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Source of data for this Fact Sheet is the 2012 Population Census unless stated otherwise.
[bookmark: _Toc432886480]1.0 FERTILITY
[bookmark: _Toc432886481]1.1 Fertility Trends
Total Fertility Rate (TFR) has generally been declining in Zimbabwe– an implied decline of about 1.8 births during the 30-year inter-census period of 1982-2012. The decline was however halted in 2012 where TFR has slightly increased from 3.6 in 2002 to 3.8 in 2012.


Figure 1 TFRs trend, Zimbabwe from various censuses             Figure 2 ASDRs 1992, 2002, 2012

The Age Specific Fertility Rates (ASFRs) have also been declining from 1992. However the 2002 ASFRs are lower than the 2012 rates, which is consistent with a higher TFR in 2012 compared to 2002. Women in the age group 20-39 experienced higher ASFRs in 2012 than their counterparts during 2002.

[bookmark: _Toc432886482]1.2 Mean Parity
[image: ] Consistent with the decline in fertility is the decline in mean parities (average number of children ever born to a cohort of women) by age. TFR, which measures current fertility, is consistently lower than the mean parity of women aged 45-49 years, a sign that fertility has been declining over the past three decades.  Nevertheless mean parities show the same declining trend as fertility and the difference between the two is eroding. 

Figure 3: Mean Parity, women 45-49 years & TFR

Compared to countries in the SADC region Zimbabwe is ranked in the middle in terms of the level of its Total Fertility Rate. Figure 5 shows that, generally, countries with higher GDP per capita have lower fertility rates i.e. South Africa, Botswana and Namibia, and those with lower GDP experience higher fertility levels i.e. Zimbabwe, Mozambique and Malawi. 







Figure 4. Total Fertility Rates and per Capita GDP by country - Southern Africa
Source: Zimbabwe 2012 Population Census, World Bank (2015)

[bookmark: _Toc432886483]1.3 Fertility Differentials
Manicaland, Mashonaland Central, Mashonaland East and Mashonaland West provinces had TFRs of at least 4.0. Harare and Bulawayo provinces, which are predominantly urban had much lower TFR of 3.1 and 2.7 respectively. Among the rural provinces there is not much variation in TFRs except for the Matabeleland provinces which had much lower TFRs compared to other provinces.  






Figure 5 Total Fertility Rates by Province

[bookmark: _Toc432886484]1.4 Summary
Fertility declined between the 20-year inter-census period from 1992 with the decline of life time fertility accelerating among older women throughout the period while that of younger women declined  largely during the 1992-2002 inter census period but receded during the 2002-2012 period. The increase in fertility between 2002 and 2012 most likely occurred after 2008 when the economy dollarized and stabilised. The increase in fertility between 2002 and 2012 can therefore be considered temporary, and will correct itself to levels below the 2002 rates.   

Going forward we expect fertility in Zimbabwe to remain high because it still occurs to early and late in the lives of mothers, as shown by the high fertility among adolescent women, and significant fertility beyond age thirty five. In addition fertility remains high despite high educational attainment by Zimbabwean women and relatively high Contraceptive Prevalence rates among Zimbabwean women compared to other countries. Factors that could be propping fertility include parents viewing children as a form of security in old age in the absence of strong social protection systems, therefore the more the better, and children still viewed as economic assets.  Meanwhile, it is important to address the increasing adolescent fertility through (i) keeping adolescents in school and colleges, and creating jobs for them (ii) making it easy for adolescents to access family planning information and services and (iii) designing programmes which will encourage contraceptive use intended to delay the first birth within marriage.  
[bookmark: _Toc432886485]2.0 MORTALITY
[bookmark: _Toc432886486]2.1 Mortality in the General Population
[bookmark: _GoBack]In Zimbabwe trends and levels of mortality have been influenced by the HIV and AIDS condition. The period 1992 to 2002, when the prevalence of HIV accelerated and when Anti-retroviral therapy (ART) was not widespread, mortality increased among the population. For the intercensus period 2002 to 2012, after widespread adoption of ART, mortality indicators improved significantly.  Figures 9 below illustrate the development.



 Figure 6 Crude Death Rates 1992, 2002 and 2012
The intercensus declining trend is also confirmed by Figure 11 below, which shows that at all ages below 74 years, the ASDRs were lower in 2012 than in 2002.


