

cases, as my informants indicated, they were not given enough time to be settled. It was 

business as usual for matrons who, according to Mrs. Buzengwe, were eager to weed out 

what they considered, “unintelligent girls who had by chance found themselves in the 

program.”
314

 While it is not clear whether it was intentional on the part of the superiors to 

purge the program of unfit students, the process itself left a profound impact on those 

who remained in nursing. It left an experience that helped in shaping their identity as 

nurses and created a bond amongst girls who were coming from different parts of the 

country. The shared experience, I argue, made nurses and nursing a prestigious 

profession, a profession that, as argued in the previous chapter, showed that African 

women were prepared to embrace changes within Rhodesian society at the same time 

pushing cultural boundaries in Rhodesia. 

Nursing enabled African nurses to act as cultural brokers. As “middles”, to 

borrow from Nancy Rose Hunt, nurses used their position within clinical spaces to 

“translate” western medicine to Africans, at the same time used their cultural 

understanding of disease causation and symptoms in “translating” African illnesses to 

their superiors. Indeed, a central issue that affected nurses‟ work was related to disease 

diagnosis. Nurses I interviewed indicated that a significant proportion of patients they 

nursed during this time frequently failed to clearly explain their ailments. At times, 

African patients suppressed vital information. It was their responsibility to acquire the 

correct information for doctors and to make the diagnosis easier. Mrs. Matondo‟s 
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response indicated that disease diagnosis and treatment within western hospitals was 

often complicated by the descriptions given of symptoms, and at times a different 

understanding of disease causation: 

Some patients were not clear in explaining what was affecting them, they might 

talk about –chipotswa- characterized by the sensation of an object moving 

rhythmically from one part of the body to another, for example from the left ear to 

the right groin. The periodicity may vary from one minute to a week and they 

usually say they experience painfully sensations.
315

 

It is obvious that such descriptions of ailments were frustrating to most nurses. It 

presented them with a big challenge on the best way to treat patients. Furthermore, failure 

to accurately describe ailments also presented a challenge on how to “translate” this 

information to their superiors, often white male doctors. The most common way of 

diagnosing unexplainable ailments in a western clinical setting would be to rely on lab 

results. However, in Rhodesia of the 1950-60s, not every patient found his/her blood 

samples forwarded to the lab. In most cases, medical personnel relied on Africans‟ 

explanation of ailments. In clinical spaces therefore, African nurses became the 

immediate vehicle for transferring such information. Mrs. Matondo and others 

maintained that if they suspected an ailment they were familiar with, they would simply 

suggest it to the doctor.
316

  Furthermore, their presence within hospitals was reassuring 

for many patients that they were being served by their own. Towards this end, nurses 

drew upon their cultural understanding of disease causation in helping patients 

understand and negotiate different health care options.
317

Just as in other parts of the 

continent and like their predecessors, African nurses in colonial Zimbabwe thus played a 
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pivotal role as cultural brokers between African and western health systems.
318

 As 

interlocutors, nurses played a more critical role in shaping how the afflicted experienced 

colonial medicine, even though they enjoyed less authority and power than their 

European counterparts. 

 Working in hospitals meant that many nurses had to cross their own cultural 

nursing boundaries, in the process reshaping their own understanding of taking care of 

the sick and helping the infirm. Nurses had to adjust to seeing, on daily basis, strangers‟ 

bodies, especially male bodies, probed healthy and diseased private parts as part of their 

work, and for some who took up surgical nursing as their specialty later in life, to 

continuously assist in the theater and with surgical operations of different sorts. Indeed, 

nursing older patients presented a major cultural challenge to young African women. 

Historically, older women were the fulcrum of the care economy in rural areas. Young 

women, as noted in previous chapters, only acted in the role of helpers. The introduction 

of hospitals and the subsequent entrance of young women into clinical spaces mainly in 

the 1950s partly transferred the care economy from the private sphere into the public 

domain. At the same time, in the 1950s-60s when young women were becoming the 

principle health care workers, another shift became discernible. Thus, the presence of 

hospitals also shifted the burden of nursing from elder women to younger women. When 

older women and men attended clinical spaces, they were now deferring to younger 
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women.
319

 Young women possessed western knowledge over diseases, the knowledge 

that partly drew African patients to hospitals. Furthermore, young women had access to 

hospital technologies to diagnose diseases. They wore uniforms that were a signifier of 

authority over disease diagnosis and remedies to be followed within hospitals. But, as 

many acknowledged, nursing older patients, especially strangers brought a sense of 

anxiety on their part. Indeed, treating older patients within clinical spaces presented a 

cultural challenge these young nurses had to overcome. Ms. Chinamasa remembered that 

feeding and later giving shots was not a problem at all. However, her major issue was 

being asked to bathe a patient who was as old as her father. She dutifully accomplished 

the task but said it made her feel uncomfortable the whole day.
320

 Of course, with time, 

nurses got used to conducting these tasks without much anxiety. Thus, while young 

nurses were pushing the boundaries of traditional understandings of nursing through their 

presence in clinical spaces, I also argue that the normalization of their earlier anxieties 

can also be viewed as a way in which they were reshaping their own cultural 

understandings of nursing.  

Some patients made it difficult for the young nurses to adjust to clinical practice. 

Information from interviews suggests that elderly men were also uncomfortable with 

such arrangements. Indeed, with the increased visits of males to hospitals, it became a 

question of the extent to which older men would be willing to allow younger women, 

especially those almost of their daughters‟ age, access to their sick bodies. Mrs. Sibanda 

remembered how it was difficult for her in her first years of nursing to take care of 
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elderly male patients: “Unlike today you could see that they were reluctantly allowing 

you to take care of them. They acquiesce because they had no choice.”
321

 While many did 

not encounter patients who refused to be nursed, a letter in the African Weekly brings out 

what might have been a source of major tension between nurses and patients at Harare 

Hospital: the refusal to disclose information to younger nurses by the elderly. Written by 

a “young man,” the letter gave praise to young female nurses for their sterling work at the 

hospital. At the same time it questioned the behavior of elder men in their conduct 

towards nurses. It read in part: 

I was admitted at Harare Hospital this month and was put into one of the surgery 

wards where the behavior of the female nurses was most complimentary. 

Although I personally do not mind the treatment by female nurses as a young 

man, I noticed that the ward was full of elderly men who expressed a resenting 

impression of being treated by young female nurses. In some cases, these old men 

were refusing treatment. In general discussion with these elderly patients, I was 

informed that these men were very unhappy to entrust their private complaints to 

female nurses. Regarding the young female nurses as their „daughters‟, these old 

men expressed the feeling that according to old African etiquette, an elderly man 

would not confide the secret causes of his illness to a person of his „daughter‟s‟ 

age. As I saw it, it seem as though these elderly were not receiving appropriate 

treatment as they may have been shy to tell the female nurses the real position of 

their illness. The old men also expressed the fear that these young girls are 

allowed to meddle with their bodies in a genuine attempt to apply medical 

treatment, they never the less lose respect of these elderly men who by custom 

they are expected to respect. 
322

 

Follow-up letters also suggested similar experiences. What did not come out in these 

letters was whether this was a pervasive situation that needed immediate intervention or 

if the cases were isolated and spaced in time. However, what is important to note is that 

such incidents exposed the complexity of nurse-patient relationships in a period of 

cultural change. Nurse-patient relationships were not straightforward, but contingent 
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upon varied factors like age and gender. Elder patients‟ behavior at Harare Hospital for 

example, enables us to appreciate patients‟ role in the healing process. Their 

acceptance/rejection of medicine had an impact on nurses‟ work. Indeed the client-nurse 

relationship was often based on conflict and struggle. In this case, it was both a cultural 

and generational struggle. As in the Congo, “maternity clinics and hospitals were and 

remained sites of debates and negotiation, translation and mistranslation, men and women 

challenged and transfigured the healthcare they received through complex processes of 

struggle, bargaining and compromise.”
323

 Likewise, such an observation could be applied 

to clinical spaces in Rhodesia. 

Yong women had to dismantle other taboos in order to be comfortable within 

clinical spaces. According to my informants, traditionally young women who helped the 

elderly in nursing were expected to avoid touching blood.
324

  In her recollections of her 

teenage days, Mrs. Shumba suggested that, “in those days, young women had to avoid 

being in contact with blood to avoid kurwara (to be sick).”
325

 In this case, Mrs. Shumba 

claimed that taboo was linked to women‟s fears of experiencing menstruation problems 

and probably with conceiving.
326

 In addition, young women were also expected to avoid 

being in contact with dead bodies.
327

 Again as Mrs. Shumba remarked: 

Unlike today, attending funerals was not allowed when we were growing up. It 

was only our parents who would go. We would only attend funerals after getting 

married because by then you will be a mature person and having more 
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responsibilities. But today, even children attend funerals. That was unheard of 

during our teenage years
328

  

Since most of my informants came from rural areas, the mortality rates during that time 

in relation to population were probably lower than today. Funerals were fewer and far 

apart. Thus, a significant proportion of nurses I interviewed clearly indicated that they 

had their first sight of dead bodies at the hospital, something that was novel phenomena 

for many. Hence, when she entered training school Mrs. Mushando was shocked that they 

had to be involved in the operating theatre and the idea that part of nursing curriculum 

involved a post mortem.
329

 Hospitals were spaces in which African women, either as 

workers and/or as patients experienced significant cultural shifts. 

In spite of the glamor and prestige associated with nursing, the issue of handling 

dead bodies made most student nurses in training schools anxious and nervous. Mrs. 

Nyanhanda who started training in 1961 spoke for many when she said, 

I had problems and it was very scary for me. During those times, when relative 

passed away, we would not go to funerals unless it was a very close relative. 

Thus, I had never seen a dead body myself, and this was the most frightening 

thing that happened to me.
330

 

Equally, Mrs. J. Mushando said that the issues related to handling dead bodies made 

some of her relatives advise her against entering the profession. They preferred her to 

enter the teaching profession. According to Mrs. Mushando, her relatives said that it was 

not their custom 

 As young women we were not allowed to handle dead bodies, especially 

strangers. In my village children were not allowed to attend funerals until they 

were older, about 15 years onwards. Even when we attended funerals, we were 

sidelined during body viewing, unless of course it was our closest relatives. In my 

case, when I told them I wanted to join nursing; they were not enthusiastic and 
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cited issues concerning dead bodies. I think the bone of the contention was 

centered on handling men‟s dead bodies.
331

 

Mrs. Mushando had no idea why some of these taboos were still prevalent in the society 

and the reasons for that. For her she only wanted to go into the nursing profession. Even 

when her family had converted to Christianity, Mrs. Mushando maintained that such 

taboos were respected.  

It was just part of our culture that you would not expect a young girl to handle 

dead bodies, especially males. To make matters worse, to handle strange dead 

people! Maybe they thought that we might be affected by their sprits or something 

like that. I am not sure but just speculating. You see, we have what is called ngozi 

(avenging spirits) in Shona. Maybe they thought that if we failed to do our job 

properly, like being negligent and someone dies, then we would experience ngozi 

in our family. Probably that is why my relatives tried to dissuade me from going 

to nursing school. However, I was adamant and said to myself, this is what I want 

so I will do that no matter what people want. They later on said that I had made a 

good choice.  

Anxieties over the possibilities of handling dead bodies were common amongst many 

nurses. While Mrs. D.M Moyo, who entered nursing school in 1939, was elated with the 

prospect for her job especially the maternity cases, she was always bothered by fear, 

especially the possibility of being in contact with dead bodies. “Though I liked my work, 

fear was a bother. The first operation I attended was an eye surgery. That did not frighten 

me so much. The worst thing I dreaded was a corpse. Sister   treated me. How? Well, I 

was forced to sleep in the Chapel when there was a dead body. The next morning all my 

fear was gone.”
332

 For many of informants, access to stranger‟s bodies became a rite of 

passage that differentiated them from other workers. 

M.D. Moyo did not mention anything to do with dissection of cadavers as the rite 

of passage for nurses in the colony. This did not suggest the unavailability of facilities 
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and necessary equipment to carry out dissections and postmortems. Facilities for 

dissection were available and there were unclaimed bodies that could have been used in 

the instruction for nurses and orderlies. However, as in East Africa, it is possible that 

instructors preferred using models as a precaution against suspicions of cannibalism and 

sorcery.
333

  In her work, Speaking with Vampires, Luise White shows how a culture 

language of vampire stories emerged in East Africa. These stories grew out of a set of 

beliefs and practices of witchcraft and they were part and parcel of Africans‟ way of 

making meaning of a new medical system.
334

 Parallel cases existed in Rhodesia. The case 

of Dr. Gurney is illustrative of African suspicions of cannibalism on the part of medical 

staff, especially doctors who performed autopsies. As per instructions of the Native 

Commissioner, Dr. Gurney of Old Umtali Mission hospital performed several autopsies 

on cases of sudden and violent deaths. In trying to come to terms with such acts, rumor 

circulated amongst Africans that “he was eating the vital organs of the corpses he had 

examined.”
335

 Such suspicions alienated a significant number of Africans from his care. 

Although this was an isolated event at one mission station, one can speculate that such 

reactions also took place at other mission stations across the country. There is also a 

possibility that during the training of nursing assistants in the prewar period, hospital 

authorities at mission hospitals deliberately used dummies in lieu of cadavers to teach 
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African nursing orderlies anatomy. Such a reading helps us to come to terms with the 

absence of lab and cadaver stories in my older informants.  

Whilst this was an experience for the first generation of nursing orderlies, by the 

1950s, with the quest for having what was termed an ideal nurse, a nurse who would be 

in charge of rural clinics, it became imperative for new nursing schools to introduce 

nursing students to central aspects of western/scientific medicine. A firsthand experience 

of human anatomy was one of the requirements of western medical training. In fact, one 

has to note that the training of nurses was not simply in the art of caring and everyday 

ward management. One of the issues that came out of the 1945 National Health Services 

Commission was the urgent need to improve nursing education in the country. Nursing 

education had to move away from just concentrating on domestic duties in the profession. 

It also had to introduce more sophisticated aspects of nursing to African girls. Thus, 

while some urged authorities that nurses concentrate on hygiene and domestics, 

farsighted medical doctors began to argue for specialized nursing like surgical and 

neurological nursing.
336

 To achieve this, a deeper understanding of human physiology 

and anatomy was necessary.
337

 Hence, by the 1950s the policy for training nurses 

included certain medical aspects, especially for those nurses who were being trained for 

rural areas in the wake of a shortage of doctors. 

When she entered the anatomy lab at her nursing school for the first time, Mrs. 

Banda remembered the color of the room. Its whiteness matched her uniforms and was 
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representative of cleanliness. As a young woman, it was also a depiction of the innocence 

she associated with the profession. However, the same space of healing was also a space 

of death. It was within the anatomy labs that many nurses were also to experience the 

horror of death and these experiences were central in reshaping their cultural 

understanding of nursing and their new perceptions of nursing ingrained in their 

memories for a long time. Mrs. Banda remembered vividly her experience in the anatomy 

lab, an experience that at times traumatized and unsettled her and her colleagues.  

My biggest problem was when we had to go to the mortuary for a post mortem. 

The man had committed suicide and the very nature of his death scared me. It was 

just two weeks after we had started school and it was something that everyone had 

to do irrespective of whether you liked or not. It was easy I think for those who 

had seen dead bodies or those who once worked in the mortuary like my friend 

who had been a nursing orderly the previous two years. When they dissected the 

cadaver, it was one of the most horrible things I have ever seen. I do not know 

how I managed as I was very scared. I remember some of my colleagues fainted 

and it was always the case even in years to come that some girls would find it 

hard to get through their first experience of the postmortem. After that, I thought 

of leaving nursing but I was told that I would get used to. I spent two years 

without eating meat and we would usually sleep with lights on, as we were sacred 

that the person will come back for us.
338

  

Mrs. Nyanhanda had an almost identical story: 

My first experience of seeing a dead person was at the hospital. I will not forget it, 

his name was Yotamu. We were instructed to go to the postmortem room where 

they were dissecting him. They were doing that whilst we were watching, being 

shown every body part, heart and other internal organs. They later dissected the 

brain, showing us what it looked like. I did not sleep that night. It was very 

difficult for me to sleep. At one time, I left the room to vomit. It was shocking.  

That night I did not eat. I just looked at the meat in my plate and felt as if I was 

going to eat Yotamu‟s flesh. It is only varoyi (witches) who eat people‟s flesh and 

I thought by eating meat that day I would become muroyi (witch). I had problems 

with sleeping. During the night, I fell from my bed. All I could see was Yotamu 

coming to me. I almost left training. Two girls left training. I wanted to follow 

suit but what would I do in the rural areas. To herd cattle? No, I decided to stay. 

We later get used to that but it was difficult. People used to say that we were 
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drugged so that we see (kuona) and assist in the operation, but it was not that, we 

only got used to it.
339

  

Nurses drew upon their cultural repertoires in order to make sense of their new world. 

Mrs. Nyanhanda‟s reference of varoyi (witches) and the reason for her disinclination in 

eating meat for some time, points to the way she was trying to come to terms with her 

new clinical experience. To contextualize it, amongst the Shona, not only does witchcraft 

bring misfortune, but also a muroyi is an agent of death. Muroyi brings grief and 

disharmony in the community hence the proverb muroyi, royera kure / ugowana 

anokuviga (Witch, bewitch far away / that you may find someone to bury you) was meant 

to remind a muroyi to live in peace with his/her neighbors. Varoyi are also associated 

with cannibalism. For Mrs. Nyanhanda, Mrs. Banda and others who might have had 

similar experiences in the post mortem lab, visceral experience of dissected cadavers 

shocked them. I argue that student nurses tried to come to terms with this new experience 

by explaining it in a cultural way. By claiming that she is not a muroyi, (not that anyone 

accused her of being that) I argue, was a way of distancing herself from such practices at 

the same time asserting the opposite of what the varoyi do. By not eating meat and make 

connections between Yotamu and witchcraft, she was affirming her new role as a healer 

and sustainer of life rather than an agent of death. 

  Nurses‟ first experience in the post mortem lab and cadaver stories punctuated 

their reminiscences of their student days. These cadaver experiences in various forms 

brought home the realities of death for many. The experiences also had a number of 

repercussions for nursing students, implications that separated them from traditional care-
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giving, intricacies that created a boundary between traditional medical practitioners and 

these new practitioners, who were taking over from their grandmothers and mothers in 

the art of care giving. It also exposed and revealed to students the intricacies of the 

human body in ways that traditional healing practitioners had not yet experienced. As 

Illife notes in the case of East Africa, the various forms of cadaver experiences also 

taught nursing students to separate objectivity from emotions.
340

 These places of death, 

the anatomy lab and the mortuaries, became special places. Having access to these spaces 

on a regular basis made nursing staff special people. Just as the hospital work itself, 

access to these areas, closed to the public and general staff, was important in separating 

nursing staff from the rest of the hospital staff. It also separated them from the rest of the 

population that did not had access to such spaces, in the process helping to foster a 

common sense of identity amongst the nursing staff and the prospective nursing staff. 

Cadaver experiences therefore represented a status change for nurses. As pointed out, 

they represented a threshold crossed, “a symbolic rite of passage into the hallowed realm 

of medicine.”
341

 Indeed, their first experience with dead bodies in the mortuary and 

working with mortician was always a challenge. But such experiences no doubt separated 

them from other workers and in the process helped in the changing social values.  

Conclusions 

This chapter examined African women‟s daily experiences in clinical spaces. It 

showed that the Africanization of nursing services that took place in the 1950s gave 

African nurses hope for future possibilities. However, African women remained 

                                                 
340

 John Illife, The East African Doctors, 74 
341

 J.W. Lela and D. Pawluch, “Medical Students and the Cadaver in Social and Cultural context.” In M. 

Lock and D. Gordon (eds), Biomedicine Examined (London: Kluver Academic Publishers, 1988) 125-153. 



 

 143 

subordinate in the colonial hospital setting. Still, in their subordinate positions African 

nurses claimed the hospital spaces as their own. Being on the frontline of caring, African 

nurses shouldered the burden of nursing the sick in Rhodesian clinical spaces. 

Furthermore, African nurses played an important role in translating western medicine to 

Africans in Rhodesia. Indeed nursing provided a new space where women could cross the 

cultural divide. The handling of dead bodies and participation in operating theatres and 

their presence in autopsy rooms, was, for most of my informants a novel phenomenon. 

