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FOREWORD

The Government recognizes that Household Expenditure forms a critical part of health care
financing and hasmaimpact on utilization of health services. Therefore, the Ministry of Health,
working with the Central Statistical Office artie University of Zamla, with support from
Department for International Development and other Cooperating Partners undertdaktha
Household Health Expenditure and Utilization Sur{@HHEUS) in order to estimate the
Household Health Expenditueand Utilization Levels infte Guntry. This is meant to fit into the
overall policy of Government to achieve Universal Health Coverage.

Policy decisions related to Household Health Expenditure has relied on the National Health
Accounts (NHA) which has been used to estimate theuatmaf resources spent in the health
sector over the years. However, the NHA falls short of household experatidingilization of

health serviceglata, as it isan estimaion based on the Living Conditions and Monitoring
Survey.This Survey therefore Wiplay a critical role in filling this gap.

| am particularly pleased to note that the Zantbimsehold Health Expenditure and Utilization
Survey is the first to be conducted on a full scale and | hope that the results will go a long way in
informing poicy decisions in the health sector amidst the various health reforms that the Country
is undertaking such as the National Health Insurance Scheme. The results of the survey will also
go a long way in the development of the Health Care Finar&iragegy completion of the Mid

Term Review of the National Health Strategic Plan, completion of the National Health Accounts
among manytherpolicy decisionsn the sectar

The successful implementation of recommendations from this survey will require concerted
efforts and commitment of stakeholders at all levels. | therefore wish to urge all institutions and
officers charged with the responsibility of health financamgl utilization of health servicee

take time and familiarizhemselvesvith the results ofhis survey.

Honourable Dr. Joseph Kasonde, MP
Minister of Health

XVii



Acknowledgemens

| would like to express mygratitude to all the institutions and officers who patrticipated in
developng tools, training research assistants,-{@&ing tools, dat collection, analysis and
report writing. Special thanks to the Directorate of Policy and Planning in the Ministry of Health
for the Leadership for achieving this important milestone. | particularly thank the Overall
Coordinators Dr. Christopher Simoaya (Directori Policy and Planning, Ministry of Health)
and Dr. Felix Masiye (Head of Economics Department, University of Zambia); The Principal
Investigatorsi Dr. Chrispin Mpuka (University of Zambia) and Mr. Frank Kakungu (Central
Statistical Office). $ecial thanks also to the Lead Researcher from the Ministry of Helslith
Mubita Luwabelwa (Deputy DirectdérPlanning and Budgeting).

The Ministry of Heéth equally expresses gratitude the Department for International
Development (DFID) for countpart fundingfor conductingthe Zambia Household Health
Expenditure and Utilization Survey for 2Qlthe Central Statistical Office (CSO) and the
University of Zambia (UNZA) for the collaboration in conductinghe survey the Clinton
Health Access Initive (CHAI) for logistical support rendered to the study throughout the
process and finallyo the staff from the Ministry of Health for working tirelessly and ensuring
that the work was done and completed on titneirther wish to thank all members dfet Health
Care Financing Technical Working group who offered technical support throughout the survey.

Special thanks also go to Master Traingss ensuring that the training was done well, the
Research Assistants for their dedication during the datactiolh processthe ICT Specialists

for providing their ICT expertise during the survéye Regional Statisticians for coordination of
various logistical and technical works in the provinces, and finally all those who rendered their
support in one way @another.

The results of this survey will go a long way in improviegjdencebasedresource allocation

and thereby ensuring that the vision of a ON
overall goal ofachieving Universal Health Coveragedamba. This will go a long way in the
sectorcontribuing to socieeconomic developmenmmbr the country.

Dr. Davy M. Chikamata
Permanent Secretary,
Ministry of Health

XVili



RESEARCH TEAM

Research Coordinators
Name

Dr. Christopher Simoonga
Dr. Felix Masiye

Principle Investigators
Dr. Chrispin Mphuka
Mr.Frank Kakungu

Researchers

Mr. Mubita Luwabelwa
Mr. Bona Chit&

Prof. Dick Jonnson

Mr. Oliver Kaonga

Mr. Charles Banda
Mr. Etambuyu Lukonga
Mr. Daniel Chipaila
Mr. Henry Kansembe
Mr. Patrick Banda

Mr. Lee Chileshe

Mr. Wesley Mwambazi

Master Trainers

Ms. Charlotte Mwanza
Ms. Cynthia Tigere

Ms. Theresa Mwale
Mr. Lukonga Luwabela
Mr. Desmond Banda
Mr. Owen Siyoto

Mr. Brian Manjolo

Mr. Mutemwa Mebelo

Regional Statisticiars
Region
Central
Copperbelt

Eastern

Luapula

Lusaka
Northern/Muchinga
North-Western
Southern

Western

Ms.
Mr.
Mr.
Mr.
Mr.
Mr.
Mr.
Mr.
Mr.

Institution
Ministry of Health
University of Zambia

University of Zambia
Central Statistical Office

Ministry of Health(Lead ResearchérMOH)

University of Zambia
University of Zambia
University of Zambia
University of Zambia
Central Statistical Office
Central Statistical Office
Ministry of Health
Ministry of Health
Ministry of Health
Ministry of Health

Master Trainers

Ms. Salome Naluyele
Mr. Joseph Njobvu

Mr. Francis Chibwe

Mr. Terence Siansalama
Mr. Petty Kaputu

Mr. Gerson Banda

Mr. Godwin Sichone

Name
Janet Ncheka
Richard Kaela
Zex Siamunkope
Robson Sinkamba
Mate Mate
Ngenda
Chimpunga
ChilopaBatista
Bonface Hachoongo

XiX



IT Technicians

Ms. Bertha Nachinga
Ms. Chonde Namutowe
Mr. Thabo Simutanyi
Mr. Micheal Soko

XX



Executive summary

Introduction

The data collection for the Zambia Household Health Expenditure Udmidation Survey
(ZHHEUS) was conducted between January and February 2014. The main purpose of the survey
is to provide current evidence on household health seeking behaitibzation and expenditure

on health care. The ZHHEUS is intended to fill the evidence gap sandltaneously
complement other existing studies such as the Zambia Demographic and Health Surveys (ZDHS)

and the Living Conditions and Monitoring Surveys (LCMS)

Therefore ZHHEUS comprehensively looks at health issues including: the health status of the
population, the prevalence of chronic diseases and health care need, disease pattern in adults,
new born babies and children, factors behind current epidemiological distribution, health care
utilization, perceived quality of care, extent of household edipere on health, extent of
impoverishment of health expenditure, coverage of private health insurance and willingness to
pay for social health insuranclk order to maintain representativeness both at national and
provincial levels, ZHHEUS was conductéd all ten provinces of Zambia. Using the 2010
Population Census Frame, the survey used astage stratified cluster sampling design. Out of

a targeted sample of 12,000 households, 11,927 were successfully interviewed representing a

99.4 percent respoasate.

Main Findings

Selfreported health status and disease pattern

XXi



T

Malaria is the leading cause of both facility visitations and admissions in all age groups.
Moreover, respiratory disease, diarrhoea, eye disease, skin disease, accidents @sd injuri
and TB are among the top ten reasons for facility visitations. It was also found that 15

percent of the total population suffered from a chronic iliness.

Utilization of health care services

T

Overall, 21 percent of the population had an episode ofs#induring the four weeks

prior to the survey. This implies that 210 out of every 1,000 people reported falling ill at
some point during the recall periodufdl areas had more incidences of reported illness
with 26 percent reporting being dbmpared withl5 percent in urban area3ut of those

that reported being ill, only 38 percent sought medical attention

The major reasons for the poor people not seeking care include unaffordable health care
costs, selimedication, fear of discovering serious illnessl long distance to provider.

By contrastthe richest are not seeking health care due to poor quality of health services,
selfmedication, religious or cultural reasons and long distance to health provider.

The average annual per capita utilizationhia tountry was 1.6. This shows remarkable
differences from one province to another. Lusaka and Southern provinces had the least
utilization rates at 0.9 and 1.2 respectively while Luapula had the highest at 2.3.
Utilization in urban areas was 1c@mparedvith 1.1 in rural areas.

The use of outpatient services is more frequent among poorer households than richer
ones. For instance, utilization for the richest 20 percent of the population is 1.1 times per
annum per capiteompared witHL.9 percent among thmorest 20 percent.

Admission rates varied across provinces and maritalsstage group, employment status
among other factors. Overall, there were 30 admissions per 1,000 population in the 12
months prior to the survey. Of this number, women accourded® percent of the
admissionscompared with43 percent for menmeaning that women had a higher
probability of being hospitalised. Similarly, there were still more women hospitalised as a
proportion of their total populatiorcompared withmen at 3.3 and2.7 percent

respectively.
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1 Nationally, there is an average of 30 admissions per 1,000 population. Admission rates
vary from province to province. Centfalovincehad the least rate at 25 admissions for
every 1,000. The highest admission rates were in LaasgmdNorth-Westernprovinces

with each recording 37 admissions per 1,000.

Health care expenditure

1 Total health expenditure is estimatedkdt.3 billion per year translating into per capita
national health expenditure of K77 (US$12.5) per year. Thisvavidely among th&en
provinces,from K34 (US$5.5) in Southernrévince to K173 (US$28.4) in Lusaka
Province. Mean per capita health expenditure varied substantially between urban and
rural areas, with rural residesnspending an average of KB8S$9.9 and urban residesit
spending an average of K109S$18.0).

1 The highest mean expenditure per person was on drugs (K258 or US$43.2) and the
lowest was on dental expenses (close to zer@.sBaond highest expenditurel@3 or
US$27) was on transportatioAmong the rural population, 4percentof healthcare
expenditures went to outpatient services angdZzentwent to supplemental services.
Inpatient and MNCH services accoeadtfor smaller fractions, 9 percent and 2cpet

respectively of healtbare ependitures.

Access to health care

1 More than 70 peent of the households are within 5 km radius of a health facility. The
mean distance travelled by rural and urban households is 7 km and 4 km respectively and
almost double to admission facilities.

1 Theaverage walking time is 52 minutes while the average travel time by public transport
is 62 minutes. The duration taken to visit a health facility is lowest for parastatal and
private health facilities, where on average it takes about 25 minutes. Trag¢btpublic
health centres and health potike almost an hour. 49 percent of the urban population
are within 30 minutes walking time to a health facility visited as opposed to 28 percent in
the rural areas. 45 percent of the rural population take bet3@e59 minutes to reach a

health facility while 15 percent of the urban population do so. The time taken to reach a
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tertiary health provider is on average 45 minutes and almost 75 minutes for secondary
level services.

1 Waiting times show that the privatacilities have a mean of about 24 minutes while the
public district and mission facilities have 75 minutes and 52 minutes respectively. It takes
between 56 an@2 minutes to see a clinician @blic health centres and mission health
centres respectively

1 The proportion of households who faced catastrophic health care expenses is 6 percent at
national level and varies from a low of 2 percent in Lusaka to nearly 10 percent in
WesternProvince The prevalence of catastrophic health care payments remaims hig

especially in rural and poor parts of the country.

Household health seeking behaviour

1 Leading causes faseeking care include malaria, respiratory infections artiforhea
For instance, in urban areasmeone with malaria has a probability of 0.16&nce of
seeking care asompared withsomeone without malaria. Similarly, someone with
respiratory disease has a probability of 0.13 likelihood of seekingcoan@ared with
someone without. A person witliarrheahas even a higher likelihood of seekingre
with a probability of 0.176.

1 Ninety eight percent of those who visited a public facility for the first time did not go
back br the second visit. 94 perceunit those individuals that visited a public facility in
the first visit did go back to a publfacility. There is a 94 percent chance that a person
who attended a public facility will choose a public facility if they decide to go for a

second visit for the same disease.

Maternal and child health

1 12 percent of women aged between-149 years ha delivery in the last 12 months
prior to the survey with rural areas accounting for 15 peroamipared witl® percent in
urban areasThe age groups that reported thghest percentage of deliveries was220

years (19 percent).
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1 The majority (96 percepof women who had a live birth in the 12 months preceding the
survey received antenatal care from a health professional, but only 56 percent completed
all the four required visits. Completion of the four required visits was found to be
determined by socexonomic characteristics such as higher wealth quintiles and
education attainment as well as place of residence.

1 Travel time to reach the nearest health facility is significantly higher for people in rural
areascompared withurban areas. Over 24 percaftthe women need more than two
hours to reach the nearest health facility in rural aceagpared withonly three percent
of the population for urban areas.

1 Overall, 56 percent of mothers received a postnatal ehpdkr the most recent birth in
the twdve months preceding the survey. Those who did not do so citedlistagnces
lack of awareness and competing activities as reasons.

1 Over 85 percent of the women who reported qaesivery complications sought medical
care. About 74 percent of women shugnedical attention for themselves while 76
percent sought medical attention for complications affecting the babies. The highest
proportion of waenen visited government clinics w&4 percent while only 6 percent

visited a private health facility.

Private insurance and prepayment financing

1 Only 3.9 percent of the total population has some form of health cover. Insurance
coverage is higher (8.8 percent) among urban residents than rural residents (0.5
percent). Health Insurano®verage in both the urbandathe rural areas is limited to
employeesThe most commoriorm of cover is the employdrased schem@&l3.8
percent of those covered).

1 The formal sector has the highest (37.3 percent) proportion of the insured population
compared withthe informal sectoproportion (1.6 percent). In terms of expenditure
quintile, the highest proportion coverage is within the richest 20 percent of population

at 14.4 percent and lowest for those in the poorest 20 percent at 0.2 percent.
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Social health insurance

1 Of all hougholds in Zambia, 97 percent rate the scheme as excellent, very good or
good. The majority (80 percent) of Zambian households are willing to pawndor
social health insurance schem&he average social health insurance premibhat
could be paid monthlis K113. That corresponds to 8 percenthef average monthly
income inZambia(K1,342).

1 Twenty percent of all households are unwilling to pay for SHI. The main reason
given is lack of affordability of SHI premiums. The majority (66 percent) of these

houssholds reside in rural areas

Policy Implications

The Zambian health care system has made strides in improving services to the population.
However, it is evident that health outcomes have not improved enough. The population continues
to experience avoidabland needless morbidity and mortality. In view of this, the following

measures are suggested with the objective of helping policy makers prioritise health issues that

may impact on health outcomes and strengthen the health system.

1. Refocus comprehensiygimary health care
The utilization of health care services remains relatively low at the current level. The

generalutilization level is further demonstrated through the low usage of services such as
maternal health (Antenatal) and child health (Immurosat A key aspect towards
improving utilization is to improve public health interventions to ensure that usage of
health care services is improved. The current performdmsed on primary health
appears not to have been adequately and successfullgmemted in view of the
epidemiology of the disease burden seen from the extent akpelfted illnesses which

are mainly infectious in nature.

The institutional framework and policies magedto be reviewed in the wider context to

ensure that theres ia consistent approach towards service delivery both in content and in
XXVi



form. Given the findings of the surveyhd balance between curative interventions,
prevention and promotion appears to be contrary to the policy objectives. It is in this
perspectivehat there arise indications on the need to revievipnmmaulate and design a
consistent implementation strategy of the comprehensive approach to Primary Health
Care. This survey clearly demonstrates that the leading afseorbidity are not
emergingtransitional norinfectious conditionsand the major focus should continue to

be on infectious diseases.

This approach should include elements designed to ensure:

1. Traditional and cultural barriers to accessing health care are addessieds those

that impact maternal and child health. Maternal, adolescent and reproductive health
should be supported through priority interventions targeting female edudsigasures

to ensure that traditional practicdsr instance should beolled back to faciliate equal
opportunity at the household level of improving female education. Similadier and
sanitation should be equally prioritised to help reduce deahinfections especially
among children. In cases where these issues have been previoustakerddrimplies

that the programmes have either not been effective and/or continuity has been lacking.
This suggests that consideration should be given to the review of the related strategies
and implementation plans orderto get these basic but l#&ving interventions back on

track and towards ensuring that they save lives.

i. Conmmunity structures and contact angproved to ensure better awareness about
timely and immediate reporting to health care services for improved outcomes.

il. A concentration oftte public health approach that includes the improvement of
the use of information for community mobilisation, education asalth
prevention and promotiomwareness of basic response and interventions. These
interventions should lead towards improvemedrdreas such agilization, andto

changing the perceptions of the people on health care services.

2. Review resource allocation to alleviate povenguced causes of ill health
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The proportion of peoplavho reported poor health seenp be concentrated mmrin

rural areaghanurban areas. Howevetomparing the distribution of resources between
urban and rural areas shows that the urban areas have up taswnamyresources than

the rural areas. Furthermotbe prevalence of impoverishing health expend is highly
concentrated in rural and remote parts of the country. This restates the significance of the
exposure of poverty to ill health and the necessity of ensuring that public health care

resources are equitably distributed.

. Continue to focus m nonfinancial barriers in order to improve access aititization.
Distance has been particularly highlighted for maternal health care and rural population
health care as a major barrier to acc&bgrefore, gpansion of ambulatory care facilities

and dher inputs is necessary to ensure that the healthnsyststrengthened and capable

of mitigating both the preventative and curative responses to health conditions.

. Strengthen multsectoral policy and implementation strategies through a number of

measues including the following

i. Strengthening community structures for improved service delivery, access and
coverage.

il. Education as may be expecteds important in accounting for differences in
health care outcomes antllization especially in cees of matrnal health and in
patient services.

iii. Improvement in quality of health care through: (a) medicines and medical

supplies (b) staff availability and(c) availability of diagnostic services.

Whereas some of the factors are mséctoral and others aretemnally determined
within the health sector, a number of issues arise such as:

i. Improving intersectoral communication, programme design and implementation.

i. Advocacy for purposes of ensuring that indectoral policies are consistent or

supportive withthe health sector.
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5. Consider designing a pooling of health care resourcespfiochasing and service
delivery.Key findings from tle survey indicate that there is:
I. Limited pivate health insurance coverage;
ii. A high prevalence of catastrophic hbaéxpenditurg
iii. A heavy reliance onut-of-pocketpayments.
This arises partly from a fragmented health financing architecture, poor referral systems

andpoorquality.

It has been noted that one approach towards this is the proposed natiohahkeedince
scheme. However, this does not necessarily ensure an equitable distribution of resource
allocation nor a limitation to the risk of household exposure to the financial burden of
health care. A consideration of the SHI model should also corsidaccountable and

more transparent principiegency operational model while changing the faotting

model. The survey shows a positive response to introduction of and willingness to pay for
the social health insurance scheniée high demand for soci@kalth insurance among

the households in the formal sector and the rich implies that the social health insurance
benefits could be customized to their needs or further contributions could be collected to
ensure sustainability of the social health insueascheme. On the other hand, the low
willingness to payy households in the informal sector ahé poorest indicates the need

for crosssubsidization from the rich and healthy pegplesubsidization by government,

or exemption from contributing

6. Review of the Planning Framework
The relatively high population growth rate
heal th services. It I's necessary that pl an
made beyond the five year strategic plann#mber of the challenges that characterise

the health system will take longer to address.

7. Review service delivery and financing for maternal and child health.
Evidence demonstrates relatively high expenditures on maternal and child health services
which are supposed to be free as far as existing policies are concernadcefi@ain
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extent this demonstrates policy failure. Consequently, there is need to consider priorities
placed on the designing of interventions particularly concerning access (transport,

medicines and medical investigation)
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1 Introduction

1.1 Background

The National Health Strategic Plan 202015 expresses the need fproviding relevant,
accurate, timely health data and research to support planning, coordination, monitoring and
evaluation of health careservices. There has been a latgnding need for a detailed health
related household survey in Zambia. The previous health related household survey was last
undertaken in 1995. This survetherefore is aimed at meeting the policy objeet of the
Ministry of Health to undertake the health expenditurediidation survey.

The projectcomplemerd the DHS and LCMS surveys and focuses on health status, health care
utilization and health expenditures. The purpose of the study was tmrkey evidence to
facilitate decision making in a number of key public health areas including: health care financing
strategy formulation allowing for a review of the various financing modalities including tax
based financing, social insurance, privistgurance and owdf-pocket expenditures. In addition,

the survey has provided evidence for evaluating other programme areas includimgnaeey

born and child healthytilization and health seeking behaviour, expenditure and distribution of

self-assesed illness and other areas.

The Zambian government through the Ministry of Health has established the provision of and
improved access to quality health services as a key health sector priority. This is in line with the
overall goal of improving the h#h status of the people of Zambia in order to contribute to
sociaeconomic development. In order to achieve this goal, high quality health services have to be
available and accessible, tind utilized by, the majority of citizens in the country. Among the
critical determinants of the utilization of available health services is the issue of expenditure on
health care which sheds light on the financial burden on the population to pay for health care.
Household health expenditure information has also beeredr be essential for the creation of
effective health policy. However, policy makers often have little or no data on household health
expenditures (Carlson and Douglas, 2009the recent pastii@mpts to bridge this information

gap have come by wayf iclusion of health expenditure questions or modules as part of other



types of household surveys such as Demographic and Health Survey (DHS) and Living
Standards Measurement Surveys (LSMS). However, such an approach of including health
expenditure quesins as aby the way component of other surveys has been argued to be
constraining as there is a limit on the number of questions that can be asked. Furthermore this
approach doesah always capture household eftpocket expenditure information as wak
household spending on insurance (ibid). In the case of Zambia for instance, the 2007 Zambia
Demographic and Health Survey does not explicitly deal with issues of health expenditures.
Zambi a 6 s ontitionsi andg Mor@itoring Surveyl CMS) attempts to dd with issues

concerning household health expenditures

Table 1.1 below shows the percage reporting illness or injury as well as their medical
consultation status for the years 2006 and 2010. The table reveals thapetdedt of
respondents reportdtaving been ill or injured in the two weeks prior to the survey, an increase
from the 9.2 percent that reported illness or injury in 2006. However, of those reporting illness or
injury in 2010, only 68.7 percent reported having consulted or sought medwak/attention

from any health institution/personnel or healer. This reflects an increase from the 57 percent who
reported making such consultations in 2006. The table also shows that in 2010, 21.2 percent of
respondents reported having only used -agfhinistered medicine, either bought without
consultation or available in the home. This reflected a decrease from the 28 percent reported in
2006. The table furthereveals that 8.9 percemf respondents reported that they neither
consulted a health praler nor used selidministered medication in 2010, reflecting a decrease

from the 15 percent reported in 2006.

In order to examine patterns of health seeking behavior as well as available data on health
expenditures by household, tables 1.1 and 1.2nbplesent the percent reporting illness/injury
as well as their medical consultation status for the years 2006 and 2010 as well as their mode of

payment respectively.



Table 1.1 Percentagereporting illness or injury and medical consultation status, Zambia
2006 and 2010

Reporting Medical consultation status

liness  or injury FGonsulted Used seHadministered medicin{ None of the abovd
(percent) (percent) only (percent) (percent)

2010 2006 2010 2006 2010 2006 2010 2006

14.6 9.2 68.7 57.0 21.2 28.0 8.9 15.0

Source: LCMS (2010)

The table shows increasing rates of illnesses over time. However, despite this observation, the
proportions consulting health institutions or providers, relying onaghtiinisterd medicine

only or those not exercising either of these two options is a significant source of health care
access barriers. This raises critical questions as regards factors responsible for the observed
patterns of utilization of health services. Simplyt,ghere is an information gap as regards the
exact factors that are driving the utilization of health services, reflecting an underlying
information gap as regards health seeking behavior in Zambia. To shed more light on the
observed patterns of healthekeng behavior evident frorfable 1.1 aboveTable 1.2 below

shows the mode of payment and the average amount spent on consultation and medicines by
those reporting illness or injury.

Table 1.2 Mode of paymert and average amount spent for medicines and consultation
Zambia 2006 and 2010

*PPSlow | *PPS-high Employer Insurance | Paid direct | Did not pay Mean amount
cost cost (percent) (percent) (percent) (percent) spent (K)
(percent) (percent)

2010| 2006 | 2010 2006 | 2010 | 2006 | 2010| 2006 | 2010| 2006 | 20100| 2006 | 2010 | 2006

40 (60 (06 [3.0 |0.66 |1 0 0 30.1 | 34.0 | 51.3 | 55.0 | 20,125( 7,926

Source: LCMS (2010) *PPS= Pre Payment Scheme

The table reveals a reduction in the proportions reporting paying for medication and consultatio
via both low cost and high cost ppayment schemes between 2006 and 2010 respectively.
Similarly, the proportions reporting paying via employer, direct payments and those that reported
not paying at all can be observed to have fallen between 2006 40d 2pecifically, those

reporting direct payment as the mode of payment fell from 34 percent in 2006 &vcgdtpn
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2010, while those wheeported not to have paid for medication and consultation fell from 55
percent to 51 percent over the same periddowever, the proportion reporting (private)
insurance as the mode of payment remained negligible between 2006 and 2010. The average
amount spent on medication andnsultation increased from K26 in 2006 to R0,125 in

2010.

The inability of (private) isurance to constitute a more significant mode of payment for
medication and consultation raises questions concerning factors behind this observation and
more critically, may point to greater scope for the provigbrpublic health insurance. The
forgoingobservations again point to an information gap as regards the factors mainly responsible

for the patterns of health seeking behavior observed Trainle 1.2 above.

1.2 Policy questions

The Government of the Republic of Zambia (GRZ) through the Ministry oftiHead the
Ministry of Community Development, Mother and Child Health are responsible for the health of
all Zambians aiming at improved health status, health care utilization and equal access to
affordable and efficient quality health care services. ZHBHries to answer several key policy
guestions that deal with effective health sector management. Some of the policy questions
addressed in this study include:

A What is the health status of the people living in Zambia?

A How many are suffering from chrorilnesses and how is their health cagedmet?

A Are there noticeable changes in the distribution of diseases and ifatieambat is the
extent of the changes in epidemiology?

A What is the burden of disease among maternal, newborn and child cases?

A What ae some of the explanatory factors behind current epidemiological distribution of
disease in the country? What can be done to improve the health system for mothers,
newborrs and children?

A Are there differences in utilization by demographic, socioeconomtigperof health care
provider?

A How do people rate the quality of care provided?

A What is the extent and distribution of health expenditures and what are the consequences

if any, arising from expenditures on health incurred by the different types of hadseho
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A How do people view participation in GRZproposed SHI and how much are they willing
to pay for the SHI?

1.3 Objectives

The general objective @HHEUS s to provide evidenebased information to be used in health
policy decision making, management andnitoring and evaluation in the Zambian health
sector. The study aimsomprehensivelyto examine salient aspects on health, health care
utilization and health spending. It will also examine related equity and fairness issues with

respects to geographic,rdegraphic, and socioeconomic status.

1.4 Methodology and study coverage

ZHHEUS is a nationally representative survey of households. It covered 12,000 households
using a twestage stratified sampling approach. Conducted over a period of one month,
ZHHEUS soligted for individual and household information eswng lousehold characteristics,

disease prevalence and health status, maternal and child health, health seeking behavior, access
to healthcare and coverage of services, public and private health camatidit, perceived

quality of care, health care expditures, oubf-pocket spending, affordability, catastrophic

health spending and risk for impoverishmenilingness to pay for health services and social

health insurance, aretjuity and fairness aspsct

1.5 Justification of the study

Household Health Expenditure surveys are undertakenrtirally all developed countries and

of late in a good number of middle income and low income countries. They are undertaken as
specialised surveys, different from ethsurveys such as general standard of living monitoring
surveys which are broad based covering a rang
gual ity of Il i f eo. As one of Zambiads first c
was intendedo provide more specific or precise data for policy analysis, formulation and
implementation. The immediate fact to establish is that ZHHEUS is more than simply a matter of
expenses by households on health. The factors that interact to determine hoegedditures

on health are quite numerous and wide. The focus on health expenditures by households stems
from a number of issues. Firstly there is the solidarity element. This is targeted at helping to

achieve the provision of health care services tchaliseholds regardless of seeiconomic,
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demographic or any other factor that may impede or constrain the provision of health care.

