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Summary


Households in sub-Saharan Africa face substantial health risk. This threatens their welfare
 and predisposes them to poverty. Despite the high risk environment, they have little or no
 access to social protection–a set of programs that aims to reduce health risk and provides
 insurance against its effects, key of which are reductions in labor income and increases in
 household health expenditure. In childhood, health risk may have additional effects; it lowers
 cognitive abilities as well as educational attainment and these effects persist in adulthood,
 working to permanently lower lifetime economic outcomes. Yet still, children from poorer
 backgrounds face a disproportionately larger share of childhood health risk.


In this thesis, I examined the extent to which households are protected from the welfare ef-
 fects of health shocks (illness and injury) in Zambia. I also evaluated some social protection
 policies focused at the general population and speciﬁc groups such as children and individ-
 uals from low socioeconomic background. This was achieved in three sub-studies, each of
 which forms a separate paper. The ﬁrst one assessed the effect of health shocks on house-
 hold consumption, income, and health spending, as well as the extent to which households use
 borrowing and selling assets as coping strategies in the absence of complete social protection
 systems, during and after structural adjustment reforms (SAPs). Using data from four waves
 of the living conditions monitoring survey (LCMS) in the period 1996–2006, it was found that
 health shocks were associated with reduced consumption both during and after structural re-
 forms. Although health shocks were substantially associated with reduced labor income in
 both periods, the effect on health spending was much greater after the structural reforms. Mid-
 dle income households were especially vulnerable. To cope with this risk, household employed
 informal borrowing and selling assets as self insurance mechanisms.


In the second paper, the short and long term effects of an important social protection
policy–the user fee removal–on medical spending and overall utilization of health services
was evaluated. Heterogeneity in utilization response was also examined. Results show that
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the policy increased overall utilization of health services in the short term and these effects
 were sustained in the long term. Apart from increasing overall utilization, the policy also led
 to shifting of use from private to public health services. The greatest increase in utilization of
 health services occurred among individuals whose household heads were either unemployed or
 had no education. Further, although the policy reduced the proportion of individuals incurring
 any spending, overall health expenditure was not affected in any signiﬁcant way.


Third, and ﬁnally, the last paper investigated the determinants of childhood health risk,
 speciﬁcally stunting and fever, between 2007–2014, a period of massive scale up of child
 health interventions as countries braced themselves to meet the 2015 target of the Millennium
 Development Goal on child health. It assessed whether or not the concentration of health risk
 among children from poorer households reduced. Importantly, the factors or determinants that
 could have been driving these changes were investigated. It was found that although the preva-
 lence of stunting in the general population and in all quartiles, except the poorest, reduced,
 inequality increased signiﬁcantly. The determinants that contributed the most to the increase
 in inequality of stunting were maternal height and weight, household wealth, birth order, place
 of birth (home or facility), breastfeeding duration and maternal education. Socioeconomic
 inequality in fever also increased and incidence of fever did not fall. The determinants that
 contributed to the increase in the inequality of fever were household wealth, maternal educa-
 tion, birth order, and duration of breast feeding.


I conclude that scaling up social protection programs that aim at providing insurance
 against health risk would improve household welfare, especially if coverage does not only
 focus on the poorest but also middle income households, who are found to be most vulnerable.


Regarding user fee removal, although this policy may reduce health risk, since it increased
 utilization of health services, especially among individuals from low socioeconomic back-
 grounds, it was not successful in reducing health expenditure risk. Other social protection
 programs need to be considered if there has to be improvement in health spending insurance.


In the same vein, childhood health risk became more concentrated among children from poorer
households despite the massive scale up in child health interventions. Reducing inequality in
the determinants of childhood health such as facility deliveries, wealth, education, nutrition,
etc is key to reducing inequalities in childhood health risk. If inequalities of determinants are
not eliminated, increasing their coverage may not reduce child health inequality, and may, in
fact, increase it.



(11)
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1.1 Background


Consumption of goods and services (such as nutritious food, education, housing, clean wa-
 ter, etc.) is an important indicator of household welfare. However, the ability of households
 to maintain adequate levels of consumption may be threatened by both covariate risk (e.g,
 drought, earthquakes, ﬂoods etc–that is, risk which, when realized, affects all households at
 once) and idiosyncratic risk ( e.g health deterioration, job loss, crop failure etc–risk whose
 realization affects only one or a few households at any given time). A shock is said to have
 occurred when risk is realized, resulting in welfare losses. By deﬁnition, idiosyncratic risk, un-
 like covariate risk, can be insured more easily through appropriate social protection programs
 [1]. Moreover, relevant social protection interventions can be used to reduce or minimize id-
 iosyncratic risk, a sheer contrast with covariate risk which mainly relates to events beyond
 human control.


Yet still, one type of idiosyncratic risk, namely, health (sickness, injury and death), poses
one of the most serious threats to household welfare [2,3]. Unlike other idiosyncratic shocks
such as job losses which may only lower labor income, health shocks may lead to both re-
ductions in labor income [4] and substantial increases in health expenditure [5,6], ultimately
lowering household consumption, in the absence of social protection. To maintain stable con-
sumption, especially if already at subsistence level, households may further employ a number
of informal self insurance or coping strategies such as selling assets, taking children out of
school and borrowing [7]. Informal coping strategies may have long term welfare conse-
quences [8], including keeping households in perpetual poverty and contributing to the inter-



(12)2 Introduction


generational transmission of poverty. In childhood, health shocks may have additional short
 and long term consequences. Parents may need to take time off work in order to care for their
 sick children, resulting in lower labor income earnings in the short to medium term. In the
 long term, health shocks may lower a child’s overall health status, cognitive abilities, as well
 as educational attainment, and these effects are not only persistent over time, but they per-
 manently lower lifetime incomes and other economic outcomes [9–12]. This implies that a
 child’s health shocks may have welfare consequences on both her parents’ household and her
 own future household.