To them it was a testament of their entrance into the hallowed world of nursing. It was a 

testimony, a marker of difference between the new healing system afforded by western 

medicine and western hospitals, and the traditional understanding about bodies, blood 

and the entire healing process. References to the fear of touching corpses or being next to 

the medical doctor at the operating table are an indicator to ways in which the African 

was encountering novel healing methods at the same time a reflection of the changing 

ideas of nursing amongst Africans in Rhodesia.  
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  Chapter 4: Hospitals and nurses from the 1970s to the 1980s.  

 

Introduction. 

 

This chapter puts into focus hospitals and nurses during the 1970s and 1980s. 

Taking hospitals as a microscope of the society, the chapter suggests that challenges that 

faced the nation were reflected within clinical spaces. The chapter highlights that during 

the 1970s and early 1980s, hospitals became an important site of struggles that were also 

being fought in the political arena. In supporting this argument, I place emphasis on racial 

conflicts during the 1970s and early 1980s as reflections of the tensions and anxieties that 

gripped the nation at this time. During the 1970s, some sections of the white community 

were bent on preserving racial privileges and racial segregation within clinical spaces just 

as they were fighting nationalists to maintain the hallmarks of Rhodesian society. The 

case of Bindura Hospital, where white wards were closed due to shortages of white 

nurses and the continued defense of the policy that restricted African nurses from nursing 

white patients was a reminder of authorities‟ determination to limit racial contacts in 

hospitals. The race issue spilled over into the first years of independence, with the 

continued discrimination against African patients in some hospitals spaces. The new 

Minister of Health in post-colonial Zimbabwe, H.S.M. Ushewokunze had to directly deal 

with hospital administrators and at times white nurses whom he felt were still clinging to 

the old Rhodesian ways. The case of a white sister who refused to nurse an African 

patient and the Minister‟s reaction to this can also be used as a prism to examine 

suspicions, frustrations and tensions between races in early post-colonial Zimbabwe.  
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 The chapter also uses the case of the 1970s war to support the argument that the 

challenges that faced the nation were also reflected in clinical spaces. To be sure, one of 

the central features of the 1970s decade was the liberation war, which started in earnest in 

1972 and culminated with the Lancaster House Conference of 1979 that paved way for 

majority rule and independence in 1980. Besides accentuating racial tension in hospitals, 

the war had a direct impact in the provision of health services. At the same time, the war 

further entrenched the Africanization of clinical spaces that began in the 1950s as white 

professionals left the country for security reasons and to avoid military draft. Indeed, 

urban and rural nurses were affected by the war in various ways. Although urban nurses 

had to cope with patient upsurges and workload increases, it was rural nurses, those in the 

theatre of the struggle, who were directly affected by the war. Rural nurses received 

threats from Rhodesian Security Forces and were at times arrested, tortured and beaten up 

for various reasons including  being suspected of aiding guerrillas, failure to report the 

presence of guerrillas or failure to report suspected war casualties. On the other hand, as 

part of the rural middle class, nurses were always suspected of being collaborators and 

informers by the guerillas. At the same time, they were expected to contribute in 

medicine or through other ways such as providing clothes to guerrillas as part of their war 

effort. Nurses, just as peasants, juggled between two fighting armies. In their 

recollections of the 1970s, African nurses stressed that their presence within clinical 

spaces was central in nursing a nation at war. 
342
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The chapter is divided into three sections. The first section focuses on race and 

racism, especially government policy of restricting African nurses‟ from nursing white 

patients. I show how this policy was borne out of the strongest racial prejudice as 

Rhodesian authorities used it to maintain segregationist policy within clinical spaces. The 

section also shows the contradictions of this policy and how certain members of the 

society, whites and blacks alike, were calling for its dismantling. The second section 

explores the impact of the war on hospitals. The section suggests that nurses were active 

agents who creatively adapted to their new situation and their continued presence in 

hospitals in the wake of increased risks can be viewed as part of nurses‟ contribution to 

the liberation of the country. The third section briefly examines nursing in the 1980s. 

Specifically it continues with the racial issues that obtained in hospitals between 1980-81. 

I argue that similarly to what happened in the 1970s, debates over racial issues within 

clinical spaces as in the early 1980s were part and parcel of the struggles against racism 

in the country. It also shows the democratization of the health system and briefly 

examines nurses‟ experiences within clinical spaces in the 1980s.  

 

  Section A:  Racism and clinical spaces in the 1970s. 

This section examines racial tensions within clinical spaces in the 1970s. The 

struggles between Africans and Europeans have always been a central motif in Rhodesian 

history. Rhodesian society was built and sustained on the separation of races and a 

battery of legislation was enacted to control the contact between races. Efforts to limit 
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racial contacts also extended to clinical spaces with hospital wards racially segregated. 

Furthermore, as noted in previous chapters, the Africanization of the nursing profession 

in Rhodesia was partly based on the desire to maintain racial segregation. Specifically, it 

hinged on the need to limit white nurses‟ association with African patients. With 

increased number of patients attending government hospitals, it became imperative that 

African nurses be trained to serve their own people. As much as white nurses could tend 

to African patients, African nurses, however were not expected to nurse white patients. It 

was the responsibility of white nurses and at times, Asian and Colored nurses to take care 

of white patients. This canon worked well with the availability of enough white /Asian or 

Colored nurses to tend to white patients. However, Rhodesia never produced enough 

nurses for this rule to effectively work. 

The 1970s brought significant changes that put this rule to the test. From the early 

1970s, hospital authorities were anxious about their failure to train enough white 

personnel to tend white patients.
343

 To make matters worse, authorities were also failing 

to attract enough Asian/Colored girls to work in white wards.
344

 It was government policy 

that African nurses should not tend white patients but some white patients also made sure 

that the policy was reinforced. For example, Rhodesians of European origin in Bindura, a 

farming town north west of Salisbury, were outraged with government‟s failure in 

furnishing the hospital with enough white nurses to tend to white patients at the 

hospital.
345

 An eleven-ward hospital, Bindura had four wards exclusively for white 

patients, a ward for Coloreds and Asians and the rest of the hospital consisted of the 
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African section. In 1973, the European section was functioning with seven nurses. A year 

later, it was operating with three nurses instead of seven. In 1975, the hospital had 

reduced its services to the Bindura white community, closing down three white wards as 

they were left with two nurses responsible for white patients.
346

 It is not clear from the 

records the main reason why nurses were leaving Bindura. Nevertheless, government‟s 

failure to fill up vacant posts partly rested on its inability to train enough white nurses. In 

fact, Bindura was not alone. Across the country, there were reports of some wards being 

closed not because of the shortage of white patients, but due to unavailability of nursing 

personnel deemed suitable to nurse white patients.
347

 The closure of wards at Bindura and 

the possibilities of closing other white wards especially in small town hospitals across the 

country reignited the debates over the need for government to change its policy towards 

the nursing profession in the country. The problem at Bindura was not the unavailability 

of nurses. What was in short supply were European/Asian nurses who were allowed to 

work in the white section of the hospital. 

It is important to appreciate that not all whites supported segregationist policies. 

In a sea of conservatism, liberals fought hard for their voice to be heard. One of those to 

attack this  policy was Laurence Fraser Levy, Professor of Surgery at the University of 

Rhodesia. As early as 1962 Levy wrote a letter to The Central African Journal of 

Medicine celebrating the Federal Supreme Court‟s decision that struck down the 

segregation of swimming pools in the Federation. Levy  urged the “spring tide of 
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desegregation” to be extended to clinical spaces.
348

 Fifteen years down the line, Levy still 

maintained his stance, making strong critique of government‟s segregationist policies in 

clinical spaces. In his strong worded letter to The Herald newspaper, Levi argued for an 

urgent policy shift and for progressive Rhodesians to embrace multiracialism in 

Rhodesian hospitals and outside clinical spaces. Levy wrote: 

It has been government policy for many years that only European or Asian nurses 

shall nurse European patients in government hospitals. Yet until recently, and I 

suspect still present, there have been more well trained African nurses; fully State 

Registered Nurses of the highest quality turned out by the schools at Harari and 

Impilo Central Hospitals than there were jobs for them. I have seen many of these 

desperate for work, and if the same situation does not still prevail, I shall be 

surprised. Even if it does not still prevail, the problems of staffing Bindura and 

other hospitals could be met in the longer run by increasing the number of African 

girls in training and employing them after qualification. There are many more 

suitable applicants for training than there are places available in the nursing 

school, whereas, it has been harder to persuade European girls to take up the 

profession.
349

  

Unavailability of qualified nurses to work in white wards was not the main issue here. 

The crux of the matter was the unattainability of qualified nurses of a certain race 

expected to work in white wards. Evidently, the whole “quality of African nurses” 

argument that was a thin veil in justifying clinical apartheid made no sense. As Levy 

pointed above, African nurses were just as qualified as white nurses or Asian nurses. For 

African nurses therefore, their race was the cardinal sin that denied them the opportunity 

to tend to white patients.  

The situation at Bindura and probably at other government hospitals across the 

country was an entirely artificial one borne out of the strongest prejudice and policy. In 
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1975, the government reported that the all-white hospital, Andrew Fleming Hospital 

(AFH) had vacancies for 51 nurses. The Ministry of Health was failing to fill up the 

posts.
350

 In the same year, 1975, the government began constructing the second phase of 

the hospital. The government expected to complete constructing AFH in 1981.
351

 At a 

time when African patients at Harare hospital were crammed in wards with some 

sleeping on the floor and others being discharged early due to lack of accommodation, 

the conditions at AFH at its opening in 1973 were luxurious. Hospital wards had an 

average of four beds per room and the hospital had rooms “designed to give flexibility as 

regards to sex of patients and specialty.”
352

 However, considering government policy, the 

major challenge was staffing this luxurious government hospital with the right kind of 

nurses. Already short of white nurses, vacancies at AFH had to be opened to every 

trained nurse regardless of race. Thus, there was every need on the part of authorities in 

particular and some members of the white community in general, to cease being narrow 

minded and shift their attitude towards appreciating multiracialism and equality. 

Multiculturalism entailed introducing a sea change in racial attitudes in every 

aspect of daily life. Indeed, it was hypocritical on the part of many who were unwilling to 

be nursed by African nurses yet on daily basis were in contact with Africans in the most 

intimate spaces: their homes. A history of domestic service in Rhodesia brings out this 

point very well. Domestic service was an important pillar of Rhodesian society. White 

homes were spaces where Africans had closer contact with Europeans. As Mrs. Matondo 

                                                 
350

 NAZ MS 308/38/2 Health Services in Relation to the Liberation Struggle. 
351

 J. Whitehead, “The Andrew Fleming Hospital, Salisbury, Rhodesia.” Annals of The Royal College of 

Surgeons of England, 54(1974) 313-314. 
352

 Ibid. 



 

 151 

suggested, she found it contradictory that “the same white people were willing to eat food 

prepared by African hands and did not mind African nannies looking after their children. 

Yet they tried by all means to limit African nurses‟ presence in white hospitals.”
353

  Just 

as Mrs. Matondo, progressives like Levy also pointed out such contradictions within 

Rhodesian society: 

Virtually every European family in this country live in close relationship with 

African servants of lower educational levels than these girls (nurses). How absurd 

is it not to be nursed by one of them when they are sick. The consequence of this 

bigoted and discriminatory policy is that both sides suffer. African girls cannot 

get jobs for which they have been trained for and the some of the good people 

(white people) of Bindura cannot use their own hospital. 
354

  

There is no doubt that the  policy compromised the provision of health services. 

However, some sections of the white community were averse to change, unwilling to 

shift their stance. Within two days of Levy‟s scathing attack on government policy and 

attitude, the Minister of Information defended the policy maintaining that only European 

and Asian nurses should nurse European patients in government hospitals.
355

 Probably 

fearing to antagonize and upset the remaining white population that was central to Ian 

Smith government‟s political survival, the Minister maintained that policy in government 

hospitals was not going to be eradicated.  

 One would have expected this policy to be followed in most clinical spaces in 

Rhodesia. However, it was not the case as at times rules were ignored. A brief 

examination of the private sector exposes policy contradictions and the hypocrisy of 

some of authorities bent on maintaining racial separation in government hospitals. By the 

early 1970s, the private sector had all but scrambled the policy devotedly followed in 
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government hospitals. For example, African medical personnel diagnosed and treated 

white patients just as they did to African patients during the 1970s.
356

 Dr. Mzengezi‟s 

case immediately comes to mind. Dr. Mzengezi practiced medicine in Gwelo, the third 

biggest city. In 1972, the Minister of Local Government and Housing instructed Gwelo 

Town Council to furnish Mzengezi with a land tenure permit to set up his surgery in a 

designated white area under the 1934 Land Apportionment Act (revised in 1941).
357

 The 

Act decreed, “No Native shall acquire, lease or occupy land in the European area.”
358

 

However, the government could make special cases, hence the Minister‟s request. Two 

years later, in 1974, the Gwelo City Council rescinded this decision. Mzengezi had to 

leave his premises and move to a designated African area as Gwelo City Council 

reasoned. The Council claimed that not only was Mzengezi‟s surgery in a wrong area, the 

presence of the surgery was attracting a large number of blacks in a white 

neighborhood.
359

 In his plea to maintain his surgery at the premises, Dr. Mzengezi 

maintained that not only did he offer services to African patients, but that he also served 

members of the white community. He was allowed to stay at the premises and continued 

treating patients from all racial groups.
360

 Mzengezi‟s case is important for it confirms 

that such racial boundaries in medicinal practice were at times scrambled even though 

some authorities were eager to prop them up. Here was an African medical doctor who 

served a multiracial society. Justifiably, he was a qualified doctor and patients, regardless 
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of their race, trusted his services. It is also possible that his services were cheaper as 

compared to other medical doctors in the city. Of particular importance to this chapter is 

that Mzengezi employed African nurses as part of his staff.
361

 These were the same 

nurses that officials and legislators restricted from nursing white patients in government 

hospitals. In fact, just as what happened in South Africa during the 1970s, private 

medical facilities in Rhodesia were at the forefront of eroding racial barriers within 

medical practice.
362

 In South Africa, as in Rhodesia, the fulcrum of private hospitals, 

nursing homes and surgeries in the 1970s shifted from being mainly white, to employing 

Coloreds and blacks. Even Levy acknowledged in his criticism of the policy that in 

Rhodesia, “African girls have been doing so (nursing white patients) successfully for a 

number of years in private nursing homes.”
363

 

The issue revolving around restricting African women from white wards was also 

raised in the Rhodesian parliament with African legislators adding their voice for 

reforms. As R.T. D. Sadomba pointed out, a sizable proportion of the white community, 

including some ministers and legislators “can go into some private hospitals who (sic) 

have decided to employ non-whites, and they have received good treatment.”
364

 Sadomba 

saw it as a travesty of justice that:  

It should be government policy that they cannot employ African nurses in white 

hospitals and wards. After all, there are some whites who have gone to be treated 

in the so called African hospitals if certain facilities were not available in 

European hospitals.
365
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African legislators in parliament were unanimous in their calls for the government to 

dismantle the policy. African legislators maintained that African nurses be allowed to 

nurse white patients and above all, get equal treatment in promotions and other matters 

related to the profession. 

The shortage of white nurses compelled private practitioners and private nursing 

homes to employ African nurses. Furthermore, it was cheaper for private practitioners 

and nursing homes to engage African nurses as they did not have to  match the 

employment packages offered to white nurses in government hospitals.
366

 Mrs. Ncube 

remembers that African nurses who worked in private nursing homes earned higher 

wages in comparison to those working in government hospitals. Nevertheless, African 

nurses were still paid lower salaries than white.
367

 Interesting to note is that private 

hospitals conveniently disregarded the racial policy. In addition, white patients who 

attended private doctors or hospitals were less bothered by who nursed them. It was  

government hospitals, the bastion of clinical apartheid that needed urgent reform if 

hospitals were to continue providing quality care to patients. Yet authorities were 

unwilling to change the policy as they maintained that African nurses could not tend to 

white patients. Speaking on behalf of the white community, white MPs in the Rhodesian 

parliament were totally against the integration of hospital services and the idea that 

African nurses could nurse white patients. One of legislators, Dr. Barlow felt that 

changing policy within hospitals would destroy the hallmark of Rhodesian system. 

Barlow was not prepared to accept policy changes considering: 

                                                 
366

 NAZ MS 308/38/2 Health Services in Relation to the Liberation Struggle. 
367

Interview: Mrs. Ncube, Chitungwiza, 20 April 2009. 



 

 155 

The tremendous amount of work this government has done to Africanize this 

service with African hospitals. And then one considers the discrimination and 

intimidation that takes place within these hospitals by senior African staff against 

more junior European nurses, the government is entirely right in its policy of 

providing European nurses in European hospitals and African nurses in African 

hospitals.
368

 

With racism entrenched within Rhodesian society, it is not surprising that in the 1970s, a 

significant number still felt the need to preserve the racial divide in hospitals, especially 

between patients and nurses. Even though they were experiencing problems with the 

understaffing, they still held in reverence the place of the white nurse within clinical 

spaces and strongly felt that hospital integration would push white nurses from the 

nursing service.   

 It was becoming clear to Rhodesians by 1977 that change was imminent. 

However, the government was hesitant to make wholesale changes to the system. Indeed, 

segregation remained the central piece of the hospital system when the Minister of 

Health, R. Cronje announced the opening up of AFH to African patients in an effort to 

appease internal nationalists who wanted total dismantling of the system.
369

 To avoid 

African patients “flooding” the institution, the government introduced a higher fee 

structure, making it impossible for the majority to use the hospital. Attending AFH 

required financial wherewithal that few Africans could muster. At the same time, for 

those who could afford it, the government maintained racial separation of wards. Thus, 

while financially sound Africans could get “world class treatment,” like the newest x-ray 
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and dialysis machines, they were housed in African wards.
370

 In addition, AFH also 

opened for African nurses to tend to black patients. However, African nurses continued 

experiencing similar treatment as before. They were not expected to nurse white patients. 

In her semi autobiographical work, S. Nzenza clearly shows this when she wrote: 

Rebecca, my friend and I, were the first black nurses to work in the all-white 

modern Andrew Fleming Hospital Casualty Department. There were lots of white 

soldiers coming through the Casualty (Department) and lots of bosses (whites) 

who brought their children or their nannies. Two days before the election, a 

commonwealth observer helicopter was shot down in the Eastern Highlands. Two 

soldiers died and one survived but had multiple injuries. He was rushed to the 

Casualty Department and Rebecca and I were the first ones to receive him and 

take him into the resuscitation room. The white nurses automatically assumed he 

was black, as we had started admitting black soldiers as well .We served him and 

resuscitated him before the panic (panic by white nurses). The white nurse found 

out he was white and they came into the room. The Sister said to us: “Black 

nurses are not supposed to resuscitate or look after white men. You have no right 

whatsoever to be in here. Get out!” she shouted. We left and as soon as we got 

out, we were immediately assigned to bath two black soldiers with leg fractures 

who were considered too dirty to be treated in the plaster room.
371

 

As it was towards elections, the incident convinced Nzenza to support Robert Mugabe. 

She campaigned for him at work and, as were many Africans, was elated when Mugabe 

took over. Written in post-colonial Zimbabwe, the semi autobiography‟s aim was to 

chronicle the plight of middle class women in colonial Zimbabwe and insert them in the 

liberation struggle narrative. Clearly, her account on being rebuked for nursing a white 

patient can also show how black women used public spaces to critique colonial policy. 

Arguably, Nzenza was doing her job, but disregarding the rule was in itself a political act 

and a reflection of the changes that were taking place just before majority rule.  

Findings from interviews and newspapers consulted indicate that African nurses 

were not passive victims of racism and segregation within clinical spaces. They also used 
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the same platform to voice their concerns over unfair treatment and fight for their dignity. 