ZHHEUS serves some of the following purposes:

It enables determination of household health expenditures.
It helps asseshe levels of healtinduced impoverishment.

It enables determination of the pattern of health atligation.

= =4 4

It helps understandingf the optionsand choiceshousehold face in theselection of
providers or their health seeking behaviogeneral

It helps understandingf the main factors affecting maternal and child health in Zambia
It helps indetermiring health status and disease patterns.

It helps @ses acceptance of the Social Health Insurance (SHI) in Zambia.

Not only is more precise data artilization and utiliation rates available from ZHHEUS, but
additional information is provided by asking and understanding the options and choices
households face in the selection of providers oth&ir general health seeking behavior. This
makes analis of determinants of health seeking behaviour easier to dissect and so frame
responses or interventionson a better informed position. Utiition rate estimates enable
estimates of use of health care by disease type and frequency and by so dosgssarveore
accurate predictor of clinical plans angdidemiology estimateslt also povides household
background information on key variables such as education levels and wealth status. These
variables are cardinal for purposes of analysis of accesseguoiy by socieeconomic

classification.

Ordinarily, specialized studies such as National Health Accounts, AIDS Expenditure Tracking,
Health Expenditure Tracking, Oof-Pocket expenditures are undertaken as individualized or
standalone studigsand alse raising the spewt of the efficiency of the value of investments

made. However, because they are not comprehensive there is a risk that data generated from such
studies will always understate expenditures on health. WHHHEUS, a complete cross cutting
expenditure assessment is made. This may then be used to improve the accuracy or precision of
future limited studiessuch as those mentioned abawea way that allows for more efficient use

of resources. AlsoZHHEUS provides baseline data to gaugeityganalysis integrated within
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key information needs such as willingness to pay assessments of specified sendi@®lysis
of household benefits should there be reforms in health careciimgafrom say, taxationbased
financing for social health ingrance. Alditionally, ZHHEUS facilitates a baseline for a
comprehensive health care financing strategy assessment.

In general other surveys cannot be used as alternatives to ZHHEUS as the following aspects are
key considerations of such practic€sirrenty, for instancethe best available data on household
health care spending are the Living Conditions and Monitoring Surveys (LCMS). These data are
limited in the following way: LCMS do not ask about perceived health status at the household
level and if idividuals are seeking care for all types of symptomsdetermining health care
choices, dration of iliness before care is sought is potentially impartardaddition b the type

of symptoms. LCMS doot ask individuals for the reasowhythey choosehie options they do

LCMS do not ask about quality of earor level of satisfaction received It has been observed

in smaller surveys that individuals often move from one provider to another over a single episode
of iliness. For example, they can moverh a private health provider to a public hospital, formal

to traditional healersand vice versain seeking cure or treatmenthis survey will ask
households in formal and informal sectors abwiltingness to participate in social health
insurance andillingness to pay and ability to pay for Gal Health Insurance (SHIPverall the

health modules in the LCMS do not contain good quality data on health choices and spending
because the surveys are too geher



2 Survey methodology

2.1 Introduction

The ZHHBJS survey was a nationally representative household survey broadly aimed
soliciting information on household disease episodes, health utilization and expenditure. This
chapter outlines the methodological approach of the ZHHEUS Survey. It covers sasigle d

and procedures, data collection and processing, and estimation methods used. It also lays out

some of the survey limitations encountered.

2.2 Sample design

The target population of ZHHE® was all households residing in Zambia at the time of the
survey,excluding institutionalized population groups and diplomats accredited to Zambia. The
survey was conducted in all the ten (10) provinces, namely: Central, Copperbelt, Eastern,
Luapula, Lusaka, Muchinga, Northern, Nekfestern, Southern and Western. Tample frame

was the list of standard enumeration areas (SEAs) for the whole country. SEAs were as
developed from the 2010 Population Census frame. The list has information on the number of

households and population. There are about 25,000 SEAs countrywide.

A sample of 12,000 households with an expected number of 60,000 individual interviews was
targeted. This would give reliable estimates at provincial level. The Kish square root allocation
method was used to allocate the sample based on the 2010 pops&tpling frame. This
method is a compromise between the equal and proportional allocation methods. Given the
variability in terms of size among the strata, this method ensured that large as well as small strata

had a fair representation.



Table 2.1 Sample allocation for ZHHEUS, 2014

Province 2010 Population Sample Allocation

PSUs Households
Central 1,307,111 58 1,160
Copperbelt 1,972,317 76 1,520
Eastern 1,592,661 66 1,320
Luapula 991,927 52 1,040
Lusaka 2,191,225 80 1,600
Muchinga 711,657 48 960
Northern 1,105,824 56 1,120
North-Western 727,044 48 960
Southern 1,589,926 66 1,320
Western 902,974 50 1,000
Zambia 13,092,666 600 12,000

The sampling frame wastratified by province and stdiratified by urban and rural areael
total number of strata was 2With respect to provinces, stratification used the geography and
administrative divisions while soceconomic variability was used in the case of rural and urban

areas.

The study emplyed probability sampling procedures. A tstage stratified cluster sample
design was used. In thiest stage SEAs were selected within each stratum using the probability
proportional to estimated size (PPES) procedure. Duringdgbhend stage20 houskolds were
selected from each SEA using the systematic random sampling method. This method ensured

that each household had an equal chance of being selected.
221 Selection of primary sampling units

For each stratum (province, rural/urban), the list of SEAs wraered by SEA identification
numbers. The list included, for each SEA, the total number of households and the cumulated
measure of size (by adding the number of households down the list). Then, a sampling interval
was calculated by dividing the totalmber of households (final cumulated measure of size), by
the number of sample SEAs allocated to the stratum. In addition, a random number between 1
and the sampling interval was picked as the random start for the systematic PPES selection of
SEAs. The saple SEA in the stratum is the one with the cumulated measure of size closest to

without exceeding it.



2.2.2 Selection of households

Prior to the commencement of data collection, a listing exercise was conducted. This involved
the listing of all households relsng in the selected SEAs. Each household within a SEA was
assigned a sampling serial number. Sampling serial numbers were assigned sequentially. The list
of households from this exercise was the basis for second stage sampling. In the selection of
sample households, the survey employed a Circular Systematic Sampling procedure. This

procedure assumes that households are arranged in a circle and readily permits overlapping

sample selection. The following relationship was assurhedNK, where N is the total nuneb

of households that were assigned sampling serial numbers in a St&mdangration Area
(SEA), and nwas the sample size in avgn SEA (20), and kvas the sampling interval.
Sampling of households was based on random numbers. First, a random StaudniR&r was
obtained by selecting a random number between 1 and N from the table of random numbers.
This became the first household selected. Adding the sampling interval (Sl) to the random start
(RS) gave the second household to be in the sample. Thedore of adding the Sl to each

successive sum was continued, until all the 20 households in a SEA were selected.

2.3 Survey data collection instruments

Development of the data collection instruments for the survey was done by a core team of
researchers drawfrom the three collaborating institutions that included Ministry of Health,
Central Statistical Office and the Economics Department of the University of Zambia.

Data collection instruments captured questions on general household attributes, household
expenditure including health expenditure, illness experience and health seeking behaviour,
maternal and child health private insurance and the willingness to pay for social health insurance.
Outpatient questions were based on four week recall period angezhplata up to a maximum

of four visits. For admissions the recall period was 12 months and similarly captured data up to a
maximum of four admissions. Furthermore respondents on maternal and child health were
women aged 12 to 49 years. Questions on makehealth captured prenatal and postnatal

experiences using a recall period of one year.

10



2.4 Training, data collection and processing
2.4.1 Training of field staff

Training of field staff was done at two levels. The first was done at national level where
researchrs trained master trainers. The second was done at provincial level. The training was
based on comprehensive training manual. Pretesting was done in Lusaka and Kafue districts for
a period of 10 days. At least one master trainer and a researcher whagge of training data
collectors and supervisors in each province. Training involved the use of both electronic and
hard copy data collection instruments. The mode of training included classroom sessions, field

practice, mock interviews and translatiam$ocal languages. Provincial training took 10 days.
2.4.2 Data collection and processing

Data collection was done between January and February 2014. Structured questionnaires
consisting oftlosed and opeanded questionsere usedThe questionnaires were adnstered

through faceo-face interviews. Main respondents were household heads but in cases where the
head was not present, an adult knowledgeable about household expenditure and utilization of

health services was interviewed.

Field data was collected ing an online data collection application called SurveyToGo
developed by Dooblo Limited. This application was installed on Samsung Galaxy ta@blets.

use of these devices minireid data entry errors and allowed for efficient use of time. Data was
uploadedto a remote cloud server (primary server). Data review was done centrally by a team
based at CSO in Lusaka. The cleaning was done using edit programmes in SPSS. Following the
tabulation plan, SPSS, STATA and SAS software packages were used to genptat@bles.

2.5 Data analysis
2.5.1 Sample weights

In order for the survey estimates to be representative at national or any domain level, it was
necessary to weight the sample data with appropriate expansion f&orgling weights are

also needed to compensate tinequal selection probabilities, nooverage, nomesponse, and
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for known differences between the sample and the reference population. Thus sample weights act
as boosting factors to represent the number of units in the survey population that areedccoun
for by the sample unit to which the weight is assigned. These weights were calculated, included
in the data set and used to draw inference to the population.

The weight for each sample unit (household) is equal to the reciprocal/ inverse of itslpyoba

of selection. The probability of selecting clust@ras calculated as;

M.,

Pm:s: .

aM,
i=1

where: P, . is the first stage sampling probability of (SEAy,isithe number of SEAs selected in
stratumh, M, is the size (total householdsted) of the ' SEA in stratum h, an&M is the

total size of stratum Ife.g.CentralProvincerural).

The selection probability of the household was calculated as:

Prij = ri,
WherePhj is the probability of selecting a household in tASEA in stratum h, b is the number
of households selected in the SEA. The weight or boosting factor for a household is, thus, given

as

2.5.2 Post stratification adjustments

The survey collected data on all usual household members. Thetedeiglm of the total
number of household members (household size) is supposed to give a fairly good estimate of the
current population in a particular stratum such as province, rural/urban and national level for

which this survey was designed.
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The weightd results generated underestimated the total population wdrapared withthe

CSO projected population. This was mainly due to possible womerage of households during
listing and the lack of updating of the cartographic frame to reflect populateiigover time.

The frame was based on 2010 population. This necessitated the adjustment of-theidigse

to reflect the 2014 population projections. The procedure for adjusting the weights based on

population projections is given below:

_3"3;-,:.;'

r B jf:":': ’

Wherer is the adjustment factoiproj is the Projected Population of the stratum e.g. Lusaka
ProvinceandYestis the estimated population of the domain from the survey

The final weight is given by:
Woagi= Whij* r

WhereW,gj is the adjusted findlousehold weight

2.5.3 Estimation process

Let yhij be an observation on variable Y for tHehpusehold in the"iSEA of stratum h. Then the

estimated Total for stratum h is:

a Ny

Yo=a aw, Yhi

i=1 j=1

where, yi is the estimated total for stratum hyi ¥ the weight for the'j household in the'i SEA
of stratum h, j=1ah is the number of selected clusters in the stratumny3d the number of

sample households in the stratum.
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2.6 Coverage and response rates
Table 2.2 shows the coverage and response rates for the survey. @\@9allyesponse rate was
achieved. Three provinces, Luapula, Muchinga and Northern achieved a 100 percent response

rate.

Table 2.2 Coverage and response rates for ZHHEUS, 2014

Province Sample Coverage Resmnse Rate
PSUs Households
Central 58 1,160 1,143 98.5
Copperbelt 76 1,520 1,511 99.4
Eastern 66 1,320 1,312 994
Luapula 52 1,040 1,040 100.0
Lusaka 80 1,600 1,591 99.4
Muchinga 48 960 960 100.0
Northern 56 1,120 1,120 100.0
North-Western 48 960 948 98.8
Southern 66 1,320 1,314 99.5
Western 50 1,000 988 98.8
Zambia 600 12,000 11,927 99.4

2.7 Limitations of the survey

The surey was conducted long after the fijisénce the resulting indicators may not be

compared directly with other indicators that are mostly compiled through administrative records.

In addition, accuracy of income and expenditure data may have been affectedbyp ondent s 6

inability to recall exact values.
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3 Demographic and socieeconomic characteristics

3.1 Introduction
This chapter focuses on describing characteristics that include population size and distribution,
marital status, religious affiliation, level ofdecation, employment status, and income and

expenditure quintiles which might be associated to health outcome.
3.2 Demographic characteristics
3.21 Population size and distribution

The estimated total population for Zambia in 2014 was 15,019,071. Table 3.1 #i®ws
population distribution by region and province. The most populous province was Lusaka
(2,669,249) while Muchinga (857,411) was the least populous.

Of the total population, 58.5 percent reside in rural areas while the remaining 41.5 percent is
urban lased. Lusaka (85.6 percent) and Copperbelt (82.7 percent) provinces had the highest
proportion of the population residing in urban areas while Eastern (87.9 percent), Western (87.3
percent) and Northern (81.1 percent) provinces had the highest propdrtiba population
residing in rural areas.

Table 3.1 Percentage distribution of population by region and province, 2014

Province Region Total
Rural (percent) Urban (percent)
All Zambia 58.5 41.5 15,019,01
Central 74.6 25.4 1,473,854
Copper belt 17.3 82.7 2,304,881
Eastern 87.9 12.1 1,766,300
Luapula 79.4 20.6 1,098,912
Lusaka 14.4 85.6 2,669,249
Muchinga 77.4 22.6 857,411
Northern 81.1 18.9 1,263,951
North-Western 73.9 26.1 811,325
Southern 74.4 25.6 1,798,268
Western 87.3 12.7 974,920
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3.2.2 Age and sex distribution of the population

Figure 3.1 shows the percentage distribution of the population by age group. Results show that
Zambiabds population is mostl y Ilegpopplationsepaitedof y o
to be below the age of 25 years. Those aged 65 years and older accounted for 3.2 percent of the

population. Results also show that the population decreased with increasing age.

Figure 3.1 Percentage distribution of population by age group, 2014

=
NN
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Table 3.2 shows the percentage distribution of the population by sex and @githe total
population, 7,669,987 are females; accounting for 51.1 percent,0G8348re males, accounting
for 48.9 percent of the population. Results show no significant difference between the proportion

of males and females residing in rural and urban areas.

Table 3.2 Percentage distibution of population by sex and region, 2014

Male Female Total
Number Percent Number Percent Number Percent
Zambia 7,349,084 48.9 7,669,987 51.1 15,019,071 100
Region
Rural 4,341,633 59.1 4,442,701 57.9 8,784,334 58.5
Urban 3,007,451 40.9 3,227,286 42.1 6,234,736 41.5
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3.2.3 Population distribution by religion

Figure 3.2 show that 97.6 percent of the Zambian population is of Christian faith. Of this
proportion, Protestants account for 70. 4 per
accoun for 21 percent and 6.2 percent respectively. Muslims account for 0.5 percent of the
population.

Figure 3.2 Percentage distribution of religious affiliation, 2014
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3.24 Householddistribution by headship

Table 3.3 shows the percentage distribution of sex of household head. Survey results show that
the proportion of female headed households in Zambia is 24.2 percent. Analysis by region shows

no big difference between the proportmifemale headed households in rural (23.3 percent) and

in urban areas (25.4 percent).

WesternProvince had the highest proportion of female headed households, ape36eht,
followed by Southern®vince at 27.0 percent. Muchingaokince had the lowst proportion of

female headed households, at 20.4 percent.

Table 3.3 Distribution of sex of household head by rural/urban and province, 2014

Male Headed Female Headed Total
percent percent Number

Zambia 75.8 24.2 3,027,625
Rural/Urban

Rural 76.7 23.3 1,702,866
Urban 74.6 25.4 1,324,758
Province

Central 78.0 22.0 272,900
Copperbelt 75.5 24.5 479,024
Eastern 78.7 21.3 330,386
Luapula 77.4 22.6 205,304
Lusaka 76.4 23.6 577,804
Muchinga 79.6 20.4 180,572
Northern 77.5 22.5 256,569
North-Western 77.3 22.7 159,040
Southern 73.0 27.0 355,682
Western 63.7 36.3 209,746
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3.25 Relationship to household head

Figure 3.3 shows the population distribution by relationship of the household member to the
head of household. Theswdts show that heads of households accounted for 19.8 percent of the
population, while spouses accounted for 13.9 percent. At 47.6 percent, biological children
accounted for most of the population. Parents living with their children only accounted for 0.7

percent of the population.

Figure 3.3 Percentage distribution of the population by relationship to the household

head, 2014
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3.2.6 Household Size

Table 3.4shows the average housddhsize by region and provincéhe average household size
was estimated at 5.0 persons. The average household size was higher in rural areas (5.2 persons)
compared with 4.8 persons in urban aredse minimum household size was 1.0 while the

maximum wa<27.0.

At provincial level, Central Pvince had the highest average household size, at 5.4 persons per
household, followed by Eastern, Luapwudad North-Western provinces at 5.3 persons per
household. Westernr@vince had the lowest average household siziénated at 4.6 persons per

household.

Analysis by status of household head showed that the average size of a household whose head is
employed in the formal sector is 4.9. For a household whose head is employed in the informal
sector, theverage househbsize is 5.1.

Table 3.4 Average household size by region and province, 2014

Average Household Size

All Zambia 5.0
Region

Rural 5.2
Urban 4.8
Province

Central 5.4
Copperbelt 4.8
Eastern 5.3
Luapula 5.3
Lusaka 4.8
Muchinga 4.8
Northern 5.0
North-Western 5.3
Southern 5.1
Western 4.6
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Table 3.5 shows the average household size by expenditure quintile. Results show that average
household size increases with the decrease im-goconomic grouping. The average household

size is higher among the poor (5.5) than it is among the rich (4.4). The middle class had an
average household size of 5.0

Table 3.5 Average household size by expéiture quintile 2014

Expenditure Quintile Average household size
Richest 4.4
Second 4.8
Middle 5.0
Fourth 5.1
Poorest 55
Overall 5.0
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3.2.7 Marital status

Figure 3.4 shows the percentage distribution of the population aged 12 yeaaboedby
marital status. About 46.4 percent of the population was married while 43.2 percent had never
been married. Widows and widowers together accounted for 5.3 percent of the population while
divorcees accounted for 3.4 percent. Only 0.2 percent ofptpulation reported to be
cohabiting.

Figure 3.4 Percentage distribution of marital status, 2014

Divorced, 3.4%
Separated, 1.4%

Cohabiting, 0.2%

Widowed, 5.3%

3.3 SocicEconomic characteristics
3.31 Level of education

Table 3.6 shows the percage distribution of level of education by sex and region, for persons
aged 3 years and above. For the purpose of this survey, the highest level of education reached
referred to the highest level of schooling reached even if a person did not finish #haF&av
example, Grade 9 dropouts were considered to have reached secondary school education, despite

not completing.
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At national level, the majority of the population had attained either primary or secondary school
education, with 57.9 percent reportingving attained primary school and 32.8 reaching

secondary school. Only 6.3 percent had been either to college or university.

Analysis by region shows that the pattern in rural areas fellbe/national level picture, except

that the proportion attainingimary school is much higher (73.2 percent), with only 1.6 percent
having been either to college or university. The picture is different in urban areas where the
proportion of those in secondary school (44.1 percent) is higher than the proportion efltbhose
have reached primary school (40.2 percent). In addition, nearly 12 percent had been either to

college or university.

Analysis by sex shows the proportion of those with either college or university is higher for
males (2.0 percent) than for female(frercent). Results show a similar pattern when aedly

by region.

Table 3.6 Percentagedistribution of level of education by sex and region, 2014

Education Zambia Rural Urban

Both | Male Female Both Male Female Both| Male | Female
Pre-school 2.3 2.3 2.3 1.6 1.4 1.8 3.0 3.3 2.8
Primary 57.9| 54.3 61.4 73.2 69.7 76.9 40.2 35.9 44.3
Vocational 0.4 0.6 0.3 0.3 0.4 0.3 0.6 0.9 0.3
Secondary 32.8| 35.3 30.4 23.0 26.3 19.6 441 46.1 42.2
College 5.0 55 4.5 14 1.7 1.1 9.2 10.1 8.3
University 1.3 1.6 0.9 0.2 0.3 0.1 2.4 3.1 1.8
Donét K 0.3 0.4 0.3 0.2 0.2 0.2 0.5 0.6 0.4
Total 100.0| 100.0 100.0 100.0 100.0 100.0 100.0| 100.0 100.0
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3.3.2 Employment status

Figure 3.5 shows the percentatdjstribution of the population by employment status. The self
employed population accounted for 28.8 percent while 12.9 percent were paid employees.
Homemakers accounted for 18.4 percent of the population while the proportion of unpaid family
workers was12.9 percent. About 7 percent of the population reported seeking work. The

proportion of the employed population, which includes theemlbloyed and paid employees,

was 41.7 percent.

Figure 3.5 Population distribution of employment status, 2014
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3.33 Household assets

Table 3.7 shows the percentage distribution of household assets. Ownership of assets is one of
the indicators of household welfare. Survey results show that thecoroshonly owned asset

was a radio, with 60.percentof households reporting ownership, followed by a phone at 54.7
percent. The proportion of households in Zambia that owned a motor vehicle was 7.3 percent.

As expected, ownership of electrical equiprmenth as radio, television, phone, fridge and stove

was higher in urban than in rural areas. The proportion of households owning agriculture related
assets was hirger in rural areas. Similarlyivestock ownership was higher in rural areas, with

33.5 percen of households owning livestoclcompared with3.4 percent for urban areas.

Overall, 20.3 percent of households in Zambia owned livestock.

Table 3.7 Percentagedistribution of household assets by regior2014

Type of Assets Total Rural Urban
Radio 60.7 50.3 74.0
Television 39.8 155 71.0
Bicycle 41.3 52.0 27.5
Motorcycle 1.6 1.7 1.5
Sewing Machine 4.6 2.7 7.0
Phone 54.7 38.5 75.6
Ox Plough 10.2 17.1 1.5
Oxen/donkey drawn Cart 5.7 9.3 1.0
Car/Tru ck 7.3 2.5 13.6
Motor Boat 0.5 0.6 0.4
Fridge/freezer 21.2 2.4 45.5
Poultry 29.6 46.6 7.8
Livestock 20.3 33.5 3.4
Wheelbarrow 9.9 51 16.1
Stove 22.9 2.5 49.2
Other 15.1 20.3 8.4
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At provincial level, the asset ownership pattern is similar todbaerved at the regional level;

the most urbanized provinces, that is, Copperbelt and Lusaka, recorded the highest proportion of
households owning assets such as radio, television, phone, fridge and stove. The highest
proportion of households owning agtiicue related assets was recorded in Eastern and Southern
provinces. The proportion of households owning a plough was 33.1 percent and 23.9 percent
while that of households owning livestock was 43.8 percent and 45.5 percent in Southern and
Eastern provincerespectively. Easternrd¥ince recorded the highest proportion of households
with bicycles (61.5 percent).

Table 3.8 Percentagedistribution of household assets by province, 2014

Type of Assets Central Copper Eastern Luapula | Lusaka Muchinga Northern North Southern | Western
belt Western

Radio 63.3 71.9 55.6 45.4 76.7 60.2 49.0 56.1 53.7 39.9
Television 37.1 66.7 18.6 14.7 76.0 19.9 16.0 25.0 29.8 14.8
Bicycle 53.8 33.7 61.5 52.1 23.1 52.0 53.1 44.7 42.6 21.4
Motorcycle 1.7 13 1.9 0.9 1.1 1.9 1.3 3.6 2.3 1.2
Sewing Machine | 5.6 6.8 4.1 2.3 6.5 3.1 2.1 2.8 4.5 1.7
Phone 64.1 71.2 45.3 36.3 75.9 38.8 34.4 38.9 54.9 29.2
Ox Plough 19.5 1.6 23.9 1.0 2.1 1.3 1.3 1.2 33.1 14.7
Oxen/donkey 9.9 0.9 15.3 0.3 1.0 0.1 04 2.2 16.5 9.5
drawn Cart
Car/Truck 5.5 12.1 3.5 2.4 15.2 3.2 1.6 5.6 6.0 2.6
Motor Boat 0.2 0.6 0.3 1.2 0.1 0.0 1.6 0.2 0.8 0.2
Fridge/freezer 13.0 41.9 4.9 4.2 47.3 6.3 4.5 9.6 15.8 6.7
Poultry 41.1 11.9 45.2 32.6 9.3 36.8 39.0 13.2 54.1 37.4
Livestock 27.2 6.0 45.5 13.4 5.2 20.1 21.7 8.7 43.8 20.6
Wheelbarrow 11.0 15.9 5.0 7.1 16.0 47 41 5.3 10.3 3.2
Stove 13.6 41.4 4.9 4.5 57.1 5.3 3.9 9.9 15.4 5.9
Other 25.9 7.0 10.3 27.5 5.0 12.6 24.5 24.3 10.3 34.7
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Table 3.9 Household asset ownership by expenditure quintile, 2014

Asset Expenditure quintiles
Poorest | Fourth Middle Second | Richest | Total
population
Radio 11.9 171 20.0 23.4 27.6 1827871
Television 2.3 9.6 16.7 29.1 42.3 120003
Bicycle 16.9 21.1 21.9 21.1 19.0 1245638
Motorcycle 5.4 9.2 13.2 20.5 51.8 49394
Sewing Machine 2.7 8.2 13.7 25.3 50.1 138305
Mobile/Telephone 6.6 14.3 20.2 26.6 324 1650948
Ox Plough 16.5 20.0 21.6 22.9 18.9 309554
Oxen/donkey drawn 15.1 17.9 19.5 24.8 22.6 170974
Cart
Car/Truck 15 2.2 4.4 13.2 78.7 222964
Motor Boat 12.1 15.7 16.0 30.5 25.7 15055
Refrigerator/freezer 0.3 3.0 10.7 26.5 59.5 639307
Poultry 23.5 23.7 20.9 17.9 13.9 893165
Livestock 22.1 22.8 22.2 19.1 13.8 613713
Wheelbarrow 35 8.3 13.4 24.3 50.5 300617
Stove 0.9 4.6 12.2 27.6 54.7 691468
Other asset 38.7 21.7 17.8 12.3 9.5 447338

Table 3.9 shows the distribution of asset ownership by expenditure quintile. There is a
concentration of assets owned among households mictiest quintiles. Particularly, more than

half of households who reported to have ownership of a motor car, motorcycle, refrigerator and
sewing machine belonged to the richest quintile. The poor households seem to invest more in
livestock, 44 percent diouseholds who reported ownership of an animal were from the poorest
and second quintiles.
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3.34 Expenditure quintiles

Table 3.9 shows household expenditure by expenditure quintile. The averagé/mousehold
expenditure was K246.70. The poorest 2(ercent of households had an average monthly
expenditure of K65.6 per month while the average expendituréhéorichest 20 percent was
K4,443.70 per month. This is despite the fact that the average household size is higher among the
poor (5.5 people) #n the rich (4.4 people), see Table 3.5.

The poorest 20 percent of households accounted for 1.1 percent of total expewfitpazed

with 71.3 percent accounted for by the richest 20 percent of households.