                    












Figure 7 Age Specific Death Rates 2002 and 2012
[bookmark: _Toc432886487]2.2 Maternal Mortality
Maternal mortality is measured by the Maternal Mortality Ratio, which is the number of maternal deaths per 100,000 live births. The age-pattern of maternal mortality depicts high maternal mortality among teenagers (525 for those aged 15-19 years) and women above 40 years, 1108 among women aged 40-44 years and 2367 among those aged 45-49 years. This shows that it is very risky to give birth at very young ages and at older ages. 

Figure 8 Maternal Mortality Ratio by Age Group


The overall MMR improved by 50% during the inter census period 2002 to 2012. Mashonaland East province registered the most improvement of 60%. Variations by province is also evident with Matabeleland South having the highest MMR of 694 and Harare with the lowest of 379. Just like the general mortality in the population, the decline in maternal mortality is linked to improvements in the HIV and AIDS condition and possibly to improved access to health services after the economy dollarised. However, the MMR remains high and falls short of the MDG target of 174.

Figure 9 Maternal mortality ratios by province, Zimbabwe 2002 and 2012 censuses

[bookmark: _Toc432886489]2.4 Childhood Mortality
The 2012 Population census shows that from 1997 to 2008 childhood mortality increased albeit within a very narrow range.  This trend mimics that of the death rates in the general population as explained by the impact of HIV and AIDS and the harsh economic conditions that prevailed during the latter half of the first decade of the millennium.   

 Figure 10 Childhood Mortality in Zimbabwe

Under 5 mortality rate is generally used as a measure of mortality in childhood because of its insensitivity to the pattern of mortality. While there is a great deal of disparity in the estimated rates for some overlapping periods in certain cases, there is a fairly good agreement among the various estimates that under-five mortality has been declining in Zimbabwe during the past three decades. While the declining trend is apparent up to the mid-1990s, it starts to increase thereafter due to the impact of HIV and AIDS on the population and the general deterioration of health services during the hyperinflationary period when the health sector suffered from a lack of resources and a shortage of staff.

















Figure 11 Trend in Under 5 Mortality from various sources

[bookmark: _Toc432886490]2.5 Regional Comparisons of Child mortality
Comparing Zimbabwe’s Under 5 mortality rates with regional countries shows that it is situated in the middle. However Zimbabwe is way off its MGD target of an Under 5 Mortality of 25.  










       Figure 12 Under 5 Mortality Rates in Southern Africa
       Source Zimbabwe Population Census, 2012 and UNICEF (2013)

[bookmark: _Toc432886491]2.6 Mortality Differentials by Disability Status
Under 5 mortality of children born to disabled mothers is higher than that of children born to mothers without disability. Policies should therefore be put in place to improve the survival of children born to this disadvantaged group. The patterns of Under 5 mortality with respect to educational level of mother, marital status and with respect to residence of mother are expected. There is also great variablity of Under 5 mortality among the provinces. Under 5 mortality was lowest among the Matabeleland and urban provinces.  
 
 Figure 13 Under 5 Mortality Rates By Disability Status of Mother
[bookmark: _Toc432886492]2.7 Life Expectancy at Birth
While life expectancy at birth was around 60 years during the first year of independence, it declined to 57 years in 1992 and 43 years in 2002. This trend is explained by the HIV and AIDS trend. After 2002 life expectancy started to gradually increase reaching 60 years in 2012 (57 years for males and 64 years for females). The increase in life expectancy can be attributed to better survival chances of HIV and AIDS victims because of the general availability of ART and the general improvement in the availability of medicines after dollarisation in 2009.  The intercensus period 2002 to 2012 saw life expectancy increasing by 16.5 years i.e. an improvement of 1.65 years per year. We do not believe that this rate of life expectancy improvement is sustainable into the future, as it is attributed to medical intervention and not substantive changes in the socio-economic conditions of the population. 

Figure 14  Zimbabwe Life Expectancy at Birth
Source: Zimbabwe Population Census, 2012 and World Bank 

A regional comparison of life expectancies shows that Zimbabwe enjoys higher life expectancy than most of the regional countries. Its life expectancy is second to that of Namibia which stands at 63.9 years.