During her training as a student nurse at Harare Hospital in the 1970s, Eneresia Makoto 

remembered staff meetings being tense, often punctuated with heated arguments, with 

African nurses in more senior positions like tutor, at times protesting over unfair 

treatment of African nurses. 
372

 She suggested that as much as nothing was done about 

these complaints, their conduct in meetings was an indicator of their views concerning 

unjust hospital rules and policies. 
373

 Besides remonstrations in meetings, African nurses 

also turned their frustration on junior white nurses in their everyday work in wards. In 

1977, a Select Committee that worked with the Ministry of Health claimed that there 

were numerous cases of intimidation and discrimination against young European nurses 

by trained African staff at Harare hospital.
374

 These cases were increasing and were an 

indicator of African nurses‟ disgruntlement with the system. The Select Committee cited 

a case of a young European nurse from Rhodesia (born in Rhodesia) who went to Britain 

to do her basic registered nurse training. When she returned to do her midwifery training 

in Rhodesia, one of the tutors (African) asked her why she had returned to Rhodesia to do 

the training. According to the Committee, she was told that this is not a home for 

Europeans, it was for blacks and she should have stayed in Britain.
375

 The Committee 

also complained that the same tutors at Harare Hospital insisted on giving part of their 

courses in Shona (one of the indigenous languages). When European girls indicated that 

they were unable to follow, they were told that if they wished to live in Zimbabwe, it was 
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time they learnt Shona.
376

 A year later, in 1978, the government reported  having done an 

extensive and high powered investigations at Harare and Mpilo Hospitals on African 

nurses‟ supposedly misconduct. The allegations centered on the treatment of African 

members of the Rhodesian Security Forces and freedom fighters. Specifically, African 

members of the Rhodesian Security Forces were being “subjected to second class 

treatment in certain Rhodesian hospitals. The wounded terrorists (freedom fighters) were 

treated like heroes by African nurses and orderlies while security forces were given 

minimum attention.”
377

 These complaints were mainly emanating from Mpilo and Harare 

Hospitals. Even though Harare and Mpilo Hospitals were singled out, other hospitals in 

other districts had one or two such incidences. The committee failed to prove the validity 

of the allegations because all the African nurses they quizzed denied the allegations.
378

 

Although African nurses denied the allegations, interviews confirmed that such cases 

occasionally occurred. As Eneresia Makoto confirmed, isolated as they might be, such 

incidences placed nurses in the matrix of the struggle in colonial Zimbabwe. She 

admitted that whenever they had the chance to nurse wounded guerrillas, they treated 

them with more respect in comparison to African members of the Rhodesian Security 

forces. It was, as she argued, their own small contribution to the liberation of Zimbabwe, 

a war they fully supported as “the boys were fighting to dismantle segregation policies 

and injustices we experienced every day in colonial Zimbabwe.”
379
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   Section B: - The world of the nurse during the war. 

 During the 1970s, hospitals experienced more numerous challenges than before. 

A 1973 survey indicated a surge in patients visiting hospitals. In this respect, as the major 

referral hospital in the country, Harare Hospital experienced the highest number of 

patients. Patients from rural and urban areas circumvented rural hospitals or Council 

clinics, going directly to Harare. Indeed, the staffing department at Harare expected 

between 1500 to 2000 patients a day seeking treatment, a significant surge as compared 

to previous years.
380

 The Out Patient Department (OPD) was the most affected 

department as an estimated 80% of the patients who sought treatment could have 

obtained adequate services at clinics in the townships or in rural areas.
381

 As Eneresia 

Makoto remembers, many patients assumed that they would get the best treatment at 

Harare failing to appreciate that township clinics offered similar services.
382

 Matrons and 

other senior personnel bitterly complained that high numbers were stretching resources at 

the referral hospital.
383

  

Nurses could not turn away patients as a coping mechanism. It was authorities‟ 

obligation to make sure that patients attended the “right” health care centers in order to 

spread out the burden between Harare Hospital and Council clinics. Hence, it became 

official policy followed religiously except in emergency cases that Harare hospital was to 

concentrate on cases referred from council clinics and clinics run by commerce and 
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industry.
384

 To make sure the public was informed, the government went on a blitz in 

press and on radio, encouraging patients to visit clinics first before turning to referral 

hospitals. Such an announcement had an immediate impact on nurses working at Harare 

central hospital, as they indeed noticed an almost 90 % decline in the number of patients 

visiting the OPD.
385

 This was an ephemeral victory. The intensification of the war 

changed the situation as urban areas experienced huge influx of war refugees from rural 

areas. In 1978, the resident doctor at Harare Hospital, Dr. K.A. Beahan indicated that 

overcrowding at the hospital was still causing major problems. Maternity wards were the 

most affected. With a capacity of 120 beds, maternity wards were being forced to house 

up to 190 cases with some expecting mothers sleeping on the floor. As Beahan intimated: 

“Our beds are always fully occupied and we are particularly pressed on the maternity 

side. We have to take room for acute cases and discharge people who are still 

recovering.”
386

 This was just an example of the impact of the war on hospitals. Other 

hospitals in various urban centers across the country had similar experiences due to war 

influxes. In 1978 the Health Secretary admitted that the war had increased the burden on 

overloaded Government hospitals and clinics and curtailed the exploration and control of 

serious diseases such as bilharzia, malaria and leprosy. In addition, more than 10 000 

people suffered from measles in the epidemic that swept through the south west of the 

country.
387
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Although Rhodesia‟s urban health care system was under enormous pressure as 

noted above, it was the rural health care system that was mostly affected by the war. 

Apart from war casualties who became new patients in Rhodesia‟s hospitals during the 

1970s, rural hospitals experienced shortages of medical personnel, widespread 

intimidation by security forces and reduced provision of health services for rural areas. 

By 1976, an estimated 71 doctors had left the country, a net loss of 46%. 
388

A significant 

number of these worked in rural areas and they left partly due to the increased security 

threats across the country. Besides security threats in rural areas for most medical 

doctors, junior doctors skipped the border to avoid military draft.
389

 Due to the shortage 

of military personnel, Rhodesian authorities decreed that all male doctors under the age 

of 50 were liable for conscription for up to six months per year.
390

 Nurses were also 

caught up in this ruckus. Though statistics are not available, information from interviews 

indicate that quite a sizable number of nurses, especially white nurses at rural hospitals, 

also left the country for their home countries as the war intensified.
391

 As with doctors, 

intimidations from security forces and possibilities of violence played a significant part in 

compelling nurses to leave the country.
392

 Esther Nyanhongo remembers very well in 

1977 when Mashoko Mission hospital was closed. All missionary doctors and nurses at 
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the hospital fled the country. The only medical personnel left were African nurses and 

medical assistants, a situation that forced the main hospital to be closed, especially the 

main wing. According to Nyanhongo, “we were now using the hospital mainly as a 

clinic.”
393

 Rural nursing schools were also affected. In 1977 the government indicated 

that at least five nurse training schools had been closed due to the war. This closure not 

only affected the communities that depended on hospitals for medical services, but also 

186 trainee nurses. The ministry tried its best to make sure that at least 63 final year 

students affected were enrolled at either Harare or Mpilo Hospitals.
394

 In fact, by the end 

of the war, only two hospitals remained open for training State Registered Nurses, Harare 

and Mpilo.  

Patients in rural areas bore the brunt of these changes. Hospital closures left many 

without access to medical facilities. To make matters worse, the government rounded up 

villagers into protected villagers in some parts of the country.
395

 Many of these protected 

villages were located far from health centers.
396

 Overcrowding and lack of hygiene within 

protected villages worsened the situation. As E. O‟Gorman argues, conditions in 

protected villages had implications for people‟s health, especially the very old and young. 

Within protected villages, there were numerous problems with illnesses such as diarrhea, 

scabies and malnutrition.
397

 For those who were not dumped into protected villages, 

government intensified its surveillance through the imposition of a wartime curfew to 
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control the movement of villagers.
398

 As travel was only allowed during the daylight 

hours, access to medical facilities became limited. E. Nyanhongo explained:  

A pregnant woman needs constant medical attention but being in protected 

villages and the introduction of curfews in many parts made it more difficult for 

pregnant mothers to get medical attention. In protected villages, women were 

usually not allowed to go out without the permission from guards. This meant that 

even when the time of birth arrives, one had to get clearance/ seek permission 

from the guards to leave. If denied, then one had to give birth at home. Even for 

those who were not in keeps (protected villages), it was very dangerous to go to 

hospitals because one risked being shot. Some women had to resort to giving birth 

at home and it increased the risk of complications and at times death.
399

 

In fact it was not only women who were affected by the absence of health facilities. 

Entire communities found themselves cut off from health centers. In short, hospital 

closures, protected villages and security risks combined to make it almost impossible for 

Africans in rural areas to access health care in the process compromising their health. 

The dangers posed by the war and medical personnel‟s reluctance to call on 

patients within war zones resulted in making African nurses at rural clinics that were still 

open sole authorities on medical issues. In 1976 W. Fraser Ross, of the Department of 

Social and Preventative Medicine observed the war induced changes in rural clinics when 

he wrote that, “already at a number of rural areas in Rhodesia where formerly a medical 

practitioner resided, there is a trained nurse endeavoring to carry out some of the 

functions of the formerly resident doctor.”
400

 As one of the influential medical doctors in 

government policy formulation, Ross was not only concerned about the state of rural 

hospitals at the time. He was also worried about the shortfall in the numbers of medical 

personnel willing to work in rural areas. To offset the shortage of medical personnel, 
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Ross advocated the training of what he called “Advanced Clinical Nurse”, that is highly 

trained nurse whose skills and training were almost those akin to medical doctors. The 

Advanced Clinical Nurse would take over the responsibilities of the general practitioner 

in rural areas.
401

 Other senior medical personnel shot down the proposal as they deemed 

it too radical an idea that would totally alter clinical personnel in Rhodesian hospitals.
402

 

Even when this proposal was not carried through, important to appreciate is that by the 

mid-70s, the war had caused medical personnel to stop or at times reduce visits to 

outstation clinics, leaving African nurses, who theoretically were not supposed to 

function as the main medical authorities, as the sole authority. Mrs. D. Mtetwa who 

worked at Chibuwe clinic recollects:  

During the war, most of us became default authorities especially for those who 

were working at rural clinics that were still open. Before the war, the medical 

officer would make weekly visits to each rural clinic under his jurisdiction. The 

medical officer would see cases we deemed necessary, as well as those that 

needed to be referred to a larger central district hospital. We would watch him 

examining the patients, giving us instructions for treatment in case we face similar 

cases. He would also discuss drug requirements at the clinic and other problems 

that we might face. At times, he would teach us new practical treatment that he 

deemed must be introduced at the clinic.
403

 

Before the war, nurses were not allowed by General Medical Officer (GMO)
404

 to attend 

to what were considered as sophisticated cases. Even if it was an emergency, they had to 

refer such cases to a major hospital. The war, however, altered this rule as the boundary 

separating the permissible and non-permissible practices of nursing and medicine became 

blurred. Not only were GMOs unable to attend patients, for patients themselves, 
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travelling was one of the most risky affairs. Thus, nurses at some rural clinics in war torn 

Rhodesia abrogated the rule as they were left with limited option because of the 

circumstances they found themselves in.  

We were able to do this (dealing with cases) as we had learnt from training and 

working with medical doctors. As much as the spectrum of disease we treated was 

wide generally included acute infections, acute malaria, pulmonary disorders, 

especially pneumonia, bilharzias especially in children and acute disorders. The 

most common problem was simple wounds and abscesses that we treated with 

penicillin and other effective remedies. I was lucky not to be confronted with a 

case that needed surgical services, but I have heard of other nurses who were in 

such a situation. 
405

 

The war enabled nurses to expand the scope of nursing practice, asserting their 

autonomy, taking responsibility of the rural clinic in the absence of the GMO. As the last 

bastion of clinical medicine in rural areas, nurses made more decisions than before as 

they experienced a new level of autonomy than previously experienced.   

The main theatre of war was in rural areas. Thus, it was mainly Africans residing 

in rural areas that bore the brunt of the liberation war. They were caught between two 

armies that were prepared to use any means at their disposal to win the war. Freedom 

fighters, just as Rhodesian Security Forces knew that they had to mobilize full support of 

the people to win. The rural middle class, nurses, teachers, business people, agricultural 

demonstrators and police, were also caught up in this theatre. As “middles”, nurses used 

their unique position within rural hospitals to support freedom fighters.
406

 Noma 

Gudhlanga vividly remembered nurses‟ roles during the liberation war:  

I was working as a nurse at the mission hospital during the war. Nurses, just as 

teachers had to provide clothing and other accessories that villagers could not 

afford to do. As nurses, we were also expected to provide freedom fighters with 
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medicines because we identified with their cause and felt it was our own 

contribution to the liberation of the country.
407

  

Many felt that while they could not hold the gun or directly participate in the war, they 

had a responsibility to their people and had to support the war in the best way they could. 

The history of the liberation struggle has mainly been painted in black and white. The 

study of nurses and the liberation war however complicates this narrative. It was not only 

African nurses who saw it as their responsibility to help freedom fighters with medicine. 

The solidarity crossed racial divides. Justifiably so, white nurses at mission hospitals 

could have reported freedom fighters whenever they visited mission hospitals. However, 

as evidence from literature has shown, they also decided to side with freedom fighters, 

putting themselves, their staff and the entire mission in harm‟s way. In her interview with 

Julie Frederiske, Sister R. Muller remembered her first encounter with freedom fighters, 

who inter alia requested medicine from the mission dispensary:  

I said you have to come to the hospital. We don‟t refuse anybody treatment if they 

come to the hospital, but we do not give medicine to people because they do not 

know how to take it, and that is a dangerous thing to just give medicine and then 

he said, “oh we do have our own doctor.” Therefore, he called the doctor, he told 

us the medicines they wanted and we told them the best way was to bring the 

medicine to them instead. 
408

  

The above encounter was the first of the many visits to the mission hospital by freedom 

fighters. Evidence from interviews and literature indicates that once nurses gained 

freedom fighter‟s trust, they had to continue  working at it least they be suspected of 

being informers.
409

 Thus, they had to continue their support for freedom fighters, 

providing them with necessary supplies at requested times. Furthermore, besides giving 
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them medical support, nurses also felt that it was their responsibility to instruct freedom 

fighters on the best way of using the medicine. Janice McLaughlin notes that at Avila 

Mission, Mutoko, Sr. Josephine, Sr. Avila and lay nurses often visited nearby ZANLA 

bases to instruct ZANLA medical officers how to use medicines.
410

 Such cordial 

relationship between hospital workers and freedom fighters no doubt cemented the trust 

between the two groups. At the same time, it is an indicator of how hospital workers also 

contributed in their respective way to the liberation struggle.  

   Many nurses at mission hospitals worked as teams to channel medical resources 

to freedom fighters. They also worked closely with rural villagers in making sure that 

guerrillas at least had a regular supply of medicines. In her interview with Irene Staunton, 

Tetty Magugu clearly shows the connection between villagers and nurses and how 

villagers played an intermediary role in channeling medicine from clinics to guerrillas on 

behalf of nurses.  

 I remember once they asked me to provide them with tablets. I had a friend who 

worked at the hospital in Kwekwe who helped me secure them. Then I had to 

carry them from town to village. There were often roadblocks where we would be 

searched and so this was not easy. The way we managed was to cut a hole in the 

tube of the scotch cart tire and then we put tablets into it. After that we mended 

the tube and inflated it again.
411

  

The medicines were not destroyed. The success of this mission was an inspiration as she 

did this several times on her excursion to Kwekwe and she found the nurse who worked 

at Kwekwe hospital very generous in providing her with tablets. Moreso, some nurses I 

talked to have their own stories that are almost similar to the one cited above. Mrs. 

                                                 
410

 Janice McLaughlin, On the Frontline: Catholic Missions in Zimbabwe Liberation War (Baobab Books: 

Harare, 1996) 201. 
411

 Tetty Magugu, Zhombe, Interview in Irene Staunton (ed) Mothers of the Revolution: The war 

Experiences of Thirty Zimbabwean Women (London: James Currey, 1990) 61. 



 

 168 

Shumba recollects very well her trip to see her parents in rural areas at the height of the 

war and how she brought medicine for her family which they passed on to freedom 

fighters:  

My father had been badly beaten up by soldiers (Rhodesian Security Forces) as 

they suspected that my brother and I had joined the war. In fact, my brother had 

crossed the border to Zambia but did not join the war. So my sister, who was 

staying with my parents came and told me how badly injured my father was and 

what had happened. The hospital in the area had been forced to close and literally, 

he was stranded. Other villagers were constantly monitoring him so even coming 

to town would have been difficult if not impossible. My sister managed to leave 

the village unnoticed. Risking my life, I took medication for my father. In fact, I 

took more than what my father could have used because my sister asked me to 

bring some for the freedom fighters. I had to bring something for the freedom 

fighters to show that I supported their cause. Luckily, my sister was nursing her 

daughter. We had two baby bags and we made sure that we put soiled nappies on 

top baby‟s clothes that covered the medicine. We passed several roadblocks but at 

one stop, we were searched. They asked me since I was the one carrying the baby. 

“What is this?” I said, “baby clothes.” The white army officer asked me to open it 

and I did. The moment I opened, the stench came out and he immediately said, 

“wena, hamba (you go)” and that is how I brought the medicine for my father.
412

 

She only did this once as she managed to visit her rural home only once in five years. 

This gesture, passing on medicine to guerrillas, was meant to assure the comrades that her 

family was not the enemy and they were prepared to do whatever they could  if resources 

were available. 

At times nurses were defenseless when security forces visited their areas. They 

were expected to report any suspicion or presence of freedom fighters. In addition, as 

nurses, they were expected to report suspicious patients, especially unfamiliar faces. In 

1970, the failure to report the presence of guerrillas was made a criminal offense, bearing 

a maximum fine of $600, 00 and/ or five years in prison. By 1973 the, punishment had 
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escalated to potential life imprisonment.
413

 Yet, even such draconian penalties failed to 

redirect the flow of information to authorities. Although she did not have direct 

experience with torture or imprisonment at the nearby police camp, Norma Gudhlanga 

recollected that nurses were as just vulnerable to violence perpetrated by security forces 

as villagers. In addition, security forces also targeted nurses, claiming nurses were trouble 

causers in rural areas. Some were arrested on trumped up charges. She recalled how her 

sister in law, who was also a nurse at a rural clinic, was arrested for allegedly aiding 

guerrillas. She and her six-month year old baby were held for two weeks at the police 

camp. She was severely tortured.
414

 While she acknowledged that nurses aided freedom 

fighters, Noma Gudhlanga was adamant that in this case her sister in law was innocent. 

She argued that just as what happened to many innocent civilians who caught up in the 

war, these were fabricated charges.
415

 Winnie Paradza remembered her ordeal at the 

hands of the police in the late 1970s: 

The police came to me and said we heard you cooked for the boys and the boys 

were around here and they were giving politics to you. The first time I refused to 

talk with them, but later they came with trucks around here and they had to search 

everything in the huts. They said, you are the one who give injection to terrorists, 

because I am working at the mission hospital. The other sister is a European, so 

they thought that I, as an African, I do everything for the boys. They said, it is 

better you tell the truth, that you have cooked for the boys and you gave injections 

to the boys. You just admit it and then you will be freed.
416

 

Winnie Paradza‟s crime, which was in itself a crime punishable by imprisonment, was 

not only cooking for guerrillas, but also suspicion that as one of the African nurses at the 

hospital, she was supplying freedom fighters with medication. She was beaten up and 
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tortured at Ngundu Police Camp. Her husband experienced the same ordeal as he was 

accused of aiding her in helping freedom fighters. They were lucky to be released within 

a short period.
417

 The possibility that Winnie Paradza or Noma Gudhlanga‟s sister in law 

were in a habit of preparing food for freedom fighters is high. Nurses, just as villagers, 

made sacrifices to ensure that the war continued. This was part of their contribution to the 

liberation struggle, the cooking stick and the medicine. 