Put together, the short and long term welfare losses that health shocks induce may be sub-
 stantial, driving households into poverty or keeping them in perpetual destitution. This is
 especially true if they face high vulnerability, the level of which depends on the magnitude
 of health risk, availability of social protection (in terms of cost of insurance/social assistance,
 coverage, and adequacy of beneﬁts), initial consumption levels (poverty status), and the re-
 sponsiveness of medical spending as well as labor income to health shocks.1 Households are
 not vulnerable, and will not suffer welfare loss, if they do not face any health risk. For a given
 level of health risk, a household with lower consumption levels (living at bare subsistence) is
 more likely to be driven into poverty, and hence more vulnerable. Similarly, households are
 more vulnerable when they face a high cost of insurance or social protection, e.g, high interest
 rates from self insurance strategies such as informal borrowing. In the same vein, households
 with higher increases in health spending and reductions in earned income are more vulnerable
 because they may experience larger drops in consumption as a result. But even when health
 expenditure and labor income risks are high, welfare may not be affected, and households are
 thus not vulnerable, if social protection systems provide transfers that offset the downward


1One of the most commonly used benchmark for assessing household welfare is a nationally or internationally
 deﬁned consumption threshold, known as the poverty line. In this case, a household is said to be vulnerable
 if its consumption has a high likelihood of falling below a poverty line when hit by a shock [13], given all
 available insurance mechanisms, both public and private (formal and self/informal insurance). Formally, suppose
 a household with consumption level ofc>0 faces a health shock,h, with non-zero probability,p. It insures the
 health shock with an amount,d≥0. This insurance covers both possible health spending increases,m, and labor
 income losses,y, resulting from a shock. if the household suffers a loss ofsas a result of the health shock, it
 receives an insurance transfer oft, where 0≤t≤sands=s(m,y). Ift=s, a household is fully insured. Given
 a consumption level,z, which deﬁnes a poverty threshold, a household is said to be vulnerable,V(·), if;


V(·) =p×(c−d−s(m,y) +t)<z (1.1)
In words, a household is vulnerable if the expected consumption after the shock is lower than the poverty thresh-
old,z. From this formulation, vulnerability depends on: 1.) the probability of experiencing the health shock,
2.) initial consumption level, 3.) the cost of insurance or social protection,d, 4.) the transfer amount to protect
households from the effect of shocks,t, and 5.) the size of the consumption drop,s(·), which in turn is dependent
on health spending, and labor income, both of which are determined by the severity/size of the shock.
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pressure on consumption.


It turns out that these determinants of vulnerability reinforce each other; households with a
 higher concentration of health risk have lower levels of consumption (poorer), chieﬂy rely on
 costly informal self insurance mechanisms, and have the least access to formal social protec-
 tion. The concentration of health risk among poor households is seen across various measures
 of socioeconomic status such as wealth [14], education [15,16], and occupation [17–20]. This
 disproportionate concentration of health risk on individuals of lower socioeconomic back-
 grounds is termed socioeconomic health inequalities.


Of particular concern is the existence of large socioeconomic inequalities in child health
 [21,22]. While some inequalities in adult health across the socioeconomic distribution may
 be attributed to differences in behaviors such as eating habits, smoking, exercise, etc., [23],
 a substantial portion of inequalities in childhood health are determined by parental socioeco-
 nomic background and health behaviors as well as the their environment [9]. Such inequalities
 raise concerns because children have no control over these circumstances. Hence, the bulk of
 socioeconomic inequalities in early childhood are regarded as unjust and unfair [14]. There is
 need, as such, to not only reduce health risk in children but also wipe out the unfair concentra-
 tion of this risk among children from poor backgrounds.


The question arises; how can the general population and speciﬁc subgroups be better pro-
tected from health risk and its effects? From our discussion of the determinants of vulnerabil-
ity, it is clear that policy may pursue three possible goals; (1) eliminate or reduce health risk,
(2) provide adequate insurance against the effect of health shocks; increased health spending
and reduced labor income, and (3) increase levels of consumption in order to improve house-
hold resilience to shocks. Social protection constitutes an important set of programs through
which these goals can be achieved. It reduces vulnerability in the general population and in
speciﬁc populations subgroups, through a system of transfers in cash or in kind [24]. These
programs can be classiﬁed as either contributory or non-contributory. For contributory pro-
grams, individuals contribute resources to a central fund, or provide labor, before they can
be eligible for beneﬁts. On the other hand, eligibility for non-contributory social protection,
sometimes called social assistance, is based on assessed levels of vulnerability and borders on
concerns of reducing inequality. Generally, they do not require contributions or previous labor
market attachment from eligible recipients. The important thing for health shocks is that both
contributory and non-contributory social protection programs are used to achieve one or more
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of the three goals above.


Interventions in the health sector typically focus on the ﬁrst goal–reducing health risk.