                       














Figure 15 Life Expectancy for selected Southern African Countries
Source: Zimbabwe Population Census, 2012 and World Bank 
[bookmark: _Toc432886493]3.0 POPULATION STRUCTURE
[bookmark: _Toc432886494]3.1 Age Structure
[image: ]Population pyramids for Zimbabwe for the years 1992, 2002 and 2012 are wider at the base showing that there are more people in the younger age groups than in the older age groups for both sexes. This is explained by the high fertility levels among the population. Figures from the 2012 Population Census show that 41 percent of Zimbabwe’s population is aged below 15 years. This proportion has changed slightly since 1992. It was the same as in 2002 but lower than the 1992 proportion of 45%. Zimbabwe’s population still remains young with half of it aged below 20 years. Regional comparisons show that South Africa has 30% of its population aged below 15 years and Zambia has 46% (Statistics South Africa, 2015 and Sikanyiti, 2012). The proportion of the population below 15 years to the total population for Zimbabwe and the region is much higher than that of the UK and the European Union region of 18% and 16% respectively (The UK Office of National Statistics, 2010 and Eurostat, 2015). 
[image: ][image: ]

Figure 16 Population pyramids, Zimbabwe population 1992, 2002 and 2012

[bookmark: _Toc432886495]3.2 Sex Structure
The overall sex ratio in 2012 was 92, that is, there were 92 males for every 100 females. Below the age of 15 years, there are almost equal numbers of males and females. This is the case for all the censuses. For the 1982 and 1992 censuses the sex ratio favours females up to age 40 and 50 respectively and males dominate thereafter up to age 69 years. For the latter censuses, that is, 2002 and 2012 censuses, the sex ratio generally favours women throughout all age groups above 14 years. The trend is that with time women are outliving their male counterparts at every age group.  

 Figure 17 Age-specific sex ratios, various years

[bookmark: _Toc432886496]3.3 Population Growth 
The youthful age structure of Zimbabwe’s population presents a high potential for rapid population growth as well as high dependency burden. Zimbabwe’s population has grown by 74% from 1982 to 2012, registering an average annual growth of 3.1%, 1.1% and 1.2% between 1982 and 1992, 1992 and 2002, and 2002 and 2012, respectively (Zimstat, 2013). At the 2002-2012 annual growth rate of 1.2% the population of Zimbabwe is expected to double in 58 years. 

During the first decade of independence the age group 65+ grew fastest. This reflects improvements in life expectancy during this period due to progress made in the health delivery system. The age-pattern of growth for 1992-2002 is similar to that for the previous decade yet the growth rates are slower. During this period, HIV and AIDS-related deaths had a huge impact on the population. Between 2002 and 2012, the pattern of growth is completely reversed.  The age 0-14 grew fastest which could reflect the positive impact on births of the Prevention of Mother-to-Child Transmission (PMTCT) of HIV programme during this period and the fall in HIV prevalence rates. Since the youngest age group is growing fastest, the population of Zimbabwe may experience rapid growth in future due to population momentum. 
 
Figure 18 Zimbabwe population in millions

[bookmark: _Toc432886497]3.4 Dependency Ratios
The child dependency and overall dependency ratios are 70 and 83 per 100 working people, respectively. While in developed countries about two active persons support one dependent person, in Zimbabwe one active person supports one dependent. The population 65 years and above stands at 4.1% and has slightly increased from 3% in 1982. For developed countries, specifically the EU, this proportion is as high as 18.5% (Eurostat, 2015).






Figure 19 Population age composition comparisons
Source: Zimbabwe 2012 Census and Population Reference Bureau 2012 Population Data Sheet 
[bookmark: _Toc432886498]4.0 POPULATION PROJECTIONS
The 2012 population prjections assumed three scenarios; the high, medium and low scenario. The high scenario assumed a slower decline in fertility, the low scenario – a faster decline in fertility and the medium scenario assumed that fertility will decline at a rate in-between the high and low scenarios. For all the scenarios life expectancy was assumed to increase to the same levels, the sex ratio was assumed to remain at the 2012 level and international migration was assumed to be zero. Only the low scenario assumed the impact of HIV and AIDS on the population. The population of Zimbabwe is projected to grow to between 19 million and 20 million in 2032.


Figure 20 Projected Zimbabwe Population, 2012 to 2032

[image: ][image: ]The development of the age-structure of the population is expected to be more bell-shaped than pyramidal as we go into the future. This in in line with the assumption of declining fertility in the projections and improved longevity. 
 