The per capita expenditure was K1Bper monthamong the poorest individuals and the richest
spent K807.@ per person per month. Individuals in the middle class spent KO@&l6person
per month

Table 3.10 Household expenditure by expenditure quintile, 204

Quintile Population Households Monthly Expenditure percent percent
Average Total Per share of share of
capita households | expenditure

Poorest 2,897,085 605,518| 65.6 39,731,086 13.7 20.0 1.1
Second 2,833,418 605,541 214.2 129,700,012 45.8 20.0 3.4
Middle 2,840,168 605,665 476.7 288,701,060 | 101.6 20.0 7.6
Fourth 3,115,549 605,551 1,034.6 | 626,504,476 | 201.1 20.0 16.6
Richest 3,332,850 605,350 4,443.7 | 2,689,970,054 807.1 20.0 71.3
Total 15,019,071 3,027,625| 1,246.7 | 3,774,606,6894 251.3 100.0 100.0
3.4 Summary "

The estimated total population for Zambia in 2014 was 15,019,071. Of the total population, 58.5
percent reside in rural areas wie the remaining 41.5 percent weurban basedZambiad s
population wa comprisednostly of youths, with 64.2 percent of the population reported to be
below the age of 25 years. Females accadifdr 51.1 percent while males accoedfor 48.9
percent. About 46.4 percent of the population was married while 482ntéhad never been
married. Christianity wa the most dominant religion with 97.6 percent of the Zambian

population being of Christian faith.
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Femaleheaded households accoenhtor 24.2 percent of households. At 47.6 percent, biological
children accourgtd for most of the populatiofihe average household size was estimated at 5.0
persons, 5.2 for rural and 4.8 for urban areas. The minimum household size was 1.0 while the
maximum was 27.0in terms of education, 90.7 percent of the population had attaitieel
primary or secondary school education. Only 6.3 percent had tertiary education. The proportion
of the employed population was 41.7 percent {sgiployed and employees); and Survey results
show that the most commonly owned asset was a radio, With g&rcentof households

reporting ownership, followed by a phone at 54.7 percent.
The average monthly household expenditure was K1, @46hé poorest 20 percent of

households had an average monthly expenditure of R&#hée the average expenditura the
richest 20 percent was K#13.70
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4 Housing characteristics and household amenities

4.1 Introduction

Housingis one of the basicneedsof humanlife and animportantindicator of social welfare
Housing characteristics and amenities measure materiatagfeocieeconomic circumstances

that influence healthThey are markers of material circumstances that may have health
implications. For example, lack of running water and a household toilet may be associated with

increased risk of infection. (Shaw, 20

One objective of the ZHHEUS survey was to document household characteristics in the country
by looking at the typeof dwellings in which households live, and access to amenities such as
piped water, electricity, and toilet facilities. The housingrabteristics included the type of
tenure, and type of roof, wall, and floor. Information on main water sources, toilet facilities, and
type of fuel used by the households for both lighting and cooking was also collected. Information
on these characterissiés useful in that it reflects on theusehold'sociceconomic status from

a public health point of view.

4.2 Households occupancy status

Zambia has a total number of 3,027,625 househdldble 4.1 shows the proportions of
households by occupancy statlibe results show that 70.7 percent of households reported that
the dwelling they occupied was either owned by family or by one of its members. Households
that reported living in a rented dwelling accounted for 21.1 percent and 2.9 percent of the
household®ccupied an institutional house. There wereertowuseholds in rural arefging in

a dwelling that was owned by famjlgr one of its memberat 89.2 percentompared with

urban areas at 47.0 percent.

Analysisby province shows that WesterroRince tad the highest proportion of households that
lived in a dwelling owned by family or one of its members ab 3@rcent, followed by Eastern
Province at 87.9 percent. The province with the lowest proportion of households who occupied a
dwelling owned by fanty or one of its members was LusaReovince at 39.6 percent. Lusaka

Province had the highest proportion of households who rented the dwelling they occupied at 50.7
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percent, followed by Copperbeltd¥ince at 33.2 percémhile the lowest was Westermd?ince
at 5.2 percent.

Table 4.1 Percentage distribution of households by occupancy status, region and province
2014

Family Rented | Occupied | Institutional | Other Total Total
Owned without House Percent Number of
payment Households
Region [ Zambia 70.7 21.1 4.9 2.9 A4 100.0 3,027,625
Urban 47.0 45.6 4.9 2.1 4 100.0 1,700,927
Rural 89.2 1.9 4.9 2.9 4 100.0 1,326,697

Province | Central 74.9 12.7 6.2 6.1 2 100.0 272,191
Copperbelt 59.6 33.2 3.5 2.8 .8 100.0 478,824

Eastern 87.9 6.5 2.7 2.6 .3 100.0 329,527

Luapula 83.5 9.3 4.7 1.3 1.1 100.0 207,621

Lusaka 39.6 50.7 7.2 2.2 3 100.0 578,804
Muchinga 86.1 8.6 2.2 2.9 A1 100.0 180,102

Northern 82.0 6.5 9.6 1.1 g 100.0 255,898

North 82.7 8.7 5.8 2.4 A4 100.0 159,063

Western

Southern 76.8 15.0 4.1 4.0 A 100.0 355,819

Western 90.5 5.2 .9 3.0 .3 100.0 209,775
Total 3,027,625

4.3 Construction materials of housing Units
There are different materials used for construction of roofs, walls an ftdchousing units.
These are described below.

43.1 Type of floor

At national level, 47.7 percent of households reported that their housing units were made of
earth/sand floor. Housing units that had cement/terrazzo as the type of floor accounted for 39.8
perent and those with mud at 5.4 percent. The lowest main type of floor reported by households
was palm/bamboo and vinyl or asphalt strips each registering 0.1 percen

Analysis at provincial level shows that Luapvince had the highest proportion of kg

units with earth/sand as the type of floor at 75.8 percent while Ligakince had the lowest

proportion at 11.6 percent. LusakReovince had the highest proportion of housing units with
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cement/terrazzo as the type of flo(¥4.2 percent) while Westn Rovince had the lowest
proportion at 13.3 percent.

Table 4.2 Percentage distribution of households by main type of floor, 2014.

Residence | Earth/sand | Mud | Wood | Palm/ Parquet | Vinyl | Ceramic | Cement | Other | Total Total
plank | bamboo | Polished lterrazzo Percent
wood

Rural 72.3 8.9 0.7 0.1 0.0 0.0 0.4 154 2.2 100.0 | 1,700,927
Urban 16.1 1.0 0.1 0.0 0.4 0.2 8.4 71.0 2.7 100.0 | 1,326,697
Total 47.7 5.4 0.5 0.1 0.2 0.1 3.9 39.8 2.4 100.0 | 3,027,625
Central 53.4 8.7 0.0 0.0 0.2 0.0 2.2 34.6 0.9 100.0 272,191
Copperbelt 25.2 25 0.1 0.1 0.6 0.2 7.1 58.8 5.5 100.0 478,824
Eastern 68.9 4.0 0.0 0.2 0.0 0.0 0.7 25.9 0.2 100.0 329,527
Luapula 75.8 6.7 0.0 0.0 0.3 0.0 0.5 16.1 0.5 100.0 207,621
Lusaka 11.6 0.5 0.2 0.0 0.3 0.2 11.1 74.2 1.9 100.0 578,804
Muchinga 63.6 8.7 0.3 0.2 0.0 0.0 0.7 24.1 2.4 100.0 180,102
Northern 63.7 16.4 0.2 0.0 0.1 0.0 0.6 15.0 4.0 100.0 255,898
North 735 0.7 0.1 0.0 0.0 0.1 1.8 22.6 1.1 100.0 159,063
western

Southern 49.3 10.2 0.2 0.2 0.0 0.0 1.1 37.7 1.2 100.0 355,819
Western 74.33 1.6 4.9 0.0 0.1 0.0 0.3 13.3 5.4 100.0 209,775

4.3.2 Type of wall

In Zambia, a high proportion of households (31.1 percent) reported that their housing units were
constructed of cement blocks #e main type of wall, followed by households with housing

units made o pan/mud bricks (30.4 percent).

Analysis by residence shows that more households reported having pan/mud bricks as type of
wall (39.0 percent), followed by households that reported/duwnd) (37.9 percent) and only 6.2
percent of households reported cement blocks as the main type of wall. In urban areas, the
majority of households reported the main type of wall used as cement blocks (62.9 percent),
followed by households reporting pan/dnloricks (19.5 percent).

LusakaProvince had the highest proportion of households with housing units that had cement

blocks as the main type of wall at 77.6 perceviiile Northern Povince indicated the lowest
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proportion of households reporting cemeltck at 5.0 percent. LuapuRrovince recorded the
highest proportion of households that reported pan/mud bricks at 56.6 percentMebktiern
Province had the lowest proportion of households at 1.0 percent. It is mairtly that Western
Province reportd the highest proportion of households with housing units that had mud/dung as
the main type of wall at 54.4 percent while Lus&kavince had the lowest at 4.8 percent.

Table 4.3 Percentage distribution of households by main type of wall by province,
rural/urban 2014.

No Cane/ | Mud/ | Bambo | Stone with | Stone Mud Cemen | Othe | Total | Total
walls | palm/ | dung | o /mud | mud/cement | with brick t r Perce
trunk with mud lime/ce blocks nt
ment

Rural 0.6 2.1 379 | 3.9 55 0.5 39.0 6.2 4.7 100.0
1,700,927

Urban 0.0 0.1 6.2 0.4 7.2 2.1 19.5 62.9 1.4 100.0
1,326,697

Total 0.4 1.2 240 |24 6.2 1.2 30.4 31.1 3.1 100.0
3,027,625

100.0

Central 0.0 0.4 28.3 | 2.3 5.1 2.9 44.0 16.0 1.3 100.0
272,191

Copperbel | 0.1 0.4 12.6 | 0.8 9.8 2.4 20.7 51.8 1.4 100.0
t 478,824

Eastern 0.5 0.6 423 |23 3.6 0.8 40.7 8.3 0.8 100.0
329,527

Luapula 1.7 0.1 253 |14 9.5 0.0 56.6 5.1 0.3 100.0
207,621

Lusaka 0.0 0.2 4.8 0.3 3.8 1.6 9.4 77.6 2.3 100.0
578,804

Muchinga | 1.9 0.8 30.5 | 0.9 7.8 1.3 45.8 10.4 0.6 100.0
180,102

Northern 0.2 0.6 370 |04 55 0.2 46.2 5.0 4.8 100.0
255,898

North 0.6 0.6 386 |15 5.9 1.0 34.1 11.9 5.8 100.0
Western 159,063

Southern | 0.1 3.1 128 | 4.4 8.1 0.2 39.2 26.1 6.0 100.0
355,819

Western 0.1 7.2 54.4 |13.7 3.7 0.4 1.0 8.9 10.4 | 100.0
209,775

4.3.3 Type of roof

Table 4.4 shows the percentage distribution of households by main type of roof. The results
show hat 38.9 percent of households in Zambia indicated that the dwelling they occupied had

thatched roof, followed by 35.4 percent who reported having corrugated iron. About 21.0 percent
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of households had asbestos as the main type of roof and only 0.1 péiftenseholds indicated

not having any roof.

Analysis by residence shows that in rural areas, more households reported having thatched roof
at 65.0 percent, followed by those that reported having corrugated iron at 27.4 percent. The
lowest proportion of buseholds reported having concrete as the main type of roofing at 0.1
percent. In urban areas, the picture was different. About 46 percent of households in urban areas
reported having corrugated iron as the main type of roof, followed by householdspthréede
asbestos sheet at 42.1 perceittile the lowest proportion of households reported having tiles at

1.0.In urban areasmhousehold indicated not having any roof.

Provincial anafsis shows that Luapularévince had the highest proportion of houddbd79.7
percent) vith thatch/palm leaf as the main &ymwf roof, followed by Westernrévince (78.2
percent), Northern ievince (75.8 percent). Lusalxovince reported the lowest proportion of
households that had thatch/palnaflat 3.9 percent. In Canal Povince, almost half of the
households (49.4 percent) reported having corrugated iron as the main tgpé &llowed by
North-Western Province (46.5 percent), Southernrd¥ince (44.8 percent)while the lowest
proportion was reported in Luapulard¥ince at 16.1 percent. Lusakeovince had the highest
proportionof households with asbestos as the main type of roof at 51.8 pewbdetNorthern
Province had the lowest at 2.5 percent.

35



Table 4.4 Percentage distribution of households by main type of roof by province, 2014

Main Type of Roof

No | Thatch | Dung | Corrugated | Tin | Asbestos| Concrete | Tiles | Other | Total Total
roof / iron cans | sheet Percent
mud

Rural 0.2 [65.0 0.9 27.4 02 |[4.2 0.1 0.0 2.0 100.0 1,700,927
Urban 0.0 5.5 0.2 45.7 0.1 |[421 1.3 1.0 4.0 100.0 1,326,697
Total 0.1 | 38.9 0.6 35.4 0.2 | 208 0.6 0.5 2.9 100.0 3,027,625
Central 0.1 |39.1 0.0 49.4 0.0 |10.2 0.2 0.0 1.0 100.0 272,191
Copperbelt | 0.2 | 8.2 0.5 42.1 0.4 |4038 14 1.2 5.2 100.0 478,824
Eastern 0.0 | 53.3 0.3 38.9 0.0 5.9 0.1 0.0 15 100.0 329,527
Luapula 0.0 | 79.7 0.3 16.1 0.0 |36 0.2 0.0 0.0 100.0 207,621
Lusaka 0.0 |3.9 0.1 35.9 0.2 |51.8 1.7 1.3 5.1 100.0 578,804
Muchinga | 0.0 | 58.9 11 29.1 0.3 |[6.6 0.3 0.1 3.6 100.0 180,102
Northern 0.1 [75.8 3.6 16.9 0.7 |25 0.0 0.0 0.4 100.0 255,898
North 0.1 | 434 0.8 46.5 01 (|79 0.1 0.2 0.8 100.0 159,063
Western
Southern [ 0.2 | 38.0 0.1 44.8 0.0 |[121 0.1 0.1 4.5 100.0 355,819
Western 05 [78.2 0.3 17.7 0.0 |28 0.1 0.1 0.2 100.0 209,775

4.4 Source of cooking energy

The data below shows the percentage distribution of households by source of cooking energy.

Half of the households (50.5 percent) in Zambiaemesing firewood as the main source of

cooking energy, 32.8 percent were using charcoal and 16.3 percent were using electricity.

Rural/urban analysis shows that firewood was the most commonly used source of cooking

energy in rural areas (85.0 percent).ob13 percent of households were using charcoal and

only 1.5 percent of households were using electricity. In urban areas, the main source of cooking

energy used by households was charcoal at 57.9 percent. Electricity was used by 35.3 percent of

household and only 6.3 percent of households were using firewood.
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Figure 4.1 Percentage distribution of households using firewood, charcoal and electricity
as main source for cooking energy, rural/urban, Zambia2014
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At provincial level, Western mBvince recorded the highest proportion of households that used

firewood as the main source of cooking energ@&6 percent while Lusakeérovince had the

lowest at 10.0 percent. CopperbetoiAince had the highestgportion of households that used

charco& (57.1 percent) while Westernré¥ince had the lowest (8.9 percent).

Electricity was

widely used for cooking by households in Lusdkavince at 45.7 percent while Northern

Province had the lowest proportion & percent.

Table 4.5 Percentage distribution of households by source of cooking energy, 2014

Rural/Urban/Province

Firewood | Charcoal | Kerosene| Gas | Electricity | Other Total Total Number of
/paraffin Percent Households
Region | Zambia 50.5 32.8 .0 .0 16.3 .3 100.0 3,027,625
Rural 85.0 13.1 .0 .0 1.5 3 100.0 1,700,927
Urban 6.3 57.9 .0 A 35.3 3 100.0 1,326,697
Province | Central 57.9 33.5 .2 0.0 8.4 0.0 100.0 272,191
Copperbelt 14.4 57.1 A 1 28.0 4 100.0 478,824
Eastern 83.5 13.6 0.0 0.0 2.8 A 100.0 329,527
Luapula 47.7 49.8 1 0.0 1.9 .6 100.0 207,621
Lusaka 10.0 44.2 0.0 A 45.7 A 100.0 578,804
Muchinga 72.2 24.2 A 0.0 2.9 7 100.0 180,102
Northern 78.6 19.5 0.0 1 1.6 .3 100.0 255,898
North 68.2 25.8 0.0 0.0 4.9 1.1 100.0 159,063
Western
Southern 70.2 19.8 A1 A 9.3 5 100.0 355,819
Western 86.6 8.9 0.0 0.0 4.3 2 100.0 209,775

4.5 Source of lighting energy

Table 4.6shows the percentage distribution of households by source of lighting energy. In

Zambia, a higher percentage of households reported using battery lamp/ttirehrasn source

of lighting at 37.3 percent. Only 30.3 percent of households reported using electricity as the main

source of lighting energy, 13.8 percent reported candle as the main source of lighting energy,

while 7.6 percent of households were usiegolsene.

In rural areas, the highest proportiof households reported usingttery lamptorch as the main

source of lighting energy at 59.3 percent, followed by households that reported kerosene at 10.7

percent. About 9.0 percent of households repantag candle while 6.6 percent reported using
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solar energy. Only 3.1 percent of households reported using electricity as the main source of

lighting energy.

More than half of the households in urban areas (65.2 percent) used electricity as the main source
of lighting energy, followed by households that used candle (19.5 percent) whiler@htpe
used battery lampitch.

Figure 4.2 Percentage distribution of householddy main source of lighting energy, rual
Zambia, 2014
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Figure 4.3 Percentagedistribution of householdsby main source of lighting energy, urbanZamba,
2014
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Provincial analysis shows that LusaReovince had the ighest proportion of households that
used electricity as the main source of lighting energy (70.9 percent), follomeouiseholds on

the Copperbelt @vince (59.0 percent) and the lowest proportion of households that used
electricity was in Northern Pravte (5.5 percent). Copperbeltrévince had the highest
proportion of households that used candle for lighting energy (19.7 percent) followed by
households in Lusakerovince(18.1 percent) while Northerrr&®ince had the lowest proportion
(6.1 percent). Kemsene was widelysed by households in Northermoince at 18.7 percent,
followed by households in Luapuladvince at 17.2 percent while Lusakaovince had the
lowest proportion of howholds at 2.7 percent. EastenroWnce had the highest percentaie
households using battery lamp/torch at 68.2 percent while Lusakan& had the lowest at 6.7
percent.
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Table 4.6 Percentage distribution of households by source of lighting energy, 2014

Electricity | Kerosene | Gas | Candle | Firewood | Solar | Battery Lamp | Other | Total
(Lamp) /Torch/Bulb Percent
Region [ Zambia 30.3 7.6 A1 13.8 3.3 4.3 37.3 3.3 100.0
Rural 3.1 10.7 A1 9.3 5.6 6.6 59.3 5.4 100.0
Urban 65.2 3.7 .0 19.5 3 1.4 9.1 7 100.0
Province | Central 17.8 3.3 0.0 | 16.5 1.1 5.6 53.5 2.2 100.0
Copperbelt| 59.0 8.1 0.0 | 19.7 7 2.0 9.9 5 100.0
Eastern 6.6 6.8 00 |71 2.4 7.6 68.2 14 100.0
Luapula 6.8 17.2 0.0 | 12.2 6.6 2.4 44.1 10.7 | 100.0
Lusaka 70.9 2.7 A1 18.1 4 1.0 6.7 2 100.0
Muchinga | 10.6 9.3 0.0 |93 4.8 7.1 52.6 6.2 100.0
Northern | 5.5 18.8 Nl 6.1 4.6 51 56.5 3.5 100.0
North 11.6 13.8 A1 17.3 6.5 6.2 35.4 9.0 100.0
Western
Southern | 20.2 3.7 2 13.8 3.7 6.8 49.7 1.8 100.0
Western 7.9 4.9 00 | 7.4 12.1 4.9 52.0 10.8 | 100.0

4.6 Main source of dinking water

Among the different water sources, protected wells, boreholes and taps are regarded as safe
sources of water supp whereas unprotected wellsyréace water (i.eRivers, Dams, Lakes,

Ponds, Streams and Canaisg considered unsafe sourcésvater supply. Table Z.shows the
percentage distribution of households by main source of drinking water. In Zambia, there are
more households with access to uesafter at 55.7 percent, whifgl.3 percent had access to

safe water. Theraremore houseblds in urban areas that had access to safe sources of drinking

water at 79.8 percemtompared withl6.6 percent of households in rural areas.

At provincial level, LusakaProvince had the highest proportion of households that reported
having access to f&a water for drinking at 80.1 gocent, followed by households ithe
Copperbelt Povince at 76.7 percent. LuapuRrovince reported the lowest proportion of
households with access to safe water for drinking at 11.0 percent
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Table 4.7 Percentage distribution of households by main source of drinking water,
rural/urban and province 2014

Safe | Unsafe Piped Piped | Public Tube Prote | Unprot | Unprot | Water | Surfa | Other
Into To Tap/ well or cted ected ected Vend ce
Dwelling | Yard/ | Standpi | borehol | Well Well Spring or Water
Plot pe e
Region | Zambia 44.3 55.7 10.9 11.5 11.5 21.1 9.8 17.6 2.3 2.2 10.2 3.0
Rural 16.6 83.4 .5 1.0 25 32.7 11.7 26.6 4.0 1 17.7 3.1
Urban 79.8 20.2 24.2 24.8 22.9 6.1 7.4 6.2 2 4.8 .5 2.8
Provinc | Central 46.0 54.0 6.0 5.7 10.1 216 23.7 19.6 14 2.7 6.1 3.1
¢ Copper 76.7 23.3 25.4 27.0 8.5 5.2 15.3 10.0 .8 1.9 23 3.6
belt
Eastern 18.7 81.3 23 3.0 23 49.8 10.8 15.2 3.2 1.8 10.6 11
Luapula 11.0 89.0 .3 1.6 2.6 26.7 6.2 37.3 2.4 0.0 21.8 11
Lusaka 80.1 19.9 24.4 20.2 34.1 10.0 14 17 Nl 5.1 .8 2.2
Muching 26.8 73.2 .8 3.4 6.2 18.9 15.1 22.2 5.8 1.1 24.1 25
a
Northern 18.3 81.7 2.8 2.0 3.2 13.3 7.5 31.0 6.4 15 28.2 4.1
North 27.9 72.1 4.9 6.0 4.2 22.0 12.0 324 5.8 2.3 7.7 2.7
Western
Southern | 32.8 67.2 5.3 12.1 8.7 34.7 6.5 13.2 1.2 .9 13.2 4.2
Western 20.3 79.7 3.8 3.8 5.6 23.9 6.9 37.0 3.1 1.2 9.9 5.0

4.7 Main type of toilet facility

Table 4.8 shows results pertaining to toilet facilities available to housebasldsked irthe
guestionnaire. The most common type of toilet facility reported in Zaimpia7.0 percent of
householdsvas traditional pit latrine. Only 16.2 percent of households in Zambia reported using
a flush/pour toilet as the main toilet facilityhile 15.3 percent of households used pit latrine
with a slab. About 9.0 percent of households reported awing a toilet facility, using
bush/field.

In rural areas, more households reported using traditional pit latrine (75.6 percent) as the main

toilet facility, followed by 15.6 percent of households that reported no toilet/lldhés tle
type of toilet facility used There were more households in urban areas that reported using a
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flush/pour toilet as the main toilet facility at 35.8 percent, folidwey households using

traditional pit latrine at 33.1 percent.

Copperbelt FPovince had the highest proportion of households using flush/pour toilet at 46.0
percent, followed by LusakBrovince at 29.1 percent. LuapuRaovince registered the lowest
propation of households using flush/pour toilets at 1.9 percent. There nvere households in
Northern FPovince using traditional pit latrine as the main toilet facility at.§8ercent, followed

by Luapula Povince at 88.1 percenwith LusakaProvince at 22 percent havinghe lowest
proportion of householdssing traditional pit latrineWesern Rovince recorded the highest
percentage of households 39.4 percent with no toilet facility/using field/bush, tmlled by
households in Southermd¥ince at 22 percent.

Table 4.8 Percentage distribution of households by type of toilet facility, rural/urban and
province, 2014

80.0 75.6
70.0
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50.0 u Flush/Pou Toilet

H Traditional Pit Latrine
40.0 . : .
m Pit Latrine with Slab
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20.0
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Zambia Rural Urban

4.8.Summary
The majority of households occupiea dwelling either owned by familyor by one of its

memberg(70.7 percent Dwelling ownership either by familyr by one of its membersvas
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higher in rural areast 89.2 percentcompared withurban areast 47.0 percent. Renting of
houses was most common in utbareas asompared withrural areas. Westernrévince
recorded the Ighest percentage of househdligsng in a dwelling owned by family, or one of
its memberswhilst LusakaProvince had the higls¢ percentage of householdsing in a rented

dwelling.

About 48 percent of households reported that the main floor in their housing unit was made of

earth/sandwhile 39.8 percent reported having cement/terrazzo as the main type of floor.

A high proportion of household81.1 percentreported that their hsing units were constructed
of cement blocks as the main type of wall, followed by households with housing units made of
pan/mud brick$30.4 percent

About 39 percent of householdsdicated that the dwelling they occupied had thetkt roof,
followed by thosereportedas having corrugated roof at 35.4 percewhile 21.0 percent of
households had asbestos as the main type of roof.

As the main source of cooking energyewood was reported kiyre majority of households at
50.5 percat, whilst darcoalwas used by 32.8 percent of the househddasl electricitywas

only used by 16.3 percent. Among 85.0 percentural households, firewood was a very
common source of cookingompared with 6.3 percent of the urban households. Charcoal was
used by the layest percentage of urban households at 57.9 percent, followed by eleetricity
35.3 percent.

A higher proportion of househds reported using battery latbprch as the main source of
energy for lighting at 37.3 percent. This was followed by 30.3 pemkhbuseholds overall
usng electricity. By residece, the majority of households rural areag59.3 percentused
battery lamgtorch for lighting while in urban are®&%.2 percendf households used electricity as

the main source for lighting
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There wee more households with access to unsafe water at 55.7 pesteliet44.3 percent had
access to safe water. There were more households in urban areas that had access to safe sources

of drinking water at 79.8 percembmpared with6.6 percent of houseltd in rural areas.

The most common type of toilet facilityas the traditional pit latrineeported by 57.0 percent of

the households. Only 16.2 percent of households reported using a flush/pour toilet as the main
toilet facility. About 9.0 percent of heeholds reported that they either had no toilet facility or
used bush/fieldVlore households in rural are@&.6 percentused traditional pit latrinavhile

urban areas had more households using flush/poet &iiB5.8 percen€Copperbelt RPovince

hadthe highest proportion of households using flush/pour toilet at 46.0 pesdelet Northern
Province had more households using traditional pinke$ at 89.1 percent. WestemofAnce
recorded the highest proportion of households (39.4 petcavit)g ro toilet facility, using field

or bush
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5 Selfreported health status and disease pattern

5.1 Introduction

The most common definition of health status includes complete physical, mental and social well
being and not merely the absence of disease or infirmitd@W2005). There is no single
standard method of measuring health status fo
health status mayebmeasured by an observer (e.g. a physicdg performs an examination

and rates the individual along anys®veral dimensions, including presence or absence of life
threatening illness, risk factors for premature death, severity of disease, and overall health.
Individual health status may also be assessed by asking the person to report his/her health
perceptims in the domains of interest, such as physical functioning, emotionab&wed, pain

or discomfort, and overall perception of health (Canadian Institute for Health Information, 2001),

t hat 4depoSeeéell -eporded health.status enl thisirgey refers to the way an
individual perceves their health in comparisdo others in the same age group.

Human health and disease is almost always unequally distributed across a given population. The
distribution differs according to age among otbenographic characteristics, sogagonomic
characteristics, countries and even provinces. In instances where particular disease types or
adverse health outcomes are more prevalent in one population group than others, the questions
which logically follow ae; who is affected, where drwhen the disease is occurringfhese

three questions are answered by describing the disease pattern in a given population.