However, other social sectors interventions can also reduce health risk, for example, providing
 free clean water, and improving sanitation in poor areas can prevent childhood diarrhea. Food
 support programs for vulnerable groups (very poor or high health risk) can reduce malnutrition
 and improve child health. Similarly, the second goal–providing insurance against the effects
 of health shocks–is multi-sectoral. Protecting household from large medical spending (health
 expenditure risk) may involve a robust health sector that either freely provides quality services
 or manages a universal health insurance scheme that is sufﬁciently funded. Unlike health ex-
 penditure risk however, providing insurance against income risk is beyond the health sector. It
 requires well developed programs in other sectors e.g, social insurance (e.g pension, disability,
 maternity and sick leave beneﬁts) and labor protection programs. For the third goal–increasing
 levels of consumption–robust economic and anti-poverty policies such as family cash beneﬁts
 may be required. Vulnerability is minimized if social protection interventions addressing these
 three goals are well developed throughout the life of household members. As such, the life cy-
 cle provides the best lens of visualizing the possible social protection programs available to
 households, and why they are needed at each stage.


The ﬁrst stage in the life cycle can be viewed to be the period when a child is still develop-
 ing in her mother’s womb (in-utero). As is the case in early childhood, health shocks in-utero
 can have long term consequences. Social protection programs at this stage thus seek to reduce
 health risk of a developing child. Most interventions are in the health sector and aim at en-
 suring quality maternal health care and nutrition so as to promote healthy development of the
 child, and minimize in-utero insults.


In the immediate period following birth, children need care as they adjust to the new envi-
ronment. A number of social protection programs are implemented, one of which is maternity
protection. This is an important avenue of reducing childhood health risk. Speciﬁcally, mater-
nity leave may give a mother enough time to care for the new born and identify possible health
dangers in the ﬁrst critical months of childhood. Although maternity leave is important in it-
self, making sure that it is a paid one (mother still drawing a salary) may prevent premature
return to work. Other beneﬁts that seek to address any combination of the three goals of social
protection we have identiﬁed, namely, reducing health risk, insuring health risk, and increas-
ing consumption, may be available in childhood. They include free health care, cash transfers
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to families with children under certain ages, school child feeding programs, etc. Most of these
 beneﬁts are from non-contributory social protection systems and are designed to weaken the
 dependency of child health and later life outcomes on parental circumstances.


After childhood, when an individual reaches a legal labor force age, they either get for-
 mally employed or not. If they do, various social insurance and labor beneﬁts are available
 which provide both income and medical spending insurance as well as reducing health risk. If
 they suffer a health shock, they may be protected from the risk of incurring substantial medi-
 cal spending through access to social health insurance schemes or employer provided private
 health insurance. For income risk, depending on the magnitude and duration of a health shock,
 individuals may have access to sick leave, short term disability beneﬁts, and long term dis-
 ability beneﬁts. Additionally, an individual may be entitled to unemployment beneﬁts if they
 are laid off before reaching retirement age. Such beneﬁts, though not directly related to health
 shocks reduce vulnerability by improving household resilience to shocks. At retirement, indi-
 viduals may be entitled to cash beneﬁts in the form of pension. This is important because old
 age is normally associated with increased health risks.


Adults who either have been unemployed or are working in the informal sector may not
 have access to income and medical spending insurance that comes with contributory social pro-
 tection (disability beneﬁts, pension, maternity beneﬁts, health insurance etc). As such, their
 only recourse is social assistance programs such as social cash transfer, food stamps, etc. By
 increasing consumption and making it independent of health shocks, these programs may im-
 prove resilience and reduce household vulnerability. Such individuals may also beneﬁt from
 free health services or universal health insurance provided to the entire population, regardless
 of employment status. This may reduce health risk–improve health status–in addition to mini-
 mizing health expenditure risk. However, these individuals, by virtue of being unemployed or
 working in the informal sector, may still face substantial income risk. This is particularly im-
 portant for countries in sub-Saharan Africa and south Asia where informal sector shares of the
 labor market is as high as 90% [25].


The foregoing life cycle perspective shows that social protection may protect households
from health risk and improve welfare. As such, it has been heralded as a vehicle for achieving
a number of Sustainable Development Goals (SDGs), especially the three relating to poverty,
health, and inequality. The importance of social protection is also reﬂected in the Universal
declaration of human rights which says that “Everyone, as a member of society, has the right to
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social security...” [26]. Despite its importance, about three quarter of the world population do
 not have access to comprehensive social protection, and the majority of these live in poverty
 [27]. Informal self insurance (coping) strategies become key in households’ quest to protect
 themselves from the effect of health shocks [28]. Although, such strategies may be viewed
 as substitutes for social protection schemes (formal private or public insurance and social
 assistance), these strategies may deplete the asset base of poor households, lead to long term
 poverty, and threaten household capacity to cope with future shocks [29]. Hence, a more
 important question in assessing vulnerability is not whether or not self coping strategies are
 effective in insuring households against health shocks at any given time, but the extent to which
 households rely on such potentially inefﬁcient strategies when hit by health shocks.