  The above experiences were usually on an individual and family level. Nurses 

were also caught up in the crossfire at their workplaces. Indeed, clinical spaces became 

another theatre of struggle as security forces made random, unannounced visits to 

hospitals, searching for suspected guerrillas or patients who had war wounds. Such visits 

were also meant to impress upon villagers the dangers of hiding suspected guerrillas or 

their helpers from government forces. As Mrs. Noma Gudhlanga claimed: 

As one would expect during the war, there were many tensions between nurses 

and security forces. Security forces expected us to make reports of any person 

with war wounds, irrespective of their age. This they meant to use as a way of 

catching the guerrillas in cases there had been shootings in the area. Patients with 

war wounds would be arrested as political prisoners and they will be transferred 

to more secure hospitals in towns. Nurses, like the majority, knew the main reason 

for the war and we were protective of our people.
418

  

Nurses devised methods of protecting themselves from security forces. For example, if 

they had a patient with what was suspected as war wounds, they changed records and 

used pseudonyms to protect the patient or their families in the village. It was not that 

security forces would read diagnosis records, but this survival mechanism was a 

protection measure in case soldiers suspected someone. Besides falsifying records and 

names, nurses would also hide patients that might be in trouble from security forces by 
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making them sleep next to other patients and covering them when security forces 

came.
419

 While in most cases nurses were threatened with imprisonment if they failed to 

cooperate, at times security officers threatened them with death. In her study on Catholic 

Missions during the war, Janice McLaughlin argues that nurses at mission hospitals were 

in a precarious position vis a vis security forces.
420

 At Avila Mission, Mtoko District, one 

of the nurses, Ephiphania Nyandoro recalled when Rhodesian soldiers came to the clinic 

searching for injured ZANLA guerrillas.
421

 Security beat the nurses, threatened to close 

the clinic and to kill the most senior nurse at the hospital, Sr. Josephine. Violence and 

intimidation of nursing personnel by security forces was aimed to making sure that nurses 

cooperated. According to Ephiphania Nyandoro, that night, Sr. Josephine slept in the 

clinic with patients as the soldiers were constantly monitoring movements at the 

convent.
422

 Sr. Josephine survived her ordeal. Important to appreciate is that many nurses 

found themselves in the cross fire during the war. Just as rural villagers suffered the 

harshness of the war, the rural nurse not only contributed through provision of food, 

clothing and money, but also used her position within clinical spaces to make medicine 

available to freedom fighters. Additionally, rural nurses also used clinical spaces to 

shelter victims that might have been at the mercy of the security forces. In nursing the 

nation at war, the rural nurse received death threats and at times paid a heavy price that 

included torture and beatings. 
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Section C: Decolonizing hospitals. 1980-1990  

 

At independence, the new government‟s immediate and major task was to 

transform the discriminatory and skewed health system. As pointed out earlier, there was 

an inequitable distribution of health resources in colonial Zimbabwe, and the quality of 

healthcare differed according to race, social class and region. Infant mortality among 

white Zimbabwean was around 17 while in rural areas the rate was as high as 200-300 

per thousand.
423

 Differences also existed amongst Africans. Infants born in urban areas 

had better chances of living through childhood than rural infants. As Samuel T. Agere 

notes, for every 1000 babies born in Mufakose, a high-density suburb of Harare, 21 

would die before they reached one. In the remote Binga district, infant mortality was 300 

for every thousand babies born.
424

 Furthermore, a whole range of social inequalities 

mirrored disparities that existed in the health status of ordinary Zimbabweans. In Harare 

for example, money spent in government hospitals per patient of European origin was 

roughly twice as compared to that spent on an African patient.
425

 Just before 

independence, the racial breakdown of general hospital beds gave one bed for every 219 

Europeans and one bed for every 525 Africans.
426

 European hospitals were better 

equipped with more trained personnel and modern technology than African hospitals. In 
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this regard, the Mugabe government shouldered the responsibility of bridging the massive 

gap in the provision of health services between races, social class and regions. 

Such anomalies had to be addressed forthwith in order to meet the needs of the 

people. Towards this end, the new government adopted a policy of “Equity in Health.” 

This new policy, influenced by socialist leanings of the new government and mindful of 

the injustices of the colonial era was designed inter alia to deracialize and democratize 

the provision of health services.
427

 This meant that hospitals were opened to everyone 

irrespective of their race, economic status or place of origin. Undeniably, there were 

significant changes in health care delivery system within the first few years of 

independence. On a personal level, these changes included free healthcare for those 

earning less than Z$I50 per month.
428

 Likewise, infant health was the major focus of the 

Mugabe government. Hence, an expanded program of immunization against the six major 

childhood infectious diseases, and tetanus immunization of pregnant women was initiated 

in 1981. The percentage of children between 12 and 23 months who were fully 

immunized in rural Zimbabwe rose from 25 to 42 per cent between 1982 and 1984.
429

 

There were infrastructural developments too. These included a vigorous construction and 

upgrading program for health-care facilities. By January 1987, 224 rural health centers 

had been completed.
430

 In addition, a number of provincial and district hospitals as well 
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as many rural clinics were earmarked for upgrading. This was a great achievement on the 

part of the government. 

 The democratization and decolonization of the health system took many forms. 

While the government was busy on the legislative side, repealing laws such as the 

Hospital Services Act,
431

 the new Minister of Health Dr. Ushewokunze was waging his 

own war to decolonize clinical spaces. Ushewokunze‟s main goal was to immediately 

make comprehensive changes to the ways hospitals conducted their business. It is 

important to appreciate that the end of the liberation war did not mean an instantaneous 

change to attitudes and ideas on the part of some sections of the white minority. Others 

still obstinately held to the racial ideologies and superiority that had always been the 

hallmark of the colonial era.
432

 As many felt, from those in government to ordinary 

people and across the political spectrum, there was a need for a new war, a war to  totally 

change ideas and attitudes of those (mainly whites) whose intent was to stay in a new 

Zimbabwe. Ushewokunze was one of the zealous apostles of this new deracialization 

process and he used his position as the Minister of Health to proselytize this new gospel. 

Indeed, Ushewokunze strongly believed that if the minority were not willing to change, 

force had to be used or else they had to pack their bags and leave the country. The 

eccentric Minister of Health, Ushewokunze resolved to make sure that African patients 

were treated with respect and segregation within hospitals was immediately done away 

with. As he argued in one of his speeches:  
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The transition to genuine black majority rule has not necessarily always been 

accompanied by a positive or genuine change in racial attitudes that have for 

decades been entrenched in the provision of health care resources and legislation 

in this country. Sometimes direct approach and shock tactics are needed to 

facilitate such change.
433

  

The militant Ushewokunze was a man of his words and he strongly believed that his 

efforts would bear fruit.  

Ushewokunze‟s way of conducting business within hospitals became the most 

controversial approach. It received negative press reviews at home and abroad. Three 

cases come to mind that clearly shows the minister‟s militancy. In July 1980, he visited 

the Ingutseni Hospital in Bulawayo. Ushewokunze gave a scathing indictment of the 

institution, condemning the authorities for their continued different treatment of patients. 

At Ingutseni, a mental hospital, “black patients had horrible food, walked barefoot and 

were indiscriminately mixed despite their type of mental illness.”
434

 He reprimanded the 

authorities for their failure to equitably distribute resources amongst patients. 

Ushewokunze was not revengeful as Mrs. Makoni argued. Rather he wanted a fair 

distribution of the limited resources that hospitals received from government. 

Furthermore, as she argued, he wanted to make sure that “those who used to oppress us 

change their attitude and treat us with respect.”
435

 At Ingutseni, he was incensed that with 

all the help the institution was receiving, racial differences amongst patients were still 

playing a significant factor in the distribution of the resources. He was enraged that “the 
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white patients had more facilities than their numbers warranted.”
436

 Ushewokunze was 

determined to put an end to this discrimination and according to Lynette A. Jackson, 

Ushewokunze was indeed able to put to an end to many of the inequalities at the mental 

hospital.
437

 

 The Minister of Health did not spare other hospitals either. Unconventional as he 

was, he made it his custom of making impromptu visits to hospitals. It is not clear from 

the information consulted on the number of hospitals he visited within his first year as the 

minister. What is clear was the possibility of unannounced visits that made hospitals staff 

to be always on guard. Mrs. Makoni remembered that “there were rumors circulating 

during the 1980s that the minister visited Harare Hospital and pretended to be a patient, 

only for nurses to take their time serving him. It is said he gave them a mouthful.”
438

 This 

might have been a rumor as Mrs. Makoni indicated, but his unconventional approach no 

doubt sent shivers amongst nurses of all races. At Gwelo Provincial Hospital, the minister 

criticized the nursing personnel on unfair patient treatment, made a senior sister cry and 

left the nursing staff, black and white alike, very distressed. The Herald reported: 

Minister of Health Ushewokunze stormed through Gwelo Hospital yesterday, 

twice reducing a senior sister to tears and upsetting staff. He peered into linen 

cupboards, entered almost every closet, chattered to patients, cross-examined 

nurses and sisters and often appeared angry. This was particularly so when a sister 

told him that patients drank tea out of old jam and cocoa tins.
439

  

Just as at Ingutseni, Ushewokunze was furious at what he saw as indecorous treatment of 

patients. He pressed on senior nurses not to be afraid to request supplies for the hospital 
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from the government, but also that they must make a tremendous effort in changing their 

attitude and play their part towards the building a new Zimbabwe.  

 The most infamous incident took place at the former all white hospital, Andrew 

Fleming (later named Parirenyatwa). The minister forced white nurses on duty that day to 

watch a video of the Chimoio massacre.
440

 At the same time, he was extremely angry 

with nurses to the extent that after the meeting, one of the white nurses tendered her 

resignation letter. Authorities turned down her resignation.
441

 The incident is important 

for it exposes the racial tensions within clinical spaces in particular, and Zimbabwe in 

general at the time of independence. As Mrs. Ncube remembered, during the first years of 

independence at t Parirenyatwa “there were reports of supposedly racial discrimination 

against African patients, with white patients at the hospital receiving preferential 

treatment.”
442

 It is not clear from the evidence consulted, newspapers and interviews, 

whether this was a widespread phenomenon. There might have been one or two isolated 

incidences that no doubt appeared as if the situation at the hospital was out of hand. Even 

though, one should not rule out the possibilities of racial friction within hospitals 

especially at the time of independence.  

The trigger to the drama was the unfair treatment of ex ZANLA combatants by a 

senior white sister at the hospital.
443

 It was reported that in August 1980, three former 

combatants were involved in an accident. Injured, they were rushed to Parirenyatwa. 
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Upon arrival, the sister in charge in the casualty ward refused to treat them. The main 

reason for the refusal was that “her relative had been killed in war by guerrillas.”
444

 The 

treatment of the former combatants was left to African nurses who reported the incident 

to hospital authorities.
445

 This was an unethical and imprudent decision. Unethical in the 

sense that nurses are supposed to put the lives of their patients at the forefront. 

Furthermore, this was an unwise decision on the part of the sister in charge. By refusing 

to nurse the patient, there is no doubt that she would be branded as one of those ex –

Rhodesians who were still wedded to the past, those who were unwilling to appreciate the 

winds of change that were blowing across the country. The sister‟s conduct gives us a 

rare opportunity of examining tensions within clinical spaces during the first years of 

independence. If the sister‟s behavior suggested that there were people who were still 

clinging to the past, hospital administrators did not help either. Their response also 

suggested that they were still stuck in the past, turning a blind eye on the “transgression” 

of a white nurse on black patients. Thus, hospital authorities did not caution or discipline 

the sister. They pretended nothing had happened. When he got wind of the incidence, the 

Minster of Health was furious at the sister and the authorities. As pointed out above, he 

went to AFH, harangued senior personnel and threatened some of them with immediate 

dismissal. He also rounded up nurses, gave them a lecture on ethics in nursing and the 

need to change their attitude and a strong warning that the new government would not 

                                                 
444

 G. Chidyausiku (ZANU PF) Zimbabwe Parliamentary Debates, Vol. 2, 1980-1981, 19 August to 8 

October 1980, 20 January to 7 May, 1981. 
445

 G. Chidyausiku (ZANU PF) Zimbabwe Parliamentary Debates, Vol. 2, 1980-1981, 19 August to 8 

October 1980, 20 January to 7 May, 1981. 



 

 179 

tolerate racism within clinical spaces. After that, he showed them a film on the Chimoio 

massacre.  

One of the central points of this chapter is that hospital structures replicated 

societal structures. Likewise, events within hospitals similar to the ones discussed above 

can be viewed as a reflection of the wider concerns in the society. The drama that 

unfolded at Parirenyatwa was important as it gives a rare view into examining racial 

tensions within clinical spaces just after independence and the tensions and suspicions 

amongst Zimbabweans in general. The Parirenyatwa incident became the talk of the 

town. Some members of the white community felt aggrieved. Not only were they 

disappointed with the minister‟s conduct in particular, they were also angry over what 

they perceived as the spirit of revenge that was stifling the possibilities of white and 

blacks working together to build a new Zimbabwe. The most vocal of this section of 

white community were the representatives of the Republican Front in parliament.
446

 They 

accused the minister of sowing seeds of hatred and propagating mistrust amongst the 

people. The former Minister of Health in the Ian Smith government, R. Cronje 

admonished Ushewokunze for his “unprofessional” conduct and for bringing the entire 

medical profession into disrepute. According to Cronje: 

Over the last few months, starting at Ingutseni Hospital in Bulawayo, then at 

Gwelo, and culminating in the regrettable meeting that was held at AFH in the 

last weeks, the Minister of Health, I believe in his conduct and his speeches, and 

his actions has caused some embarrassment to his office and has given reason for 
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serious concern and insult to the people of the medical profession who with 

dedication, have followed their calling. I believe what has happened at the AFH 

harms this country and harms government in several ways. I believe that in 

hospitals which up to now have built relationships between the staff of all races –

as probably a good relationship as there has never been before. It (the minster‟s 

conduct) has harmed the relationship between these people. I believe the abuse 

and criticism and insults which were hurled at the medical and nursing staff at the 

hospitals, which has not been confirmed, or proved, and in very general terms, has 

certainly harmed the image of the government, which many other ministers and 

government as a whole has built up painstakingly over the weeks.
447

 

W.D. Walker fully supported Cronje, maintaining that there was “no need to burden the 

sick with politics” and if the Minister was spoiling for a political fight then “let us 

politicians fight if we like to in here (parliament) but never across the beds of the sick 

patients of the land.”
448

 Another Republican Front parliamentarian, R. Cartwright was 

more enraged at the Minster‟s behavior than at the idea behind the minister‟s actions, 

which he claimed were stage managed and meant to provoke whites in the country,  

The Minister of Health stamps around the country creating unpleasant incidences 

and trouble wherever he goes … The latest unfortunate incidence at AFH 

(Parirenyatwa) is so typical and so completely unprovoked but nonetheless, 

carefully stage managed and planned. I have personally visited the Fleming on 

many occasions both in private and parliamentary capacity and I have always 

gained the multiracial atmosphere in the hospital. I have seen and visited patients, 

both black and white being cheerfully and pleasantly cared for by nurses from all 

communities.
449

 

Cartwright maintained that hospitals in Zimbabwe had always been centers of 

cooperation and good will. The minister, with “sinister motives” was the one bent on 

sowing seeds of dissension and ill feeling amongst the staff, blacks and whites. 

Interestingly, members of the Republican Front deliberately overlooked the fact that 
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hospitals were politicized institution in Rhodesia. They were quick to forget that they 

used clinical spaces for political gain, denying African nurses the possibilities of nursing 

white patients and limiting contact between races in hospitals.  

In such a tension riddled environment, the lines between black and white were 

starkly drawn. Black legislators fully supported Ushewokunze. The whole purpose of 

showing the Chimoio massacre video, as G. Chidyausiku argued, was that there were two 

sides to the war and it was not only whites who suffered from the war, but Africans as 

well. Chidyausiku emphasized that it was racialism that was still prevalent amongst some 

members of the white community that was a powder keg for instability in the country. 

Chidyausiku supported the minister‟s conduct:  

It has also been suggested that the manner in which the minister is handling the 

whole matter leads to instability. If we allow racialism to continue, then we are 

creating instability because there was racialism in the past and it led to 

instability.
450

 

 More importantly, Chidyausiku reiterated that discrimination was still prevalent in some 

hospitals: 

These people should be treated with honor. I agree but what is honorable about a 

person sleeping on the floor in one section of the when there are more than 20 

beds empty in the hospital next door and they are not being taken there because 

just because it is being maintained exclusively for the elite(white). I think it was 

also reported yesterday that as a result of some of these incidences, hospitals like 

Bindura are now opening to everybody.
451

 

He continued thus:  

If you are black, you do not have to investigate, you just have to go to AF and you 

will see the attitude…I can even recall a few months ago I had to go to AFH for 

inoculation injection and you could see the difference of attitude towards  blacks 

and whites by the staff at AFH. Obviously honorable members from across the 
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benches would not be in a position to observe this because they are given 

preferential treatment.
452

 

 African MPs categorically sided with Chidyausiku, claiming that discrimination was still 

rife in former white hospitals. The bone of contention was not the fact that the patients 

refused attention were former freedom fighters, but that the sister at AFH refused to tend 

them because of their race. This had to be stopped forthwith as many argued.  

In his defense, the eccentric minister was unapologetic for his conduct and 

indicated that he had to do whatever was necessary to democratize and deracialize 

clinical spaces. It was his responsibility as an appointed minister, to represent the wishes 

of the majority.  In his defense, Ushewokunze had this to say:  

Maybe some members of the house and other interested parties find the concept 

of direct ministerial involvement in the delivery of health services to the people of 

Zimbabwe a difficult and most certainly drastic change to the accepted role of the 

Minister of Health playing the role of a rubber stamp… To meet health needs I 

have to utilize health service structure inherited from the past and potentially 

hostile to change, a structure that was never designed to meet the needs of the 

majority of the people whom I represent. This structure must change, or I will not 

be fulfilling my duties to our people. Therefore, when I am accused of destroying 

the health services of this country, I should henceforth take it as a compliment. 

The destruction of discriminatory, archaic and undeniably an unbalanced service 

would be an act of great service to the people of Zimbabwe. To reconcile oneself 

to or accept the inherited services as a great achievement on the part of the white 

man in the past would be tantamount to treason. If the service given is 

substandard, discriminatory or administered in an irregular manner, the public has 

every right to voice their feelings. It is my duty to rectify existing inhuman or 

malpractices immediately.
453

 

The minister received full government support. However, some sections of the white 

community labeled him a divisive figure bent on destabilizing hospitals in the country. 

Clearly, there is no doubt the minster‟s theatrics were unpopular amongst some of the 

white nurses. Being a transitional period, many were under scrutiny from government 
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officials. White nurses were also under enormous pressure from their African colleagues 

and patients. Thus, it is highly possible that a significant proportion of white nurses felt 

uncomfortable in a new environment and the minister‟s conduct increased the anxiety of 

life in post-colonial Zimbabwe. African nurses I interviewed had some reservations on 

the minister‟s handling of hospital affairs. However, they fully supported the minister, 

arguing that his conduct was for the greater good of the nation. Mrs. D. Mabika said 

Ushewokunze‟s was a bit odd, but his conduct was necessary: 

As the new Minster of Health in Zimbabwe, he had many responsibilities. He had 

to turn around the health care system. I think every Zimbabwean who loves their 

country agreed with his aim. It was his duty to establish and raise the highest 

possible standards of health care in independent Zimbabwe. He had the duty to 

warn abusers in the health care sector that it cannot be tolerated in a democratic 

non-racial society, so that all nurses and medical staff, irrespective of their race, 

may know as what the guidelines and boundaries were.
454

  

She maintained that it was his responsibility, where necessary, to inform nursing and 

medical staff of the feelings and experiences and rights of patients. Furthermore, it was 

his duty to make sure that public expectations in hospitals were met.  

It is the argument of this chapter that changes that took place outside clinical 

spaces were also reflected in hospitals. In the post-colonial period, hospital desegregation 

completed the Africanization of clinical spaces and ushered a new era in hospital 

relations. Besides repealing The Hospital Service Act in 1981 and Ushewokunze‟s antics, 

the new government appointed a number of senior African nurses to influential positions 

in hospitals. For example, while in 1979 there was only one Chief Nursing Officer; in 

1983 the government increased the number to seven.
455

 Chief Nursing Officers were 
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responsible for steering new nursing policies at provincial levels. In addition, new posts 

of Principal Matrons were created. Principal Matrons worked hand in hand with Chief 

Nursing Officers at provincial hospitals to make sure that nurses and patient‟s needs were 

catered for. 
456

 Mrs. Makoni remembered the changes she saw unfolding in the 1980s, 

“Africans took up some of senior positions after independence. This did not mean that 

whites were demoted or chased. The president was very reconciliatory and asked them 

(whites) to stay so that they can help in the development of the country.
457

 Besides 

promoting African nurses to senior ranks, the government abandoned nursing grades that 

were based on race. “We were now equal” according to Mrs. Makoni,  

It did not matter whether you were white, black, colored or Indian. The war was 

fought for equality and that is what transpired in hospitals. As long as you had 

your qualifications, we were on the same level and received similar treatment and 

equal salary. And patients were treated the same irrespective of their race.
458

  

This was unthinkable during the colonial period. Indeed, independence brought other 

changes to the workplace environment. For nurses, issues surrounding split shifts, night 

duty allowances and maternity leave became immediate rallying points. Mrs. Ncube 

reiterated that: 

During the colonial period we could not complain, otherwise one would be fired. 

But in the postcolonial period, the government was open minded and requested 

suggestions on how to improve our working conditions. Because of the nature of 

our job, the split shift was one of the major concerns. It was terrible for one to go 

work at 8 am and knock off at 1 pm and then come back at 4 pm and knock off at 

8 pm We requested our superiors to change this so that we could have a straight 8 

am to 4pm shift and another from 4pm to 8pm shift just like the straight night 
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duty. All these splits were an inconvenience to us when we took into account 

transport to and from work.
459

   

Nurses maintained that the 4-8 pm shift put them in danger as some were mugged at night 

and in most cases they experienced transport problems. It must be pointed out that this 

was not a novel phenomenon. A perusal of newspapers and information from interviews 

clearly indicate the prevalence of nurses being robbed and experiencing transport 

problems during the colonial period. However, what changed in the postcolonial period 

was the social environment that allowed nurses greater space to air their grievances. 