Figure 21 Population pyramids, 2012 and 2032	Figure 22 Projected Population Composition, 2012 and 2032

As a result, the age composition of of the population is expected to have significantly changed by 2032. The proportion of the young population is expected to decline in 2032 and that of the labour force is expected to rise. The proportion of the elderly will largely remain unchanged. The dependency ratio will decline from 83 per 100 in 2012 to 57 per 100 in 2032.  The reduction in the dependency ratio would augur well for economic development as the Government would have a relatively larger labour force to support fewer dependency. 


The economically inactive under 15 and over 65 also tend to be bigger recipients of government spending e.g. education, pensions and health care.














Figure 23 Population Compositioon

During the projection period the annual average growth rate of the population is expected to be 2.0%, which is higher than the 2002-2012 rate of 1.1%. The rural population is projected to grow at a faster rate than the urban population, that is, 2.2% compared to 2.0%. The age group 0-4 years is projected to grow by 0.3% - this is in line with the assumption of declining fertility. The population of reproductive age is projected to grow by 3.3 percent, from 6.3 million in 2012 to 10.4 million in 2032, implying that the population will continue to grow significantly in spite of declining fertility due to the phenomenon of population momentum. The projected growth of the working age population at 3.6 percent, which is higher than the growth of the school going age-group, the youth and the elderly creates opportunity for economic growth and development. This opportunity is created because mortality and fertility are declining and the proportion of the working age population to the total has grown.  


Figure 24 Projected annual average population growth rates by age

[bookmark: _Toc432886499]5. ZIMBABWE’S DEMOGRAPHIC STRUCTURE AND THE SCOPE FOR A DEMOGRAPHIC DIVIDEND
During a demographic transition, when both mortality and fertility are declining, the population’s age structure also changes. The proportion of children falls while that of older people remains low until the large group of working age people gradually grows older. During this period, there the proportion of people of working age will be increasing while the dependency ratio will be falling, which makes the society more productive because fewer investments are needed to meet the needs of the youngest and oldest age groups, which are largely consumptive. In a country’s demographic development, this window of time between falling birth rates and ageing is referred to as a demographic bonus. If people in the working age group are trained, find employment and have long productive careers before they are dependent themselves, the demographic bonus becomes a demographic dividend. To achieve this there must be deliberate investment in education and the labour market. 

The proportion of the population aged 15-64 years to total population has been increasing since 1982. The increasing trend was halted between 2002 and 2012 due to the attrition of the working age population by AIDS deaths. Correspondingly, dependency ratios that had been declining rose between 2002 and 2012. In comparative terms, it can be said that Zimbabwe has fallen behind in its demographic transition by half a century compared to Eastern Asian countries since the latter had an age structure similar to present day Zimbabwe in 1965. For the three consecutive censuses of 1992, 2002 and 2012 the age pyramid of the population remains bloated in younger ages, showing that the population has remained young with half of it aged below 20 years. This age structure is not synonymous with a structure conducive for a demographic bonus. 
Figure 25 Dependency ratios and proportion of population aged 15-64 years

Although Zimbabwe was moving towards a demographic bonus, a prerequisite for a demographic dividend, that trend has been reversed. The situation is exacerbated by the relatively slower growth of the population aged 15-64 years compared to the age group 0-14 years between 2002 and 2012. The age group 15-64 years had grown faster than the 0-14 years between periods 1982-1992 and 1992-2002. 

According to the demographic transition theory, mortality decline is antecedent to fertility decline. Fertility still remains high in Zimbabwe, sadly showing signs of an increasing trend between 2002 and 2012, and far much higher than the levels that created a demographic structure amenable to the demographic dividend in Eastern Asia. Unless fertility levels fall, Zimbabwe’s population will remain young, making it difficult to reach for the demographic dividend. 

Population projections based on the 2012 Population Census show that 64 percent of the population of Zimbabwe will be aged 15-64 years in 2032 compared to 55 percent in 2012. The population aged 0-14 years is projected to decline to about 32 percent from the current 41 percent and the population 65 years and above is not expected to change. This is premised on the assumption of a decline in fertility and improved longevity. If this transition takes place, it will be similar to the one that brought about the demographic dividend in Eastern Asia. However such a monumental shift in a country’s demographic structure does not happen spontaneously hence Zimbabwe needs to deliberately adopt policies to achieve it.  