This chapter is divided into two parts. The first part pres@ntings on disease patterns, while
the second pariooks at seHlreported health status of household members across key

demographic and soceconomic characteristics.

5.2 Disease patterns
The focus of this section is on the distribution of illness episodes, inpatient and outpatient visits,
compared by province and region. This includes both those who fell ill or got injured and sought

care as well as those who didnot . Further, t
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are discussed. The prevalence of chronic illnesses by sex, iedustttus and expenditure

quintile is also presented.
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5.2.1 Population distribution of iliness episodes

Table 5.1 presents information on the distribution of illness episodes in the last four weeks
preceding survey interviews. Comparisons are done by pewias well as by rural and urban
regions. At the national level the percentage of population reporting illness stood peZEi3

with 25.5percent of rural population and 1%4drcent urban populat reporting illness. Of the

ten provinces, nine hadhigher percentages of illness reported in rural plate38.9 percent,
except for Luapula which had a higher percentage of illness repartedban places at 29.1

percent.

LuapulaProvince had the highest proportion of respondents who reported illnésgiy at

28.9 percentand Northern Province was second at 28.3 percent of the total provincial
population. The lowest proportions of reported iliness episodes were in LBsakiaceand
Southern Rovince at 12.9ercentand 16.9 percent respectivelyis important to note that the
proportion of people who reported being ill in Luapitaovinceis more than double the

proportion in Lusak#rovince.

Table 5.1 Percentage distribution of population by Selfreported iliness episodes, province
and region in previous four weeks , 2014.

Total Total rural | Total urban | Percentage of| Percentage | Percentageof
Province Population | population | population population of rural | urban
reporting population population
illness reporting reporting
illness illness
Zambia Total 15,019,00 8,784,000 | 6,235,000 21.3 25.5 15.4
Central 1,474,000 1,020,000 [ 374,000 24.6 26.5 19.0
Copperbelt 2,305,000 398,000 1,907,000 17.5 26.4 15.6
Eastern 1,766,000 1,552,000 214,000 25.8 26.0 24.3
Luapula 1,099,000 872,000 227,000 28.9 28.9 29.1
Lusaka 2,669,000 384,000 2,285,000 12.9 17.6 12.2
Muchinga 857,000 664,000 193,000 23.4 25.0 18.0
Northern 1,264,000 1,025,000 | 238,000 28.3 30.2 20.1
North Western | 811,000 599,000 212,000 23.8 25.0 20.5
Southern 1,798,000 1,338,000 [ 460,000 16.9 19.0 10.5
Western 975,000 851,000 124,000 26.3 27.9 15.1
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5.2.2 Top ten causes of facility visitation

Malaria was 6und to be the leading cause of facility visitation with the number of visits per
1,000catchment populatiorecorded at 63 visits (Table %.Z his was followed by headache and
fever cases recorded at 26 ge@00and 15 perl,000Vvisits respectively. In fourth and fifth
positions arediarrhoea and disease of the respiratory systeinO@®dand 71,000 visits). Eye

infections, accidents and injuriesitestinal worms and TB completee top ten despite each

contributing only 2 visits per,@00 population.

Overall, the stdy established that for evetyOOOpopulation, 135 visits were made regardless of

the reason for visiting the facility.

Table 5.2 Top Ten reported Reasons of facility visitation (all ages), 2014

Health conditions for visitation Visits
Visits per 1,000 Total number of visits
population
1 Malaria 63 948,000
2 Headaches 26 384,000
3 Fever 15 226,000
4 Diarrhoea 9 140,000
5 Diseases of Respiratory 104,000
6 Skin diseases 3 48,000
Eye infections 2 34,000
Accidents and injuries 2 25,000
Intestinal worms 2 25,000
10 TB 2 23,000
Total 135 2,031,000
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Figure 5.1 shows that of tHg981,774 people who visited the facility following an illness, 36
percent mentioned malaria as the reason for the visit. The second most common reason was
headache at 15 percent. All the other causes not specifically singled out accounted for an
aggregate of 25 pemtof the total visits. Among the least single causes of facility visitation
were eye infections, accidents and injuries, TB and skin diseases all at 1 percent of the total

number of visits.

Figure 5.1 Reasms for facility visitations
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5.2.3 Causes of facility visitation for children aged under five

Among the undefives, malaria was still ranked as the major reasoridcility visitation Table

5.3 shows that 88 out of everl,000underfive childrenvisited a healthfacility with reported

malaria In terms of absolute counts, malaria admission cases were more than twice the number
of any other cause of admission. Fever and diarrhoea were the second and third most common
cause of underfive admissions with theaumber of visits pet,000catchment population at 31

and 28 respectively. Other causes of admission artftan¢pp ten diseases includezspiratory
diseasesuch apneumonia, headaches, skin diseases, intestinal worms, eye infections, accidents

and injures, and epilepsy.

Table 5.3 Top Ten reported causes ffacility visitation for under -five, 2014

Visits
Reason for Visitation Count Per 1,000 population Total visits

1 Malaria 88 195,000
2 Fever 31 68,000
3 Diarrhoea 28 61,000
4 Headaches 13 29,000
5 Diseases of Respiratoll 10 22,000

including pneumonia
6 Skin diseases (e.g. boill 7 15,000

lesions)
7 Eye infections 3 7,000
8 Intestinal worms 2 5,000
9 Accidents and injuries 2 3,000
10 Epilepsy 2 3,000
11 Total 221 405 000
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5.24 Top ten causes of admission

Household members who reported to have been admitted in the last twelve months prior to the
survey were asked the reason for being admitted (retained at facility for Zlohanore).The
responses indate that malaria was the leading cause the first theepatient was admitted.
Table 5.4 shows that 29 percent of all admissions were as a resuttatd#ria, followed by

headache at 9 percent

Fever, respiratory diseases including pneumonia, diarrhe@agdents and injuriesall at 6
percent,were also ranked amongst the top ten causes of admission. TB, skin diseases and

diabetes completes the list.

Table 5.4 Top ten causes of admission, 2014

Admissions
Reasons for admission- first Proportion (out of Count
admission admitted)
Malaria 29 132,000
Headaches 9 39,000
Fever 8 37,00
Hypertension 6 29,000
Diseases of Respiratony 6 28,000
including pneumonia
Diarrhoea 6 28,000
Accidents and injuries 6 25,000
B 3 15,000
Skin diseases (e.g. boils, lesion: 3 12,000
Diabetes 1 6,000
Total 451000

525 Prevalence of chronic illness

The survey found that about.Blpercent of the total population sufferedrh a chronic illness

(Table 5.5. Of this perceraige 4.3 percent of the casesreas a result of hypertension. Arthritis
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accounted for 1.8 percent and HIV/AIDS cases were at 1.7 percent. Cancer recorded the lowest

proportion at 0.2 percent of the total population.

In terms of gender disaggregation, females werae prone to chroc infections than males.
The proportion of eachhronic illness among females waisher higher or equal to that among
men. Hypertension cases in females were maaa thvice that recorded for men, at 6 percent
versus2.6 percentespectively. A femalevasjust as likely to suffer from ceer as their male
counterpart with both at 0.2 percent.

Table 5.5 Prevalence of chronic illness by sex, 2014

Total Male Female
Chronic illness
Number Proportion | Number  of | Proportion Number of | Proportion
of people | of people people of people people of people
Hypertension 651,000 4.3 193,000 2.6 458,000 6.0
Diabetes 112,000 0.7 47,000 0.6 65,000 0.8
Cardiac disorders 203,000 1.4 72,000 1.0 130,000 1.7
Arthritis 268,000 1.8 101,000 1.4 167,0® 2.2
HIV/AIDS 260,000 1.7 102,000 14 159,000 21
Ulcers 169,000 1.1 92,000 1.2 77,000 1.0
Gout 145,000 1.0 56,000 0.8 89,000 1.2
Cancer 23,000 0.2 12,000 0.2 12,000 0.2
Any other chronic | 367,000 24 181,000 2.5 186,000 2.4
health condition
Zambia Total 14.6 750,000 11.7 950,000 17.7
1,700,000

Table 5.6 show thahe prevalence of chronic illnesses was found to be highest among the urban
residents at 11.8 percent compared to 10.7 percent in rural areas. The population age group 50+
was most vulnerable to chronic ilinesses. The proportion of persons in this group with at least

one chronic illness is significantly higher at 42.6 percent.
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Table xxx: Prevalence of chronic illnesses by age, Province and region

Total At least ane chronic condition
Population Number Proportion
Zambia 15,019,071 1,696,008 11.3
0-4 2,209,719 47,782 2.2
5-9 2,242,082 60,784 2.7
1014 2,066,204 66,832 3.2
1519 1,706,051 83,296 4.9
20-24 1,422,864 101,691 7.1
Age 5 year 2529 1,127,070 130,049 11.5
groups 30-34 163,092 16.7
977,233
3539 173,960 21.1
823,547
40-44 165,509 25.6
646,722
4549 127,263 28.8
441,680
50+ 1,355,899 575,749 42.5
Province Central 1,473,854 186,552 12.7
Copperbelt 2,304,881 294,625 12.8
Eastern 1,766,300 177,605 10.1
Luapula 1,098,912 99,790 9.1
Lusaka 2,669,249 297,833 11.2
Muchinga 112,762 13.2
857,411
Northern 1,263,951 135,764 10.7
North 95,708 11.8
Western 811,325
Southern 1,798,268 168,668 9.4
Western 126,702 13.0
974,920
Region Rural 8,784,334 953,084 10.8
Urban 6,234,736 742,923 11.9
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5.2.6 Prevalence of chronic illness by expenditure quintiles

Table 5.6shows the distribution of people with at least oneahic iliness across different types

of expenditure quintiles. Of the totpbpulation, 11.3 percent had least one chroc illness.
Chronic illnesses we slightly more prevalent among the richest quintiles with 13 percent of this
category reporting havg suffered from at least one chronic illness. Overall, prevalence of

chronic illnesses seems to be uniformly distributed among the different expenditure quintiles.

Table 5.6 Chronic illness by expenditure quintile, 2014

Expenditure At least one chronic condition

Quintile Total Population Count Proportion of chronically ill
Poorest 2,897,085 323,000 11.2

Second 2,833,418 293,000 10 .3

Middle 2,840,168 316,000 111

Fourth 3,115,549 343,000 11.0

Richest 3,332,850 422,000 13.7

Total 15,019,071 1,696,000 11.3
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5.2.7 Prevalence of chronic illness by education status

Level of education is considered to be one most mapb determinants of health. Lack of
knowledge about prevention and treatment of chronic illnesses among the populatibbeco

one of the reasons explaining the prevalence rate of such illnesses. The distribution of people
with chronic illnesses in the survey did not however follow any particular pattern with respect to

education status of the population.

Table 5.7 Chronic illness by education status, 2014

Total Population Pop with at least one condition | Proportion

Never 2,130,057 261,000 12.3

attended

Presschool 251,768 7,000 2.7

Primary 6,443,093 747,000 11.6
Highest Vocational 48,392 9,000 19.0
level of Secondary | 3,652,431 486,000 133
education

College 558,141 114,000 20.4

(middle level)

University 139,150 23,000 16.8

Dondt K 540,844 25,000 4.6

Under schooll 1,255,195 22,700 1.8

age

Total 15,019,071 1,696,000 11.3

Table 57 shows that the prevalence rate of chronic illnesses was highest among the people

whose highest level of educationdsllege education. The rate is lowest among those who are in

the under school age and fm&hool categories at 1.8 and 2.7 percent cisjady.
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5.3 Health Status
This section presents seléported health status compared by sex, region and employment status.
It also discusses the distribution of health status compared by main source of drinking water and

type of toilet facility.
5.3.1 Self-reported health status by sex

The majority & household members describédh e i r heal t h st att56.4 a s
percent,o r A v er at 30gt perceidFigure 5.2). Only 4.4 percent of the respondents
described their health status @sooro, while 0.2 percent hd no ideaof their health status
compared withthat of their peers. Theehlth status of females companegty closely to that of

males.

Figure 5.2 Self-reported health status by sex, 2014
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5.3.2 Selfi reported health status by region

Figure 5.3 shows that most people in both rural and urban arsargbed their health status as

figoodd  overy gbdod. The proportion of people reporting their hbalt st at us as HfAver
was, however higher in urban &as at 36.6 percerdompared witl26.1 percenin rural areas.

Rural areas had slightly higle r percentage of healéh stptlsecategony. t h e
Overall the proportion of people reportingrei gooddorfiverygood heal t hhighdrat us
in urban areas at 90.7 percesttumpared witt84.1 percent in rural places. An interesting point to

note is that the percentagef peopl e who pooe@ olme &Idt H oi tivigever dl é
the percentage reported in urban areasirividual in therural area wa more likely to suffer

poor heah than their urban counterpart.

Figure 5.3 Self-reported health status by region, 2014
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Table 5.7 Self asgssed health status compared to others of same age

Total Very good Good Satisfactory | Poor Dond
population know
Zambia 15019071 30.4 56.4 8.5 4.4 0.2
0-4 2209719 32.1 59.1 5.9 2.6 0.3
Age 5 year 5-9 2242082 33.4 58.1 55 2.9 0.0
groups 10-14 2066204 34.1 58.6 5.4 2.0 0.0
1519 1706051 34.7 57.8 55 1.9 0.1
20-24 1422864 33.7 57.1 6.5 25 0.3
2529 1127070 31.1 58.6 6.8 3.2 0.4
30-34 977233.3 30.7 54.7 9.9 4.4 0.3
35-39 823546.7 28.1 56.4 10.0 5.0 0.5
40-44 64672.1 26.0 53.1 13.6 6.8 0.5
4549 441679.6 22.3 54.2 15.4 7.7 0.4
50+ 1355899 14.1 44.7 23.6 17.3 0.3
Province Central 1473854 25.7 60.8 9.3 4.0 0.1
Copperbelt 2304881 36.8 51.8 7.9 3.2 0.2
Eastern 1766300 26.1 58.9 9.0 6.0 0.0
Luapula 1098912 25.2 57.2 11.7 5.9 0.1
Lusaka 2669249 37.9 544 4.7 2.5 0.5
Muchinga 857411 34.4 50.5 10.7 4.3 0.1
Northern 1263951 26.3 56.6 10.3 6.8 0.1
North 811324.9 26.8 56.1 12.4 4.4 0.3
Western
Southern 1798268 27.9 60.8 7.5 3.5 0.3
Wesern 974920.2 255 57.1 9.5 7.6 0.3
Region Rural 8784334 26.1 58.0 10.2 5.6 0.1
Urban 6234736 36.6 541 6.2 2.7 0.4

The proportion reporting very good health was among the teenagers aged 15 to 19 y&ai5s old
percent while the old (50+ years) refga the highest proportion of people who said are in poor
state of health. The proportion of people reporting poor health is higher in rural areas (5.6
percent) compare to urban areas (6.2 percent). The proportion of those in very good state of
health is Iigher among the urban residents at 36.6 percent compared to 26.1 percent among the

rural population.
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5.3.3 Self-reported health status by employment status

Figure 5.4 presents how perceptions on individual health vary across different categories of
employment.Only individuals aged 15 years or older were asked this question and of this
population, 83 percent reported to have eiftvery good or figood health status. The highest
proportionr at i ng t hei r veltygaeod tvds ansohgathe istaiderasSnt&pprentice

with 37.9 percent, followed by paid employess36.5 percent. The proportions tbbse with
figood health status were reported within the 54 percent to 56.7 percent range for all

employment categories.

Figure 5.4 Health status by employment status, 2014
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5.34 Self-reported health status by wealth

Although there is a difference in reported health status between individuals in the richest and
poorest quintiles, it is not substantial. The survegi#isthes that individuals in poorest quintile
are just as likely as those in the richest quintile to report their health@i t her oivery
figood at 91.4 percent versus 88.7 percémtble 5.8. Those reportig their health status as

onl y Aeray opsaomerdialso almost evenly distributed betweenritigest and poorest
quintiles at 8.1 percent and 11.1 percent

Table 5.8 Percentage distribution of population by household wealth and reported health
status, 2014

Health status

Wealth quintiles Very good | Good Satisfactory Poor Dondét ki
Richest 39.8 51.6 5.9 2.2 0.5
Second 27.8 57.0 9.5 5.6 0.2
Middle 26.0 57.4 10.6 5.9 0.1
Fourth 28.6 57.3 9.0 4.8 0.2
Poorest 30.3 58.4 7.5 3.6 0.2

Total 30.4 56.4 8.5 4.4 02
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5.3.5 Selft-Reported health status by type of toilet facility

The type of toilet facility a household uses can hasgnificant impact on the health status of
household members. Of the people with very good health status, 51.4 percent of ttieam use
traditional pit latrine, 20.4 percensal a flush toilet and 8.7 percent had toilet facility, using
insteadthe neaby bush/field A similar trend wa observed for people in other categories of
health status; most of them dsa traditional pit latrine. The statistiggesented in the table
below donot show any significant association between perceived health statubeatype of

toilet facility used in a particular household.

Table 5.9 Selfreported health status by type of toilet facility

Flush  or | Tradition Pit latrine | Latrine No facility | Bucket | Other | Total
Pour toilet | al pit | with swab | (VIP) / Bush Latrine
latrine
Very good | 20.4 51.4 17.8 1.4 8.3 .0 .6
4,572,000
Good 15.0 59.9 14.0 1.3 8.7 A 1.0
8,464,000
Satisfactory | 11.7 66.5 9.6 1.4 9.6 A 1.0
1,284,000
Poor 8.9 65.9 9.9 5 12.9 3 1.6
664,000
Donodt 29.4 40.8 17.9 2 9.8 .6 1.3
34,000
Total 16.1 58.1 14.6 1.3 8.8 A .9
Zambia 15,019,000

5.3.6 Seltreported health status by source of drinking water

Source of drinking water can be a determinin
found hat most people ose source of drinking water wamprotected weflreported hawng

poor health status. Of the population wiiooro health status, 2@ercent of them dwe their

drinking water from unprotected wellgvhile 5.5 had piped water into dwaly. Reading the

table columrwise, the trend is similar for piped water to yard/plot and public tap/stand pipe;

most people with these sources of drinking water exgj@jther figood or fivery gooa health

status. For people who dvedrinking water from tbe well or borehole, protected well and

62



unprotected well, a higher percentage reported to have éfploerd or fisatisfactorp health
status. Thdigures presented inable 5.1(elow show significantvédence that state dfealth is

associated with sourad drinking water.

Table 5.10 Selfreported health status by source of drinking water

Piped Piped | Public | Tube Protecte | Unprotecte | River | Othe | Total

into to tap/ well or | dwell d /lake | r

dwelling | yard | stand borehole well /pond

pipe

Very 15.5 11.2 115 21.0 8.5 16.4 8.9 6.9 | 4,572,000
good
Good 9.0 11.8 10.0 22.0 10.6 17.8 108 | 7.9 | 8,464,000
Satisfa 7.2 8.6 6.5 24.9 10.0 21.2 142 | 7.5 1,284,000
ctory
Poor 5.5 7.6 6.5 23.8 111 26.0 13.1 | 6.5 664,000
Donof 218 22.4 15.8 11.3 4.5 9.9 6.5 7.8 34,000
know
Total 10.7 11.2 | 10.0 22.0 9.9 18.0 106 |75 15,019,071
5.4 Summary

Disease distribution is newmniform across provinces. LuapularokRince has the highest
percentage of people falling,iwhilst LusakaProvince has the lowest. There owever, no
difference in the distribubn of illness episodes betweerban andrural areas. Malaria is the
leading cause of both facility visitation and admissions in both the dindeand all other age
groups. The survey found that about 15 percent ofdtaé population suffered from a chronic
illness. The proportion of females suffering from each chronic iliness is either higher or equal to

that among men.
Of the total populatiomf 3,196,409%eporing iliness in the past three weeks prior to the syrve
41.3 percent did not seek care. This is distributed as 42.1 and 39.0 percent between rural and

urban areas respectively

The survey also found respiratory disease, diarrhogadeseaseskin disease, &@idents and

injuries, and TB to be among the tigm reasons for facility visitations.
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There is no significant difference in the reported health status between males and females.
Neither is an individual in the rural araaymore likely to suffer poor health than their urban
counterpart. Further the @adoes not support any specific association betweemdividuab s
level ofhealth and their employment or education status. It also does nopskiive or

negative association between the | evel of wea

64



6 Household health seeking behaviour

6.1 Introduction
This chapter looks at key determinants of health seeking based on the ZHHEUS. It includes

some of the variables used in the previous studies and also adds more variables.

Health seekindgehaviouris the vared response of individuals to either states of ill health
demand for preventignor rehabilitation from disability or ill health depending on their
knowledge and perceptions of the health, secdonomic constraints, and adequacy of available
health sevices and attitude of health care providers. Understanding the main determinants of
health care demand can be important in increasing our knowledge of how health outcomes are
impacted. This, in turn, facilitates an understanding of how changes in gowenpotiey might

impact on individuals and their demand for health care services.

Therefore in order to build a responsive health system, there is a strong need to understand the
health seekingoehaviouron the demand sigdébecause that is one way to irope health
outcomes. The determinants of health extend beyond health care and can be attributed to social
and economic determinants which most health systems have not been able to link with the health
of their populations. Health issues are complex akssitate systematic knowledge that goes

well beyond the health sector to address them. In order to understand the key determinants of
health seekingbehaviouy it is imperative to evaluate how factors such as financial and
geographic barriers, ethnicjtgducation, gender etc. impact on whether one will seekcadedi

care and which facility on@ould choose.

Strategic policy formation in health care systems should be based on information relating to
health seeking behavior and utilization and their aeitgnts. All such behaviours occur within
some institutional structure such as families or communities. The factors determining the health
behaviours may be seen in various contexts: physical, -ecoieomic, cultural and political.
Therefore, the utilizann of a health care system, public or private, formal or informal, may
depend on socidemographic factors, social structures, level of education, cultural beliefs and

practices, gender discrimination, status of women, economic and political systems,
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environmental conditions, disease patterns and the health care system itself (Shaikh and Hatcher,
2004).

Only one study has looked at the key determinants of health seeking at national level in Zambia.
Zyaambo, Siziya and Fylkesness (2012) investigated kegrrdigtants of health facility
utilization in rural and urban Zambia using a survey of adgks detween 15 and 49 years who

had had a valid HIV test. Despite their sample limitation in terms of national representativeness,
they found that those i highe education level than Grade&n are more likely to seek care.
They also found that those wiselfrated h e a | t hweee swicé gdikety toseek care in

the last one yetlran those whdad selrated health aggood. Furthermorethe study found

that those whtad reported an illness were three times more likely to seek care.

6.2 Choice of provider

Figure 6.1 shows the distribution of OPD facility utilization by visits. It shows that nationally
97.3 percent of those who sought outpatient care onrmgtevisit did not go back for a second

visit in the four weeks prior to the survey. An additional 2.4 percent went for a second visit. As
expected patients who bought drugs at a chemist/drug store did not go for a second visit. This
was similar for those o visited a village health worker, nursing home, herbalistligious

healer. All other facility types had a significant proportion for second visits.

Comparing second visit distribution at private clinics and public health centres reveals that 7.3
perent of total OPD visits to private facility were second vjsithile only 2.5 percent to a
public facility. There is no evidence of switching from public Gwivate for-profitd which
includes private clinics. But this cannot accolantthelarge discrepncy. The most likely reason
could be facility induced demand.
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Figure 6.1 Outpatient department Visits by Facility Type
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Figure 6.2 shows the distribution of admission by facility type. The figure sti@t/sn most
facilities first admissions account for at least 89 percent of admissions to the fexiigpt for a
nursing home and an NGO clinic. Of the total admissions at an NGO clinic 52.6 percent were on
a second visit and similarly 38 percent & thursing homes or hospice. This could be on account

of care for chronically ill patients that such facilities may have.
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Figure 6.2 Distribution of admissions by facility type
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Figure 6.3 Bows the distribution of admissions and OPD visits by facility type. As expected
facility utilization is highest in health centesd government health pgdsiollowed by district
hospitalsignifying the importance of primary health care.

Figure 6.3 Distribution of admissions and outpatient department visits by facility type

Tt 2,026,774
Govt. Health Ceontre |y 1,141,444
GovtHealth Post % 314,352
Govt District Hospital ‘q%gg% 09
Mission hospital 5986§?L‘}

5 Werker
Village health Worlker B 63500

Chemist/pharmacy/s B 53963

Govt. Prov/General Hosp. 51%55?}1
Private Clinic " 2355%16 0
Private hospital 12%?%{1
Mission health centre h 52%}876 3
Govt. Tertiary Hospital 2326 {39(?17
Other (Specify) %L%i‘%‘%
Company clinic i %578(;[7
Herhalist i %BS?G?GG
Religious/ Faith healers | %?fl{}
NGO Clinic 55612_1

Nursing/Hospice :11%%

- 500,000 1,000,000 1,500,000 2,000,000 2,500,000

m Total admissions  ® Total visits per year

6.3 Switching health care providers

The survey sought to find out the extent to which patients either maintained or changed health
care proiders. For outpatients, the data was analyzed to find out if there was switching in the
choice of health care providers from the first visit until the fourth visit. Similarly, the data was
analyzed for switching in facility group from first admission he tast admission. Recognizing

the fact that individuals may opt to seek care from different health facilities if they are presented
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with different disease situations, health switching in both cases was evaluated on the condition
that the person was sufieg from the same illness on all visits. For ease of managing the
information, facilities were grouped based on ownership type. We ended up with public facility,
privatefor-profit, privatenot-for-profit that included all NGO facilitiesand faithbased écilities.

6.3.1 Outpatients

The data revealed that some patients switched health facility only at second visit as an outpatient.
There was no switching observed at third and fourth visits. The graph below reveals there was
switching from public facility to prigte for-profit and privatenot-for-profit. Panel a) of the

figure below shows that 98 percent of those who visited a public facility for the first time did not
go back for the second visit. Figure 6.4 also shows that 2 percent (38fA06fse individuals

who attended the public facility on the first visit did go for a second visit either at public facility

or any other facility. Panel b) of the figure shows thyaten that a person was an outpatient at a
public facility in the first visit and had the re@ disease condition in the last one month, the
person visited the facilities with chance shown in the pie chart. The chart shawthe
majority, 94 pecent, of those individuals whasited a public facility in the first visit did go

back to a publicdcility. Put differently, there is a 94 percent chance that a person who attended a
public facility will choose a public facility if they decide to go for a second visit for the same
disease. These patients did not switch. On switching, we ob8&av& pgrcent of those that
wentfor a second visjthavingvisited a public facility in the firsinstance switchedthe facility.

In fact, Panel b) shows that 4 percent chose a privafarofit facility on the second visitvhile

2 percent chose a privatetfor-profit. Although the questionnaire did not explicitly solicit for
information on why patients switched facilities this could be on account of perceived quality of

care or availability issues.

Figure 6.4 Figure Health seeking vithin Public facilities for out patients
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The figure below shows hehl switching behavior among atients who during their first
visit, went to a ot-for-profit facility. Panel a) of the figure shows that only 2 petq2,064) of
patients whovisited a mt-for-profit facility went for a second visit with theame disease
condition. Of that2 percent, it is shown in panel b) that 72 percent didswitch. This means
that theywent back to anot-for-profit facility. The remaining proportion was split equally
between public and prit&for-profit, 14 percent each This establishes the fact that
approximately28 percent opatients whago for a second visit with the same disease condition

will choose either a public fady or a private facility.