The government also introduced night duty allowances for junior nurses and 

changed maternity leave policy. During the colonial period there were disparities between 

junior nurses and senior nurses in terms of night duty allowances. According to Mrs. 

Ncube, “a night duty allowance was only paid to those in positions of night superiors, 

meaning sisters in charge during night duty.”
460

 Night duty allowances were not extended 

to junior nurses. There is no doubt that this system was discriminatory and the issue 

surrounding night duty was bone of contention for many nurses. In 1982, junior nurses 

pressed the government to immediately change the policy.
461

 In December 1983, the 

government introduced night shift allowances. The allowance was $4 for nurses and $5 

for sisters per night shift. The maximum night allowance a month was $30. No nurse was 

allowed to earn more than $30 from night allowance. This was to discourage some nurses 

from demanding perpetual night shifts in order to make more money. Furthermore, the 
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government changed the split shift system by introducing straight shift and increased 

uniform allowances.
462

  

Nurses also requested that authorities introduce a favorable maternity leave 

policy. To be sure, in the 1960s African women working in Civil Service were not 

offered maternity leave. Once pregnant, they had to resign from the service and reapply 

after delivery. Mrs. J. Marere and Mrs. Hadebe clearly remembered the predicament they 

faced as nurses and mothers. Mrs. Marere resigned twice to have two children. According 

to Mrs. Marare,  

During my second pregnancy my husband even suggested that I quit completely. 

But we needed the money and so I reapplied for my job. The issue of pension was 

important to every employee because back then people could survive on pensions 

once they retired. I forfeited all that because I wanted to be a mother.
463

 

Mrs. Hadebe echoed similar sentiments:  

I resigned four times to have my children and it affected their spacing. The first-

born is seven years older than the second, who is five years older than the second 

who is five years older than the next. The remaining two are spaced from each 

other by four years.
464

 

During the 1960s, many nurses forfeited benefits and pensions once they resigned. While 

the government amended the policy in the 1970s, it was still unfavorable for working 

women. Instead of resigning, women would take unpaid maternity leave. This policy was 

carried over into the first three years of independence and was a source of indignation for 

many. 
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 The central motif of this chapter is that hospitals were a microcosm of society. 

Indeed, labor relations issues were not only a preserve of nurses, but were part of 

working women‟s struggles in post-colonial Zimbabwe. Thus, it is important to 

appreciate that when government introduced paid maternity leave in 1984 it was extended 

to all working women in Zimbabwe. Indeed, it is important to contextualize the struggle 

for maternity leave by working women. The struggle for independence was also based on 

women‟s independence. In the immediate post independence period, issues like the right 

to full pay, the right to equal treatment, training and opportunities, the right to maternity 

protection and the right to combine work and domestic responsibilities were seen as part 

of women‟s emancipation.
465

 Khan and Jazdowska argue that some of these were 

superficially addressed. Still the government tried to fulfill some of its obligations to 

female workers. In 1984, the government passed Labor Relations Act (1984). The Act 

made it an offense for an employer to discriminate against any employee or prospective 

employee on grounds of race, tribe, and place of origin, political opinion, color, creed or 

sex in job. The Act also enabled women to take 90 days maternity leave, with up to 75 

percent of salary.
466

 The promulgation of the law was a relief for many. 

While it is true to mention that the government tried its best in making sure that 

nurses were well catered for, they still experienced challenges and problems in their daily 

work. One of the challenges nurses faced was the increased scrutiny of their work by the 
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public. This increased scrutiny and criticism of nurses was partly a result of people‟s 

expectations of them and a reflection of the independence euphoria. 

You would hear and sometimes read in the papers allegations that we, nurses at 

Harare Hospital were not disciplined and we do what we want and we were rough 

with patients. In fact, these complaints not only fingered nurses, but also claimed 

that almost every department, from the administrative desk to assistants and other 

hospital laborers were guilty of being callous and ill treat patients seeking medical 

care.
467

 

A complaint of such a nature was published in Moto, June 1981. It claimed that patient –

nurse relations at the Harare Hospital were virtually nonexistent as nurses were rude and 

cruel: 

The way patients are handled surely make stories which would make a term in 

prison look like a holiday in paradise. For as long as I can remember I have 

witnessed, personally experienced and been told stories of horrifying patient 

treatment at the hands of black medical personnel. Patients have often dreaded 

going to government hospitals whether urban or rural, for simple reason that a 

visit to these institutions provoked reactions from medical personnel, which seem 

to suggest the sick person had committed the crime of trespass. No matter how 

well you tried to behave yourself, you could never hope to escape being scolded. 

As it was impossible to find a reasonable explanation for these people‟s outbursts, 

the only logical conclusion most people come to was that it must have been 

considered a crime to fall sick.
468

 

One would assume from the above report in Moto magazine that within a year of 

independence, nurses had turned Harare Hospital into the most inhospitable and 

uncharitable place. Moto was not the only culprit in its negative portrayal of nurses. 

Government newspapers also carried what they claimed to be cases of ill treatment of 

patients in hospitals, suggesting that nurses in post-colonial Zimbabwe had become 

callous, cruel and were only interested in lining their pockets rather than taking care of 

the sick. In 1983 for example, The Sunday Mail claimed that nursing was replete with 

undedicated young women: “Today‟s nurses are different from yesterdays in that they are 
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not willing to get pittance as a reward after a month‟s work. Most are taking nursing as a 

stepping stone into the private sector.”
469

 Indeed, there were nurses who were moving to 

the private sector as it paid better than the public sector. However, to suggest that nurses 

had all but abandoned their duty was being mendacious. Without defending some nurses 

who might have been callous, many nurses continued doing their best in offering services 

to the new nation. I argue that such complaints about nurses can be traced to the high 

expectations of service in the aftermath of independence. Independence ushered in a 

crisis of high expectation that was felt in all parts of Zimbabwean society. Hospitals were 

not spared either. Nurses on their part, had their own expectations that their situation and 

working conditions would drastically change for better within clinical spaces. But they 

also had to shoulder the burden of patients‟ expectations. Mrs. Makoni summed the issue 

well when she said, “everyone who came to receive treatment at the hospital expected to 

be treated like royalty because we were now independent. Thus if nurses failed to meet 

their expectation, they labeled them cruel, lazy and so forth.”
470

  

An analysis of the health reforms in the 1980s indicate that although there were 

impressive gains for nurses and patients alike, there were a number of problems in the 

health sector that needed government attention by the end of the decade. For example, 

there was a continued disparity in wealth and income between Zimbabwean elites (Black 

and white) and the majority continued to “generate differences in the type and extent of 

morbidity in different social classes in Zimbabwe.”
471

 In the past, race was the main 
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determining factor in the provision of services; by the end of the 1980s it was class 

differences that were perpetuating unequal access to health resources. In terms of 

hospitals and nurses work, the former “white only” hospitals like Parirenyatwa and 

United Bulawayo Hospital continued to enjoy better facilities and smaller workloads than 

their sister hospitals, Harare and Mpilo. By the end of the 1980s, Harare and Mpilo 

remained the “poorer sisters.”
472

 For example, the input cost for patient care in 1988 was 

$38.67 for Harare and $92.76 for Parirenyatwa.
473

 By the end of the 1980s, lack of 

adequate resources at former African only hospitals hampered the effective provision of 

services to the majority. The situation was to take a major downturn with the adoption of 

Economic Structural Adjustment Program in 1991 coupled with the pressures brought by 

the resurgence of TB and the emergence of HIV/AIDS as will be shown in the next 

chapter. 

Conclusion 

When H.S. M. Ushewokunze, the new Minister of Health in Zimbabwe 

reprimanded white nurses at Andrew Fleming (Parirenyatwa) Hospital in 1980, he was 

severely criticized by some sections of the white community. According to them, 

Ushewokunze was being vengeful and working against the spirit of reconciliation in 

postcolonial Zimbabwe.  On his part, Ushewokunze was determined to make changes to 

the segregated health system the new government inherited. Such racial tensions that 

were played out in clinical spaces were not new. Using the prism of race, the chapter 

shows how tensions and anxieties within society were played out in hospitals. In 
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government hospitals in Rhodesia, African nurses were not allowed by policy to nurse 

white patients. This policy as argued was borne out of the strongest racial prejudice that 

aimed maintaining distances between black and white in colonial Zimbabwe. The chapter 

also shows how in the 1970s, these racists policies were being challenged from within 

white communities. In the wake of the liberation struggle, it was imperative for racist 

Rhodesian to shift their stance of racial separation and work towards multiracial society. 

Thus, the critique of the policy from within was not only because of the impracticability 

and the contradictions immanent to the policy, it was also a commentary on the need for 

change in racial attitudes. The liberation struggle accentuated the calls for change. In fact, 

the war had other effects on clinical spaces. The war increased the burden on urban 

nurses, as there was an influx of refugees from rural areas. Perhaps most important was 

the impact of the war on rural nurses. Rural nurses were caught in between two fighting 

armies. In their testimonies, rural nurses maintained that their continued presence in 

clinical spaces in a time that made it extremely dangerous to practice their craft was their 

own contribution to the liberation of the country. The chapter also briefly examines 

nursing in the 1980s. While there were discernible changes in labor relations within 

hospitals, nurses still faced problems such as increased workloads and public scrutiny of 

their work. 
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     Chapter 5. 

Neoliberalism, nurses and health in post-colonial Zimbabwe: 1990-1996. 

     Introduction  

  This chapter interlaces neoliberalism, nurses and their work in government 

hospitals between 1990 and 1996. Just like other countries that adopted austerity 

measures, the Zimbabwe government was inter alia forced to reduce public sector 

investments.
474

 Consequently, the public health sector became one of the immediate 

casualties. The implementation of Economic Structural Adjustment Program (ESAP) set 

in motion a gradual decline in care giving and working standards within government 

hospitals. The situation became more distressful for nurses as the HIV/AIDS pandemic 

applied more pressure on service provision in public hospitals. Caught between a hard 

rock and a deep blue sea, nurses worked in an environment that made it difficult for them 

to conduct their craft properly. 

   I use nurses as a window into examining the neoliberal project‟s effect on 

professional women and the various ways in which these women responded to ESAP 

within their working environment, and as mothers and wives. Central to my analysis is an 

anatomy of the different strategies nurses adopted to cushion themselves from problems 

emanating from the changing working environment, wage erosion and increased public 

scrutiny of their work. Within clinical spaces, nurses responded in different yet 
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interrelated ways. For example, on an individual level, some nurses sacrificed their hard-

earned cash to purchase protective clothing for themselves, whilst on an institutional 

level, matrons and senior personnel restricted the distribution of protective clothing to 

what they deemed as most deserving cases. To deal with drug shortages, some nurses 

prescribed second or third line drugs, and in an attempt to cope with increased workloads, 

nurses in referrals hospitals became stricter on admissions. This slowed down the work 

process and confrontations with seniors and administrators became more frequent. When 

authorities failed to provide satisfactory improve working condition, nurses resorted to 

open protests and strikes.  

 Austerity measures also affected nurses‟ incomes. Nurses had to devise other 

strategies to continue contributing meaningful to household incomes. Thus to supplement 

their salaries, some nurses formed informal clubs aimed at pooling resources together 

whilst others engaged in various business activities including trading. The various 

strategies, especially protests/strikes, were controversial, as they seem to indicate a 

deviation from the traditional notions of nursing and their responsibilities to patients. 

Nursing as it is understood, is organized under the expectations that its practitioners are 

satisfied with the duty to care rather than demand a right to determine the best way to 

satisfy this duty.
475

 Nurses were expected to act out of obligation to care, taking caring 

more as a duty rather than as work.  

 This chapter argues that a repertoire of strategies deployed by nurses did not mean a 

negation of their responsibilities to patients and the society. On the contrary, by adopting 
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the above-mentioned strategies, nurses were showing a deep responsibility to their 

clients, commitment to their work and the desire to provide the best care to patients in an 

environment that was making it increasingly difficult to properly practice their craft. As 

important historical actors, nurses were willing to go beyond what was usually expected 

of them in their efforts to seek redress to the declining working standards.  

 I also argue that official responses to nurses‟ survival strategies exposed the 

simmering tensions between employers and employees. Within this tug of war, the 

hospital patient became an important factor. Hospital administrators and the government 

placed emphasis on the nature of the profession. They thus argued that nurses must serve 

the sick irrespective of the problems experienced in conducting their duty. Therefore, 

officials rallied behind patients‟ rights. Similarly, nurses used the hospital patient as a 

bargaining tool. Nurses also emphasized patients‟ rights to a better health care system. At 

the same time, they also emphasized their rights as workers. As the Zimbabwean proverb 

suggests, when two elephants fight, the grass suffers: patients were the major casualties. 

Nevertheless, nurses argued that they had the right to adopt these strategies especially 

when no other means were available to resolve problems affecting the quality of nursing 

care. As workers demanding that the government improve the health care system, nurses 

were also demanding the right to determine the best way to satisfy their duty to the 

community. 

 This chapter also argues that an examination of the various strategies exposes the 

divisions, conflicts and tensions within the nursing fraternity. Because nurses were 

dealing with human life (rather than inanimate objects), the strategies made hospital labor 
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activism more complex than for example factory labor. In the process, emotion and guilt 

amongst other nurses became a handicap in their efforts to force the government to 

improve working condition. The problem is that one cannot quantify or measure 

emotion/guilt. However, the fact that some nurses became emotional and felt guilty of 

their supposedly neglect of duty, proved to be a weakness within hospital labor activism. 

The 1996 strikes clearly bring these tensions within the nursing fraternity to the fore, and 

it was particularly these same tensions, divisions and conflicts that authorities exploited 

to end the strike. 

 In this chapter, I call for a study of the 1996 nurses‟ strike as part of women‟s 

contribution to labor activism in post-colonial Zimbabwe. This is because Zimbabwe‟s 

labor historians have  relegated the study of women and strikes to the fringes of the 

historiography.
476

 Women‟s role and participation within the labor movement and 

especially in organizing and directing strikes has been a major blind spot that needs 

urgent attention.
477

 Indeed, the historiography has been mainly male centered partly 

because labor leaders and the majority of formal workers are male. Thus examining 

women‟s roles in the 1996 strikes not only enables me to cover a major silence within the 

historiography, but also helps me  locate women‟s agency, how women‟s triple burden, 

being mothers, wives and workers influenced their consciousness, and their centrality in 
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postcolonial labor struggles.
478

 At the same time, because the nursing fraternity started 

and sustained the 1996 strikes, analyzing the strike enables me to map out areas of 

solidarity between nurses and other workers. As already pointed out in previous chapters, 

nursing is usually perceived as an elite profession that has less in common with the rest of 

the workforce. The 1996 labor strikes however, unsettle such a narrative, blurring and 

complicating the seeming boundaries between nurses and other workers.  

 I divide the chapter into three sections. The first section explores the effect of the 

intersection of neoliberalism and HIV/AIDS on nurses between 1990 and 1996. 

Specifically it sets the tone for the other two sections by examining the ways in which 

ESAP and HIV/AIDS affected nurses and their work. The second section examines the 

various strategies adopted by nurses. The third section looks at the 1996 strikes and the 

centrality of women in labor struggles in postcolonial Zimbabwe. 

  Section A: The twin germs - Neoliberalism and HIV/AIDS in the 1990s. 

 In 1990, Zimbabwe adopted the Economic Structural Adjustment Program (ESAP) 

in response to increasing problems affecting the economy. The government started 

implementing the program in 1991. As what happened with many countries that 

implemented Structural Adjustment Programs (SAPs), austerity measures had deleterious 

effects on the economy as they altered everyday people‟s experiences. Central to SAPs 

was the restructuring of the economy through “demand management, currency 
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devaluation, trade liberalization, and elimination of price control.”
479

 In addition, SAPs 

required the government to increase interest rates to their natural level to discourage 

capital flight, reduction of budget deficit, and removal of government subsidies on goods 

and services.
480

 In terms of the health sector, the government was compelled to reduce its 

spending on public health. In the three years after the introduction of ESAP, the real per 

capita expenditure on health dropped by 33.8 percent.
481

 

 To fully appreciate the changes that took place within the health care system, it is 

significant to briefly highlight the gains made in public healthcare sector between 1980 

and 1990. Zimbabwe, by 1990 had made tremendous progress in providing health 

facilities and quality services to the majority. Infant and maternal health statistics gives us 

a clear picture of this progress. By 1990-91, 83 percent of Zimbabwean children were 

immunized against measles and other childhood disease.
482

 This was second only to 

Mauritius in Africa. At the same time the country had the lowest rate of childhood 

malnutrition in Sub-Saharan Africa, a child mortality rate less than half the African 

average at 88 per 1000 and a maternal mortality rate of only 251 per 100 000 births.
483

 

Even the World Bank, as A. S. Mlambo notes, acknowledged and praised this remarkable 

stride in health care provision.
484

 The introduction of SAPS gradually eroded such 

marvelous work. As part of the conditions to receive funding, the Zimbabwe government 
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was required to reduce its health budget in the process transferring costs to the 

consumers.
485

 The devaluation of the Zimbabwe dollar and the rise in inflation 

aggravated the situation. By 1992, inflation and devaluation had reduced the health 

budget by 20% in real terms.
486

 With the reduction in budget and inflation on the 

increase, it made long-term hospital budgeting impossible, and at the same time hospitals 

had to scramble over a now smaller budget. Indeed, the impact was immediate. My 

informants indicate that within a space of two years, they could see the impending 

disaster that was unfolding in front of their eyes.
487

 By 1992, the situation had 

deteriorated at what was considered an alarming rate even by government officials. For 

example, the then Minster of Health, Dr. T. Stamps publicly admitted that ESAP had 

become the biggest threat to public health, whilst his deputy, Ms. T. Hungwe  requested 

that the country‟s health delivery system be declared a “national disaster” as to avoid the 

“complete breakdown in health services.”
488

 Such a rare acknowledgement of 

government‟s failure to maintain standards is indicative of the problems that affected 

public health sector within a few years of ESAP.  

 The deterioration in working conditions matched the decline in public health 

investment. Mrs. Moyo recalled how she began to notice abnormalities at her workplace 

by 1992, whilst Mrs. Shumba remembered that by 1993 “ it was becoming clear that 
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hospitals were becoming transit points to graves.”
489

 This did not mean that majority of 

patients attending hospitals by this time were terminally ill, rather the statement pointed 

to the changes taking place within hospitals. Reduction in budget investment meant that 

administrators had to focus on what they considered as the most essential services and 

departments. It also meant less investment in repairs and replacing obsolete hospital 

machines. Testimonies from other nurses interviewed confirmed that it was becoming 

difficult for them to serve their clients in a satisfactory manner. For example, Mrs. Bere, 

who works at Harare hospital, remembered that for much of 1993, the ultrasound scan 

and cardiotocography, machines that are essential for foetal monitoring, were out of 

order. The hospital had problems in fixing the machines and lacked the financial 

wherewithal to acquire a new one. This made it challenging for nurses to diagnose and 

deal with complications amongst maternity patients.
490

 Other hospitals had their own 

share of problems. In 1994 for example, only one of the five X-ray machines at 

Parirenyatwa was operational and other hospital equipment were frequently 

inoperative.
491

 Such problems made nurses‟ work frustrating. At times they had to wait 

for days to obtain test results. To circumvent these problems, nurses ceased relying on X-

rays and laboratory results to diagnose patients. Experienced nurses became more 

authoritative in diagnosis and treating patients: 

I have been in the profession for a very long time and sometimes we do not need 

laboratory results to diagnose the disease. If we were not sure, we would ask 

patients to go to private service providers to get scans, X-rays and other tests 
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done.
492

  

The use of private service providers marginalized a significant proportion of patients, 

since it was mainly the less privileged that attended public hospitals. In this respect, 

nurses tried their best with the few resources that were at their disposal. 

 By 1994, other organizations were beginning to be critical of the hospital 

conditions. The nurses‟ organization, ZINA became vocal, urging the government to 

immediately improve the situation within hospitals.
493

 Thus in 1994, ZINA president C. 