Sub-Saharan Africa presents a particularly strong case of vulnerability; being the region
 with the largest health risk, highest poverty rates, and yet having the lowest coverage of social
 protection. Although the development challenges are complex, the high levels of vulnerability
 have been partly attributed to the tightening structural adjustment reforms, implemented be-
 tween the 1980s to late 1990s [30–32]. Among other things, the reforms led to introduction
 of user fees for health services and associated reductions in health service utilization[33], re-
 duction in social sector funding [34], and shutting down of companies which resulted in job
 losses [35]. To reduce the extent of vulnerability, most countries started strengthening or im-
 plementing poverty reduction and social protection programs in the early 2000s under Poverty
 Reduction strategy papers (PRSPs), programs that came with debt relief and increased exter-
 nal ﬁnancial support [36]. Health interventions were substantially scaled up and there was a
 resolve to remove user fees as a way of increasing utilization of health services, improving
 health status as well as providing ﬁnancial protection against health expenditure risk [37]. As-
 sessing the extent of vulnerability–that is, how health shocks impact on welfare, the magnitude
 of income and health expenditure risk, how households cope with health risk and how some
 social protection policies have performed in terms of reducing this risk as well as providing
 health spending insurance–is important in informing policy on the appropriate design of social
 protection programs.


Using the case of Zambia, I pursue three tasks. First, I question whether, taken together, all
social protection systems sufﬁciently protect households from the welfare damaging effects of
health shocks. I examine the effect of health shocks on household consumption and the paths
through which they may be transmitted to consumption. Is it through reduced labor income or
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increased health expenditure? In other words, I attempt to quantify the magnitude of income
 and health expenditure risk. I also assess the extent to which household employ some self
 insurance strategies when faced with health shocks.


Second, I evaluate the effect of one important social protection policy, the removal of
 user fees in public health facilities. The goal of the policy was to increase access to health
 services by reducing ﬁnancial barriers. Increasing utilization of health services may improve
 health status, and reduce health risk. Additionally, removing user fees may lower household
 medical spending, and hence, lower health expenditure risk. We ask whether the policy was
 successful in increasing overall utilization of health service and reducing health expenditure.


Were these effects sustained in the long term? How did health seeking behavior of individuals
 from different socioeconomic backgrounds respond to the removal of user fees?


Third, I assess changes in childhood health risk, speciﬁcally stunting and fever incidence,
 during the period of massive scale-up of child health interventions. Was there inequality in
 childhood health risk? or stated differently, was there a higher concentration of health risk
 among children from poor backgrounds? Did this inequality change? What factors were
 driving these changes?



1.2 Vulnerability in sub-Saharan Africa


As mentioned earlier, the extent of vulnerability depends on initial consumption levels or
 poverty status of a household, the size of health risk, and the extent to which social protection
 programs protect or insure households against income and health expenditure risk. House-
 holds in sub-Saharan Africa are more vulnerable than those of other regions; they have higher
 levels of extreme poverty, larger health risk and lower social protection. By discussing each of
 these aspects, this section provides an overview of the extent of vulnerability in sub-Saharan
 Africa relative to other regions of the world.


1.2.1 Poverty


Vulnerability in sub-Saharan Africa is underscored by the size of the population that is ex-
tremely poor–deﬁned as living on less than $1.90 per day. Extreme poverty is a condition of
severe human material deprivation. It reﬂects substantial challenges in meeting basic needs
such as food, housing, safe drinking water, sanitation facilities, health care, education and in-
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formation. According to the latest estimates from the World Bank [38], the percentage of
 people who live in extreme poverty in sub-Saharan Africa is more than twice that of south
 Asia, and six times that of east Asia and the paciﬁc region (Figure1.1). Although the average
 poverty headcount is 40% in sub-Saharan Africa, it ranges from as low as 8% in Gabon to as
 high as 82% in Madagascar [38].


Figure 1.1: Percentage of the population living on less than $1.90 per day in 2012 (at 2011 PPP)**
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**Authors own computation based on data from the World Bank [38]


Even within countries in sub-Saharan Africa, substantial inequalities exist. Taking an ex-
 ample of the two most unequal countries in Africa, the consumption share of the poorest 60%


is only 15.2% in South Africa and 21% in Zambia [39]. Large income inequalities may sug-
 gests substantial inequalities in access to services such as quality health care, education, clean
 water, and housing.


1.2.2 Health Risk


In addition to high poverty levels and socioeconomic inequalities, sub-Saharan Africa faces
a disproportionately larger share of health risk than any other region in the world. It has the
highest mortality rates and the lowest life expectancy, with adult mortality rate (probability
of dying between 15 and 60) being more than twice the global average in 2013 (306 vs 152
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per 1000 population) [40]. Although sub-Saharan Africa population is 13% of the world total,
 it accounts for 70% of people living with HIV [41], 88% of all malaria cases [42], 66% of
 maternal deaths[43], and 48% of all child deaths [44]. It has a high level of childhood under
 nutrition with more than 35% of children having an inadequate height for their age (stunted)
 [45]. Sub-Saharan Africa is the only region in the world facing persistently high levels of
 under-nutrition. For example, it is the only region were number of stunted children rose during
 the period 1990–2014 [45]..


Apart from disease, sub-saharan Africa is experiencing a rising burden of injuries and non-
 communicable diseases. The increase in injuries is mostly driven by the increase in road trafﬁc
 accidents.The regions has the highest burden of injuries for individuals aged 0 to 49 [46].2In
 2012, for example, injuries caused more deaths in Africa than any other region [47].