Figure 6.5 Health seeking within nd-for -profit facilities for out patients

Second visit facility choice given

Not for profit first visit distribution that the first visit was to a not-for

profit facility
2%
[2064]
] Wij[hout second ® Public
visit
| Wlth second W Private-not for
visit profit
private for
profit

Comparing the two figures above we concluldat tswitching $ higher for those patients who
move from t-for-profit facility to other fcilities as compareavith those whachoose a public
facility for the first visit. Beyond these two scenarios no switching was observed for gakate

profit facility on outpatient services.
6.3.2 Inpatients

Survey respondents were asked to indicate how many times they had been admitted in the
previous 12 monthsup to a maximum of four admissions. Jastunder OPD switchingis

observed only at second admission. No &lwitg is observed at third and fourth admissions. The
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Figure below depicts the extent of switching among those individuals who on the first admission
were at a public facility. Panel a) of the figure shows thpercent (24,760) of those whaere
admittedat a public facility went to have a second admission in the same year. Panel b) shows
that anong the 7 percent (2260) who were admitted a second time, 96 percent went back to be
admitted in a public facility. Ag 4 percent switched. Among tbe,3 per@nt opted for a private
not-for-profit facility, while the remaining percent of the respondents wahnitted at a private

for-profit facility.

Figure 6.6 Health seeking within public facilities for inpatients
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The figure below shows switching from privdite-profit facility. Panel a) shows thdistribution

of respondents whbad a first admission in a private facility in the last 12 months.fiDinee

shows that 4 percent (1,044) of those admitted in a private facility went on to be admitted for a

second time with the same disease condition within the last 12 months. Panel b) of the figure

shows that 51 percent of those who went for a secondsaamiswitched from a private facility

to either a public facility or a privateot-for-profit facility. Of this 51 percety 13 percent went to

a privatenot-for-profit facility, while 38 percent were admitted at a public facility.

Figure 6.7 Switching from private for-profit facility
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The final switching behavior was observed where patients switchedafpiviate not-for-profit

facility to a publc facility. Panel b) of the figure below shows that 7 percent (3,521) of the
patients who were admitted in a privaiet-for-profit facility went for a second admission with

the same disease in the last twelve months before the survey. Of these 7 @érqgamtent
switched to a public facility on their second admission. This would have been in the quest to seek
more advanced care at a i@y facility. The remainder werstill admitted at a privateot-for-

profit facility.

Figure 6.8 Switching from private not-for-profit facility to a public facility
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This subsectiorhas demonstrated the health seeking switching behamong both outpatients
and inpatients. Thesubsectionshows that switching is higher among inpatients than among
outpatients. This is expecte@specially that inpatient care may sometimes call for more
specialized health care which may only be available at a public tertiaryyfawilan advanced
private facility. Thesubsectionalso shows that switching is only observed at second visit for
OPD and second admission for inpatients.
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6.4 Factors influencing health seeking behaviour

Table 6.1 below shows various factors that determinghehesomeone will seek care or not.
Elsewhere in this report it has been shown that those who did not seek care were askeg why the
did not do so. Under the logfcamework below, a depdent dummy variablés equal to 1lif
som®ne did seek care and O ley did not. Various explanatory variables are included to
explain the probability ofomene seeking care given that one explanatory variable is changed.
The results show some of the key driversaiene seeking care for an ailment. The results are
preented at the national level in the first columntiasecond colummesultsarefor the urban

area, while the thirdcolumn presents the results for rural areas. Since there are marked
differences a factors that may lead to soame seeking care in rurand urban areas, we
interpret results of the rural and urban areas only.

In urban areas, the key drivers for seeking care include when someone has malaria, or a
respiratory disease or diaoda. The esults show that in urban aresmmeone with malarjas
compared withsomeone without malaridas a probability of 0.108 chance of seeking care.
Similarly, someone with respiratory disease has a probability of 0.13 likelihood of seeking care
compared withsomeone without. A person with diaoda has @& even higher likelihood of
seeking care with a probability of 0.176. Of nigethe relationship between the likelihood of
seeking care and agm thatif someonas young or old, they aremore likely to seek care &h

someone between teenage and middje.

Justas inurban areadgn rural areaghe fact that someone has malaria, di@eehor respiratory

illness increases the chance that the person will seek care. In rural areas someone with malaria
has a 0.099 probability of seeking catempared withrsomeor without malariasomeone with

a respiratory disease has a probability of 0.113 of seekingaradtea person with diaroka has

an increased likelihood of seeking care with a probability of 0.163. The relationship between the
likelihood of someone seelgncare and age is similar to that occurring in the urban area. Put
simply, and as stated abovie very young and the very old are more likely to seek, eeare
compared withteenagersthrough middle-age. In addition, someone from a femdieaded
households more likel to seek careompared witha maleheaded househald he probaility

of someone from a femaleeaded household seeking care is 0.0293. Although this probability is

low it is statstically significant. Someoneving in an asbesta®ofed hoge is more likely to

77



seek care. However these results may not be relied upon especially that in urbawheeas
there is a large stock of asbestasofed housesthere is no difference in the health seeking

behavior of those living in such houses.

Another counter intuitive result is that of the source of water. The omitted category is that of safe
water source which includes piped water. Category four is for unprotected water source
including wells and river water. Contrary to expectations the resuts #imt someone getting
water from the unsafe water source is less likely to seek care. This finding may be attributed to
possible correlation between water source for a household and itsesociomic status which
influences health seeking behavior. Qthesults show that someone who rates their health as
fipoom has a higher likelihood of seeking care with a probability of .0246. In the rural area the
higher the incomehe higher the probability that someone will seek care. Again this makes more

sense nce interacted with disease.

The coefficient of the dummy variable tertiary education is significant under the equation for
public or mission healthentre. The relative probability of 0.38 implies the relative probability of
going to a public or missiohealth center is 62 percent (188) lower for those with tertiary
educationcompared witithosewho selfmedicate. If we suppose that two individuals with the
same attributesut one with tertiary edutan while the other has nonéiet person with teidry
education is more likely to choot®goto a public health center or mission facilityhereasthe

person without tertiary education is more likely to chamemedication.
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Table 6.1 Factors that influence people to seek care

(1)

)

3)

VARIABLES Marginal effects | Marginal effects | Marginal effects
Zambia urban rural
Household headSecondary 0.0337*** 0.0132 0.0315*
education
(0.00757) (0.0105) (0.0129)
Household headtertiary education | 0.000325 -0.0282 0.0386***
(0.0255) (0.0225) (0.00816)
Age -0.00246*** -0.00262*** -0.00244***
(0.000374) (0.000636) (0.000357)
Age2 1.69e05** 2.19e05* 1.36e05**
(5.92€06) (1.01e05) (5.46€06)
Householdsize 0.00403** 0.00525** 0.00410
(0.00152) (0.00135) (0.00216)
Female 0.00319 0.000103 0.00609
(0.00434) (0.00655) (0.00507)
Femalehead 0.0146 -0.0162 0.0293***
(0.00838) (0.0108) (0.00605)
Asbestosroof 0.0380** 0.0193 0.0790***
(0.0151) (0.0104) (0.0202)
Piped To Yard/Plot -0.0383* -0.0160 -0.0344
(0.0177) (0.0208) (0.0372)
Public Tap/Standpipe -0.0524* -0.0303 -0.0487
(0.0277) (0.0310) (0.0398)
Tube well or borehole -0.0895*** 0.0179 -0.0995**
(0.0205) (0.0129) (0.0355)
Other water sources -0.0981 -0.0401 -0.141
(0.0611) (0.0550) (0.103)
Unpaid Family Worker -0.0295* -0.0299 -0.0374**
(0.0148) (0.0573) (0.0111)
Seeking Work -0.0501* -0.0120 -0.0830*
(0.0267) (0.0291) (0.0346)
Homemakers -0.0580** -0.0233 -0.0872***
(0.0193) (0.0331) (0.0140)
Students/Intern/Apprentice 0.00117 0.0281 -0.0343
(0.110) (0.0861) (0.0823)
Self-employment -0.0216** 0.00834 -0.0353**
(0.00929) (0.00841) (0.0115)
Other employment types 0.0245 0.00811 0.0546**
(0.0239) (0.0288) (0.0180)
Malaria 0.106*** 0.108*** 0.0988***
(0.0118) (0.0202) (0.00660)
Respratory disease 0.118*** 0.130*** 0.113***
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(0.0104) (0.0240) (0.00844)
Diarrhea 0.173*** 0.176*** 0.163***
(0.0199) (0.0174) (0.0222)
Health status 0.0238** 0.0128 0.0246*
(0.00885) (0.0110) (0.0110)
Householdmonthly expenditure 8.76e06 -2.23e06 0.000147**
(1.39€05) (7.12€06) (5.56€05)
Traditional Pit Latrine 0.0227 0.00304 0.0706
(0.0394) (0.0283) (0.0422)
Pit Latrine with Slab 0.0132 0.0135 -0.00610
(0.0525) (0.0355) (0.0790)
Other toilet types 0.0244 0.0154 0.0797***
(0.0359) (0.0237) (0.0173)
Chronic disease -0.00844 -0.0206 0.00274
(0.0128) (0.0134) (0.0166)
Observations 28,648 11,371 17,277
Standard errors in parentheses
*** n<0.01, ** p<0.05, * p<0.1

6.5 Choice of health facilty

After people have chosen to visit a facility they are faced with the decision to choose which
facility to go to. The options available are different based on whether someone lives in a rural
area or not. Hence we present different models for the maas$ and tharban areas. In the rural
areasthe choice of facility is such that one is faced with whether to go to a government health
center or a government hospitadr a mission facility. These atbe choices we have modelled.

It is worth noting thato assume that once a person decides to go to a health facility they may
choose to go to a hospital may not necessarily be cpbrecause the referral system demands
that patients start from the lowest levaltsereafter referred to higher level fadddg. This may

not hold in certain circumstances where one chooses to skip the lower facility. Moreover some
hospitals have what is called'teospital affiliated health centewhich runs autonomously as a

hospital OPD. This therefore led to the assuomptif including hospitals in the choice set.

In urban areas, the choice is between going to a government haspiealth centera private
facility, or selfmedicate. Hence the model for the urban center is presented as such. The results
on factors dwing the facility are presented in the table below. Both in the urban and rural areas

the omitted or base categorys a government health center. Results are as showahile 6.2
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below. Columns for government hospitahd private facilityarefor urbanareaswhile the last

two columns show results for rural areas. The coefficients shown are relative odds ratios.

In ColumnOne, the results show some of the significant determinants of one choosing to go to a
government hospital as oppostda governmenhealth facility. The results suggest that the
relative probability of choosing a government hospitaimpared witha health centres 71.3

percent higher for those that come from a household headed by someone with tertiary education
rather than thoseitlhh primary education. There is no significant difference among those coming
from households that have a head with secondary education and those from households headed
by someone with primary or less education. The other factors are to do with theesttobtite
facilities as evaluated by respondents. Key factors that make individuals visit government
hospital] as opposed to health cenjrare availability of health qualified health personnel and
diagnostic equipment. The relative probability for chogsingovernment hospitatompared

with a health centreis 29.7 percent for those individuals who perceive hospitals to have
available qualified personneds opposed tthose who perceive this aspect as poor. The relative
probability for choosing a govement hospitalcompared withes government health centris

28.3 percent among those who perceive government hospital to have good diagnostic equipment

asopposedtbohose who dondét have that perception.

In Column Two, the table indicates the factorsttickause individuals in urban areas to choose a
private facility as opposed to a government health centre. Key factors include level of education,
waiting time and staff attitude. The relative probabilifychoosing a private facility ovea
government hdth centre in the urban areas is 59.6 percent for those with secondary education
compared withthose with primary education or less. The relative probability of choosing a
private facility over a government health centre in the urban areas is doublddsee with
tertiary educationcompared withthose with primaryeducationor lower. The higher the waiting
time at a private facilitythe lower the relative probability that one will choose a private facility
compared witha government health centre. Tihelative probability of choosing a private
facility, compared witha government health centie twice as much among those who perceive
private facilities to have short waiting tisyjecompared withthose who do 6 t . The resul
show that femakheadd households are less likely use private facilitiesompared wittmale
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headed households. Further, it is found that those who perceive prigiditeegato have staff
with a good attitude have a higher relatpm@bability of usinga private facility 63.3 percent)

compared witlthose with a contrary perception.

In rural areas, educatipparticularly secondary educatida the key determinand whether one

goes to a government hospitalmission facility or a health centre. Distance is anothetdac

The longer the distance the higher the relative probability of choosing either a government
hospita] or mission facility as opposed to a health centre. Although the relative probabilities

related to distance are statistically significant their mageis are low.
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Table 6.2 Factors that determine the choice of Facility

Urban Sector

Rural Sector

Odds ratio Odds ratio Odds ratio Odds ratio
VARIABLES Government Private Government Mission
Hospital facility Hospital Facility
Secondary Education 1.019 1.596* 0.718* 1.229*
(0.117) (0.415) (0.0948) (0.150)
Tertiary Education 1.713%* 2.612%* 0.901 0.944
(0.282) (0.775) (0.244) (0.285)
Female head 1.323* 0.506** 0.724** 0.919
(0.160) (0.135) (0.104) (0.131)
Distance 1.002 1.000 1.025*+* 1.020%**
(0.00434) (0.00897) (0.00280) (0.00315)
Waiting time 1.000 0.991*** 1.002*** 1.001*
(0.000613) (0.00220) (0.000580) (0.000666)
Health status 0.688*** 0.875 0.696*** 0.964
(0.472) (0.458)
Household Expenditure 1.000 1.000%*** 1.001*** 1.000
(0.000106) (0.000102) (0.000261) (0.000362)
Good Drug Availability 1.132 1.293
(0.131) (0.279)
Qualified Personnel Available 1.297** 0.844
(0.160) (0.193
Good Waiting Time 1.098 2.216***
(0.128) (0.480)
Good Diagnostic Equipment| 1.283** 1.387
Available
(0.148) (0.302)
Good Privacy 0.991 0.860
(0.127) (0.211)
Good Staff Attitude 0.874 1.533*
(0.103) (0.372)
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Constant 0.0815%*+ 0.0214"* 0.0173** 0.0134%*
(0.0564) (0.0277) (0.0117) (0.0102)
Observations 2,401 2,401 5,244 5,244

Standard errors in parentheses

*** p<0.01, ** p<0.05, * p<0.1
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6.6 Summary

This section has shown thatdith seekindpehaviours influenced by a host of factors including

their knowledge, perceptions of the health, s@@onomic constraints, adequacy of available
health services and attitude of health care providers. The chapter has also shown that public
primary health care facilitiesre the most important providers of health care services in Zambia.
Key drivers forsomene seeking cardased on the leading causes of perceived disease

conditions include malaria, respiratory infections and/or diaed For instance, in urban areas,
someone with malaria has a probability of 0.108 chance of seeking camepared with

someone without malaria. Similarly, someone with respiratory disease has a probability of 0.13
likelihood of seeking careompared witlsomeone without. A person witharrhoea hasn even

higher likelihood of seeking care with a probability of 0.176.

Facility utilization is highest in healitentresin government health postellowed by district
hospitals signifying the importance of primary health care. The ehbps shown that in urban
areas those with tertiary education have a higher relative probability of choosing a private facility
compared withthose with primary or lower education. Choice of a private facility instead of a
government health center is sifgrantly influenced by waiting time which is perceived to be
shorter in private facilities. In the case of second admissions however, it was found that more
peopleswitched from private facilityo public facility, than fom public to private facilityThis is
expectedespecially that ipatient care may sometimes call for more specialized health care
which may only be available at algic tertiary facility. Ninetyeight percent of those who

visited a public facility for the first time did not go badk the second visit. Ninetfour percent

of those individuals whuisited a public facility in the first visit did go back to a public facility.
There is a 94 percent chance that a person who attended a public facility will choose a public

facility if they decide to go for a second visit for the same disease
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7 Health care utilization

7.1 Introduction

This chapter addresses the usage patterns of both outpatient and inpatientareadtervices.
The termdautilizationdrefers to the use of health care servistasch may be both outpatient and
inpatient (hospitalisation or admission). It is necessary to understaechgand determinants of
utilization, as this ultimately facilitates planning in cases of unmet health cargleaeuhg to the
necessary desigrgnand implementing of ppropriate interventions. Utilaion is usually
examined in the context of several factors suclpagulation status, region oégidence, gender

expenditure or wealth quintile, marital statas age grougamong other factors.

Determinants of health care utilization include external health system factors such as availability,
location and distribution of health care services including human resources, health facilities,
medicines, other qualitative factosach as health workattitude andoerceived quality of care.

Other factors may be patient related and include seoimomic stats; (income, education)
culture traditional values and beliefs. Yet others may be eatdattors such as environment,

safe water and clean ams well as gender. Alternativelgome of the leading causes of poor
utilization of health care services include poor samonomic status, lack of physical
accessibility, cultural beliefs and perceptions, low literacy level of the mothers and large family
size. Review of the global literature suggests that these factors can be classified as cultural
beliefs, socied e mogr aphi c status, womenos autamch o my ,
financial accessibilitydisease pattern and health service issNasgeetham K, Dharmalingam,
2002).

The recall period for utilization of outpatient services was four weeks prior to the survey while
admission was twelve months prior to the sunkey. admission, respondents were asked if they
fell ill during the recall peod and if this illness resulted in spending at least one night in a health

facility.

7.2 Utilization of health facilities
The average annual per capita utilization in the country was 1.6 as shown in Table 7.1. At

provindal level, LusakaProvinceand Soutkrn Rovince had the least annual average per capita
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facility visits at 0.9 and 1.2 timesvhile the highest averagdsits were recorded in Luapula

Province at 2.3 times per year. This was followey WesternProvince and North-Western
Province at 2.0 timas a year each respectiyeln terms of residence, utiagon in the urban areas
was 1.9while that in rural areag was 1.1, a 0.8 difference between the areas.
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7.3 Population reporting illness by province and residence

As shown in Table 7.1, 21.3 penteof the population or 213 per,0DO persons reported an

episode of illnesdn terms of residence, rural areas had more incigeaf reported illness with

25.5 percent reporting being,ilompared witi 5.4 percent in urban areas.

Table 7.1 Population distribution of reported iliness episodes by province and region

Category Total Percent Il but did | Total Total Annual
populatio | reporting not seek| visits Admissi | per capita
n illness care as a ons in | visits
percent of last 12
sick months
population
Region
Rural 8,784,334 | 25.5 38.6 1,375,956 | 267,871 | 1.9
Urban 6,234,736 | 15.4 37.7 596,468 183,340 | 1.1
Zambia 15,019,071} 21.3 38.3 1,972,424 | 451,211 | 1.6
Province
Central 1,473,854 | 24.6 43.3 205,922 36,899 1.7
Copperbelt| 2,304,881 | 17.5 34.7 262,647 62,231 1.4
Eastern 1,766,300 | 25.8 31.6 312,189 60,608 2.1
Luapula 1,098,912 | 28.9 34.0 209,731 40,878 2.3
Lusaka 2,669,249 | 12.9 39.2 209,915 79,349 0.9
Muchinga | 857,411 23.4 42.1 116,358 28,794 1.6
Northern 1,263,951 | 28.3 52.3 170,483 38,805 1.6
North
Western 811,325 23.8 29.7 135,758 29,638 2.0
Southen
1,798,268 | 16.9 38.6 186,096 47,925 1.2
Western
974,920 26.3 36.3 163,325 26,084 2.0
Total
15,019,071] 21.3 38.3 1,972,424 | 451,211 | 1.6

There was a difference in incidences of seffored illness from one pwrince to another with

Luapula Povince recording the highest proportion at 28.9 perdeiibwed by North-Western
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Province at 28.3 percent. lBhmeans 289 and 283 in everQd) reported ithessduring the recall
periad in LuapulaProvinceandNorth-WesternProvince respectively. Notably, Lusakaovince
reported the least number of incidences of-sgibrted illness with 129 favery 1000 or 12.9
percentThis was followed by Southerrrd¥ince at 199 for every,Q00 or 19.9 percd.

Figure 7.1shows the absolute numbers of reported illnesses by individasi®pposed to
proportions of theaspective population. Easternoince had the highest absolute number of
cases of reported illness at 4862, followed by Copperbelt Pronce at 40866. The least self
reported illnesses in absolute terms were,d®3 in North-WesternProvince and 20022 in

Muchinga Povince respectively.

Figure 7.1 Numbers of reported illnesses by province

Total

Western 256,525

Southern 303,282

North Western 193,090

Northern :| 357,569

Muchinga || 200,922
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Luapula | ] 317,973
Eastern ||| 456,262
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7.4 Population who got sick but did not seek care

Figure7.2 shows tha the four weeks preceding the survet all who reported being ill sought
health care. At the national level the survey found that 38.3 percent ofghkafien did not seek

care. Expressed differently, just over 8% of the surveyed population did not seek treatment
during the survey periodrhe survey revealed that the rural and urban population who did not
seek care after falling ill was 39p@rcentand37.0 percent respectively. At provincial level, there

is no consistent pattern in terms of the rural and urban proportions not seeking care.

Figure 7.2 Percentage of population not seeking medical attentioby province
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Five of the ten provinces have higher proportions in rural avddke the other five have higher
proportionsin urban areas. NorWestern lPovinceat 29.7 percentad the least likelihood of
the patient noteeking care. Northern Provinbad the highegtroportion of people not seeking
care after falling ill at 52.3 percenvhile NorthWesternProvincehad the least at only 29.7

percent.
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Table 7.7.2 Population who got sick but did not seek care by province and region,2014
Province Population Percentage | Rural Percentage | Urban Percentage
with of population | of rural | populatio | of urban
sickness population | reporting population | n population
not seeking| illness not seeking| reporting | not seeking
care care illness care
Zambia Total 3,196,409 38.3 2,239,305 39 957,104 | 37.7
Central 362,922 43.3 291,905 | 43.8 71,016 | 41.2
Copper belt 402,366 34.7 105,211 | 38.7 297,155 | 33.3
Eastern 456,262 31.6 404,305 30.9 51,957 | 37.0
Luapula 317,973 34.0 252,082 34.9 65,891 | 30.8
Lusaka 345,498 39.2 67,787 | 30.9 277,711 | 41.3
Muchinga 200,922 42.1 166,162 | 41.9 34,760 | 42.9
Northern 357,569 52.3 309,715 52.7 47,854 | 49.7
North-Western 193,090 29.7 149,556 | 28.4 43,534 | 34.1
Souhern 303,282 38.6 254,728 | 38.7 48,555 | 38.1
Western 256,525 36.3 237,855 36.6 18,671 | 33.1

7.5 Utiliz ation of outpatient services by type of facility

The highest utiliation was at public health filities where86 percent of the population sought
care. Tke next highest utilization wawivatefor-profit health facilities at 7 percent, followed by
private notfor-profit health facilities at 5 percent. Notably, only one percent of the respondents
indicated that they visgidtraditional healers as alternative health care providers.

Figure 7.3 Choice of health care provider
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7.6 Utilization of outpatient health services by demograpleibackground

Table 7.3shows utilization of health facilities varied by sex and age group. Agpanian of the

total population22.6 percent of womenmnelative to 19.9 percent of mereported an iliness.

Similarly, the per capita annual utilizationeaif heath facilities for women was 1.¢ompared

with 1.4 percent for men.

Table 7.3 Utilization and admission rates by sex, age group and marital status

Category Total Number Number | Percent | Total Total Annual
population | reporting | of sick sick not | number Admissions | per capita
illness not seeking | of utilization
seeking | care visitations rate
care
Sex Male
7,349,084 | 1,460,015| 579,771 | 39.7 880,244 | 194,832 1.4
Female
7,669,987 | 1,736,394| 644,214 | 37.1 1,092,181 | 256,379 1.7
Total
15,019,071| 3,196,409 1,223,985| 38.3 1,972,424 | 451,211 1.6
Age 07 4
group 2,209,719 | 525,201 | 157,411 | 30.0 367,790 74,551 2.0
571 14
4,308,286 | 743,703 | 289,262 | 38.9 454,440 | 65,581 1.3
15- 24
3,128,914 | 524,331 | 213,643 | 40.7 310,688 [ 69,783 1.2
257 49
4,016,252 | 927,555 | 373,808 | 40.3 553,747 166,760 1.7
5071 64
877,982 290,140 | 110,330 | 38.0 179,810 | 45,385 2.5
65+
477,917 185,479 | 79,531 42.9 105,948 29,151 2.7
Total
15,019,071| 3,196,409 1,223,985| 38.3 1,972,424 | 451,211 1.6
Marital | Never
status Married 4,220,381 | 616,890 | 271,313 | 44.0 345,577 | 68,551 1.0
Married
4,528,722 | 1,192,910| 471,787 | 39.5 721,123 195,988 1.9
Cohabiting
24,366 4,981 2,783 55.9 2,198 156 1.1
Separated
140,808 36,699 13,705 37.3 22,995 7,211 2.0
Divorced
328,916 94,145 37,348 39.7 56,797 18,724 2.1
Widowed
517,425 176,808 | 69,189 39.1 107,619 | 33,392 2.5
Total 9,760,618 | 2,122,434| 866,125 | 40.8 1,256,309 | 324,022 1.5
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In terms of age groups, not only were older people more likely to fall sick, but they also had
higher probability of utilizing health fadiies. In this regard, the ové&5 year old category had
the highest utilization rate at 2.7 followed by the@Dyear old category at 2.5, which was far

above the annual average per capita utilization fatealth facilities across the country of 1.6.

The least utilization was recorded by the age group in th241ears category which had an
average utilization rate of 1.®llowed by the 514 yearscategory with 1.3. Overall, there was a
higher use of &alth facilities amongst the older populati@empared withthe younger
population. The least use was amongst the middle, ageitt the 04 yeas category had a
relatively higher utilization rate of 2.0. This is illustrated further by the nesihaped ulization
rate as shown ifigure7 4.

Figure 7.4 Per capita utilization by age group
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Utilization rates also varied according to marital status. The separated, diamdesidowed
respondents had significantly higher utilization of health facilitgth the widowed having the
highest usage by an average use rate of 2.5 per afollowed by the drorced at 2.1 timesThe
group with the leastise of health facility was h mevedmarriegroup at 1.0 times per annum

per capita.

7.7 Utilization of outpatient services by soci@conomic background

Utilization of health facilities also varies by employment status. Meeage utilization rate

being 1.6 times per annum.hE séf-employed and hommaker category registered the highest
utilization at 1.9 times per annum, followed by the unpaid family worker gber.&nnumThe

least utilizationly e mp |l oy ment sttuad eunst swa si ntnecagey abf.d appr
percent. This was followed by those seeking work whose utilization was 1.2 as given in Figure

7.5.

Figure 7.5 Utilization rates by employment status
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The use of outpatient services is more frequent anmoer households than the richer

households. For instance, utilization for the richest quintile is 1.1 times per annum per capita,
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while the comparative use among the poorest quintile is 1.9, against an average utilization rate of

1.6 for the country aswahole.

Figure 7.6 Utiliz ation rates per expenditure quintile
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When the population reporting illness wasmpared withthe population actually seeking
treatment, the trend was similar. In the pooresttdajri263 out of a 1,000 population reported
illness in the four weeks prior to the suryend out of thesenly 106 or 40 percent sought
treatment. Among the richest quintile 153 ofif.,000 population or 39 percent sought treatment.
Overall, only 38 prcent of the respondents that reported illness sought treatment across the

quintiles.

Figure 7.7 population reporting illness and not seeking treatment ped,000population by
expenditure quintile
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Utili zation of outpatient services was characterized by high usage by the less educated and young
on one handand low usage bthe more educated on the othéfith an annual utilization rate of
1.6, utilization was lowest among those with the highest qualifitatio

Figure 7.8 Annual per capita utilization rate
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7.8 Admission rate by province and residence

As shown in Figure 7,9admission rates varied across provinces with an average of 30
admissionsper 1,000 populatn. Central Povince had the least admission rates with 25
admissions for every 1,000. This was followed by Western, Southern and Copperbelt with 27
admissions per 1,000 equallyhe highest admission rates wen LuapulaProvinceand North-

WesternProvince with 37 admissions per 1,000.