Nondo, publicly lashed out at the Ministry of Health for its failure to at least maintain 

standards and improve working conditions of nurses and other health care workers. In her 

interview with the labor-based newspaper, The Worker Sister Nondo expressed her 

frustration over the state of affairs within hospitals when she said,  

Sometimes we have to watch helpless patients dying because they (hospitals) 

lacked necessary drugs or equipment to treat them. There is so much frustration that 

some (nurses) were leaving the country to seek greener pastures.
494

 

The deteriorating working environment left many nurses exasperated. Mrs. Matondo 

captured well these frustrations when she chronicled the problems affecting nurses during 

the 1990s: 

How would you expect to take care of the sick with almost nothing? Medication 

was scarce, working utensils were getting antiquated and not being replaced. Some 

machines were not being serviced. It was very difficult for us just as it is still today. 

This did not mean there were no options for us. Some left the country and some 

went into the private sector. Some of us remained put, hopping that the situation 

would get better but they did not. Moreover, for the love of the job, the 

commitment to our patients, we persisted. Endurance was very important. One 

would be so overwhelmed with work that at times you just do what you can.
495

 

 To make matters worse, because of need to adapt to the changes, the government 
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reduced its yearly intake of graduate nursing students into permanent workers. Indeed, at 

a time when some were leaving for greener pastures, there were a significant number of 

unemployed graduates as government reduced taking up new nurses in accordance with 

ESAP‟s requirements. In 1993, out of the 380 nurses who graduated from Parirenyatwa, 

Harare, Mpilo and Bindura hospitals, only 41 were immediately placed.
496

 The rest could 

not be immediately placed, yet this was the time hospitals were experiencing a surge in 

patients. By 1994, patient to nurse ratio had increased from almost 1:5 to 1:35 within a 

space of three years.
497

 A constellation of the above factors left many nurses frustrated 

and indifferent to their work.  

 Others decided to leave for greener pastures.
498

 The majority remained in the 

trenches, fighting obstacles and challenges that were making it tough to practice their 

craft as they used to. Morale amongst nurses was low as underfunding meant procuring 

basic nursing equipment like injections, thermometers, medicine, bandages and utensils 

became an arduous task for most hospitals. Low morale amongst nurses also spilled over 

to the patients. Information from informants suggest that patients also felt the brunt of the 

changing working environment as there were numerous complaints within the nursing 

fraternity of an increase in cases of  rudeness and callousness amongst nurses.
499
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 Although the government tried to ease the Ministry of Health‟s quagmire, 

conditions continued to deteriorate to an extent that by 1996, the hospital system was in a 

state of paralysis. An examination of non-nursing services illuminates this point. 

Information from interviews corroborated by reports from newspapers shows that by 

1995-96, impecunious hospitals were being compelled to scale down, and at times 

stopped providing food and other essential services to patients.
500

 Whilst there were no 

reports of patients going hungry, the relative shortage of food at Harare hospital for 

example, forced many administrators to recommend relatives to bring supplementary 

supplies for the patients. In such a situation, the most affected patients were those whose 

close relatives stayed out of Harare. One patient complained:  

The situation here is horrible. Some of us do not have close relatives who can bring 

us food. What are we to survive on? We are paying tax and we think it is the 

responsibility of the government to provide that service.
501

   

The reduction in budget allocations went further than just affecting food supplies. It also 

affected the provision of drugs. Patients considered not seriously ill were just diagnosed, 

given prescriptions and instructed to buy drugs at pharmacies. Reports from mid-March 

1996 indicate a wretched situation in most government hospitals. Harare‟s two major 

referral hospitals, Parirenyatwa and Harare hospitals were the ones mostly affected. By 

mid-March, Harare and Parirenyatwa had run out of medical drugs and had reduced 

providing essential services. Other hospitals across the country experienced their own fair 

share of problems, especially in the provision of drugs. Indeed, some pharmacies and 

hospital food suppliers threatened ceasing supplying these essential services due to the 
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Ministry of Health‟s failure to honor payments.
502

 It took hospital administrators‟ 

persuasive skills to persuade suppliers to continue providing essential services. In short, it 

was a coterie of such problems that affected the quality of nursing in Zimbabwe, and the 

fact that hospitals continued to function with a façade of normality was a testimony to 

nurses‟ resilience, determination and dedication to their work. 

 The government was confronted by another major problem that was beyond its 

control: the HIV/AIDS pandemic. HIV/ AIDS brought significant changes to the disease 

environment within clinical spaces during the 1990s in the process further complicating 

nurses‟ work. According to S. Ray and F. Madzimbamuto, Zimbabwe was one of the 

earliest countries to start screening blood donors for HIV when the test became 

commercially available in 1985. One reason for this was an excellent volunteer-based 

National Blood Donation and Transfusion Service.
503

 Such progressive attitude towards 

containing the spread of the virus was hardly transferred to clinical spaces. The culture of 

secrecy slowed the implementation of educative HIV/AIDS programs for healthcare 

workers. Evidence from interviews suggests limited and at times haphazard government 

intervention during the late 1980s. As one informant, Doreen Mabika suggested: 

During the late 1980s, we knew that there was this new disease that had a potential 

of significantly changing occupational health matters amongst hospital workforce 

and altering the relations between hospital workers and patients. But very little was 

done in hospitals as government‟s main concern was in curative aspect rather than 

prevent measure. We were to reap the rewards of government‟s procrastination in 

the following decade.
504

  

Nurses surely suffered the effects caused by government‟s inability to adequately prepare 
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them during the 1990s. The relative absence of information about the disease in the early 

1990s and the unavailability of antiretroviral drugs such as PEP (post-exposure 

prophylaxis) that are crucial immediately after exposure, and the general culture of not 

immediately reporting blood borne pathogen exposure left many exposed to the virus.
505

 

The immediate impact came from a flood in patients with opportunist infections. My 

informants complained of increased workload because of AIDS sufferers attending 

hospitals at a time hospitals were facing severe shortages in medicines and equipment. 

According to Juliet Mushando:  

AIDS caused many problems for us healthcare workers. The disease made our work 

more difficult than any other time I can remember. When I entered the profession in 

the 1970s, the disease environment was completely different from what we have 

these days. Children, teenagers, young men, women, and even the elders have been 

victims of the diseases. Hospitals were always full with terminally ill patients. This 

was the time the government was not doing much in terms of providing a healthy 

working environment…To make matters worse, hospitals had problems in 

acquiring protective clothing. Gloves were becoming scarce and imagine having to 

work without gloves at times.
506

 

Mrs. Mushando‟s remarks were partly a response to the problems bedeviling the 

healthcare system at the time of this research. Even so, her comments still carry weight as 

by the 1990s, Zimbabwe‟s hospital system was experiencing its fair share of problems. 

Informants complained about occupational safety and government‟s failure to effectively 

deal with clinical safety issues. Specially, they pointed to the relative shortage of 

protective clothing, especially gloves. Gloves are important for any contact with blood 

and body fluids, mucous membranes or patient‟s non-intact skin, handling surfaces soiled 

with blood of body fluids and for performing venipuncture and other vascular 
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procedures.
507

 Depending on the type of device involved, studies have shown that the use 

of gloves in clinical settings reduces the amount of blood involved in needle stick 

exposure by between 50 and 80% exposure.
508

 However, gloves are not 100 % effective 

in preventing exposures to contaminated blood and infections. As Mrs. Mushando stated, 

there were several cases of nurses and other hospital workers who were accidentally 

pricked with needles, exposing them to possibility of infection.
509

 Consequently, 

government‟s inability to maintain standards and ensure that nurses and other health care 

workers were adequately protected posed a major health risk. 

  There were other circumstances that militated against full protection from 

transmissions and infections. For instance, there were higher chances of contamination 

and exposure in case of emergencies and spillages or splashes. There is no doubt that 

these conditions further exposed nurses to clinical infections.
510

 In fact, most of my 

informants indicated that a significant proportion of government hospitals were not in a 

position to fully take measures and protect most healthcare workers from contracting the 

virus. According to Mrs. Shumba, “at least mission hospitals were better because they 

received direct assistance from overseas. For those of us in government hospitals, we had 

to do our work with limited protective gear.”
511

 It is important to reiterate that, even 

though hospital administrators tried their best in making sure that protective clothing was 

available, my informants complained that they were always worried about the possibility 
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of being infected: 

We had to be careful least you contract diseases and we end up dying for nothing. 

At that time we were not even given a risk allowance by the government, so if one 

was infected, then that was the end of it. People would never understand that you 

were infected at work.
512

 

Statistics of workplace infections proved difficult to get. Nevertheless, what was clear is 

that the thought of contracting the disease contributed to occupational stress. Nurses 

faced other dilemmas. HIV infection is more than just occupationally acquired. It is also 

sexually transmitted. Because of this, infection carries a stigma. Indeed, most of my 

informants claimed that this element caused them much discomfort as there was a high 

probability that people would assume that one did not acquire the disease through 

occupational accidents. As Mrs. Makoni postulated “once you got the disease, no one will 

even believe it was occupationally acquired. Everyone will think I was promiscuous.”
513

 

The stigma associated with the disease no doubt compelled nurses to be extremely 

cautious. In the process, it had an effect on nurse/ patient relationship. As observed in 

South Africa, the use of gloves on most patients and the problem with enquiring about 

patients‟ HIV status, made some nurses feel as if they were alienating themselves from 

their patients.
514

 In short, the twin germs, ESAP and HIV/AIDS, as many confessed, 

complicated their work within clinical spaces. Nurses had to live with physical stress as 

patient increase further caused a constraint upon resources in hospitals at a time when the 

government was reducing its investment in public health. Furthermore, nurses had to live 
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with higher possibilities of psychological stress in the light of government failure to 

adequately invest in occupational health within clinical spaces.
515

 

Section B: “We had to act”:  Nurses survival strategies. 

 Nurses used a repertoire of strategies in response to increased labor demands, drug 

shortages and the general decline in working standards. In dealing with the glove 

shortages, some nurses went to the extent of buying their own, whilst at one time 

administrators restricted the use of gloves to surgical units, emergency cases and 

maternity areas.
516

 Nurses were also innovative when it came to drug shortages. In the 

light of reduced investments in health care and cases of drug shortages, nurses were the 

ones who had to directly face pressure from patients. As L. Bijilmakers, M. Basset and D. 

Saunders note in their 1993 study, patients who were diagnosed and instructed to buy 

drugs at private pharmacies usually exerted pressure on nurses to provide them 

medication from the hospital dispensary.
517

 To avoid conflicts nurses referred patients to 

clinics or hospitals where required drugs were available.
518

 Mrs. Sibanda had other ways 

of trying to help patients: “there were times when I would run around looking for 

medication for patients.” According to Mrs. Sibanda many nurses would do this. But it 

was always difficult to acquire adequate drugs. Thus, at times, nurses resorted to second 

or third line drugs due to the shortages of the required drugs.
519

 As my informants noted, 

such an approach left them less satisfied with their work as they felt the economic 
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situation was making it difficult to do their work properly.  

 In most hospitals, especially referral hospitals, nurses and administrators became 

stricter on admissions. Within Zimbabwe‟s hospital structure, referral hospitals are meant 

for serious cases that nurses at clinics and district hospitals find difficult to attend to. 

During the colonial period, hospital administrators had tried to regulate the number of 

patients who visit referral hospitals, especially with minor injuries that could be treated at 

clinics. With independence, urban hospitals became less strict, allowing non-referral 

patients. This trend began to change in the 90s. Mrs. Bere recollects that:  

When we realized that we are having many people, we encouraged them to visit 

clinics in their areas first instead of coming straight to hospitals. Of course, we did 

not turn them away, but we believed that our efforts were meant at reducing our 

work.
520

 

Working at Mutare General Hospital Mrs. Mushando also observed a similar trend at her 

workplace. Furthermore, she insisted that they also encouraged relatives to do their part, 

especially in taking care of terminal ill patients:  

Because we would be having shortages of staff and there were times when food was 

scarce, we would weigh the condition of a patient if we realize that this patient 

would not survive, we would tell the relatives to take them home and take care of 

them at home. Of course, they came for checkups but this had two advantages. We 

made space for other patients and reduced our workload.
521

  

It is difficult to measure the success of these strategies because of the high turnover of 

patients experienced in hospitals. However, nurses themselves maintained that it was 

better trying than doing nothing. Indeed, statements from the public that critiqued the 

quality of service and complaints that: “They (nurses) do not want to be in direct contact 

with patients. All they like is to be proud and to look smart (clean) outside, but they are 
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dirty inside,”
522

 give us insights into the general feeling about nurses‟ conduct during the 

era of SAPs. Also, they were a reaction to some of these changes that nurses were trying 

to introduce as part of their survival strategies. 

  Slowing down the work process became another common strategy. This method 

was particularly common in the Out Patient Department and routine maternity checkups. 

Slowdowns were at times extended to general wards in the main hospital. Mrs. Shumba‟s 

remarks underscore the stress and pressure that came with increased workload and 

understaffing in major hospitals during the 1990s:  

Because the government was not replacing nursing personnel in line with the 

number of those who resigned or left for greener pastures, we were usually worn 

out. Hence, we will be compelled to take a rest when patients are waiting in queues. 

Such an action was interpreted in different ways by patients who think nurses are 

lazy and uncaring.
523

  

Mrs. Makoni sang from the same hymnbook when she said,  

Women who came for maternity checkups had to endure waiting for longer periods 

because we had fewer nurses. In most cases, if they come when we were dealing 

with infants, we would tell them to come on specific days so that we spread out the 

nursing staff.
524

 

Such conduct by nurses of course affected their relationships with the public and patients. 

Indeed, during the 1990s, there were increased public complaints on what was perceived 

as nurses‟ callousness and incompetence. For example the labor newspaper, The Worker, 

carried a story of Mufakose
525

 women who not only complained about the absence of a 

medical doctor at the clinic, but also lashed out at nurses‟ conduct. A woman complained 

to the paper thus, “I have suffered so much at the hands of one of these nurses. She is 
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very rough and takes her time attending to patients.”
526

 Another woman interviewed 

claimed that the situation was better at the clinic when student nurses were available;   

The student nurses seem to be more caring and dedicated to their work than 

qualified nurses. Some of these qualified nurses scold and shout at us as if we were 

little children. Things cannot continue like this. The city council should come in 

and stop nurses from loafing around.
527

  

There is no doubt that some nurses might have been rude and work slowdowns only 

passed the buck to the next group of workers. This response was out of realization that 

they had to do something in order to lessen the burden. 

 While the above strategies focused on clinical spaces, nurses had other worries as 

mothers. A central theme of this dissertation is to appreciate how nurses‟ work is 

inextricably intertwined with their home experiences and how these two influenced each 

other. The decline in real wages compelled a significant number of nurses to seek 

alternative means to supplement their salaries. As Mlambo notes, from early 1990s wages 

began lagging behind inflation rates. In 1993, wage levels for most working people were 

lagging behind the 45% increase in the cost of living. This resulted in a 35 % decline in 

real wages. By 1995, it was reported that between 1992/93 -1995 average prices had 

doubled while average wages had risen only to 45%.
528

 The household economy was 

adversely affected. Unfortunately, it is mostly women who carry the burden in many 

Zimbabwean households. In the case of nurses, the decline in real wages compelled them 

to look for alternative means to augment their salaries and maintain a semblance of order 
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in their households.
529

  

 The most common and immediate strategy is what is called the „round 

system/society.‟
530

 This was neither new nor exceptional, it is a common system used by 

women in the informal sector. Mrs. Banda explained it in this way:  

When we realized that our salaries were being eroded by inflation, we decided to 

have a round system usually used by female vendors. Of courses, you have to know 

that even though we were working, it was becoming difficult to borrow money 

from friends or relatives. So the six of us decided to pool our resources together, 

especially if we wanted to buy something that we could no longer afford. We would 

agree on a certain amount and rotate amongst the six of us. So, you will expect to 

have a lump sum of money once half a year and that money will go a long way in 

helping you with whatever you wanted to buy. 
531

  

It is important to appreciate that such clubs were voluntary and based on trust. Because 

these were work related associations, they did not involve anyone one outside their 

working environment. This was necessary to avoid disputes. They also kept numbers at a 

minimum to avoid complications and reduce conflicts. Whilst my interviewees could not 

come up with an average number of such clubs, the reference to the fact that such clubs 

had become popular amongst nurses is an indicator to the changes that were taking place 

among professional women. 

 Such a system, however can only work in a stable economic situation. The 

continued unpredictability of the economy meant that nurses had to devise new strategies 
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to hedge themselves against inflation. Nurses stopped the idea of having to circulate 

money amongst club members and started buying commodities, either groceries or other 

goods that were becoming expensive. Mrs. Makoni explained the advantages of the 

system when she said: 

We had targets of what we wanted to buy. Say groceries or cooking utensils or 

whatever we thought we needed. If they were groceries, we would buy say cartons 

of laundry soap one month, then may be the following month, certain litters of 

cooking oil until we have reached our target. This was the same with either buying 

cooking utensils or at times even blankets. The commodities were distributed 

equally after reaching our target. That is how some of us managed to maintain 

having traditional Christmases for example, whilst the situation was becoming 

hard.
532

 

  Not all nurses were involved in these associations. Some just ignored or did not feel the 

need to be a member of such a group.  Most of those involved were affiliated to one 

group. However, others thought it wise to spread out their participation in a number of 

groups to maximize their takings and as a mechanism of hedging themselves against the 

rising inflation. Important to appreciate is that such strategies were aimed at maintaining 

women‟s contributions to household incomes. 

   In the wake of ESAP, informal cross border trading became an important livelihood 

survival strategy for many Zimbabweans. Traders travelled mainly to South Africa, 

Botswana and Zambia to buy commodities for resale in Zimbabwe. Scholars on informal 

and cross border trading do agree that cross border trading became prevalent in the 

1990s. Their analysis, however, tend to equate cross border trading with informally 

employed women. Formally employed women, who are a minority, also took up such 

activities as a way to enable them to continue contributing meaningfully to household 

income. As Mrs. Shumba reflected: 
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My two children were at a boarding school and what was I going to tell them 

supposed I failed to pay tuition? That I cannot afford to send them to boarding 

school just as my parents? I said to myself that was not going to happen. Yes, I am 

a widow and my husband passed away in 1987. So, should I just sit down and fold 

my hands? If my husband was here, then it was going to be a different story. I 

would not just sit and wait for my salary that was being eroded almost every month.  

As a mother, I would not just see my children being affected like that. Yes, nursing 

is my profession and as they say, once a nurse, always a nurse. But it is not the only 

thing in life. You also had to kiya kiya as a way to survive. Everyone was a dealer 

just like everyone is dealer today. So I would go, like other women would do, to 

Botswana on my off days and buy commodities to sell. In most cases, I bought 

clothes and other smaller household commodities.  I would obtain orders from 

people who would say they want a television or something like that and I would 

bring it back for them. I employed a girl who would sell the commodities at a flea 

market in town. Over time, I realized that I am getting more from the flea market 

than from nursing. However, I would not go full time because I also love nursing. 
533

  

As a widow with children in boarding school at that time, her options were extremely 

limited. She only had her job as a stable source of income and like many widows, she 

could not rely on extended family members to continuously support her family. 

Therefore, cross border trading was one of the alternatives available to her.  Although 

cross border trading was exhausting, Mrs. Shumba managed to weather the storm. The 

extra income enabled her to continue supporting her family. Her experiences are 

emblematic of the struggles some nurses had to go through to continue supporting 

families in an environment that was making it difficult for most people to survive on 

paychecks alone.   

 Evidently, cross boarder trading was and is indeed laborious and certainly not an 

easy undertaking. Whilst challenges like having goods confiscated or stolen are universal 

to all cross border traders, there were certain specificities that were associated with 

nurses. The esteem associated with nursing became a major drawback for many who 

                                                 
533

 Interview: Mrs. Shumba, Mabelreign, Harare, 26 October 2008. 



 

 214 

might have wanted to conduct cross border trading. Nurses hardly mentioned their 

profession to other traders when on trading trips in fear of antagonism or muted derisions 

as Mrs. Dhlamini suggested: 

Cross border trading used to be mainly for vapostori (members of the various 

independent African churches) then it quickly became fashionable amongst women 

who were formally employed. It was a way of contributing something to the family 

in the wake of increased tightening of resources. We however did not even think 

that we would one day be involved in such an activity. As a gainfully employed 

woman, I had a good source of income. However, when the situation worsened, I 

had no choice but to engage in it as well. In addition, because we were considered 

privileged, one would not even dare tell other women that you are a nurse. They 

would laugh at you and say, aaah! Now nurses are nothing but just ordinary people. 

We are now the same as they are not that special as they used to portray 

themselves. Therefore, I dared never to mention I was a nurse.
534

  

With a smile, Mrs. Dhlamini indicated that she only became comfortable on her second 

journey. Even when this was the case, nurses had other challenges that were different 

from other women. While other women had control over their timetables, nurses‟ border 

crossing activities were dictated by their work schedules. Thus, they would only go out 

when they were on either off duty or during their leave days. Such a situation meant that 

they had limited contacts than other women who frequented regional countries. 