Within sub-Saharan Africa, there is substantial variation in health risk across different
 measures of socioeconomic status. Both mortality and morbidity is concentrated on individ-
 uals with lower income, lower educational attainment, whose occupations are involve manual
 labor, and who live in poorer neighborhoods.


1.2.3 Social Protection


Sub-Saharan Africa has the lowest coverage of social protection of any form, with 81% of the
 population not having access to social protection (Figure1.2) [48]. Because of the large share
 of informal employment, only 5% of the population receive social insurance or multiple social
 protection and labor (SPL) beneﬁts. In addition to the low coverage of social insurance and la-
 bor programs, social assistance coverage is also very low. East Asia and the Paciﬁc as well as
 south Asia also face low coverage of social insurance and labor programs, although relatively
 higher than sub-Saharan Africa. The higher coverage for these regions stems from larger cov-
 erages of social assistance programs.


2measured in disability adjusted life years (DALYs).The DALY quantiﬁes the total health loss for a population
by combining a mortality measures (years of life lost (YLL)) and a morbidity measure (years of life lived in
disability (YLD)).
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Figure 1.2: Proportion of household with access to various forms of social protection.**
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**Authors own computation based on data from the World Bank [48]


The limited coverage of social protection in sub-Saharan Africa implies not only high
income risk but also health spending risk when individuals are hit by shocks. In general,
household in sub-Saharan Africa face high health expenditure risk compared to household
in developed countries. The risk of impoverishment is higher in countries where household
share in Total Health Expenditure (THE) exceeds 15–20% [49]. In most sub-Saharan Africa
countries, this share is more than 30% (Figure1.3). Although households in OECD countries
are wealthier, with median income of $38,000 dollars compared $990 in sub-Saharan African,
their contribution to THE is less than 20% in most countries (Figure1.4). The two ﬁgure also
review that even within each group of countries, lower income countries are associated with
higher contribution of households to THE.
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Figure 1.3: GDP per capita against share of Household Health Expenditure (HHE) in sub-Saharan Africa coun-
 tries, 2014**
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**Authors own computation based on data from the World Health Organization [50]


Figure 1.4: GDP per capita against share of Household Health Expenditure (HHE) in OECD countries, 2014**
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**Authors own computation based on data from the World Health Organization [50]


The high contribution of households to total health spending in sub-Saharan Africa in
spite of low income levels has raised concerns that there may be substantial ﬁnancial barriers
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to health care access. In response, some countries have removed user fees for some or all
the services with a view to providing ﬁnancial protection and increasing utilization of health
services. However, household health expenditure still remains high, even in countries, such as
as Zambia and Uganda, that have completely removed user fee for all primary public health
services (In red text in Figure1.3).
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Setting of the study



2.1 Background


This study focuses on Zambia, a sub-Saharan Africa country located between latitudes 8◦and
 18◦south of the equator, and longitudes 22◦and 34◦ east of Greenwich. It is landlocked and
 covers an area of 752,610km2–almost the size France and the UK combined. Cut across by a
 number of valleys and bathed by several river basins, Zambia sits on a plateau with an altitude
 of 1,000–1,600m above sea level.


Zambia’s population was estimated at 15.5 million in 2015, with an urban share of about
 42% [51], making it one of the most urbanized countries in Africa. It is administratively
 divided into 10 provinces which are further divided into districts. Districts are the key units of
 decentralization where services such as health, education, etc, are delivered. The number of
 districts was increased from 72 in 2013 to the current 105.


From independence in 1964, Zambia enjoyed strong economic growth. It’s per capita
 income was higher and increased at a much faster rate than the rest of sub-Saharan Africa
 between 1964 and 1974 (Figure2.1, [52]). With an income per capital of about US$600 in
 1974 [52], twice the sub-Saharan Africa average, Zambia was classiﬁed as a middle income
 country. The government owned most of the industries and imposed substantial subsidies as
 well as price controls on a number of essential products. In addition, education and health
 were freely provided. In consequence, the country enjoyed relatively high standards of living
 with low socioeconomic inequality.


Generally, Zambia’s economic model was characterized by an almost complete depen-
dence on copper export revenues and relatively underdeveloped agriculture sector with a large
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population involved in subsistence agriculture [53]. Being one of the largest copper producers
 in the world, the country was able to sustain high growth as long as copper prices remained
 higher. Copper earnings were used to provide subsidies to government industries, most of
 which could not sustain themselves and it has been speculated that this might have been due
 to price controls, low efﬁciency, and other management challenges [54]. Manufacturing In-
 dustries also relied heavily on oil imports, which were ﬁnanced primarily from copper export
 earnings. The over reliance on copper revenue constituted a recipe for Zambia’s economic
 woes as copper prices tumbled in 1974 and export earnings fell substantially. At the same
 time, oil prices started rising pushing up the import bill. These two events gave rise to balance
 of payment and ﬁscal challenges which led to heavy borrowing on the international market so
 as to keep industries running and avoid laying off workers [54].