[bookmark: _Toc432886503]Policies to create a demographic bonus and realise the demographic dividend
Family planning programmes need to be scaled up in order to reduce the number of children per woman: The Zimbabwe Demographic and Health Survey 2010-11 shows that 13 percent of currently married women have an unmet need for family planning services. The same survey shows that as the number of children increases, up to 4, contraceptive use also increases. This may indicate the demand for contraception to attain a desired family size. Women’s access to reproductive health should also be improved because it is important for achieving desired family sizes. 

There is need to put in place policies that delay the onset of childbearing among girls, as it has been shown that childbearing still occurs too soon in Zimbabwe: This can be achieved through instituting laws against early marriage, as girls who marry early are more likely to have more children than their peers who stay in school and marry later. Early marriage also reduces women’s economic contribution. 

Zimbabwe should strive to have the majority of its population attain secondary education: Besides lowering fertility and mortality, higher levels of educational attainment will justify large investments in universities in order to create the human capital necessary for an innovative and productive economy. Emphasis should also be placed on vocational training because it introduces young people to the real working environment. This is important since the realisation of the demographic dividend requires higher levels of productivity to create savings and wealth. Furthermore, education diminishes the economic value of children, as educated parents have more chances of getting a job that provides security in old age. More educated parents have higher aspirations for their children, which increases investment in their health and education, thereby reducing their numbers as a trade off with quality. 

Effective medical care should be afforded infants to improve their survival chances and take away the need to have many children as an insurance against child deaths: This is because where demographic transition has taken place, mortality decline preceded fertility decline. This also ensures that investment in education is concentrated in fewer children, even though a huge investment in public health to combat communicable diseases may be required. 

The country should create jobs mainly in highly productive sectors with high demand for low skilled workers: However as the level of education increases jobs would need to be created in knowledge intensive sectors that have greater added value. The job market needs to be liberalised and the private sector must also play a part in labour training. There should also be equality of employment opportunity between men and women. 

Zimbabwe should further strengthen its social security systems during the demographic transition phase: This is because the demographic bonus will not last forever. As the large population cohorts that created the bonus age into retirement, the following generations are fewer in size, because of declining fertility, so the proportion of the working age population declines whereas the share of the older, economically dependent people increases. Other policies, such as keeping the older generations longer in the labour force, may be an option. 

For more information on the results of the 2012 Zimbabwe Population Census Thematic Analysis, please contact:

Zimbabwe National Statistics Agency (Zimstat)
Population Census Office
P.O. Box CY342
Causeway
Harare
Tel: 04-793971-2, 04-794756
E-mail: census2012@zimstat.ac.zw

United Nations Population Fund (UNFPA)
First Floor, Block 7
Arundel Office Park
Norfolk Road
Mt. Pleasant,
P. O. Box 4775
Harare
Tel: +263 4 338836-44, +263 912 572870-73, +263 912 125381 
Fax: +263 4 338773
E-mail: mailzwe@unfpa.org 


This fact sheet is based on the results of the 2012 Zimbabwe Population Census Thematic Analysis which was conducted by the Zimbabwe National Statistics Agency (Zimstat) with technical assistance from the United Nations Population Fund (UNFPA). Funding for the analysis was provided by the Government of Zimbabwe through Treasury, Australian Agency for International Development, Royal Danish Embassy, United Kingdom Department for International Development, European Union, Swedish International Development Agency, United Nations Development Programme, United Nations Children’s Fund and the United Nations Population Fund.
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Observed Age Specific Fertility Rates

1992	15-19	20-24	25-29	30-34	35-39	40-44	45-49	0.08	0.22	0.21	0.18	0.14000000000000001	0.08	0.03	2002	15-19	20-24	25-29	30-34	35-39	40-44	45-49	7.0000000000000007E-2	0.18	0.17	0.13	0.1	0.05	0.02	2012	15-19	20-24	25-29	30-34	35-39	40-44	45-49	7.0000000000000007E-2	0.19	0.18	0.15	0.11	0.04	0.01	Age Group


Age Specific Fertility Rates




TFR	
1969	1982	1992	2002	2012	6.9	5.6	4.4000000000000004	3.6	3.8	Year


Total Fertility Rate



TFR	
South Africa	Botswana	Lesotho	Namibia	Swaziland	Zimbabwe 	Mozambique	Malawi	Zambia	Angola	2.4	2.7	3.1	3.1	3.4	3.8	5.3	5.5	5.7	6	GDP Per Capita	South Africa	Botswana	Lesotho	Namibia	Swaziland	Zimbabwe 	Mozambique	Malawi	Zambia	Angola	6477.9	7123.3	990	5589	2679.4	896.2	602.1	255	1721.6	5498.1	Country