  Cross border trading and other activities such as moonlighting in the private sector 

impacted negatively on nurses‟ performance at work. According to Mrs. Dhlamini: 

Non-nursing activities meant to raise extra cash affected our work in a number of 

ways. We will come to work mostly tired and we had to endure long working hours 

and sometimes night duties. Imagine that you had to go to South Africa or 

Botswana to buy commodities for resale. It is time consuming and the hassles at the 

border leave many frustrated. When you come back, you do not have enough time 

to rest and an absentminded and distracted nurse is not a good nurse. Sometimes 

they are worried about their merchandise they had to sell since they will be 

competing with other cross border traders. That is not good for the patients, and 

neither will it be of benefit to us as nurses.
535
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A 1993 study expressed similar sentiments. Nurses interviewed felt that moonlighting 

and other activities not directly related to nursing had a negative impact on their work 

and their relations with patients. One informant said,  

 One used to worry if they made a mistake. You would have many sleepless nights. 

Now you cannot be bothered. In fact, before ESAP, nurses discussed medicine. 

Now all they talk about is best ways to deal. Instead of giving health education to 

patients, you   find a nurse busy asking a patient where this or that can be 

procured.
536

 

I argue that the prevalence of such incidences might have been limited. Not all nurses 

seemed insensitive and uncaring to their patients. In fact, such remarks by their 

colleagues point to the very fact that these women were not only concerned about 

patients‟ welfare, but also worried about the professional nature of their work. Indeed, 

these activities no doubt affected the quality of services given to patients. As nurses, 

concentrating on these extra activities seemed to contradict their vocation to care for the 

sick and the infirm. As A. Mari Tripp notes for Tanzania, stringent measures forced many 

women to be innovative in formulating alternative means of income generation for daily 

survival.
537

 Similarly, in Zimbabwe, formally employed women were not passive to the 

changing economic environment. Nurses‟ involvement in various projects such as 

societies and cross border trading for example is a reflection of their daily struggles and 

the ways in which women were ensuring that household needs were met. 
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Section C: The Summer of discontent. The August and October-December strikes. 

 

 When the above endeavors/attempts failed to meet desired results, nurses resorted 

to direct confrontations. Specifically, industrial action became the most controversial and 

debatable response nurses took. Strikes raised tensions and mixed feelings amongst 

nurses, and exposed frictions between nurses and hospital administrators and the 

government on the other hand. This route became so emotive mainly because of the 

nature of the job and the clients involved, but also because there was a consensus that 

nurses‟ grievances were genuine. As already noted, in the wake of ESAP, the government 

failed to improve working conditions and match salaries to rising inflation. By 1995, it 

had become apparent that the government had to intervene and improve nurses‟ welfare. 

Consequently, in August 1995, nurses flexed their muscles threatening to go on strike 

before the All Africa Games. To prevent a potentially embarrassing situation the 

government offered them ad-hoc 65 percent increase and the strike was called off.
538

 This 

gesture failed because within a year, Zimbabwe experienced the largest and the most 

sustained industrial actions by health care workers in postcolonial Zimbabwe. They 

strikes in August and October-December were large in geographical scale and numbers of 

participants. While the August strike included the entre civil service, the October-

December strike mainly centered on issues directly related to nurses. 

  The strike had both long and short term causes. The long term causes included 

inter alia deteriorating working conditions within the civil service in general and 

hospitals in particular. The immediate trigger was government‟s incapacity/unwillingness 
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to honor its promise to civil servants. During the second week of August, nurses in a 

small town of Chinhoyi walked out protesting government‟s failure to pay them the 

agreed 20 % salary increment.
539

 It is not clear from the records consulted or from 

interviews conducted whether the Chinhoyi walk out was a planned protest. What is clear 

is that by this time, there was a general sense of discontent and mistrust of the 

government and possibly hospital administrators‟ commitment to improving salaries and 

working conditions. This disillusionment with government and authorities was worsened 

by a sense of alienation and powerlessness within the civil service when, a month earlier, 

civil servants had been forced to donate a portion of their earnings towards president 

Mugabe‟s wedding.
540

 It is not surprising then that such a highly charged environment 

was a powder keg waiting to explode. It only needed government‟s failure to honor its 

pledge to trigger a massive strike never experienced in postcolonial Zimbabwe.  

 The Chinhoyi walkout had a domino effect within the nursing fraternity. Within 

hours of the walkout, nurses and support workers in metropolitan Harare followed, and 

tens and thousands of civil servants in Harare joined the strike the following day.
541

  The 

strike spread to other cities on the third day. Although the immediate issue centered on 

salaries, nurses were also requesting a 40-hour working week, a risk allowance and 

higher housing and transport allowances. They also sought bonus pay assurance, a 100% 

increase in the cost of living adjustment if they would not receive bonuses, or if they 
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would get bonuses, they were prepared to settle for a 66 % cost of living adjustment.
542

 

The August strike ended in the third week after the government gave in to some of their 

demands, especially the 20 percent job evaluation that it had agreed to in 1995 and 

promised to continue negotiations with civil servant representatives. The state also made 

assurances that there would be no victimization or dismissal of workers. 

  The August 1996 strike, as well as the October-December one, brought to the 

surface the often hidden militant and political side within the nursing fraternity.
543

 Nurses 

in Zimbabwe were beginning to make a strong critique of public expectations of them. 

By becoming more militant, they were unsettling the Nightingale pledge of suffering for 

humanity, of personal satisfaction without much compensation. Rightfully so, in other 

parts of the world, hospital strikes were partly aimed at critiquing policy and the ideology 

that emphasized the service nature of the profession. For example, decades earlier, in the 

US, collective bargaining and unionization amongst some nurses was seen as a challenge 

to “the traditional ideology of service” and was a rejection on the part of nurses of the 

“pious exhortations about professional duty.”
544

 Similarly, in Zimbabwe, collective action 

was a critique and a rejection of the idea that nurses must continue serving even in 

difficult conditions and circumstances and without acknowledgement or remuneration. 

 During the August strike, nurses were more resilient, more vocal and were the most 

visible of the entire civil service. They came out more committed in support of their 

cause and had greater confidence in their potential to change their situation. According to 
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Mrs. Dhlamini:   

Most of us are Christians but we could not just work under poor conditions and for 

almost free. ... At the time, this was a wound that was destroying the nursing 

profession. By not negotiating in good faith, the government was just trying to 

paper over the wound with a band-aid. We said no, government must commit itself 

to improve our situation. 
545

 

Understandably, when government failed to immediately show commitment, nurses 

responded accordingly. They were ready to take the fight to the streets again and were not 

deterred by any form of intimidation or the possibility of government‟s backlash.
546

 Thus 

on October 21, 1996, nurses together with junior doctors went on strike again. This was 

triggered by government‟s failure to negotiate honestly with healthcare workers. The 

government was sloppy and unprofessional to an extent that they postponed meeting with 

nurses‟ representatives three times in September. “They were arrogant as usual, did not 

respect us and so we had to do something for ourselves,” claimed Mrs. Dhlamini.
547

 The 

strike encapsulated the broader problems in public sector labor relations. As D. Saunders 

argues, these problems revolved around frustrations caused by government‟s inaction 

because of unresolved pay disputes, poor communication, and failure by government to 

negotiate in good faith. 
548

 

 An anatomy of the course the strike took unsettles the often-perceived homogeneity 

within the nursing fraternity, exposing what Shula Marks has lucidly explained as a 

divided sisterhood. It also exposes the entangled relationship between nurses and other 

civil servants, government and the public. On one level, it shows the organizational 
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capacity of junior nurses and the gulf between the strikers and their seniors. At the same 

time, it exposes ZINA‟s weakness, especially the chasm between the leadership and its 

base. I have to quickly point that it was junior nurses that went on strike.
549

 As will be 

shown below, such a situation meant that bigger referral hospitals in urban areas 

remained partially functional. Nursing orderlies and student nurses helped senior nurses. 

On an organizational level, ZINA failed dismally to assess the situation. In August, ZINA 

was the only Public Service Association organization that that did not support the strike. 

Ironically, its members were the most militant and committed in using the strike route.
550

 

Again in October, ZINA did not support the strike neither did they overtly sympathized 

with the strikers. Their failure to sanction and subsequently support the strike led to a 

showdown when they tried to intervene. Indeed, when ZINA officials tried to intervene 

by the third day their efforts were met with hostility. Thereafter, the then ZINA president, 

Sr. C. Nondo tried to address the striking nurses at their gathering, urging them to rethink 

their position, go back to work whilst they enter into new negotiations with the 

government.
551

 In what shows divisions amongst nurses and how nursing leadership was 

out of touch with its constituency, the speech was met with interjections and 

interpolations, jeering, dressing down and even name-calling. Nurses went further by 

appropriating the everyday revolutionary discourse used by the ruling party and the 

government, accusing the association of „selling out‟ their cause to the government. I 

argue that such interjections and abusive language shows a spirit of defiance and 

independence from the leadership by junior nurses, in the process exposing high level of 
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militancy within the nursing sector.  

  Initial government‟s response displayed its arrogance towards nurses and junior 

doctors. No one illustrates such conceit than the then acting Minister of Labor and Social 

Welfare, Nathan Shamuyarira who claimed that the reason for the strike “were unknown 

and the move unreasonable.”
552

 Hospital administrators and other senior medical 

personnel at hospitals followed suit, burying their heads in the sand, maintaining that the 

situation was under control. Events on the ground, however, spoke to a different and 

disturbing scenario. By the second day, the impending disaster and chaos was beginning 

to unfold as hospitals in metropolitan Harare immediately felt the impact. Even though 

some senior nurses, student nurses and medical orderlies did not join the strike, labor 

withdrawal was so overwhelming that Parirenyatwa and Harare Hospitals closed a 

number of wards. Patients considered not seriously ill were referred to the dispensary 

without proper diagnosis.
553

 On the third day, Parirenyatwa and Harare Hospital closed 

more wards. At Parirenyatwa, all non-emergency units discontinued operating and 

obstetrics and gynecology cases were transferred to Harare hospital where more room 

was available. In addition, all emergency surgical operations had to be sent to Harare 

hospital due to shortages of anesthetics.
554

 The presence of senior nurses and student 

nurses made the performance of emergency operations possible. However, even though 

they did not join the strike, fear of intimidation from other nurses made their work 

difficulty. According to Mbuya Sibanda: 

I did not join because I felt that I had to continue with my work. This does not 
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mean I did not sympathize with junior nurses, I did. But I felt that we could not 

close the hospital since we had emergency cases that needed our immediate 

attention.
555

  

Furthermore, senior nurses who did not join the strike were working in civilian clothing 

for fear of being targeted and victimized by striking nurses.
556

 By the end of the week, it 

was reported that at Harare Hospital, only the Casualty Department seemed to be 

operating normally whilst the rest of the wards were nearly empty. At the same time, the 

outpatient department had been closed for almost a week due to the fact that the available 

staff was under pressure and could not cope.
557

  

 As already pointed out, this was a national strike and within a space of three days, 

the strike had spread to Bulawayo and Mutare. In five days, it had become national, with 

provincial hospitals reporting disruptions in service delivery. At Marondera Hospital, 

only few senior nurses were attending to emergency and maternity cases and a similar 

situation prevailed at Chinhoyi Hospital while the state of affairs at Bindura hospital was 

described as “bad.”
558

 Bad was an understatement due to the fact that all admitted 

patients regardless of their sex and age were admitted in one ward.
559

 Weeks into the 

strike, The Herald reported:  

Both Harare and Parirenyatwa continue to attend to emergency cases only and on 

Tuesday night, Parirenyatwa admitted 14 critically ill patients, a slightly higher 

number since the strike started. The hospital has however closed 17 wards and at 

Harare 13 wards were closed yesterday while 13 others are partially open to 

accommodate emergency cases. The neo-natal intensive care unit was totally 

closed.
560

 
 
 Whilst senior nurses were helped by student nurses in attending to critical patients, it 
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had become clear to all that pandemonium and chaos had become the order of the day at 

most hospitals in the country. 

 When the government realized the situation had become untenable, they responded 

in various forms. The state reached a separate agreement with junior doctors, leaving 

nurses on their own. With junior doctors at work, the assumption was that nurses would 

also return to work. Justifiably so, within official circles, there was a belief that nurses 

were being used by junior doctors. By negotiating with junior doctors, therefore, they 

would be killing two birds with one stone. No one brings this out better than President 

Mugabe. At an international conference in Rome, Mr. Mugabe claimed ignorance of the 

causes of the strike. He also alleged the strike was directionless and “the nurses seem to 

have been „commandeered‟ into striking by misguided junior doctors.”
561

 Mr. Mugabe‟s 

remarks are important. For although they were not an official government statement, they 

nevertheless give us an interior view of what the central government was contemplating 

about nurses and the strike. Female nurses were considered as timid, weak and dependent 

on junior doctors. In other words, I argue that such thinking suggests that officials felt it 

was unnatural for women to use what was mainly viewed as masculine methods of 

redressing workplace conflict. It seemed apparent that they could only do that with the 

help of male professions in particular junior doctors. Nurses, however, were not deterred 

by such accusations. By refusing to budge, nurses showed they were independent actors 

who had enough capacity and will to mobilize and sustain industrial action on their own. 

   Furthermore, after junior doctors resumed practice, it became clear that their work 

depended on nurses, and that nurses were the backbone of the entire health system. No 
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one features this better than Dr. Jiah, the representatives of junior doctors. Jiah admitted 

that, “we (doctors) have returned to work, yes but we are not working, we are just here in 

the building and I don‟t know if it‟s working.”
562

 Another doctor echoed similar 

sentiments when he said, “we cannot be expected to work without nurses. They are an 

essential part of our duties.”
563

 These statements put nurses at the center of the hospital 

matrix. Interviewees maintained that nurses were not just mere helpers to doctors, or the 

physician‟s hand, but were pivotal in the hospital system. Moreover, in the absence of 

nurses, health service delivery at major hospitals remained low with junior doctors 

literally milling around. The Herald noted that,  

A long queue formed at the casualty and another winding queue formed at the 

dispensary as most patients, who under normal circumstances would be admitted 

were given medication to take home. Parirenyatwa Hospital remained chaotic with 

reports that the hospital was sending some of its patients to Harare Hospital.
564

  

It must be clear that even when Harare was supposedly open, it was not fully functional, 

as a significant number of wards remained closed. In fact, most wards at national 

hospitals across the country remained closed as nurses refused to budge. 

  Upon realizing that nurses were serious, well organized and were gaining public 

sympathy, the government decided to use state apparatus to control public spaces, 

especially where nurses gathered to spread information and compare tactics. In Harare, 

the police sealed off the Africa Unity Square and Harare Gardens.
565

 At the same time the 

police camped at hospital grounds to prevent intimidations of nurses who had refused to 
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join the strike by their colleagues.
566

 The government also turned to the media, insisting 

on a media blackout on nurses‟ strike and anything that dealt with nurses. According to 

Mrs. Makoni, the blackout was meant to control the flow of information between nurses 

after realizing how newspapers had become an important source of information for 

nurses. The other intention was to stop information about the crisis in the hospitals to 

reach the public.
567

 Government‟s efforts at information management proved ineffective 

as nurses used other communication channels, especially telephones. In addition, the 

weekly private media continued covering the strike. 

  Besides targeting nurses as a group, the state decided to focus on an individual 

basis. Initially it threatened striking nurses with dismissal and to replace them with 

expatriate workers. Ironically, authorities failed to realize that not only was it going to be 

expensive to hire expatriate workers, but also it was likely to hire the very same people 

who had left the country for greener pastures. Nurses refused to be cowed into 

submission. This refusal compelled the government to act. It must be noted that during 

earlier strikes, the government always threatened strikers with dismissal but they never 

acted on the threats. It seemed this time the government was serious as the acting 

Minister of Labor and Social Welfare, Nathan Shamuyarira fired all striking workers 

during the fourth week. Those willing to come back to work had to reapply within a 

month and they forfeited their wages for the time they were on strike.
568

 

   Government‟s decision to fire all striking nurses raised their profile as a group that 

was being sacrificed at the altar of political expediency, in the process attracting many 
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sympathizers to the nurses‟ cause. Even Members of Parliament weighed in, criticizing 

the government for its approach. Contributing to the motion on civil servants in 

parliament, Mrs. Chidzonga criticized some of her colleagues in government for being 

insensitive to nurses and patients because:  

They (some government officials) do not have to go Harare hospital. They fly out 

and they are not treated at Parirenyatwa and they are not even treated at Avenues 

(one of the private hospitals in Harare) as they can afford to go overseas. Their 

children go overseas. Their relations are overseas. When they have a broken arm or 

a sore ear they fly out. So our problem is that those who are concerned with nurses' 

issues and junior doctors‟ issues should really ask government to negotiate with 

them so that service is provided for us who cannot afford to fly out. (Sic)
569

 

Most MPs in Parliament sided with nurses, criticizing their counterpart‟s failure to 

appreciate the gravity of the matter at hand. M. Dongo emphasized the rights of nurses as 

workers:   

These are civil servants and it is not a crime to be a civil servant because they have 

rights as well. These people are not buying bread from different shops and they do 

not get special discounts and also they are facing difficulties face by any other 

individuals who have been affected by the cost of living. So, yes they are essential 

services but what are not essential services?
570

 

Chidzonga, Dongo and others were in essence advocating the rights of nurses as workers. 

Indeed, what incensed many, nurses, politicians and the public alike, was the idea that 

fired nurses must reapply and be treated as first time applications. Thus senior nurses had 

to be treated the same way as junior nurses when considering readmission. 

Shumbambeva-Nyandoro (MP) exposed the problem behind the thinking:  

Some have been in the health system for 10, 15 to 20 years. How can a person who 

has been employed for twenty years be told that they were starting from a low 

grade like someone who has just come to look for employment? We have talked to 

some nurses in our constituencies. That is where the seriousness of the issue is.
571
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Mrs. Sibanda raised similar sentiments revealing the unfairness of the ruling when she 

said, “it is unfair that I have been working of the government all these years and just 

because of the strike you want to strip me of my benefits and my seniority. That became a 

new rallying point for most junior nurses even for those who were prepared to go back to 

work. It is unfair labor practice.”
572

 It was beyond any reasonable doubt that the proposal 

was unfair to nurses. Furthermore, the process entailed salary reduction for most nurses, 

making then even poorer than before. And because they had to apply on an individual 

basis, there were chances of nurses being victimized by authorities.
 

  

  Besides MPs, other organizations weighed in on behalf of nurses. As noted earlier, 

the main body representing nurses did not come in the open fully supporting nurse. Even 

the Public Service Association distanced itself from the strike. However, civic 

organization like ZimRights and the main labor movement, the Zimbabwe Congress of 

Trade Unions (ZCTU) put its weight behind the striking nurses.
573

 This move supports 

Richard Saunders suggestion that the crisis within the labor sector in the 1990s brought 

disparate labor movements together.  Indeed, the strike helps us realize the solidarity 

between different working groups and how they sympathized and supported their 

colleagues in the industrial action. Therefore, weeks into the strike, ZCTU and other civic 

organizations organized a mass protests sympathizing with the striking nurses and junior 

doctors. The police thwarted the protest by teargasing the marchers. In response to 

government‟s handedness, the ZCTU organized a two-day mass stay away with the aim 

of forcing the government to restore operational capacity of hospitals. The ZCTU also 
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urged the government to respect workers‟ rights to express themselves through 

demonstration.
574

 The two-day mass stay away was a flop. However, the stay away 

showed the potential of worker solidarity that crossed narrow professional lines. This 

camaraderie was to be fully exploited by the ZCTU in the coming years. 

  Initially the public sympathized with nurses. The continued closure of hospitals 

however became a major handicap to nurses. The longer nurses remained on strike, the 

higher the tide of public sympathy shifted away from them. Particularly important is that 

public responses exposed the complexities of the nursing profession, especially the nature 

of work, tensions over client-patient rights and the perception that, as labor of love, 

nurses have to serve the patient irrespective of the conditions. As much as medical 

doctors went on strike, there is always a consensus that they deserve whatever they will 

be demanding. Less appreciated is nurses‟ work as they are rendered invisible within 

clinical settings. This seeming invisibility of nurses stems from the narrow definition of 

nursing work and the general subornation of nurses to physicians.
575

 Of course, this is 

traced to traditional gendered nature of the professions, with physicians being male and 

designated as scientific and nurses being equated as being female and a physicians‟ hand. 