Figure 7.9 Admission rate by province and residence
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The actual number of people admitted to health facilities is mirrored by the age group population
subgroups within theotal population. The highestimissions were in the 2B yearscategory

which had 166,760 admissions. The least number of admissasthevag group ovei65 years
thatreported 29,151 admissions as shown in FigLie.

It must be noted however théiet over65 yeas are negligible in numbers agdt, as shown in
section 7.9they still have a higher probability of being admitted. Notably though, the second
highest number of admissions were children aget y@ars with 74,551 admissions or 3.4

percentof their population.

Figure 7.10 Hospitalisation by age group in absolute numbers
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7.9 Hospitalisation by demographic background
The number of admissions by age group showed that there was a higher probaliétggof
admitted to a health facility for the-® years age group and the o®&s The likelihood of
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hospitalisation is associated with an increase in the age. The highest number of hospitalisations
occurred in the category of people aged over 65 yeagar@-ir11l).

Figure 7.11 Hospitalisation as a percentage of the age group population
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The least hospitalised age group was tHel years with 15 out of every 1,000 population being
admitted to a health fady, representing about 1.5 percent of the population group. This was
followed by the 1549 years category where admission rates were 42 out of every 1,000
population. The group next likely to be hospitalised after the-6%srwere the @ years
categoryin which out of every 1,000 population, 34 were reported to have been admitted
representing approximately 3.4 percent.
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As shown in Tald 7.4 30 per 1,000 people repedbeing admittedbut this varied according to

sex status. Of this number, women acted for 56.8 percent of the admissiposmpared with

43.2 percent for men. Similarly, there were still more women hospitalised as a proportion of their
total populationcompared withmen at 3.3 and 2.7 percent respectively. Overall, there were 27
cases b admissions per 1,000 population among the malewpared with33 per 1,000
population for women.

Table 7.4 Admission by sex

Total population | Total Admissions | Admitted
admissions as percent of| Population
total per 1,000
population population
Sex | Male 7,349,084 194,832 | 43.2 27
Female 7,669,987 256,379 | 56.8 33
Zambia 15,019,071 451,211 | 100.0 30

100



Admission to a hath facility varied significantly accordingp marital status. As shown ingtre

7.12 married people accounted for 60.5 percent of total admissions, followed by the never
married and the widowed at 21.2 percent and 10.3 percent respectively. Leasicaiere
reported by cohabiting and separated at less than 1 percent and 2.2 percent res@ctnzely.

the married had the highest admission rates in absolute terms at 605 admissions per 1,000
followed by the never married at 212 admissions perGlgapulation in the 12 months prior to

the survey.

Figure 7.12 Admission rate by marital status
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Table 7.5shows that the probability of being admitted was significantly higher amongst the
widowed, divorcednd separatecompared witlthe never married. Of the widowed respondents,
65 out of every 1,000 population were admitted 12 months prior to the stwitewed by the
divorced and separated at 57 and 51 reporting being admitted out of every 1,000@opthat

never married were amotige least admitted at 16 admissiang of every 1,000 population.

Table 7.5 Admission rate by marital status of age 12 years and above

Marital Population | Total Admissions | Percent of total Total Admissions per
Status admissns Admissions as | 1,000
percent of the | Population
marital status
Never 68,551 21.2
Married 4,220,381 1.6 212
Married 195,988 60.5
4,528,722 4.3 605
Cohabiting 156 0.0
24,366 0.6 0
Separated 7,211 2.2
140,808 5.1 22
Divorced 18,724 5.8
328,916 5.7 58
Widowed 33,392 10.3
517,425 6.5 103
Total 324,022 3320
9,760,618 3.3
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7.10 Admission rate bytype of facility

Figure 7.12 shows admission rates by type of facility. As shown, there were more admissions in
public facilities compared withprivate facilities. In this regard, 81 percent of the population
reported being admitted to public facilitjesompared withl2 percent in privat@ot-for-profit
facilities and only 5 percent in privater-profit facilities. The number of people wheported

being admitted by traditional healers was negligible at less than 1 percent of the population.

Figure 7.4 Admission rate by type of facility
Others

29

Private- For °

Private - Not for Profit  Tradifional
Profit 5% @

103



7.11 Admission rate by socieeconomic background

Table 7.6 Admission rate by employment status of household head

Employment Status of Population Total Admissions Admission as a

Household had Admissions per 1,000 proportion of total
population admissions (percent)

Paid Employee 3,353,187 103,846 31 23

Unpaid Family Worker 911,032 29,504 32

Seeking Work 613,444 17,260 28 4

Homemakers 974,819 31,074 32

Students/Intern/Apprentice 35,672 1,066 30 0.2

Self-employment 8,666,103 253,125 29 56

Unemployed 5,434 - - -

Others 459,380 15,335 33 3

Total 15,019,071 451,211 30 100

Admissions were highest among household hdlaalisare selFemployed this group accounted
for 56 percent of total admissions. The numbers of admissions were lowest among the
students/interns/apprentegho accounted for only 0.2 percent of the total admission. Looked at

in terms of 1000 people, an average of 30 housdiedds are admitted per 1000 population.
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There was a marked difference in admission by highest level of education attained by the
respondent. The highest admission rate was amongst the tertiary level (university, college and
vocational) at 40 admissioqer 1,000 population, followed by the under school age population
with 36 admissions per,d00 population. Respondents wiad primary educatioregistered the

least admissions in the 12 ntbs prior to the survey with 28dmissions per 1,000 population
(Table 7.7).

Table 7.7 Inpatient admission in previous 12 months by education status

Total total admissions | Admissions Admissions
population of (per 1,000 as percent

group population) of total
admissions
Under schod age 1,255195 45,680 36 10.1
Primary 6,443093 181,204 28 40.2
Secondary 3,652431 107,150 29 23.7
University/College/Vocational 745683 29,891 40 6.6
Dono6t know 540844 16,347 30 3.6
Never attended 2,381,825 70,938 30 15.7
Total 15019071 451211 30 100
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As Figure7.13 shows, although there was no marked difference in admission rates when the
population was classified according to wealth by expenditure in quintiles, the poorest quintile had
30 admissions per 1,000 populati@ompared withthe richest quintile witlB3 admissions per
1,000 population.This means that thgrobability of being hospitalesl is higher by 0.3 times if a
Zambian is in the richest quintile thamthe poorest quintile. This difference could be a reflection

of the lower utilization levels bthe poor as shown earlier in Table 7.7 and this demonstrates low

and inequitable access to health care by the poor majority.

Figure 7.5 Admission rate by expenditure index
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Admission to health facilities in the 12 months prior to the survey varied by type of insurance or
medical scheme cover as shown in figure 7.14. The highest admission eaethose that were
covered byprivate insurance schemes and medical schemes. Ghdssfadmitted, this categy

had 33 per 1,000 populatio®f this group, 76 out of a 1,000 population were hospitglised
compared witrd8 admissions in 1,000 population in a Government facility high cost scheme.
This is in sharp contrast to admission sgper 1,000 populatiowhere 81 percent reported using
public facilities compared witha total of 17 percent for privater-profit and privatenotfor-

profit facilities.

Figure 7.6 Admission rate by insuance cover
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7.12 Summary

Utilization of health care services is dependent on several factors such as cultural beliefs, socio
demographic status, womenos aut onomy, econo
accessibility, disease piarn and health service issues. Overall, 21.3 percent of the population had

an episode of illness during the four weeks prior to the survey implying that 213 out of every
1,000 people reported falling ill at some point duringréeall period. Out of thee whoreported

being ill, 38.3 percent sought medical attention while 61.7 percent dithrtetms of residence,

rural areas had more incidences of reported illness with 25.5 percent reporting heing ill

compared withl5.4 percent in urban areas.
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Similarly, admission rates varied across provinces and varied according to marital status, age
group, employment status, among other factors. Overall, there were 30 admissions per 1,000
population in the 12 months prior to the survey. Of this number, wonssu@ied for 56.8
percent of the admissionsompared with43.2 percent for memmeaning that women had a
higher probability of being hospitalised. Similarly, there were still more women hospitalised as a

proportion of their total populatiocompared withmen at 3.3 and 2.7 percent respectively.
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8 Access to health care

8.1 Introduction

Coverage and access serve as operational proxies for equity. Equity has been a cardinal objective
of the Zambian health system for a long time. As the Millennium Development (B4RISS)

come to their completion, the consensus in international health is to adopt universal health care
(UHC) as an overarching goal. UHC will serve as a key benchmark in evaluating and monitoring

health system development and performance.

Accordingtot he Wor |l d Health Organisation ( WHO, 201
guality health care services, which meet t he
exposing them to financi al (and ot hhagizkthéboar ri e
aspect of MnHnaccesso and ficoverageo which state

curative and rehabilitative health intervent.i

Access refers to the utilization of services, including the dlityilof receiving health care when

it is needed. This report to access treats access as the availability and use of health care services
or effective utilization to meet health care need. In addition issues affecting access may relate to
barriers or othecosts associated with coverage of care. The cost may be in forms of physical,
financial, transport, social, religious, or other in which the factor in question acts as a barrier to

reaching and using health care in a timely and acceptable manner.
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8.2 Reasms for not seeking treatment despite reporting illness

The most commonly reported reasons for not seeking health care, despite reported episodes of
illnesses, were sethe di cati on, |l ong distance to provider
Arelsi goroucul tur al reasonso and Afear of di sco\
expenditure quintiles, respondents chose not to go to formal clinical facilities and rather chose to
selfmedicate, while distance was the main cause for why casenetasought. This pattern was
representative of all expenditure quintiles with variations relating only to the percentage

differences.
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Table 8.1A Percentage distribution of reasongor not seeking care by soci@conomic

quintiles and region

Region and expenditure Could not afford Self-medication Poor quality Religious/Cultural | Fear of discovering Long distance Other
quintile the cost of care service serious illness to provider
Count Percent Count Percent | Count Percent Count Percent | Count Percent | Count | Perc | Count | Percent
ent
Region | Zambia | Poorest 4.5 56.8 2.4 0.5 0.5 23.9 11.3
13,349 169,215 7,191 1,606 1,572 71,087 33,794
Second 2.7 68.5 5.0 1.2 0.7 10.1 11.8
6,732 168,074 12,235 2,860 1,735 24,662 28,930
Middle 2.8 66.8 2.1 1.0 0.2 15.6 11.4
7,519 180,660 5,808 2,734 629 42,117 30,824
Fourth 3.0 66.2 2.4 1.0 0.4 16.4 10.6
8,107 180,840 6,678 2,605 1,148 44,930 29,068
Richest 1.1 76.6 1.9 1.4 0.1 6.1 12.8
2,359 171,852 4,215 3,161 126 13,738 28,759
Total 2.9 66.4 2.8 1.0 0.4 15.0 11.5
38,065 870,641 36,128 12,965 5,209 196,53 151,37
5 6
Rural Poorest 4.1 56.0 2.4 0.5 0.5 25.2 11.3
11,426 157,297 6,832 1,373 1,494 70,861 31,661
Second 2.5 61.8 4.8 15 0.7 16.7 12.1
3,264 81,466 6,311 1,961 961 21,971 15,962
Middle 2.2 64.1 2.3 1.3 0.2 18.9 10.9
4,555 131,208 4,804 2,734 400 38,668 22,356
Fourth 2.5 64.7 2.2 1.0 0.4 18.2 10.9
6,034 154,515 5,332 2,486 1,011 43,489 26,078
Richest 1.8 71.2 0.5 1.1 0.0 13.3 12.1
1,553 61,387 435 976 - 11,468 10,446
Total 2.8 62.1 2.5 1.0 0.4 19.8 11.3
26,831 585,872 23,713 9,530 3,866 186,45 106,50
7 3
Urban Poorest 114 70.6 2.1 1.4 0.5 1.3 12.6
1,923 11,918 360 233 78 226 2,133
Second 3.1 76.4 5.2 0.8 0.7 2.4 11.4
3,468 86,608 5,924 899 774 2,692 12,968
Middle 4.5 75.4 1.5 0.0 0.3 5.3 12.9
2,964 49,452 1,005 - 229 3,449 8,468
Fourth 6.0 76.5 3.9 0.3 0.4 4.2 8.7
2,073 26,325 1,346 118 137 1,442 2,991
Richest 0.6 80.1 2.7 1.6 0.1 1.6 13.3
806 110,465 3,781 2,185 126 2,270 18,314
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Total

11,234

3.1

284,769

77.4

12,415

3.4

3,435

0.9

1,343

0.4

10,078

2.7

44,873

12.2
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Table 8.1B shows that among the rural populaion 70 per cent of the population could not meet
the cost of care, 67 per cent chose to-s@tlicate, 70 per cent were infloen by religious
reasons and 95 per cent were inhibited by distance in relation to the urban areas where the
corresponding proportions wre 29, 33, 27 and 5 per cent respectively.

Table 8.2B Percentage distrbution of reasons for not seeking care by socieconomic

quintiles and region
Could not Self Poor | Religious Fear of Long Other
afford the | medication | quality | /Cultural discoverin | distance to | (Specify)

cost of service g serious provider
care illness
Region Rural 70.7 67.4 64.2 73.5 74.2 94.7 70.9
Urban 29.3 32.6 35.8 26.5 25.8 53 29.1
100.0 100.0 100.0 100.0 100.0 100.0 100.0
Province Central 10.6 135 6.4 29.4 0.0 12.2 115
Copperbelt 19.6 11.4 24.4 14 21.9 9.0 13.2
Eastern 5.0 12.8 14.8 5.5 115 6.4 9.8
Luapula 8.4 8.7 6.4 7.4 8.7 6.4 11.7
Lusaka 135 11.8 8.5 17.6 8.5 3.4 105
Muchinga 4.2 7.0 4.7 6.6 2.6 9.3 5.4
Northern 17.1 15.2 12.8 5.2 20.1 25.3 121
North 1.9 4.4 134 0.9 9.7 6.8 5.0
Western

Southern 14.1 9.5 3.8 21.1 15.5 8.5 8.8
Western 55 5.6 4.8 5.0 15 12.7 11.9
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0

The survey reported a high prevalence of-seflication among the population as a reason for
not seeking care despite reported episodes of illnesgiakpeamong the richer quintiles (42
percent). Selmedication is an option to formal care seeking and it is common for individuals
who are ill to buy or use drugs that were prescribed for similar earlier episodes or buy drugs from

chemists without a presption.
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8.3 Physical accessibility

The physical barriers related to the easdifficulties, of accessing health care are measured by
time and distance. These two may subsequérhglated to the cost of trayddoth in terms of

cost of transport antime cost to reach the facilities. The data presented in Figure 8.1 shows the

extent to which these factors impactghysical access to health care.

Figure 8.1 Distance to health facility by percentage opopulation
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The ease of reaching a health centre is shown by the averagecdisovered. More than 70
percent of the households are withirk® of a health facility. The difference in distance between

the rural areas and urban areas is almost doubig.iS'the case for not onlpe outpatient visits

but for inpatient services as well. The mean distance travelled by rural and urban households is
6.8 km and 3.6 km respectively.
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Luapula Province has the least distance covered by the household at aBabdtm while
NorthernProvincehas the most wh slightly over 9 km (Table 8)3In terms of the inpatient
services, Southern Province with 16 km covered by household has the longest ,distéece
Lusaka with 5 km has the least. The average distanazamb for purposes of inpatient services

is 14.9 km in the rural areasd 5.3 km in the urban areas.

Table 8.3 Distance to health facility visited by region and provinces in km

Province Region

Zambia Rural Urban

Distance to the hetd facility | Distance to the health facilit] Distance to the healt

visited visited facility visited

Mean Minimum | Maximum | Mean [ Minimum [ Maximum | Mean | Min Max
Zambia 5.8 .01 200 6.8 .01 200 3.6 .03 200
Central 6.9 .10 130 7.6 .10 130 3.9 .30 130
Copperbelt | 5.5 .10 200 9.4 .50 200 4.3 .10 200
Eastern 4.9 .05 150 5.1 .05 150 2.8 .08 100
Luapula 3.4 .01 100 3.9 .01 100 1.9 .03 30
Lusaka 3.9 .10 85 6 .10 85 3.3 .50 80
Muchinga |7 .10 90 7.7 .20 80 4 .10 90
Northern 9.1 .01 200 104 | .01 200 3 .10 50
North 7 .10 200 7.6 .10 200 4.9 .50 153
Western
Southern 6.5979 | .08 200 7.5 .08 200 2.2 .10 50
Western 6.3707 | .10 200 6.6 10 100 2.8 .10 200
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The distances to admission facilities vary among region and provinces. The average distance to
an admission factly at national level is 11 km corresponding to 15 km for urban areas and 5.5
km for rural areas (Table4.

Table 8.4 Distance to health facility to which admitted by region and provinces in
kilometres

Province Region

Zambia Rural Urban

Distance to admitting | Distance to admitting health| Distance to admitting health

health facility facility facility

Mean | Min Max Mean | Min Max Mean Min Max
Zambia 11.05 | .01 200 14.9 .01 200 55 .03 176
Central 15.90 | .20 176 17.3 .20 150 11.2 .50 176
Copperbelt 9.15 .40 200 23.7 1.00 200 6.4 .40 65
Eastern 8.51 .30 75 9.3 .30 75 3.7 .50 35
Luapula 9.02 .01 131 11 .01 131 2.6 .03 30
Lusaka 5.51 .50 110 10.7 1.00 110 4.7 .50 50
Muchinga 13.06 | .50 90 14.2 .50 90 6.6 .50 90
Northern 15.95 | .20 200 186 .50 200 5.5 .20 50
North 11.80 | .20 153 12.8 .20 120 8.8 .50 153
Western
Southern 16.31 | .10 200 19.9 .20 200 4.1 .10 35
Western 14.97 | .10 200 16.9 .50 200 14 .10 7
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The time taken by mode of travel for different health facility types are showigumeR8.2. The
average walking time is 52 minutes while the average travel time by public transport is 62
minutes. On the other hand ttime taken to visit a health facility by type of ownership is lowest
for parastatal and private health facilities, wthen average it takes about 25 minutes. Travel

time to public health centres and health post take almost an hour.

Figure 8.2 Time taken to health facility visited in minutes: Rural - Urban
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When considerig time taken to travel by mode of transport, 49 percent of the urban population
are within 30 minutes walking to the health facilities that were vis#swpposed to 28 percent

in the rural areas. On the other had8 percent of the rural populatiorkéabetween 30 59
minutes to reach a health facilitwhile 15 percent of the urban population do so. People
travelling by private means of transport take an average of 30 minutes (Tabl€Hat can be
compared witlthe 62 minutes taken to travel foedith care for those using the public means of

transport. The longest travel time is for those using asiavadl boats as means of travel.

Table 8.5 Time taken to health facility by mode of travel

Region and Mode of Transport Time to Provider Distance to Provider
Mean | Median | Minimum Maximum Mean | Median | Minimum Maximum
Region Zambia | Public 62.3 30.0 1.0 1000.0 11.8 3.5 0.1 200.0
transport
Private 30.6 20.0 1.0 360.0 6.5 3.0 0.2 121.0
(own
means)
Taxi 36.3 20.0 1.0 428.0 7.6 2.0 01 175.0
Boat/Canoe 75.8 60.0 2.0 300.0 9.2 5.0 1.0 45.0
Walked 52.7 30.0 0.2 660.0 4.2 15 0.0 200.0
Bicycle 71.3 60.0 0.5 600.0 6.9 4.0 0.0 150.0
Motor 30.5 20.0 1.0 120.0 6.4 4.0 0.9 35.0
cycle
Animal 140.1 90.0 1.0 420.0 221 10.0 1.0 200.0
(e.g.
donkey)
Air
Other 152.1 30.0 1.0 1000.0 125 6.0 0.3 100.0
(specify)
Don't 43.9 45.0 10.0 60.0 3.7 1.0 1.0 70.0
Know
Rural Public 97.0 60.0 1.0 1000.0 21.1 8.0 0.5 200.0
transport
Private 50.8 30.0 2.0 3000 10.2 5.0 0.5 121.0
(own
means)
Taxi 62.5 40.0 1.0 428.0 15.1 6.0 0.1 175.0
Boat/Canoe 67.3 60.0 2.0 180.0 9.3 5.0 1.0 45.0
Walked 62.5 40.0 0.2 660.0 4.8 2.0 0.0 200.0
Bicycle 73.2 60.0 0.5 600.0 7.1 4.0 0.0 150.0
Motor 33.4 20.0 1.0 120.0 6.9 4.0 0.9 35.0
cycle
Animal 144.2 90.0 1.0 420.0 22.7 10.0 1.0 200.0
(e.0.
donkey)
Air
Other 182.7 60.0 1.0 1000.0 12.0 7.0 0.5 100.0
(specify)
Don't 43.9 45.0 10.0 60.0 9.3 1.0 1.0 70.0
Know

118



Urban

Public 35.1 30.0 1.0 720.0 4.4 2.0 0.1 153.0
transport

Private 21.6 15.0 1.0 360.0 4.8 3.0 0.2 109.0
(own

means)

Taxi 26.5 20.0 1.0 183.0 4.6 2.0 0.3 90.0
Boat/Canoe| 233.3 180.0 180.0 300.0 7.1 12.0 1.0 12.0
Walked 30.1 20.0 0.2 480.0 3.0 1.0 0.0 200.0
Bicycle 34.8 30.0 2.0 180.0 3.0 2.0 0.2 25.0
Motor 8.4 5.0 2.0 20.0 2.4 2.0 1.0 4.0
cycle

Animal 15.0 15.0 15.0 15.0 1.0 1.0 1.0 1.0
(e.g.

donkey)

Air

Other 23.8 15.0 3.0 90.0 14.8 2.0 0.3 65.0
(specify)

Don't 1.0 1.0 1.0 1.0
Know
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Table 86 shows the length of time taken to travel by type of health care providers. The time
taken to reach the tertiary health providers is on average 45 miaotealmos5 minutes for
secondary level services. It takes over an hour to travel to a dsisipita] and an hour to travel

to a health centre. On average it takes more time to reach mission health fagitiie¢se travel

to a mission hospital and health centre taking well @@&minutes. The shortest travel time
recorded is for privately omed lealth care providers, which takes average of 30 minutes.
However, as most of the privately owned facilities are urban based, the shorter travel time is not
comparable and also raises a question in terms of the fairness of distribution of thé healt

services or access to health services.

Table 8.6 Time taken to health facility by type of provider

Facility Length of time to health care provider (minutes)
Mean Minimum Maximum

Government/tertiary hospital | 44.6 1.00 450
Government/general hospital | 73.5 1.00 1000
Government district hospital | 71.6 1.00 1000
Government health centre 54.8 .20 1000
Government health post 54.9 .20 600
Mission hospital 74.2 1.00 1000
Mission health centre 81 2.00 1000
Nursing/hospice 90 90.00 90
Private hospital 314 1.00 390
Private clinic 34.2 1.00 300
NGO clinic 23.1 5.00 80
Company/parastatal clinic 25.3 1.00 180
Total 56.7 .20 1000
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8.4 Waiting time

Waiting times show that the private facilities have a mean of about 24 mivwniés the mblic

district and mission facilities have slightly over 75 minutes and 52 minutes respectively of mean
waiting time (Table 8.7)To see a cliniciantitakes on average between 56 and 72 minutes for
public health centres and mission health centres regplctin general waiting times for all
facilities are longer in rural areas. However, waiting times are longer in urban areas for

government general hospitals, health centrealth posts and NGO clinics.

Table 8.7 Waiting time for health care provider

Rural Urban Total
Waiting time for clinician Waiting time for clinician Waiting time for
clinician

Mean | Min Max Mean Min Max Mean | Min Max
Government/ | 57.81 [ 1.00 360 46.56 | 1.00 200.00 48.75 | 1.00 | 360.00
tertiary
hospital
Government | 36.78 | 1.00 420 59.51 | 1.00 523.00 52.39 | 1.00 | 523.00
general
hospital
Government | 78.24 [ 1.00 840 71.32 | 1.00 840.00 74.75 | 1.00 | 840.00
district
hospital
Government | 50.49 | 1.00 998 70.89 | 1.00 660.00 56.21 | 1.00 | 998.00
health centre
Government | 47.16 | 1.00 480 54.27 | 1.00 600.00 48.39 | 1.00 | 600.00
health post
Mission 52.19 | 1.00 360 51.35 | 1.00 300.00 52.06 | 1.00 | 360.00
hospital
Mission 73.59 | 1.00 1000 64.71 | 2.00 180.00 71.96 | 1.00 | 1000.0
health centre 0
Nursing/ 20.00 | 20.00 20.00 20.00 | 20.00 | 20.00
hospice
Private 39.06 | 1.00 240 23.15 | 1.00 240.00 24.60 | 1.00 | 240.00
hospital
Private clinic | 34.49 | 1.00 180 20.44 1.00 180.00 24.0411.00 | 180.00
NGO clinic 18.08 | 5.00 40.00 76.15 | 30.00 120.00 53.84 | 5.00 | 120.00
Company/ 5.65 | 2.00 10 27.11 | 1.00 180.00 25.88 | 1.00 | 180.00
parastatal
clinic
Total 51.56 | 1.00 10000 62.09 | 1.00 840.00 54.86 | 1.00 | 1000.0

0
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8.5 Affordability
8.5.1 Source of expenditure for outof-pocket payment(OOPS)

Figure 8.3 below shows the sources of OOPHiturseholdchealth expenditure. The figustows

that most hous®lds hadown cash to spend on health care services at the point accessthg heal
services representing 70 pent of total household health expenditure. This was followed by
those who were given monegnd those that borrowed. These repre&@rpercentad 4 pecent
respectively. The households that had to spend on health services after selling household assets

werethe lowest with less than 1 pent of total household health expenditure.

Figure 8.3Source of expenditure for outof-pocket payments

Got the funds to Got the funds to
pay for the services pay i
Others (specify)? Don't Know?
3% 1%

Got the funds to
pay for the services
Had own cash

available?
14%

l_ Got the funds

to pay for the

services Was

given mongey?
4%
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Table 8.8 shows the source of payments for health care expenditures by employment category. It
is shown that the formally employed category had the largest share of own resources for
payments, varying between-BB percent depending on employment statug Jécrond source

was those who were given cash, varying betwe8m2rcent. No one had sold household assets

to finance health care utilization. The waived or exempted varied betwe&3 @&rcent
depending on employment status. This can be explainedebglata showing that most people
enjoyed tax funded health services.

Table 8.8 Source of payment for health care expenditure by employment status
Employment Own | Was Borrowed | Sold Waived/ Reim- Not Other
status cash | given money household | exempted | bursed stated

cash assets by well

wisher

Paid employee 33 2 0 0 61 0 2 4
Unpaid family | 12 3 0 0 83 0 1 2
worker
Seeking work 19 9 2 0 68 1 0 3
Homemakers 18 5 0 0 75 0 1 3
Students/intern/ | 11 8 0 0 79 0 1 3
apprentice
Self employment | 16 2 0 0 80 0 1 3
Others 15 8 1 0 75 0 1 0

A decomposition of the visits by expenditure quintiles are given in Table 8.9. The total numbers
of visits are dominated by the poorest and the total numbers of admissions are dominated by the
rich. A comparison o¥isits between the poorest and the richest quintiles shows that the richer
dominates the subsequent visits. The opposite can be seen for admissions where the poor
dominates the subsequent admissions.