Figure 2.1: Income per capita between 1964 and 2015, Zambia and sub-Saharan Africa**
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**Authors own computation based on data from the World Bank [52]


Even these efforts, balance of payment problems persisted, growth stalled, and Zambia had
become the most indebted country in the world, relative to its gross domestic product (GDP)
[54]. By the 1980s, Zambia’s per capital income fell substantially lower than the rest of sub-
Saharan Africa (Figure2.1). The economic model, especially price controls, led to severe food
and other commodity shortages. To curb the problem, Zambia agreed with the IMF and World
Bank on a package of structural adjustment policies (SAPs) in 1983, which other countries in
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sub-Saharan Africa were also pursuing. The adjustment policies included removal of subsi-
 dies and decontrol of prices. However, this worsened economic problems as prices of major
 commodities rose sharply. Under pressure from the population, the government suspended the
 SAPs and embarked on an Economic Recovery Program (ERP), reintroducing controls and
 other measures [55]. This program resulted in a temporal recovery of income growth from
 1986 (Figure 2.1). Nonetheless, the fundamental problem still remained unresolved; price
 controls in the midst of high manufacturing costs resulting from high oil prices. This provided
 a disincentive for production and culminated into food and commodity shortages. Faced with
 civil unrest, the government went back to the IMF for more loans on condition that they imple-
 ment a more comprehensive SAP package. However, these reforms were actually implemented
 by a new government which came to power in 1991.1



2.2 Structural Reforms and Vulnerability


A comprehensive structural adjustment program was implemented between 1991 and 2002,
 and involved a myriad of tightening reforms spanning the whole economy, including the
 health sector. The reforms included liberation, privatization, removal of subsidies, decon-
 trol of prices, and health reforms, notable of which was the introduction of user fees in 1993
 [54]. In this case, individuals seeking health services were now required to pay at the point of
 use. Exemptions were given to children under the age of 5 years, senior citizens over the age
 of 65, and poor people. Although a signiﬁcant proportion of the population was exempted,
 mainly on account of age, most individuals that beneﬁted were well off. For example, Masiye
 et al. [56] conducted an exit patient survey in ﬁve provinces and found that 53% of the patients
 were exempted from user fees and yet only less than 1% was on account of poverty. In ad-
 dition to these reforms, the SAPs also restricted spending on social sectors such as education
 and health in order to keep the government budget balanced [55].


Evidence suggests that even if there were isolated cases of success in a few indicators
 resulting from SAPs, none of the 20 countries implementing adjustment reforms over the 1980-
 1999 period were able to achieve reasonable economic growth and rectify policy distortions
 [57]. On a micro level, it has been found that SAPs led to substantial increases in household


1SAPs were undertaken in many other sub-Saharan Africa countries. The only difference is that Zambia also
experienced an economic crisis triggered by the sharp decline in copper prices and increase in oil prices. Thus,
one can see from Figure2.1that from the 1980, when most countries were implementing SAPs, per capita income
in Zambia and the rest of sub-Saharan Africa were tracking each other closely.
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vulnerability with marked increases in poverty and inequality in Zambia [58]. By the time the
 reforms were completed in 2002, 67% of the population was in poverty [35]. Liberalization
 and privatization led to shutting down of a number of industries while those that continued
 operating retained a leaner work force. Massive job losses resulted [35], and the size of the
 informal sector increased from 20% in 1967 [59], to 83% by the end of the SAP period in
 2002 [35]. The informal sector is characterized by high vulnerability because of lack of social
 security beneﬁts such as paid leave, pension and other beneﬁts.


Similarly, the introduction of user fees was associated with declines in utilization of health
 services [33]. Household health expenditure as a share of total health expenditure remained
 at over 25% in the period 1995–2002 [50]. Health indicators also worsened. According to
 the Demographic and Health survey [60], under ﬁve mortality rate increased from 191 to 197
 per 1,000 live births between 1991 and 1996 and remained at 168 per 1,000 live births in
 2001/2002.2. Similarly, stunting rates in children under the age of ﬁve years rose from 46%


to 53% over the 1991–2002 period. Adult mortality rate also increased, from 353 to 446 per
 1,000 persons between 1996 and 2001-02. HIV prevalence was estimated at 15.6% in 2001-
 02, one of the highest in the world. The high rate of HIV presents a special challenge by not
 only increasing the burden of illness and mortality but also increasing the number of children
 orphaned, some of whom have dropped out of school and/or are subjected to child labor.


Elsewhere in sub-Saharan Africa, SAPs were also associated with increasing food insecu-
 rity and under-nutrition, rising ill-health, and decreasing access to health care [34]. Having
 ﬁnished the reform process by 2002, and, cognizant of the welfare impact of SAPs, the gov-
 ernment embarked on a program of poverty alleviation.



2.3 Social Protection and Poverty Reduction


Zambia, like other sub-Saharan Africa countries, started implemented three years plans known
 as poverty reduction strategy papers (PRSP) in 2002 after the SAPs were completed [35]. The
 overarching goal of PRSP was to reduce poverty by sustaining strong GDP growth rates that
 result in job creation and increased tax revenue for spending in key social sectors.


The PRSP period was associated with strong growth, not only in Zambia, but the rest
 of sub-Saharan Africa, with sharp increases in per capita incomes since 2002 (Figure2.1).


2Note that under 5 mortality rates are averages of the 5 years proceeding the survey year while those for adult
mortality are calculated for the past 7 years preceding the survey
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For Zambia, this period also coincided with rising copper prices on the global markets and
 the cancellation of it’s huge debt under the highly indebted poor countries (HIPC) initiative.