When doctors go on industrial action, nurses maintain a semblance of order within the 

hospital system. Yet when nurses do go on strike, it becomes clear that the hospital 

cannot function normally without them. In such a scenario then, it becomes convenient to 

place the burden squarely on nurses‟ shoulders. 

 This is exactly what happened. Taking advantage of the public‟s fatigue with the 
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strike, anti-strike propaganda activity began whipping public sentiments against nurses, 

making it a moral issue. An editorial in The Sunday Mail exposed the shift in attitude 

because of tensions and exasperations from the strike. The editor wrote: 

The whole issue has now assumed a moral dimension and public sympathy which 

was once with the striking nurses (and doctors) is turning away from them. Their 

attitude is increasingly being seen as not compatible with the calling and ethics of 

their profession. The cold heartedness of leaving a patient dying while clamoring 

for more payment is not consistent with the image set by Nightingale… nursing 

profession is more of a calling than anything and demands dedication that money 

cannot buy. Questions are being asked as to what kinds of relationship the nurses 

(and doctors) are establishing with their patients and government.
576

 

Emotionally blackmailing nurses, the message was that nurses had to listen to their 

conscience and end the strike. They had to be with their patients first and continue to 

negotiate while at work.
577

 By appealing to their conscience and emotionally 

blackmailing them, anti-strikers were removing the burden and patient responsibility 

from authorities and placing it squarely on nurses‟ shoulders. Moreover, another editorial 

in The Herald accused workers of not only becoming too militant in their demands, but 

also on embarking on „silly‟ strikes at the expense of patients. The editorial stated: 

Doctors and nurses know that they can make their point more effectively than all 

other profession. They have our lives in their hands. Last time they went on strike 

many lives were lost…  If Air Zimbabwe engineers can strike and ground aircraft 

and the corporation lose millions of dollars and the good of the passengers, why 

should doctors not down their tools as well? That kind of thinking is frightening to 

say the least. More also when lives being bargained with are those of the poor who 

have nowhere else to go. Whether or not the doctors and nurses grievances are 

genuine and whatever they are, they are betraying the oath to save lives. They 

cannot, at whim, just withdraw their labor. There are matters ethical they should 

consider. Now they have blood on their hands. How do people forgive them? How 

can people trust them? …If anyone is enjoying the show, they have not seen the 

escalating body count.
578

 

Morality, duty and respect for patient rights became the final rallying point for those 
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opposed to the strike. To those critical of nurses, their action had ceased being a problem 

of finance, but a serious problem of medical ethics as patients were being sacrificed. 

Patient bodies became a new terrain of struggle. 

 Certainly, issues dealing with life, wellbeing and death of patients became the 

immediate rallying point. An emphasis on patients‟ rights to medical care over nurses‟ 

rights as workers became an easy route for authorities and anti-strike constituency. A 

letter from one Chikwapuro read: 

Nurses are under oath to save life and nowhere does the oath give an exception that 

when they want an increase in salaries they should disregard the oath and allow 

people to die. Our nurses and junior doctors have become mercenaries who fight for 

money and disregarding human life. They have damaged the image of the nurse and 

the profession as a whole. Their profession, which was considered noble, now 

consists of people who could be called witches
 
who do not not care about the death 

of the loved ones…It is important that the government should never compromise.... 

We do not need nurses of this nature who are anti –nursing and have no sense of 

responsibility
579

 

Categories such as witch, mercenaries and sellouts have long historical roots in 

Zimbabwe‟s everyday discourse. Witch and witchcraft is associated with harming instead 

of healing, speeding up death rather than maintaining life. By continuing their industrial 

strike in the wake of the mounting body count in hospitals, deploying such categories on 

nurses meant they had forfeited their duty to heal and preserve life, becoming agents of 

grief and death. Likewise, the use of the category of mercenary has been within 

Zimbabwe‟s culture, deployed to label people who are not considered of worthy of their 

salt. Mainly used during the liberation struggle and during the 1980s civil war, such 

categories were now being deployed by the government on civilians whom they thought 

were opposed to their regime. In essence, deploying such category was aimed at denying 
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nurses their civic right to industrial action and marginalizing their concerns.  

 Nurses I interviewed described the deployment of such categories and the negative 

attention they were receiving especially from the press as unfair and unjustified. Such 

categories, as informants underscored, undervalued their contribution to the nation‟s 

wellbeing.
580

 A letter to The Sunday Mail by an unnamed nurse concisely brings out such 

sentiments:  

Our not taking industrial action in the past has been misconstrued to mean nurses 

are angels who are expected to give and take nothing in return…Nursing is a 

profession and requires salaries commensurate with the work but to try and 

convince policy makers that nurses‟ salaries are not adequate is met with hostility 

and seen as being unpatriotic. At present government regards nurses as allied staff 

that provide services to such professionals such as doctors and it is unclear with this 

is the reason government has taken long to deal with nurses‟ demands… For how 

long shall patients continue to suffer with the government taking its time to solve 

the nurses and other health personnel‟s problems.
581

 

Nurses reiterated that the main reason for the strike was government failure to view them 

as professionals who deserve better working conditions and a salary that is commensurate 

with their input.
582

 It is not surprising therefore, that the longer the industrial action took 

the more vocal the public became against nurses. Ultimately, this resulted in nurses 

becoming more disillusioned. With government refusing to negotiate with laid off nurses 

and with an increased witch-hunt against the leaders of the strike, it became apparent to 

strikers that they were fighting a losing battle. Indeed, one cannot pin down an exact date 

when the strike ended. This is because it was never called off. Rather, nurses began to 

trek back to work on an individual basis, with the government promising that they would 

not victimize them. There were those who felt aggrieved and left the profession all 
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together, while others left the country for greener pastures. One can argue that 

government‟s refusal to negotiate and the firing of workers placed a wedge amongst 

nurses in the process forcing them to return to work. I also argue that one has to 

understand the nature of work and client served to understand the general dissipation of 

the strike. As most nurses argued, they also felt that they were responsible for their 

patients and in the interests of their patients they had return back to work. 

     Conclusion 

 This chapter weaves together ESAP, nurses‟ work and the various strategies nurses 

used within clinical spaces. In line with austerity measures, the government was 

compelled to reduce its health budget. Specifically it meant that hospitals could no longer 

afford to provide quality care as resources were scarce. The decline in budget allocation 

affected nurses‟ work, since they were now being forced to work with limited resources. 

The surge in tuberculosis and the emergence of HIV/AIDS worsened the already bad 

situation in hospitals. The result was an increase in nurses‟ daily workloads, deterioration 

in working conditions, inadequate resources and a decline in nurses‟ real wages. The 

chapter examined various strategies used by nurses in public sector hospitals to adjust to 

their new situation, given the now existing turbulent environment. Whilst some nurses 

joined the private sector or migrated abroad, those who remained in the public sector 

resorted to buying their own protective gear, using second/third rate drugs, restricting 

admissions, work slowdowns, confrontations with administrators and open protests and 

strikes. To supplement their salaries, some nurses started various business activities such 

as cross border trading. These various income generating attempts became controversial 
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as they meant a deviation from the traditional notions of nursing. My analysis is that 

whilst authorities emphasized the nature of the profession and patient‟s rights in response 

to these efforts, by using these strategies nurses were emphasizing the nature of their 

work, and patients‟ rights to a better health care system. And as workers demanding that 

the government improve the health care system, nurses were also demanding the right to 

determine the most efficient way to effectively execute their duty to the community.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 234 

Chapter 6 

Conclusion 

On October 22 1996, nurses in Zimbabwe embarked on a strike that lasted almost 

two months. It was the second strike within three months and the largest strike by nurses 

in postcolonial Zimbabwe. The industrial action paralyzed the entire health sector, 

exposed poor working standards in hospitals and raised important questions about the 

professional nature of nursing, nursing ethics, people‟s expectations of nurses and 

government‟s attitude towards nurses. Half a century earlier, in 1946, the colonial 

government set in motion the training of African women as State Registered Nurses. This 

new policy saw African woman becoming principal health care workers in Rhodesian 

hospitals. To contextualize this change, prior to the Africanization of nursing services in 

Rhodesia, trained nursing was a preserve of white women. As pointed out in this 

dissertation, the reservation of trained nursing to white women was a product of the 

colonial color bar policy that classified certain professions as white only. In addition, as a 

settler colony, the policy was also informed by an ideology that linked nursing to white 

women‟s contribution to the colony. However, Rhodesia never managed to train and 

attract enough white nurses. Therefore, by the mid-1940s, factors such as shortages of 

trained nurses together with patient increases due urbanization and African‟s increased 

confidence in western medicine coalesced to create a crisis in government hospitals. It 

was this crisis that compelled authorities to shift its policy, extending trained nursing to 

African women. The Africanization that followed had a profound effect on everyday 
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work as it effectively transferred the burden of nursing African patients from white 

nurses to African nurses. 

This dissertation explored the history of African nurses who became principal 

health care workers in Rhodesian hospitals from the 1950s onwards. I have focused on 

their hopes and aspirations for taking nursing as a profession. I have also examined their 

daily work, how they struggled, coped and creatively adapted to their subaltern position 

in racialized and oppressive clinical spaces. This dissertation has argued that when 

African women entered clinical spaces as formally trained nurses, they used this 

opportunity to carve a niche for themselves within colonial hospitals in the process 

making clinical spaces their own. African nurses used their presence in hospitals to 

highlight their potential and expertise. Their everyday work enabled them to be important 

intermediaries, making it easy for African patients to adjust to clinical experiences. As 

cultural interlocutors, African nurses were central in translating African conceptions of 

afflictions to white medical personnel, simultaneously translating western medicine to 

African patients. As argued in the dissertation, it was nurses‟ responsibility to acquire the 

correct information for doctors and to make the diagnosis easier.
583

 In addition, African 

nurses‟ presence within hospitals was reassuring for many patients that they were being 

served by their own. Towards this end, nurses drew upon their cultural understanding of 

disease causation in helping patients understand and negotiate different health care 

options.
584

  Indeed, as in other parts of the continent, African nurses in colonial 
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Zimbabwe played a pivotal role as cultural brokers between African and western health 

systems.
585

 As cultural interlocutors, African nurses were central in shaping how the 

afflicted experienced colonial medicine, even though they enjoyed less authority and 

power than their European counterparts did. 

In this dissertation, I have argued that the sphere of nursing became an arena in which 

women reshaped western and African meanings of care giving, and at the same time 

reformulating the local care economy.
586

  The hospital environment enabled nurses to cross 

their own cultural nursing boundaries, in the process reshaping their own understanding of 

taking care of the sick and helping the infirm. As pointed in the dissertation, young African 

nurses had to adjust to seeing strangers‟ bodies, especially male bodies, probed healthy and 

diseased private parts as part of their work. Furthermore, nursing older patients presented a 

major cultural challenge to young African women. Historically, older women were the 

fulcrum of the care economy in rural areas. Young women, as noted in the dissertation, only 

acted in the role of helpers. The introduction of hospitals and the subsequent entrance of 

young African women into colonial clinical spaces in the 1950s partly transferred the care 

economy from the private sphere into the public domain. In addition, when young women 
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were becoming the principle health care workers, another shift became discernible. Thus, the 

presence of hospitals also shifted the burden of nursing patients from elder women to 

younger women. When older women and men attended clinical spaces, they were now 

deferring to younger women.
587

 Young women possessed western knowledge over diseases, 

the knowledge that partly drew African patients to hospitals.  Furthermore, they had access to 

hospital technologies to diagnose diseases. They wore uniforms that were a signifier of 

authority over disease diagnosis and remedies to be followed within hospitals. For some who 

took up surgical nursing as their specialty later in life, to continuously assist in the theater and 

with surgical operations of different categories represented a complete break from the 

traditional healing practices. Thus, while young nurses were pushing the boundaries of 

traditional understandings of nursing through their presence in clinical spaces, I also argue 

that the normalization of their earlier anxieties can also be viewed as a way in which they 

were reshaping their own cultural understandings of nursing.  

The fact that the government opened nursing to African women due to structural 

changes taking place in Rhodesia in the 1940s does not mean African women did not also 

imagine the possibilities offered by the nursing profession. It is one of the propositions of 

this dissertation that in an environment that limited women‟s opportunities because of 

their gender and race, African women used nursing as ladder to secure a better life for 

themselves and their families. To those who were able to enter the nursing program, their 

new careers transformed their lives and contributed to the sudden and unprecedented rise 

in their social positions in an oppressive society. It gave them a sense of their own 
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competency and allowed them to contribute to society in ways that would not have been 

possible for many. Indeed, public spaces like hospitals and clinics became new sites that 

African women used to reshape and negotiate social relations and move up the social 

ladder. As pointed in the dissertation, Christine Mawema captured the potential offered 

by the professionalization of women in Rhodesia when she said: “Our kitchen days are 

over…We can no longer continue the tradition of our predecessors. We just want to be 

treated as equals with our men and we will do it, I tell you!”
588

  The wife of Nelson 

Mawema, one of the early nationalists in African politics, Mrs. Mawema saw African‟s 

struggle to be treated with dignity as part of women‟s struggle.
589

 I used  the 

professionalization of African women in Rhodesia as a window into examining the ways 

in which African women‟s everyday lives were no longer being defined by their domestic 

responsibilities and by their association to men, either as suitors, husbands or their male 

relatives, but by their new found status as professional women. 

An examination of nurses‟ presence within clinical spaces raises the question of 

colonial relations. Therein lies another proposition of this dissertation, that hospital 

relations replicated lager social relations. As in South Africa, this was reflected in the 

structure and organization of hospital bureaucracy.
590

 At the top of the pyramid were 

hospital administrators and medical doctors, followed by white nurses. At the base of the 
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pyramid was a mass of African nurses who shouldered the burden of tending the infirm. 

Yet racism and discrimination made it impossible for many African nurses to imagine 

occupying senior positions. Furthermore, segregationist polices that were the hallmark of 

Rhodesian society were extended to clinical spaces.
591

 Hospitals in Rhodesia as in South 

Africa were racially segregated. In addition, African nurses were not allowed to nurse 

white patients in government hospitals.
592

 While this policy worked for most part of the 

colonial period, this rule was put to test in the twilight of colonial era. Faced with 

shortages of white nurses in the 1970s, some sections of the white community were bent 

on preserving racial privileges and racial segregation within clinical spaces just as they 

were fighting nationalists to maintain the hallmarks of Rhodesian society. The case of 

Bindura Hospital, where white wards were closed due to shortages of white nurses and 

the continued defense of the policy that restricted African nurses from nursing white 

patients was a reminder of authorities‟ determination to limit racial contacts in 

hospitals.
593

 As I argued in the dissertation, the issue of racial segregation within clinical 

spaces in the 1970s exposed the anxieties amongst Rhodesians.
594

 

This dissertation has also shown that during the first decade of independence, the 

new socialist oriented government took various steps to deracialize, democratize and 

expand the health delivery system in Zimbabwe. In addition, the government made 
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efforts to improve nurses‟ working conditions. Authorities amended the split shift policy, 

awarded nurses night duty allowances and extended new labor relations that included 

paid maternity leave for women. All these changes were impossible during the colonial 

period. The dissertation has also examined the changes that took place in the 1990s. It has 

shown that by the mid-1990s, hospitals were experiencing crises. Indeed, nurses‟ working 

conditions began to decline following the adoption of austerity measures in 1990. The 

situation was made worse by the resurgence of TB and the increase in HIV/AIDS. In 

response to the decline in working standards, nurses adopted various strategies. Some 

joined the private sector, or migrated to neighboring countries. For those who remained 

in government service, they had to get used to increased workloads and a decrease in 

wages. To supplement their salaries, some nurses became involved in various business 

activities such as cross border trading. In response to declining working conditions, 

nurses resorted to work slowdowns, confrontations with administrators and at times open 

protests and strikes. In response, hospital administrators and the government placed 

emphasis on the nature of the profession, arguing that nurses must serve the sick 

irrespective of the problems experienced in conducting their duty. Officials also rallied 

behind patients‟ rights. It is the argument of this dissertation that the various strategies 

deployed by nurses did not mean a negation of their responsibilities to patients and the 

society as state officials and hospital administrators argued.
595

  Rather I have argued that 

by adopting the above-mentioned tactics, nurses were showing a deep responsibility to 

their clients, commitment to their work and the desire to provide the best care to patients. 

As important historical actors, nurses were willing to go beyond what was usually 
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expected of them in their efforts to seek redress to the declining working standards. As 

workers demanding that the government improve the health care system, nurses were also 

demanding the right to determine the best way to satisfy their duty to the community. 

In this dissertation, I call for a study of the 1996 nurses‟ strike as part of women‟s 

contribution to labor activism in post-colonial Zimbabwe. Such an inclusion of the 

nurses‟ strike is significant for Zimbabwe‟s labor historiography. Indeed, the 

historiography has been mainly male centered partly because labor leaders and the 

majority of formal workers are male. This has resulted in   Zimbabwe‟s labor historians 

relegating the study of women and strikes to the fringes of the historiography.
596

 

Women‟s role and participation within the labor movement and especially in organizing 

and directing strikes has been a major blind spot that needs urgent attention.
597

 Thus 

examining women‟s roles in the 1996 strikes not only enables me to cover a major 

silence within the historiography, but also helps me  locate women‟s agency, how 

women‟s triple burden, being mothers, wives and workers influenced their consciousness, 

and their centrality in postcolonial labor struggles.
598

 At the same time, because the 

nursing fraternity started and sustained the 1996 strikes, analyzing the strike was enabling 
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in mapping out areas of solidarity between nurses and other workers. As already pointed 

out in the dissertation, nursing is usually perceived as an elite profession that has less in 

common with the rest of the workforce.  By examining the 1996 labor strikes however, I 

have unsettled such a narrative, blurred and complicated the seeming boundaries between 

nurses and other workers.  

 The dissertation does not claim to be a conclusive history of nurses. There are 

other areas of research that will no doubt enrich the story. For example, while the 

dissertation has focused on State Registered Nurses, the history of hospitals and nursing 

in Zimbabwe can be enriched through the inclusion of the important role played by those 

workers who were not formally trained: nursing orderlies. Together with trained nurses, 

nursing orderlies contributed to the smooth functioning of hospitals. In addition, nursing 

in Zimbabwe has been regarded as quintessentially women‟s work and the image of the 

nurse focuses on feminine qualities. However, the postcolonial period saw some men 

taking up nursing. The story of these male nurses and indeed male nursing orderlies will 

complicate the history of nurses in Zimbabwe. 
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Appendix 1: Map of Zimbabwe. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 263 

Appendix 2: Colonial and Postcolonial Names 

 

Colonial Names   Postcolonial Names 

Andrew Fleming Hospital  Parirenyatwa Hospital 

Gwelo     Gweru 

Harari Hospital   Harare Hospital 

Harari Township   Mbare Township 

Impilo Hospital   Mpilo Hospital 

Old Umtali    Old Mutare 

Rhodesia    Zimbabwe 

Salisbury    Harare 

Umtali     Mutare 
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Appendix 3: Explanations and translations. 

 

 

African  I use the term “African” to refer to black people of African 

descent. This usage is not used in any way to deny any 

group of people the right to belong to Africa but is only 

selecting among the peoples of Africa a specific group that 

shall be used as case study in this project. I have to 

emphasize that white Zimbabweans are not treated as 

Africans in this study because the various archival records 

even those written by colonial officials and the day-to-day 

usage of the term “African” clearly outlined Blacks as 

Africans and not any other group of people. It is from this 

semantic context that the term is used. 

Chipotswa  An affliction characterized by the sensation of an object 

moving rhythmically from one part of the body to another, 

for example from the left ear to the right groin. It is 

believed that that thos affliction is a result of bewitchment.  

Chitsinga A varaiation of chipotswa. 

Chirungu/Chingezi Westernization. 

Colored I use the term Colored to refer to people of mixed race. 

This is a popular term that is used throughout Southern 

Africa. 

Kufunda Education. 

Kuroyiwa Witchcraft. 

Kurwara Getting sick. 

Location In colonial Zimbabwe, Location was a term for the early 

African township, Harari Township, now called Mbare. 

Mbuya A term used to address an elderly woman, usually those 

above the age of 50. 

Munyarikani A respected person. 

Muroyi Witch. 
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Nyamukuta Traditional midwife. 

Rhodesian This word is used to refer to white Zimbabweans during  

the colonial period. 

Sekuru A term used to address an elderly male. 

Tete Aunt. 

Urwere Sickness. 

Zvirwerwe zvepabonde Sexually transmitted diseases. 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 