Per Capita GDP


Total Fertilty Rate





Total	Bulawayo	Harare	Matebeleland South	Matebeleland North	Midlands	Masvingo	Mashonaland West	Mashonaland East	Mashonaland Central	Manicaland	3.8	2.7	3.1	3.6	3.7	3.8	3.9	4	4.0999999999999996	4.2	4.2	


Crude Deat Rate	
1992	2002	2012	9.5	17.2	10.199999999999999	
CDR - Number of deaths per 1,000 population



2002 Both sexes	Under 1	'01 - 04	'05 - 09	'10 - 14	15 - 19	20 - 24	25 - 29	30 - 34	35 - 39	40 - 44	45 - 49	50 - 54	55 - 59	60 - 64	65 - 69	70 - 74	75 - 79	80 - 84	85 - 89	90 - 94	95+	73.2	12.8	3.5	2.5	2.9	8.3000000000000007	18.600000000000001	30.8	40.9	37.1	35.4	30.9	31.1	32.1	35.9	39.799999999999997	51.8	64.400000000000006	94	138.19999999999999	176.4	2012 Both sexes	Under 1	'01 - 04	'05 - 09	'10 - 14	15 - 19	20 - 24	25 - 29	30 - 34	35 - 39	40 - 44	45 - 49	50 - 54	55 - 59	60 - 64	65 - 69	70 - 74	75 - 79	80 - 84	85 - 89	90 - 94	95+	52.5	4.7	1.2	1.3	1.5	2.4	3.9	6.1	8.3000000000000007	10.5	12.5	13.3	15.2	23.6	29.2	40.299999999999997	56.2	76.5	119	132.19999999999999	206.6	Age Group


ASDRs





15 - 19	20 - 24	25 - 29	30 - 34	35 - 39	40 - 44	45 - 49*	Zimbabwe	524.7583349773131	401.45925962117883	489.49549807060174	601.08305749068597	830.38869257950535	1108.3402604599612	2366.8639053254437	544.18913378755633	


2012 Census	
Bulawayo	Manicaland	Mashonaland Central	Mashonaland East	Mashonaland West	Matabeleland North	Matabeleland South	Midlands	Masvingo	Harare	Total	569.88094566382665	515.80956310930003	626.53436988543365	602.11890699331229	546.13676993497438	591.22446985243823	693.7179981280625	522.34702694210978	579.13787430075683	379.33141062980377	544	2002 Census	
Bulawayo	Manicaland	Mashonaland Central	Mashonaland East	Mashonaland West	Matabeleland North	Matabeleland South	Midlands	Masvingo	Harare	Total	1014	1060	1119	1502	1173	1034	1208	1010	1246	649	1069	
Infant Mortality Rate	1997	2000	2003	2005	2008	48	49	50	49	50	Child Mortality Rate	1997	2000	2003	2005	2008	24	24	25	24	26	Under 5 Mortality Rate	1997	2000	2003	2005	2008	71	72	74	72	75	



ZDHS 88 (Dir.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	92	104	75	ZDHS 88 (Ind.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	99	95	94	84	96	90	ZDHS 94 (Dir.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	101	75	77	ZDHS 94 (Ind.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	91	86	85	84	83	ZDHS 99 (Dir.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	59	77	102	ZDHS 99 (Ind.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	90	81	70	77	108	ZDHS 2005-6 (Dir.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	58	54	82	ZDHS 2005-6 (Ind.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	79	68	49	63	49	2012 Census (Ind.)	
1973	1974	1975	1976	1977	1978	1979	1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	72	74	72	75	80	Year 

Under 5 Mortality


U5MR	
Zimbabwe MDG Target	Namibia	South Africa	Botswana	Malawi	Zimbabwe 2008	Swaziland	Zambia	Mozambique	Lesotho	Angola	25	39	45	53	71	74	80	89	90	100	164	