However, despite registering sustained GDP growth rates of over 7% between 2006 and 2010,
 inequality and poverty rates have remained high. According to data from the World Bank [39],
 Zambia has the highest income inequality in sub-Saharan Africa, only next to South Africa,
 with the poorest 60% of the population consuming only 21% of national income. Poverty rates
 have been unresponsive, remaining at over 60% [61]. As a matter of concern, the PRSP 2002-
 2004, did not explicitly provide for social protection in spite of the high levels of household
 vulnerability.


In light of this, the country developed a social protection strategy in 2004 and co-opted
 it into the Fifth National Development Plan (2006–2010), as well as its successor, the Sixth
 National Development Plan (2011-2016). The strategy is being operationalized in the National
 Social Protection Policy (NSPP) which was approved in 2014. A working group, called social
 protection Sector Advisory Group (SP SAG), was also constituted. Its mandate is to oversee
 the implementation of social protection and draws on membership from government ministries,
 departments, as well as cooperating partners involved in implementing various components of
 social protection programs.


In the context of Zambia, social protection has been deﬁned as “policies and practices
 that protect and promote the livelihood and welfare of the people suffering from critical levels
 of poverty and deprivation or vulnerability to risks and shocks”. Although social protection
 programs are in place, severe organizational and ﬁnancial challenges have inhibited the goal
 of reaching meaningful coverage [62]. For example, only 1.6% of the population had access
 to social insurance or social assistance schemes in 2010. To gain a deeper understanding of
 the extent of vulnerability in Zambia, we discuss its social protection system in a little more
 detail.


2.3.1 Contributory Social Protection


Zambia has a long history of social insurance schemes. However, their ﬁnancing and adminis-
tration was substantially affected by the SAPs with assets of all pension funds dropping from
10% of GDP in the 1980s to 1.6% of GDP in the late 1990s [63]. Severe challenges in paying
out beneﬁts emerged as a result, and have since persisted [64]. In the hope of improving de-
livery, the government revised the statutory instruments relating to pension and employment
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conditions and established the National Pension Scheme Authority (NAPSA) in 2002.


NAPSA administers beneﬁts related to retirement, disability and death of workers for all
 individuals joining the workforce since 2002 as well as those who were migrated from the
 old schemes. Contribution is compulsory for all individuals employed in the formal sector.


However, beneﬁts are only paid after a workers has made a minimum number of contributions,
 or has worked for a speciﬁed number of years continuously, generally 15 years. An exception
 is disability beneﬁts which are given if one works for a minimum of 5 years but suffers a
 major illness or disability that permanently renders them incapable of working. Before being
 certiﬁed as incapable, the law entitles an individual to 90 days of paid sick leave on full pay
 and an addition 90 days on half pay if they do not recover. Thereafter, they can be discharged
 from employment, and would qualify for disability pension if they worked and contributed to
 scheme for at least 5 years. In reality however, the granting of paid sick leave is normally at
 the mercy of employers. In most cases, an employer, especially in the private sector, would
 not be willing to pay an individual for a total of 120 days (6 months).


In terms of maternity protection, only unionized female workers who have served in an
 organization for two years since recruitment or their last maternity leave, are provided with
 paid maternity leave. The leave is up to 90 days. Otherwise, just like non-unionized workers,
 they can take unpaid maternity leave, which can go up to 120 days. Restricting paid sick leave
 to unionized workers only is a concern given that only 10% of the labor force is unionized
 [65]. Therefore, for most workers, regardless of unionization status, taking up maternity leave
 may imply forgoing income that may be critical for child nutrition and care. Just like sick
 leave, liability of paying maternity leave beneﬁts is on the employer. In the past, liability was
 shared between the employer and the social security system. There are plans to introduce a
 maternity protection social insurance scheme which will, among other things, expand coverage
 of maternity protection and take up liability for paying beneﬁts [66].


All employers are required to contribute to the Workers’ Compensation Fund Control
Board (WCFCB) to insure their workers against any injury or sickness that they may suf-
fer as a result of their job. In so doing, the liability of paying for any disability is shifted from
the employer to the social insurance scheme. The scheme compensates a worker for a disabil-
ity suffered during the course of work for a maximum of 18 months, after which, if they do
not recover, may be certiﬁed as permanently disabled and qualify for a lump sum payment or
a pension for life depending on the extent disability.
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These programs provide insurance against income loss. An important contributory social
 protection program that insures individuals against health expenditure risk is health insur-
 ance, which can either be voluntary or compulsory. Compulsory health insurance schemes are
 normally implemented through government legislation which enrolls and mandates all spec-
 iﬁed individuals to contribute to the scheme. On the contrary, enrollment and contribution
 to voluntary schemes–offered by private insurance companies or community based insurance
 schemes–are optional. Zambia does not have a compulsory or social health insurance scheme.


Health insurance is offered by formal health insurance companies, were most of the insured
 individuals are from the formal sector. In most circumstances, employers normally take out
 group health insurance for their employees. Government efforts to introduce a national so-
 cial health insurance scheme have been hampered by the size of the formal sectors, which
 in general is too small to generate sufﬁcient funds for health ﬁnancing. Notwithstanding this
 problem, plans to introduce a social health insurance scheme for the formal sector, and later
 extending it to the informal sector, have reached advanced stages.


The critical thing however is that the penetration of social insurance and labor programs,
 including NAPSA, WCFCB, maternity protection, and health insurance, is very low, with only
 1% of the Zambian population being covered [48].