Table 8.9 Number of visits by healthexpenditure quintile

Expenditure quintile
Health care Richest Second Middle Fourth Poorest Total
utilization
Visit 1 251,881 411,787 481,973 434,166 392,617 1,972,424
Visit 2 10,854 10,758 11,896 9,938 8,196 51,642
Visit 3 1,357 1,498 297 467 617 4,236
Visit 4 - 721 - 113 378 1,212
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Total outpatient 264,091 424,764 494,166 444,683 401,809 2,029,513
visits
Percentage use by | 13percent | 21percent | 24percent | 22percent | 20percent

uintile
2dmission 1 87,921 86,891 95,122 99,771 81,507 451,211
Admission 2 3,718 8,636 9,000 9,333 6,248 36,935
Admission 3 832 1,820 1,432 1,993 1,678 7,755
Admission 4 377 228 572 239 234 1,650
Total admissions 92,847 97,575 106,126 111,336 89,667 497,551
inpatient care
Percentage use by | 19percent | 20percent | 21percent | 22percent | 18percent

quintile
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Table 8.10 shows the percentage distribution of follow up visits. As can be seen the richest
dominates utilization of health care in terms of the visits and the poorest dominate in terms of the

re-admissions.

Table 8.10 Follow up use of health care by expenditure quintile, percent

Percentage of population with follow up visits by expenditure quintile

Richest 2nd 3 4th Poorest
4 3 2 2 2

1 0 0 0 0
Percentage of population readmitted by wealth quintile

Richest P 3 7L Poorest
4 10 9 9 8

1 2 2 2 2

However, even though the wealthiest quintile has greater use of inpatient facilities than the
poorest, the share of poorer households being readmitted was higher than the wealthier quintiles,
indicative of poorer health outcomes attributable to a variety of reasons.

The utilization of health facilities by soegconomic groups is shown in Figure 8.13. The
utilization of public tertiary hospitals is dominated by the richest quintiles. The difference in
utilization of government general hospitals by the s@donomic groups is not so polarized. The

poorest quintiles dominate the utilization of government district hospitals.

8.6 Summary

The major reason for the poorest people not seeking care in bothamdamal areas is that they
cannot afford the costs of care. This can be compared with urban areas where the richest are not
seeking health care due to selédication, poor quality health services, religious or cultural
reasons and long distance to thhevader. The poorer quintiles are reporting affordability, self

medication, fear of discovering serious illness and long distance to provider as major reasons.

More than 70 per cent of the households sought care within 5 km radius of a health fawlity. T

difference in distance to a facility between the rural areas and urban areas is almost double. The
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mean distance travelled by rural and urban households is 6.8 km and 3.6 km respectively and

almost double to admission facilities.

The average walkingrtie is 52 minutes while the average travel time by public transport is 62
minutes. The duration taken to visit a health facility is lowest for parastatal and private health
facilities, where on average it takes about 25 minutes. Travel time to public beaiths and

health posts take almost an hour. Close to a majority, 49 per cent of the urban population are
within 30 minutes walking to the health facility visited, as opposed to 28 per cent in the rural
areas. Fortyfive per cent of the rural populatidake between 3059 minutes to reach a health
facility, while 15 per cent of the urban population do so. The time taken to reach tertiary health

providers is on average 45 minutes, and almost 75 minutes for secondary level services.

The formally employe category have the largest share of own resources for payments. There is
considerable variation, between-33 percent depending on employment status. The second
source was those who were given cash, varying betw8gpe2 cent. No one had sold household
assets to finance health care utilization. The waived or exempted varied betwg@mpé&lcent
depending on employment status. This can be explained by the data showing that most people

enjoyed tax funded health services.

The largest share of health eartilization however is attributable to the middle semionomic
quintile. The shares of the health care visits by the richest two quintiles are less than the shares of
the poorest two quintiles. A comparison of visits between the poorest and the gigimdiés
shows that the richer dominates the subsequent visits. The opposite can be seen for admissions

where the poor dominate the subsequent admissions.

The factor of affordability of health care was a key reason for the third and fourth quintde whi
it was least among the poorest and the richest quintile:-n®adfcation was highest among the
middle quintile followed by the fourth and second quintile. The quality of service was most
prominent as a factor for not seeking care among the pooresilegunstance accounted as a

leading cause of not seeking care among the third and fourth quintile.
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The utilization of public tertiary hospitals is dominated by the richest quintiles. The difference in
utilization of government general hospitals by tbeiseconomic groups is not so polarized. The
poorest quintiles dominate the utilization of government district hospitals.

Waiting times show that the private facilities have a mean of about 24 minutes while the public
district and mission facilities hawightly over 75 minutes and 52 minutes respectively of mean
waiting time. It takes on average between 56 and 72 minutes to see a clinician for public health
centres and mission health centres respectively. In general the waiting times to all fadlities a
longer in rural areas but are longer in urban areas for government general hospitals, health

centres, health posts and NGO clinics.
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9 Perceived quality ofhealth care and disease outcomes

9.1 Introduction

Perceived qual ity mayffdataresdrmrdfcharacedistica of a firodhceor t ot a
service that bears on its ability to satisfy the statediorp | i ed needo @Oéneng,genbau
1986) . I n healt h, guality of care i s commonly
for individuds and populations increase the likelihood of desired health outcomes and are

consistent with current professional knowl edg

Whi |l st there are so many di mensions of qgual i
framework defines the dimensions of quality of care as 1) effectiveness, 2) efficiency, 3)
accessibility, 4) acceptability/patient centred, 5) equity and 6) safety (WHO, 2006). Numerous
attempts to describe di mensi ons tlodare hawd beenan c e
described. A patientds perspective of qgual it
relationship with healthcare providers, the qualifications and performance of hezdiie

providers, and access to and choice of hezdtte. Wthin the context of primary care, similar

patient generated dimensions have also been described as importanptovitien of good

quality care:fast access; trust in professional providing care; respect for patient preferences;
patient involvement; iformation, education and support for sedfre; attention to physical and
environmental needs; emotional support; involvement of family and caretakers; continuity of care

and smooth transition and coordination of care.

This chapter assesses quality ofallle services based on the perceptions of all interviewed
individuals who sought health care in the last twelve (12) months (both inpatient and outpatient).
The 2014 ZHHEUS collected information for various health services on the following service
areas:

A Availability of drugs;

A Availability of qualified staff;

A Waiting time;

A Availability of diagnostic capacity;
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A Privacy and
A Staff attitude.

9.2 Rating of Health Delivery Characteristics

9.2.1 Avalilability of drugs

Availability of drugs is an important indicator ofiglity of the health care. In this subsection and
the remaining subsections respondents were asked to rate a particular aspect of health service on
an ordinal scale ranging frofivery gooa to fivery poopn. Table 9.1 below shows the rating on

drugavailabiity by facility type.
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Table 9.1 Rating on availability of drugs by type of health provider, region and sex

Rating on Availability of Drugs Total
Total | Very Poor Avera | Good Very Not Population
poor ge good Applica
ble
Type of | Zambia 1,810,610
health 100 4 12 2 50 10 1
provider | Govt.Tertiary 20,840
Hospital 100 3 17 23 48 7 2
Govt. Prov/ 48,418
General Hospital | 100 5 9 23 48 14 1
Govt District 139,683
Hospital 100 3 11 22 53 10 1
Govt. Health 1,111,046
Centre 100 4 13 23 51 8 1
Govt Health Post 310,294
100 4 14 23 48 10 1
Mission hospital 75,110
100 2 6 20 58 14 0
Mission health 28,741
Centre 100 4 13 22 46 15 -
Nursing/Hospice 451
100 - - - 100 - -
Private hospital 28,661
100 7 5 8 47 33 0
Private Clinic 32,323
100 4 2 12 58 21 3
NGO Clinic 1,624
100 - - - 32 68 -
Company/ 13,419
parastatal clinic | 100 4 9 19 51 17 -
Region Rural 1,248,962
100 3 12 24 51 9 1
Urban 561,648
100 5 12 20 48 13 2
Gender | Male 805,208
100 3 12 22 52 10 1
Female 1,005,401
100 4 13 23 49 10 1

Table 9.1 shows that nationally 60 percent of respondents rated drug availabilitigivoch to

very goo@. Only 16 percent rated it fromipoor to very poas. The remaining 23 percent rated
drug availability as average. The table also shows rating of drug availability by type of facility.
Benchmarking these facility ratings to what is seen nationally, it is observed that the proportion
that rated drug availdity from figood to very goodlin government tertiary hospitals and health

posts was below the national average of 60 percent. Specifically, 55 percent of those who visited
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a government tertiary hospital rated drug availability fridgood to very goodl Similarly, 58
percent ofthose whovisited health posts rated drug availability fréigpod to very goodl The
highest proportion of patients rating drug availabilityisry pooo was in private facilities at 7

percent.

Facilities with the highest propooth of patients rating drug availéiby to be figood to very
good were nursing home or hospice andG® clinic. All the patients whaisited a nursing
home or hospice rated drug availability to figmodd. Similarly, all (100 percent) those who
attended amNGO clinic rated drug availability to b@ood to very goodl This was followed by
private hospitals whereD8ercent of those who visitedted drug availability fronfigood to very
good. This was followed by private clinic at 79 percent. Comparing puallit privatefor-profit

or privatenot-for-profit facility type, we see that the perceived rating of drug availability is lower

for publidy-owned facilitiescompared withthe other types of facilities.

There is no dference in the proportionsatng drug availability fromfigood to very gooalin
rural areas agsompared withurban areas. Iboth rural and urban areas, 16 percent of the
population seekingare rated availability of drugs frofigood to very goodl In contrast 15
percent of thoseeekingcare in rural areas rated availability of drugs tafpeoro or fivery poob,
while in urban areas the percent was slightly higher at 17 percent.

From a provincial perspective there are no marked differemcése rating of drug availability
as indicatedn Table 9.2. The province with the highest percentage of patients rating availability
of drugs fromfipoor to very poay is NorthhWesternProvince at 19.4 percent. Predominantly

urban provinces have ratings that are high and very similar as indicatedtail

Table 9.2 belowpresents the rating of drug availability by seemnomic groupings. The table
reveals that it is the poorest 20 percent who have the highest percentage of pemptrugt
availability to befipooro or fivery poob. Among thosavho visited a health facility four weeks
prior to the survey andho were from the poorest 20 percent of the population of Zambia, 17.9

percent perceived drug availability to have bépaor or fivery poob. This can be contrasted
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with the view among thechest 20 percent where only 14.2 felt that drug availability figasio

or fivery poob.

Table 9.2 Perceived rating on availability of drugs by province and expenditure quintiles
Rating on Availability of Drugs Total
Total | Very | Poor | Average | Good | Very | Do n | Not Population
poor good | Know | Applicable

Province | Total 100.0| 2.7 119 | 23.3 47.2 | 8.3 4.1 24 1,810,610
Central 100.0| 1.0 12.3 | 23.8 47.7 | 7.2 5.8 2.2 196,119
Copperbelt]| 100.0]1 3.1 9.7 | 233 48.7 [ 9.6 | 3.3 2.2 255,469
Eastern 100.0( 1.0 [ 16.6 | 20.8 46.7 (85 |[3.3 3.1 303,521
Luapula 100.0| 3.2 11.3 | 22.9 48.7 | 7.1 3.3 3.6 176,448
Lusaka 100.0| 4.1 8.7 24.2 46.8 | 114 | 2.9 1.9 190,771
Muchinga | 100.0| 2.0 10.7 | 26.5 474 | 121 | .7 .6 107,489
Northern 100.0| 6.0 111 | 241 40.2 | 10.1 | 4.2 4.2 133,130
N Western | 100.0| 2.4 17.0 | 35.5 349 |44 3.2 2.7 126,869
Southern 100.0| 3.0 8.9 21.4 51.7 | 8.1 5.7 1.2 162,947
Western 100.0| 3.0 11.2 | 16.0 547 | 4.2 9.0 1.9 157,847

Quintiles | Poorest 100.0| 2.4 155 | 22.8 453 | 7.4 4.5 2.1 411,237
Second 100.0| 2.4 10.5 | 22.8 47.6 | 9.7 4.2 29 399,353
Middle 100.0| 2.1 11.4 | 24.7 49.3 | 6.2 3.9 2.2 364,803
Fourth 100.0| 3.0 11.4 | 23.2 489 |75 4.0 2.0 345,603
Richest 100.0| 4.1 10.1 | 23.0 444 | 115 | 3.9 2.9 289,614

9.2.2 Avalilability of qualified staff

Effective delivery of health services hinges not only omilability of drugs but also on

availability of qualified health personnel. It is with this in mind that the survey sought to find out

the perceptions of those who had visidhealth facility on availability of qualified health

personnel. Table 9.3 showse rating of availability of qualified health personnel by facility type,
region and gender.

Table 9.3 Perceived rating on availability of qualified staff by type of health provider,
region and sex

Rating on Availability of Qualified Staff

Total
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Total | Very | Poor | Average| Good | Very | Not Population
poor good | Applicable
Type of | Zambia 100 | 3.1 119 23.0 52.3 | 8.9 .8 1,810,610
health  FEovtTertiary 100 | 1.6 |25 |212 |689 |57 |00 20.840
provider Hospital
Govt. Prov/ 100 | 3.8 5.4 (185 56.8 | 154 | .2 48,418
General Hospital
Gouvt District 100 | 1.6 7.2 |20.7 58.7 | 10.2 | 1.7 139,683
Hospital
Govt. Health Centrgl 100 | 3.0 13.2 | 23.7 525 | 6.7 .8 1,111,046
GovtHealth Post 100 | 4.1 14.8 | 25.4 455 |1 9.4 .8 310,294
Mission hospital 100 | 4 34 | 175 625 | 158 | .3 75,110
Mission health 100 | 3.2 85 | 223 52.8 | 13.2 | 0.0 28,741
Centre
Nursing/Hospice 100 | 0.0 0.0 (0.0 100.0] 0.0 0.0 451
Private hospital 100 | 5.8 73 (7.0 48.6 | 31.0 | .3 28,661
Private Clinic 100 | 6.8 2.1 |15.4 52.3 | 219 |14 32,323
NGO Clinic 100 | 0.0 26.2 (0.0 46.1 | 27.8 | 0.0 1,624
Company/parastata] 100 | 4.9 2.8 |36.1 37.8 1184 | 0.0 13,419
clinic
Region Rural 100 | 3.2 13.3 | 22.7 525 | 7.7 5 1,248,962
Urban 100 | 2.9 8.7 | 236 519 (115 |14 561,648
Gender Male 100 | 3.2 11.4 | 23.2 52.8 | 8.4 9 805,208
Female 100 | 3.1 12.2| 228 52.0 1 9.3 7 1,005,401

Table 9.3 bows that at the national lev@l.2 percent of those who visited a health facility rated
availability of qualified health personnel frafigood to very goodl Using this national picture as

a benchmark for spda facility types we come up with several observations.

The first notable aspect is that thes a very low percentage whated government health posts
and health facility fromfigood to very goodl Of those who visited health posts 54.9 percent
rated availability of qualified personnel fronigood to very gooal Slightly higher was the
proportion for health centres at 59.2 percent. This carcdmpared withother typs of
governmenbwned facilities where availability of qualified staff is rated abewverage. For
instancein government tertiary hospitals availability of qualified staff was rated figood to

very gooa by 75 percent of those who visited such facilities. Similarly, government provincial
hospitals and general hospitals were rated fiigood to very gooalby 72 percent of those who
visited such a facilityand district hospitals stood at 69 percent. Although these ratings have a

subjective element inherent in them it is not impossible to deduce that within the government
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facilities it is the health posts and health centres that seem to have problems with available

qualified staff.

On the other hand private hospitals seem to have a fairly good availability of qualified staff. Of
those who attended private hospitals, 80 percent ratechlwigyl of qualified staffiigood or

fivery gooda, while the proportion for private clinics and NGO climiwas at 74 percent each.
Another indicator ishat Company/parastatal cliniseem not to have sufficient qualified staff as
only 56 percent of thoseho had attended such a facility had rated availability of qualified staff

from figood to very goodl

Table 9.4 Perceived rating on availability of qualified staff by province and expenditure
guintiles

Rating on Availability of Qualified Staff Total
Total | Very | Poor | Average | Good | Very | Not Population
poor good | Applicable
Province | Total 100.0 | 3.1 119 | 23.0 52.3 | 8.9 .8 1,810,610
Central 100.0 | 2.5 9.1 21.8 55.4 | 9.7 1.4 196,119
Copperbé 100.0 | 2.4 10.0 | 27.4 485 [ 10.2 | 1.6 255,469
Eastern 100.0 | 1.8 16.4 | 22.0 52.0 | 7.2 .6 303,521
Luapula 100.0 | 3.8 15.8 | 21.9 49.8 | 8.5 A 176,448
Lusaka 100.0 | 6.6 10.7 | 16.7 53.4 |[11.7 | .9 190,771
Muchinga 100.0 | .9 9.8 27.7 48.2 [ 13.4 | 0.0 107,489
Northern 100.0 | 1.7 13.9 | 25.9 46.1 | 11.4 | 1.0 133,130
North-Western 100.0 | 4.7 15.0 | 32.8 426 |45 A4 126,869
Southern 1000 | 24 | 6.7 23.3 59.7 |75 .3 162,947
Western 100.0 | 4.7 9.2 14.0 65.1 |6.2 .8 157,847
Quintiles | Poorest 100.0 | 2.8 13.1 | 24.7 513 [ 7.6 5 411,237
Second 100.0 | 3.2 11.3 | 204 548 |9.8 .6 399,353
Middle 100.0 | 2.8 12.7 | 22.5 541 | 7.6 .3 364,803
Fourth 1000 | 2.4 11.4 | 24.8 531 |71 1.2 345,603
Richest 100.0 | 4.7 10.4 | 22.6 474 | 133 | 1.6 289,614

There were not marked differences in the proportions rating availability of qualified staff from
figood to very goodl between rural and urbaareas nor between male and females. The same
trend is reflected in provincial distribution. Whereas most provinces had similar proportions of
patients rating fronfigood to very goodl of available qualified staff, NordWestern was an

outlier with only 47percent of those who haadwght care at any facility ratingvailability of
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gualified health personnel froifigood to very goodl This shows that availability of qualified

staff might be a key constraint in this province.
9.2.3 Waiting time

Table 9.5 shows thdistribution of the rating of waiting time. To analyse whether waiting time is

a constraint to health delivery, we look at both the proportion who rate waiting timeifieon

to very pooo and contrast this to the proportion rating it fréigood to very godd. The table

shows that at national level 46 percent of the people who had sought health care rated waiting
time from Agood to very goodl compared withthe 30 percent whaated it from fipoor to very

pooIO.

Looking at facility distribution, waiting the is worst at tertiary hospitals and provincial or
general hospitals. Of those whad sought health care at government tertiary hospitals, 40
percent rated waiting time froifigood to very goodland 41 percent fromfipoor to very poas.
Similarly, 37 percet of those who sought health care at a government district hospital rated
waiting time fromfigood to very goodl while 36 percent rated it frorfpoor to very poar. In
provincial or general hospitals, 55 percent of those hdubsought care rated waitirtgne from
figood to very goodl compared witi23 percent who rated it froffipoor to very poadr. On the
contrary, the proportion rating waiting time to figood to very goodare far higher in private
facilities ascompared withgovernmentowned facilities. Of those who had visited a private
hospital, 78 percent rated waiting time fréigood to very goodl while only 13 percent rated it
from fipoor to very podr. Over 66 percent of those who sought care at private clinics rated
waiting time fromfigood to verygood, compared withl2 percent who rated it fromfipoor to

very poob. Based on this, we can deduce that the better rating of waiting time for private

facilities is the major driver of the demand for services by such facilities.

Table 9.5 Perceived rating on availability of waiting time by type of health provider, region

and sex
Rating on Availability of Waiting Time Total
Total | Very | Poor| Average| Good | Very [ Do n | Not Population
poor good | Know | Applicable
Type of | Zambia 100 |74 [225]225 383 |76 (1.1 7 1,810,610
health  I"Govt Tertiary 100 | 101 313|189 [398 |00 [00 |00 20,840
provider Hospital
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Govt. Prov/ 100 (3.7 [19.1| 19.8 43.7 1117 | 2.1 0.0 48,418
General Hospital
Govt District 100 [ 7.0 |29.3|24.6 315 |55 |11 1.0 139,683
Hospital
Govt. Health 100 (8.2 [23.8(231 38.1 |52 |1.0 7 1,111,046
Centre
Govt Health Post [ 100 [ 5.9 | 19.7 | 23.1 39.0 (104 | 1.2 .8 310,294
Mission hospital 100 (4.7 |16.6| 19.1 443 |113.0] 2.0 3 75,110
Mission health 100 | 13.3|18.4| 17.6 434 16.0 |13 0.0 28,741
Centre
Nursing/Hospice | 100 | 0.0 [ 0.0 | 0.0 100.01 0.0 | 0.0 0.0 451
Private hospital 100 (58 | 7.2 [6.8 451 | 32.8 | 2.2 0.0 28,661
Private Clinic 100 (35 [8.2 |20.0 34.9 |30.8]0.0 2.6 32,323
NGO Clinic 100 (0.0 |0.0 |O0.0 43.0 | 57.0 1 0.0 0.0 1,624
Company/parastatd 100 | 2.2 | 12.5(24.5 36.3 | 246 (0.0 0.0 13,419
clinic
Regian Rural 100 (6.1 |224|227 403 | 7.0 | 1.0 .5 1,248,962
Urban 100 | 10.2|22.6|21.9 33.8 9.1 |12 1.1 561,648
Sex Male 100 (75 |21.3|228 385 7.7 |15 7 805,208
Female 100 (7.3 [234|222 382 |76 |.7 7 1,005,401

Although no marked differences are noticed by rural or urban digidby gender, there are

differences in the vincial distribution and socieconomic grouping as shown in the table

below. SoutherProvince and Westerrr®ince have the best ratings regjag waiting time. Of

those who had sought care, 51 percent rated waiting ftione figood to very goodlin both

provinces. On the other hand 23 percent and 29 percent of those who had sought health care rated

waiting time fromfipoor to very poarin Soutkern Provinceand Western lPovince respectively.

The other ratings are similar across provinces. The table also shows no marked differences in the

ratings across socieconomic groupings as shown in the ratings by quintiles.

Table 9.6 Perceived rating on awailability of waiting time by province and expenditure

quintiles
Rating on Availability of Waiting Time Total
Total | Very | Poor| Average| Good| Very | Do n Not Population
poor good | Know | Applicable
Province | Total 100.0 7.4 225 22.5| 38.3 7.6 1.1 g 1,810,610
Central 100.0f 5.1| 235 27.3| 37.8 4.9 A 1.2 196,119
Copperbeltf 100.0( 7.5| 19.6 25.6| 37.1 7.6 1.0 1.6 255,469
Eastern 100.0f 5.0| 23.3 20.7| 39.8 9.1 1.7 4 303,521
Luapula 100.0f 7.6| 25.4 20.4( 38.8 6.6 1.0 2 176,448
Lusaka 100.0| 13.6| 21.0 149| 36.4( 123 1.4 5 190,771
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Muchinga | 100.0| 6.9 27.5 23.7| 298| 114 5 2 107,489
Northern | 100.0( 7.3| 26.4 22.3( 35.5 6.4 1.2 9 133,130
N Western| 100.0| 9.3| 21.4 29.2( 33.5 5.5 v 5 126,869
Southern | 100.0( 6.6 16.8 24.1( 440 6.9 1.2 3 162,947
Western 100.0] 6.7] 225 18.3] 45.9 4.7 1.2 e 157,847
Qu i nt| Poorest 100.0f 5.3| 235 23.2( 39.3 7.3 1.1 A 411,237
Second 100.0 6.0 20.9 22.7( 41.0 8.1 .6 e 399,353
Middle 100.0f 7.1 23.7 23.9( 38.5 5.6 .9 A4 364,803
Fourth 100.0f 8.5( 22.6 21.8( 38.2 6.9 1.0 11 345,603
Richest 100.0( 11.3| 21.4 20.1 33.2| 11.0 2.0 11 289,614

9.24 Availability of diagnostic capacity

Timely ard correct diagnosis of diseadependgo a large extendtn the diagnostic capacity at a
particular facility. Tertiary health facilities would be associated with high level of diagnostic
capacity because they dewth complicated disease casesile primary facilities demand basic
diagnostic facilities in line with the level of iliness that they deal with. Since the correct and
timely diagnosis of disease is a critical component of health care, respondentskeeréoaate
facility availability of diagnostic capacity. Table 9.6 shows the results for the rating. According
to the national picture, 55.5 percent of those who had visited a health facility rated availability of
diagnostic apacity fromfigood to verygood, while 14.7 rated it fronfipoor to very poan.
Facilities with the highest proportion of clients rating availability of diagnostic capacity from
figood to very goodlinclude private hospital at 73.8 percent, private clinic at 72 percent and
mission hapital at 72.7 percent. This could be contrasted with proportions for government
tertiary hospitalat 59.5 percentprovincial or general hospitat 64.8 percent and government
district hospital at 51.4 percent. It is clear that government district hbfgited lower than the

national average.

Although there are no significant gender differences in this rating éhemmarked differences by
rurallurban divide. In rural areas 54.3 percent of those who had sought care felt that availability
of diagnostt capacity wagigood or fivery good, while in urban areas it was 58.1 percent. On
the other handa higher proportion of rural clien{d5.7 percentfelt availabilty of diagnostic

capacity wagipoor to very poad. In urban areas the proportion stood 213 percent. This is an
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indication that rural areas do not have sufficient diagnostic capacitprapared withurban

areas.

Table 9.7 Perceived rating on availability of diagnostic capacity by type of health provider,
region and sex

Rating on Availability of Diagnostic Capacity Total
Population
Total | Very | Poor | Average | Good | Very | Do n | Not
poor good | Know | Applicable
Type of Zambia 100.0 | 2.7 119 | 23.3 472 | 8.3 4.1 2.4 1,810,610
heaIFh Govt.Tertiary 100.0 | .8 84 |275 545 | 5.0 3.9 0.0 20,840
provider .
Hospital
Govt. Prov/ 100.0 | 2.9 6.6 20.0 48.7 | 16.1 | 3.3 23 48,418
General Hospital
Gouvt District Hospital| 100.0 | 1.7 8.0 20.8 52.9 11.1 | 3.8 1.5 139,683
Govt. Health Centre | 100.0 | 3.0 129 | 24.2 46.6 | 6.1 4.4 2.8 1,111,046
Govt Health Post 100.0 | 25 | 149 | 24.8 432 | 8.2 4.3 2.0 310,294
Mission hospital 100.0 | .2 7.1 16.7 57.0 | 15.7 | 2.9 3 75,110
Mission health Centrd 100.0 | 2.0 10.5 | 21.8 50.3 104 | 1.4 35 28,741
Nursing/Hospice 100.0( 0.0 | 0.0 | 0.0 100.0 | 0.0 0.0 0.0 451
Private hospital 1000 6.6 |29 | 10.7 445 | 29.2 | 6.0 0.0 28,661
Private Clinic 100.0 | 3.5 | 3.2 15.1 524 | 196 | .8 55 32,323
NGO Clinic 100.0 | 0.0 [ 0.0 | 0.0 316 |57.0 | 0.0 11.4 1,624
Company/ 100.0 | 3.9 1.0 | 33.0 40.2 | 209 | .9 0.0 13,419
parastatal clinic
Region Rural 100.0 | 2.7 131 | 23.1 470 | 7.3 4.5 2.4 1,248,962
Urban 1000 29 |94 | 237 476 | 105 | 34 2.4 561,648
Sex Male 100.0 | 2.8 | 11.6 | 22.7 47.7 | 8.4 4.2 2.7 805,208
Female 100.0 | 2.7 12.2 | 23.8 46.8 | 8.3 4.1 2.2 1,005,401

Once it is dentified that there is a ruratban divide t follows that those provincdsaving a

higher rural population will have a higher proportion of the clients to health facilities indicating

poor rating of diagnostic capacity availability. The table below gives the distribution of the rating

of diagnostic capacitipy provinces and adsby socieeconomic groupings. The table reveals that

generally the rating is not different among provinces except for N@érdstern. NortHVestern

Province not only had the highest proportion of those seeking care rating availability of

diagnostic capaty from fipoor to very poay (19.4 percent)out also had the smallest proportion

of those saying diagnostic capacity vigeod or fivery gooa (39.3 percent).
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The distributionsocio-economic groupings reveals thihe poor are th&rger proportion saym
availability of diagnostic capacity ifpoor or fivery poob (17.9 percent)and the lovest
proportion saying it isigood or fivery gooa (52.7 percent)Although not objective it is possible
to deduce that availability of diagnostic capacity is a megorstraint in rural areas and among
the poor.