Under Five Mortality by Disability Status of Mother


With disability	Without Disability	Total	107	73	74	


Life Expectancy at Birth	
1980	1981	1982	1983	1984	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	Zimbabwe 2012 Census	59.38	59.94	60.5	60.9	61.22	61.37	61.34	61.11	60.67	60.03	59.13	57.96	57	54.92	53.16	51.34	49.52	47.8	46.24	44.93	43.92	43.25	42.9	42.87	43.18	43.89	45.08	46.75	48.81	51.15	53.59	59.55	60.7	Year


Life Expectancy



Life Expectancy	
Botswana	Mozambique	Angola	Malawi	South Africa	Zambia	Zimbabwe	Namibia	47	49	51	54.7	56.1	57	60.7	63.9	Country


Life Expectancy at Birth



1982 Census	0	1-4	5-9	10-14	15-19	20-24	25-29	30-34	35-39	40-44	45-49	50-54	55-59	60-64	65-69	70-74	75+	97.199688044373502	96.608062511099178	98.984175904239805	102.16396900203408	94.59755014746051	79.763291552117792	86.643272444423886	89.706017255613872	86.96052608422751	101.84726773219626	105.56866787842611	123.04726545766104	110.90040390109353	117.80830299507446	99.912659268393014	97.777632311065972	84.315358012040406	1992 Census	0	1-4	5-9	10-14	15-19	20-24	25-29	30-34	35-39	40-44	45-49	50-54	55-59	60-64	65-69	70-74	75+	99.080984213442719	99.137234570414378	98.636172087499446	99.027141711299109	97.322652515212908	89.229206837945569	89.146127436317627	85.81001627943202	88.344929272450813	91.93434725903488	101.36665554999728	90.422689547413057	109.17918251496724	113.38714067622101	100.56387665198238	93.254215118597557	76.039921322940202	2002 Census	0	1-4	5-9	10-14	15-19	20-24	25-29	30-34	35-39	40-44	45-49	50-54	55-59	60-64	65-69	70-74	75+	99.789469990701591	99.961822612347461	99.297605177993532	99.515417402127312	95.984979217875363	85.537716557924796	92.178360589651177	102.56733413484791	87.614009350433761	81.153604911502413	86.471225569862966	73.848311700256332	87.413033087259024	94.922876602564017	94.691655170389481	96.476852442290479	77.881576250525839	2012 Census	0	1-4	5-9	10-14	15-19	20-24	25-29	30-34	35-39	40-44	45-49	50-54	55-59	60-64	65-69	70-74	75+	99.221909250634468	99.505618439109938	99.034951337492288	100.3664922179865	98.072981276204672	83.308968964322773	84.9402610714681	92.92293966557726	96.838580233170518	104.70942353439902	86.325783787086124	65.67460546300417	74.735016745705963	74.464133111084209	77.652071960940603	82.440678621105917	74.176219550244085	Age Group


Sex Ratio





1982	1992	2002	2012	7.5	10.4	11.6	13.1	


<	15 years	
Zimbabwe	Southern Africa	Least Developed Countries	More Developed Countries	41	32	41	16	15-64 years	
Zimbabwe	Southern Africa	Least Developed Countries	More Developed Countries	55	63	56	68	65+ years	
Zimbabwe	Southern Africa	Least Developed Countries	More Developed Countries	4	5	3	16	
%

Low	
2012	2022	2017	2027	2032	13.1	14.5	16	17.2	18.899999999999999	Medium	
2012	2022	2017	2027	2032	13.1	14.5	16.100000000000001	17.7	19.3	High	
2012	2022	2017	2027	2032	13.1	14.6	16.2	18	19.899999999999999	



2012	
<	15 years	15-64 years	65+	41.2	54.7	4.0999999999999996	2032	
<	15 years	15-64 years	65+	32.299999999999997	63.7	4	Age Group


% Composition




Growth Rate	[VALUE].0

Working Age (15-64)	Reporductive Age (15-49)	Young People (15-24)	Older Persons (65+)	School going age (5-24)	Annual Average Growth Rate	Children (0-4)	3.59	3.27	2.23	2.16	1.52	2	0.39	Projected Population Group


Annual Average Growth Rates (%)



Proportion 15-64 years	1982	1992	2002	2012	49.0657564450701	51.452689581839138	55.630595021844265	54.70173235479421	Dependency ratios	1982	1992	2002	2012	103.80818295014498	94.353262395250354	79.757215535733053	82.80958088793912	Year


Proportion 15-64 years


Dependency ratios
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