2.3.2 Non-Contributory Social Protection


Given that most of population is either in the informal sector or out of the labor force, social
 protection can realistically be extended to the majority through non-contributory schemes such
 as social assistance and empowerment programs. Social assistance refers to beneﬁts that the
 government extends to sections of the population that meet speciﬁed levels of vulnerability.


Such beneﬁts include cash or in-kind transfers, fee waivers, subsidies, social spending on
 health and education, etc. Empowerment programs on the other hand involve providing access
 to services or work that would help individuals generate income, these include micro-credit,
 food for work initiatives etc.


One of the most important fee waiver programs that the Zambian government implemented
was the removal of user fees for health services. The goal was to reduce ﬁnancial barriers
in accessing health services, which would translate to increased utilization and, ultimately,
improvement in population health. In 2006, user fees were removed in 54 rural districts and
maintained in the other 18, designated as urban. The justiﬁcation was that rural households
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are more vulnerable because of higher poverty levels. There are suggestions that utilization of
 public health services may have increased following this wave of removal [67–69]. The user
 fee removal policy was extended to the rural areas of the 18 previously unaffected districts in
 2007. No previous study has investigated the effect of this wave of removals. In 2013, user
 fees were removed in all public facilities throughout the country.


Despite the removal of user fees, household health expenditure does not appear to have re-
 sponded as anticipated, even for individuals visiting public health facilities [70,71], raising
 concerns of the extent to which the policy could have provided ﬁnancial risk protection. Look-
 ing at how health care has been ﬁnanced may give us a clue on how household contribution to
 total health expenditure faired before and after the removal policy.


Health care ﬁnancing can be viewed as having three components; (1) general government
health expenditure (GGHE), which is composed of government budget allocations to the health
sectors and external (donor) ﬁnancing (2) Households health expenditure (HHE), which is out
of pocket spending by households excluding spending by private institutions and organiza-
tions, and (3) Other private health expenditure (oPvtHE), which is composed of spending from
private organizations, e.g non-governmental organizations (NGOs) and employers, through
local resource mobilization and external (donor) ﬁnancing. National health accounts (NHA)
data from the World Health Organization [50] shows that household health expenditure (HHE)
as a share of total health expenditure (THE) actually rose in 2007, a year after the ﬁrst wave
of user fees removals. Although the share of HHE has averaged 29% over the whole period,
1995–2014, it soured to more than 30% beginning 2007 (Figure2.2).
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Figure 2.2: Health care ﬁnancing in Zambia, 1995–2014**
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**Authors own computation based on data from the World Health Organization [50]


The high share of HHE can partly be attributed to the fact that the health system is poorly
 funded, which forces individuals, even those who utilize public facilities, to seek services
 and drugs from the private sector [72]. Inadequate funding of the health sector has resulted in
 heavy reliance on external ﬁnancing. The bulk of these external funds go to government health
 budget support as ofﬁcial development assistance (ODA), forming part of general government
 health expenditure (GGHE). Figure2.3shows that external ﬁnancing of health services rose
 substantially in the early 2000 from as low as 10% of THE to about 50% in 2010, before
 dropping to just under 35% in 2011.3 This period of sustained increases in external ﬁnanc-
 ing coincides with the period of renewed global commitment to improve child health as well
 as combating infectious diseases such as HIV and Malaria under the millennium development
 goals (MDGs). It also coincides with the end of structural adjustment reforms (SAPs) and the
 beginning PRSP implementation. Zambia experienced substantial increases in child health in-
 terventions. Free HIV Treatment, through, Antiretroviral therapy (ART), was also introduced.


GGHE as a share of general government expenditure (GGE) responded favorably to the in-
 crease in external ﬁnancing rising from around 12% in 2001 to over 18% in 2005. Improved
 external ﬁnancing was associated with gains in key health indicators. According to the Demo-


3The drop was occasioned by the withdrawal of Swedish support due to a corruption scandal in the ministry
of health [73]
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graphic and Health survey [60], under ﬁve mortality rates dropped from an average of 168 per
 1,000 live births in the period 1997-2002 to 75 per 1,000 live births in the period 2009–2013.


Stunting for children under the age of 5 years also reduced from 53% to 40% between 2002
 and 2014. There was also a reduction in adult mortality rate, from an average of 459 in the
 period 1994–2002 to 312 per 1,000 in the 2009–2013 period. HIV prevalence only dropped,
 though marginally, from 15.6% in 2001-2 to 13.3% in 2013. Notwithstanding the positive
 strides, these indicators still remain above the sub-Saharan Africa average. This is not surpris-
 ing since increases in external ﬁnancing was not matched by government funding. In fact, the
 share of general government health expenditure (GGHE) in general government expenditure
 (GGE) started dropping in 2006 and has since averaged 11%, falling short of the 15% target
 set during the Abuja declaration of 2001.


Figure 2.3: General governement expenditure on health and external resources for health, 1995–2014
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**Authors own computation based on data from the World Health Organization [50]


Apart from user fee waivers for health services and increasing health care spending owing
 to external ﬁnancing, there are other non-contributory social protection schemes that have
 gained impetus as a result of both government and external support. The four main schemes,
 by coverage, are the public welfare assistance scheme (PWAS), the social cash transfer (SCT)
 scheme, the food security pack (FSP), and the school feeding program.


The public welfare assistance scheme (PWAS) is the oldest and largest social assistance
scheme by coverage, operating in all 103 districts. Through in-kind support, PWAS aims
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