Table 9.8 Perceived rating on availability of diagnostic capacity by province and
expenditure quintiles

Rating on Availability of Diagnostic Capacity Total
Total | Very | Poor| Average| Good| Very [ Do n ¢ Not Poplggon
poor good | Know [ Applicable
Province | Total 100.0| 2.7 11.9 | 23.3 47.2 | 8.3 4.1 2.4 1,810,610
Central 100.0( 1.0 12.3 | 23.8 477 (7.2 5.8 2.2 196,119
Copperbelt| 100.0] 3.1 9.7 |23.3 48.7 | 9.6 3.3 2.2 255,4®
Eastern 100.0( 1.0 16.6 | 20.8 46.7 | 8.5 3.3 3.1 303,521
Luapula 100.0( 3.2 11.3] 22.9 487 (7.1 3.3 3.6 176,448
Lusaka 100.0( 4.1 8.7 |24.2 46.8 | 114 | 2.9 1.9 190,771
Muchinga | 100.0| 2.0 10.7 | 26.5 474 (121 | .7 .6 107,489
Northern | 100.0| 6.0 11.1]24.1 40.2 | 10.1 | 4.2 4.2 133,130
N Western| 100.0| 2.4 17.0] 355 349 (4.4 3.2 2.7 126,869
Southern | 100.0( 3.0 89 | 214 51.7 | 8.1 5.7 1.2 162,947
Western 100.0( 3.0 11.2 | 16.0 547 | 4.2 9.0 1.9 157,847
Quintiles | Poorest 100.0( 2.4 155 | 22.8 453 (7.4 4.5 2.1 411,237
Second 100.0( 2.4 10.5] 22.8 476 | 9.7 4.2 2.9 399,353
Middle 100.0( 2.1 11.4 | 24.7 49.3 | 6.2 3.9 2.2 364,803
Fourth 100.0( 3.0 11.4 ] 23.2 489 (75 4.0 2.0 345,603
Richest 100.0( 4.1 10.1 | 23.0 44,4 (115 | 3.9 2.9 289,614

9.25 Privacy

Privacy becomes a critical factor especially in cases of diseases that attract stigma once the
society gets to know that one hasen diagnosed witbuch a disease. This mag the reason
why in some casesertain individuals may be discouraged to seek care. A specific example is

that of people going for HIV/AIDS testing and treatment.

It is, therefore important that health fadiles uphold the highest level of privacy to encourage as
many people as possible to seek care once they aresigh for a test to know their status and

get timely medical attdion if there is need. Table 9shows that the proportion rating privaoy t
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be figood and fivery gooad stood at 74.2 percent nationalkyhile the proportion rating it as
fipood  ivery pooD stood at 6.8 percent. Top on the list of the proportion rating a facility of
havingfigood or fivery goodd privacy is private hospitalith 87.3 percentfollowed by mission
hospital at 85.6 percenfollowed by mission health centre at 81.9 percent and government
tertiary hospital at 81.2 percent. The remaining facilities also had a fairly high rating except
company or parastatal facilitiesith a rating of 65.6 percent. Moreover there are very small

differences between male and females and between rural and urban areas.
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Table 9.9 Perceived rating on availability of privacy by type of health provider, region and

gender
Rating on Availability of Privacy Total
Total | Very | Poor | Average | Good | Very | Not Population
poor good | Applicable
Type of | Zambia 100 (16 |52 |16.9 615 |12.7 | 2.1 1,810,610
health P&t Tertiary 100 | 8 |23 |158 |754 |58 |00 20,840
provider | Hogpital
Govt. Prov/ 100 (1.2 |17 |18.2 590.1 |18.9 | 1.0 48,418
General Hospital
Govt District| 100 (1.8 | 6.8 | 15.2 61.4 | 133 | 1.4 139,683
Hospital
Govt. Health Centre | 100 | 1.5 4.6 18.1 63.1 | 11.0 | 1.7 1,111,046
Govt Health Post 100 (15 |8.7 |17.3 549 |13.4 | 4.2 310,294
Mission hospital 100 (1.2 |39 |78 69.1 | 165 | 1.4 75,110
Missionhealth centre] 100 [ 1.6 | 5.0 | 11.5 65.7 | 16.2 | 0.0 28,741
Nursing/Hospice 100 (0.0 | 0.0 |O0.0 100.0| 0.0 0.0 451
Private hospital 100 |42 |15 |56 532 |34.0 |14 28,661
Private Clinic 100 | 7.3 1.3 9.9 58.3 [ 205 | 2.7 32,323
NGO Clinic 100 | 0.0 [0.0 |0.0 316 |68.4 |0.0 1,624
Company/ 100 (3.8 | 0.0 |30.6 443 | 21.3 | 0.0 13,419
parastatal clinic
Region | Rural 100 (1.2 |6.0 |16.9 619 | 119 | 2.1 1,248,962
Urban 100 (26 |34 |17.0 60.4 | 14.7 | 2.0 561,648
Gender | Male 100 (1.8 |5.0 |17.0 61.1 | 12.7 | 2.3 805,208
Female 100 | 1.5 54 16.8 61.8 | 12.7 | 1.9 1,005,401
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Looking at the distribution of the rating by province, only Néfflesten Province (56.3 percent)

and Northern Province (67.9 percent) have the least proportion rating privackigoowh to very
good. From a soio-economic perspective it is the poorest 20 percent category where we find the
largest proportion (8.7 percent) rating privacyfipeoi or fivery poob. On the other han@0
percent of those who had sought care and belonged to the poorest 20 perdenivaty to be
figood or fivery good. These findings reveal that generally privacy is a characteristic that is well
kept in most facilities and this is generally the case across regions, gender argtsnoinic

groups.
Table 9.10 Rating on privacy by province and expenditure quintiles
Rating Total
Total | Very | Poor | Average | Good | Very | Not Population
poor good | Applicable

Province | Total 100.0 | 1.6 5.2 16.9 615 |[12.7 | 2.1 1,810,610
Central 100.0 | .7 4.2 15.7 61.6 159 | 1.9 196,119
Coppebelt | 100.0 | 2.9 3.7 15.7 64.5 115 | 1.7 255,469
Eastern 100.0 | 1.3 7.1 16.9 58.7 139 | 2.1 303,521
Luapula 100.0 | 1.7 6.0 141 64.5 133 | .3 176,448
Lusaka 100.0 | 3.7 3.2 14.9 61.5 154 | 1.3 190,771
Muchinga 1000 | 1.1 21 18.9 60.5 174 | 0.0 107,489
Northern 100.0 | 1.2 7.4 21.0 55.0 129 | 2.5 133,130
N Western | 100.0 | .8 7.8 31.7 50.8 | 5.6 3.3 126,869
Southern 100.0 | .7 4.3 13.8 65.9 141 | 1.2 162,947
Western 100.0 | 1.3 5.6 12.3 68.6 |5.7 6.5 157,847

Quintiles | Poorest 100.0 | .7 7.9 18.0 60.2 |[104 | 2.7 411,237
Second 100.0 | 1.9 4.5 15.9 61.4 140 | 2.3 399,353
Middle 100.0 | 1.6 4.7 16.9 65.7 100 [ 1.2 364,803
Fourth 100.0 | 1.2 4.7 17.4 62.8 121 | 1.8 345,603
Richest 100.0 | 3.3 34 16.0 564 |[18.6 |23 289,614

9.2.6 Staff attitude

It is not uncomron to receive information abopitients being mistreated by health personnel.
Staff atttude, if very negative may negate the very purpose of persuading as many as possible to
seekcare. To address this concehe survey asked respondents to rate staff attitude. The table
below shows the rating of staff attitude by facility type, regiod gander. Tabl®.11 reveals

that staff attitude is better in private facilitieempared withpublic or mission facilities. The
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proportion of those who had sought carelrated staff attitude to b@ood or fivery good was

88.2 percent in private hosglit 80.3 percenin private clinig 100 percent in NGO clinic and 76.1

in mission hospital. In all government facilities the proportion was below 70 percent.

From a regional perspective a higher proportion rated staff attituderfigobeb or fivery gooad

in rural areas (66.6 percent) than in urban areas (64.3 percent). Again there was no significant
differencein the rating across gender.

Table 9.11 Rating on staff attitude by type of health provider, region and gender

Rating Total
Total | Very | Poor | Average| Good | Very | Not Popuiation
poor good | Applicable
Type of | Zambia 100 |39 |91 |[20.2 54.8 111 | .9 1,810,610
health  FEGv Tertiary 100 |16 |106|252 |[548 |78 |00 20,840
provider | Hogpital
Govt. Prov/ 100 | 6.3 (49 |20.1 53.8 142 | .7 48,418
General Hospdl
Govt District 100 | 2.1 |83 |24.7 54.7 9.2 1.0 139,683
Hospital
Govt. Health Centrel 100 [ 4.2 | 9.8 | 20.2 55.2 9.7 1.0 1,111,046
Govt Health Post | 100 [ 3.7 [ 10.5 [ 21.0 52.3 116 | .8 310,294
Mission hospital 100 |24 |49 |16.0 60.5 155 | .6 75,110
Mission health 100 |68 [6.3 [21.4 50.2 15.3 | 0.0 28,741
Centre
Nursing/Hospice 100 [ 0.0 | 0.0 (0.0 100.0 | 0.0 0.0 451
Private hospital 100 | 4.7 15 |32 60.0 282 |24 28,661
Private Clinic 100 | 4.2 21 12.0 55.7 246 |14 32,323
NGO Clinic 100 | 0.0 [0.0 |O0.0 22.2 77.8 0.0 1,624
Company/ 100 |39 |20 |[24.7 48.2 21.2 0.0 13419
parastatal clinic
Region | Rural 100 | 3.7 [9.4 |19.8 55.6 109 | .6 1,248,962
Urban 100 |46 |85 |21.1 52.8 115 | 1.6 561,648
Gender | Male 100 | 4.0 [9.1 |19.6 55.0 112 | 1.1 805,208
Female 100 |39 (9.1 |206 54.6 11.0 | .8 1,005,401
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Tabe 9.12shows the rating otaff attitude across provinces and seetonomic groups. The
provinces with the highest proportion rating staff attitude tdigm@od or fivery good were
Southern Province (71.4 percent), Western Province (71.2 percent) aalalBrovincg71
percen). The province with the least proportion with positive rating on staff attitude is -North
Western with 52.8 percent. The pattern of rating staff attitadeot systematic across socio
economic groups. For exammenong the pooré0 percentvho had sought care, 64.6 percent
felt that staff attitude walBgood or fivery gooa, while for the median 20 percent the proportion

was 62.9 percent.

Table 9.12 Rating on staff attitude by province and expenditure quintiles

Rating Total
Total | Very | Poor | Average | Good | Very | Not Population
poor good | Applicable
Province | Total 100.0 | 3.9 9.1 20.2 54.8 111 |1 .9 1,810,610
Central 100.0 | 2.2 8.9 20.2 56.1 11.0 | 1.7 196,119
Copperbelt | 100.0 | 4.2 6.4 21.6 56.1 9.9 1.9 255,469
Eastern 100.0 | 4.3 10.8 | 20.9 52.7 108 | .4 303,521
Luapula 100.0 | 4.5 11.7 | 20.8 52.3 105 | .2 176,448
Lusaka 100.0 | 5.9 7.5 14.8 57.3 13.7 | .8 190,771
Muchinga 100.0 | 3.1 9.3 19.3 49.3 18.7 | 4 107,489
Northern 100.0 | 2.8 12.1 | 20.4 49.8 135 | 14 133,130
N Western | 100.0 | 5.4 10.7 | 30.6 46.7 6.1 5 126,869
Southern 100.0 | 2.4 6.0 19.6 59.8 11.6 | .6 162,947
Western 100.0 | 4.3 8.7 14.9 63.7 7.5 9 157,847
Quintiles | Poorest 100.0 | 2.9 10.2 | 21.6 53.4 11.2 | .6 411,237
Second 100.0 | 3.7 7.4 18.4 58.0 11.8 | .6 399,353
Middle 100.0 | 4.6 11.1 | 21.0 54.5 8.4 4 364,803
Fourth 100.0 | 4.0 8.4 19.5 55.7 109 |15 345,603
Richest 100.0 | 4.9 8.2 20.3 51.4 135 | 1.6 289,614
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9.3 Disease Outcomes

In the survey, healtbutcome was also used as a proxy for measurement of the quality of health
care. Respondents were asked questammsut whether the vig they made to the facilities
improved their conditions or not. Overall, 87 percent of the people who visited a facility reported
having had a positive health outcome, whereas the remaining 13 percent did not report any
improvementDisaggregatiomy illness showthat 92 percent of the people who reported having
had malaria had their condition improved after visiting a health facility. On the other hand, eye
infections recorded the most negative health outcomes with 32 percent of respondent having

reportal that their conditions had not improved after visiting a health facility.

Table 9.139.6 Percentage distribution of health outcomes by type of illness/disease, Zambia,
2014

lliInesses/disease

Zambia

Improved | percent| Not Improved | percent | Total
Malaria 797,318 92 68,875 8 866,193
Respiratory including pneumonia | 82,753 84 16,188 16 98,941
TB 17,185 77 5,146 23 22,331
HIV/AIDS 9,256 70 4,041 30 13,297
Diabetes 10,734 88 1,426 12 12,18
Diarrh oea 114,442 91 11,915 9 126,356
Intestinal worms 18,322 79 4,954 21 23,276
Accidents and injuries 18,407 77 5,584 23 23,991
STD (Syphilis etc.) 3,429 83 708 17 4,136
Eye infections 22,365 68 10,302 32 32,667
Gender Based Violence relateq 1,856 78 529 22 2,385
inju ries
Headaches 302,148 89 38,097 11 340,245
Fever 190,327 90 20,858 10 211,184
Mental lliness 4,462 72 1,723 28 6,185
Cancer 6,328 78 1,735 22 8,064
Other 416,727 81 94,944 19 511,671
Total 1577,835| 87 232,775 13 1,810,610
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Figure 9.1 shows the percentage distribution of improved health outcome for different types of
illnesses/diseasdwy residence. Overall, there seems to be no major differ&etesen rural and
urban areasn how the visit improved health outconexcep for Gender Based Violencelated

injuries, cancers andberculosis Wwere significant differences were observed.

Figure 9.1 Percentage distribution of improved health outcomes of different type of
illness/disease by Residence, 2014
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9.4 Summary

In summary, the study founthat the rating for drug availability, availalyli of qualified
personnel and staff attitedvasvery high across all facilities. lilso revealed that avdiaity of
qualified personnel waa problem in health centres and health posts, especially thoseain
areas. Waiting time seemembe the mai problem at government facilitigsut it wasnot such a
problem in private or NGO facilities. Reduced waiting times at private facilities is probably one
key driver of the demand for health from private providers.
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Privacy wa generally highly rated asse all failities except in parastatalfogany clinics where
a larger proportion felt that privacy was not well kept. Another divide was found on availability
of diagnostic capacity where it was generally found that in rural areas diagnostic capaeity is lo

It is, howeverimportant to underscore the limitation of rating supply side aspects of quality of

care by perceptions of recipients. Generally this rating carries with it a subjective aspect that
sometimes may be at variance with findings from objedcility-based surveys.
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10 Maternal health

10.1 Introduction

In the National Health Strategic Plan 2e4015, maternal health has been identified as a key
intervention in ensuring safe delivery for expectant mothers (MOH 2011). The conceptual
framework and guielines for maternal, new born and child health developed by thédWor
Health Organization has been used for the data collection (WHO 2013a, 2013b, 2013c). In this
chapter, the report presents findings from core progresmin maternal health ranging from

artenatal, delivery, pogtartum care and household expenditure on maternal health services.

With maternal mortality rates reported at around 591 per 100,000 live births, Zambia needs to
improve health care services that a mother receives during pregaatioy time of delivery, and

soon after delivery to ensure the survival and Welhg of both the mother and her child. The
survey obtained information on the extent to which women in Zambia receive care during
pregnancy, delivery, and in the period afiee baby is born. Further, information was collected

on how much households spend on different maternal health services including gntenatal
delivery and postnatahs well as on different inputs including consultation, drugs and medical

investigations.
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In all the households visited during the survey, respondents were asked tbastgtsnember of

their householdhad had a delivery in the last 12 months. Table 10.1 indicates that there are
variationsby provincein the proportion of wmen reporting &ving delivered The proportion of
women reporting to have delivered in the last 12 months prior to the survey is higher in rural
areas at 14.4 percemompared withurban areas at 8.3 percent. Across provinces, the pattern is
the same with predominantlyurban provincesCopperbeltProvince and LusakaProvince
showing lower prportions at 8.2 and 8.8 percaespectively. The highest proportion is seen in
Western Province (15.2), followed by NorthdPnovinceand LuapulaProvince with 13.6 and

14.2 percenrespectively.

Table 10.1 Women between 1249 years who delivered in last 12 months byegion and
provinces

Number Percentage of Population of
who population who females aged
delivered delivered 12-49
Region Rural 331,671 14.4 2,295,938
Urban 169,808 8.3 2,043,757
Province Central 53,811 13.3 404,845
Copperbelt 60,151 8.2 731,304
Eastern 64,142 13.5 475,235
Luapula 40,735 14.2 287,749
Lusaka 76,654 8.8 874,779
Muchinga 28,206 12.0 235,922
Northern 45,761 13.6 337,163
North-Western 28,471 12.2 233,081
Southern 63,311 12.8 494,488
Western 40,237 15.2 265,128
Zambia 501,479 11.6 4,339,694

149



Table 10.2 shows that 35 percent of women aged between 20 and 39 years reported having had a
delivery in the past 12 months. Women with primary and vocational educations have the most
frequent deliveries. Information on the proportions of women reporting a delivery by age can
give some indication athild bearing tendencgmong older women who arearang the end of

their reproductive periodrhismayalsoserve as an indicator ftine average number of children
women may have over their reproductive lifesp@f.the women in the age category-12,4.6
percent haegxperiencedx delivery. Correspondg numbers for those below 15 years and those
between 15819 years are 0.3 and08ercentrespectivelyAs one might expecthe proportion of
women giving birth ishighest for those in 289 category at almosB18 percent, followed by the
30-39 age groumt 15.7 percentand lowest for those below 19 and above 39 at around 5.3
percent.

Table 10.2 Women between 1249 years who delivered in last 12 months by demographic
background

Number Percentage of Population of
who population who females aged
delivered delivered 12-49
Count Count Count
Age 12-19 68,319 4.6 1,501,259
group 20- 29 263,074 18.8 1,396,924
30-39 141,252 15.7 902,414
40-49 28,834 5.3 539,098
Zambia 501,479 11.6 4,339,694
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Table 10.3 indicates that there are variations in the proportion of women reporting having
delivered by, education, income and employment status. The proportion reporting deliveries
seens not to accord with the general belief that fertility rates are lowernfore educated
women compared withess educated ones. The lowest rates are reported for women with only
pre-school education and highest for women with vocational level training. This finding may be
attributed to the fact that the question on women wa#lovered in the previous 12 months was

not restricted to women currently out of schdwncethe low rates observed for women with

only primary level education. It is also shown that the likelihood that women had a delivery in the
past 12 months decresswith increasing level of wealth indexith therichest rate being only at

8.9 percentcompared witmore than 13.2 percent for the third and fourth quintile.

Table 10.3 Women between 1249 years who delivered in last 12 month by s@azeconomic
background

Number who Percentage of Population of females
delivered population who aged 1249
delivered
Education Preschool 311 7.2 4,323
status Primary 253,713 124 2,052,688
Vocational 1,776 134 13,236
Secondary 153,721 9.6 1,602,54
College (middle level) 20,322 9.0 225,047
University 5,075 10.8 46,873
Dondt Know 284 4.1 6,890
Employment | Paid Employee 26,207 8.2 320,319
status Unpaid Family Worker 97,409 17.1 568,746
Seeking Work 27,198 11.4 237,738
Homemakers 226,698 19.7 1,153,071
Students/Intern/Apprentice 18,796 2.7 693,139
Self-employment 100,793 14.5 694,109
Others 3,221 10.5 30,638
Expenditure Poorest 100,220 15.0 667,476
Quintile Fourth 100,226 13.2 756,867
Middle 101,974 12.2 834,854
Second 99,490 10.3 968,867
Richest 96,390 8.9 1,088,192
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10.2 Antenatal care

The antenatal care intervention @ayvital role in early detection of complications and prompt
management, prevention of diseases through immunization and micronutrient supplementation
birth preparedness and complication readiness. Early detection of problems in pregnancy leads to
more timely treatment and referrals in the case of complications. This is of particular importance
in Zambia, which is a large and sparsely populated country whleysical barriers are a
challenge to the health care delivery system. Women who do not receive antenatal care during

pregnancy are at higher risk @bstetric emergencies and adverse outcomes.

Zambia follows the WHO approach (ibid) to promoting safe paegieswhich recommensithat
awoman without complications makes least four ANC visits. The first visit should occur by

the end of 16 weeks of preghancy; the second visit is between 24 and 28 weeks of pregnancy; the
third visit is scheduled at 32 weskand the fourth visit is at 36 weeks. However, women with
common discomforts, special needs, or conditions beyond the scope of basic care (or other
problems) may require additional visits. This is an updated approach called Focused Antenatal

Care (FANC)which emphasizes quality of care during the visits over the quantity of visits.
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Figure 10.1 shows that 96 percent of women who had a live birth i2thenths preceding the
survey had made at least one antenatal care visit. While first antenatakteadance is very

good in Zambia only 56 percent of pregnant women completed all the required four visits.

Figure 10.1 Antenatal care visits by province
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Table 10.4 shows th# ar i ati on in womenods attendance t
province. Women in urban areas are more likely to attend the clinics four or more times. There

are significant variations between provinces.

Table 10.4 Percentage distritution of attendance of antenatal clinics

None | Once | Twice | Thre Four Other Population of
e times females aged
times 12-49
Region | Rural 2.7 7.1 7.4 27.9 40.1 14.8 2,295,938
Urban 2.6 5.6 8.0 231 43.5 17.2 2,043,757
Provinc | Central 2.8 4.1 4.5 24.5 446 19.5 404,845
€ Copperbelt| 1.2 4.4 63 | 200 | 522 15.9 731,304
Eastern 2.0 4.1 5.6 25.6 45.7 17.0 475,235
Luapula 0.0 14 7.1 30.0 43.1 184 287,749
Lusaka 3.8 6.5 11.0 24.9 36.3 17.6 874,779
Muchinga 3.8 9.8 9.2 28.1 36.8 12.3 235,922
Northern 4.9 6.1 11.7 27.1 35.0 15.2 337,163
N Western 4.3 19.1 6.1 24.1 40.6 5.8 233,081
Southern 2.6 8.3 6.2 32.0 36.7 14.2 494,488
Western 1.8 9.4 8.5 28.8 38.6 12.8 265,128
Zambia 2.7 6.6 7.6 26.3 41.3 15.6 4,339,694

Time taken to reach a health fawilialways has an important effect aomilization of health
servicesboth for general medical servicesgeneraland maternal health services in particular.
Table 10.5 shows a percentage distribution of time takeantenatal facility by region and
province. Theresults reveal thain averageeople living in rural areas take longer to reach the
nearest antenatal faciliwompared withurban counterparts. More than 23 percenthef rural
women take more than twwurs to reach the nearest facilitpnpared withonly 3 percent for

urban women. On the other hand, only 26 percent of rural households will reach an antenatal
facility within 30 minutes compared withb6 percent for the urban population. This pattern is
also evident when comparison is madenaen predominantly rural provinces and predominantly

urban provinces.

Mothers residing in LusakBrovinceand CopperbelProvince which are predominantly urban

are closer to antenatal care facilitieempared withrural provinces like WesterRrovinceand
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NorthernProvince. Over 34 percg of pregnant women living in WesternoRincewill travel for
more than twdhours compared withonly 3.9 percent of pregnant women in Lus&kavince
Similarly, only 17.1 percent of the women inéaternProvincewill reach a health facility within

30 minutescompared with9.4 percent for pregnant women living in Lus&kavince.

Table 10.5 Percentage Distribution of Travel Time to Antenatal Facility by Region and
Province, Zambia, 2014

Total Not | >Obut| 30min | 1hr | 2hrs Population of
women |stated| <30 | but<l| but< or females aged
who min hr 2 hrs | more 12-49
delivered
Region | Rural 100 2.7 25.7 234 25.0 | 23.2 2,295,938
Urban 100 2.6 55.9 26.8 11.8 2.9 2,043,757
Province | Central 100 2.8 34.1 24.6 21.5 17.0 404,845
Copperbelt 100 1.2 53.3 26.1 12.8 6.6 731,304
Eastern 100 2.0 34.6 26.4 22.1 | 14.8 475,235
Luapula 100 0.0 36.2 29.7 17.8 | 16.4 287,749
Lusaka 100 3.8 49.4 26.9 16.0 3.9 874,779
Muchinga 100 3.8 26.1 21.6 21.3 | 27.2 235,922
Northern 100 4.9 25.5 22.5 222 | 249 337,163
N Western 100 4.3 45.3 18.0 146 | 17.8 233,081
Southern 100 2.6 25.7 24.9 28.7 18.1 494,488
Western 100 1.8 171 17.8 28.8 34.5 265,128
Total 100 2.7 35.9 24.5 205 | 16.3 4,339,694
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Table 10.6 revealsthat attendance aantennal care clinics is influenced by a number of
demographic and soceconomic characteristics. Although the result show minor variations with
respect to age groups, the younger mothers show higher likelihood of completing albitsur v
compared withthe older mothers. At the same tiniee youngest age group, 129 years are
more likely tofail to attendall visits with 3.8 percentgcompared withtheir older counterparts.
Mothers'education is directly associated with increas&dlihood of completing theequired

four antenatal visits.

Table 10.6 Percentage distribution of attendanceata nt enat al clinics by
education
None [ One Two | Three Four More Population of
than females aged 129
four
Age group | 12-19 3.8 6.2 85 | 27.9 41.5 12.1 1,501,259
20- 29 2.2 6.2 85 [ 27.2 41.5 14.4 1,396,924
30-39 2.8 6.7 54 | 24.6 41.2 19.2 902,414
40- 49 3.5 10.3 8.7 | 224 38.4 16.8 539,098
Level of | Preschool 0.0 0.0 0.0 | 38.1 61.9 0.0 4,323
education [pyimary 24 | 68 82 | 280 | 414 13.2 2,052,688
Vocational 0.0 0.0 12.9 | 24.7 8.6 53.9 13,236
Secondary 2.6 5.6 6.1 26.2 445 15.0 1,602,541
College 0.0 6.7 71 | 134 47.1 25.7 225,047
University 0.0 3.9 0.0 0.0 13.1 83.0 46,873
Donot 0.0 0.0 0.0 0.0 100.0 0.0 6,890
Total 2.3 6.3 73 | 263 42.3 15.4 3,951,598

More than 96 percent of mothers with university level education completedigies, compared
with only about 54 percent and 62 percent for mothers with primary and secondaayi@duc

level respectively.

156



Wealth is one of the factors influencing attendaatenteratal care. Table 10.7 shows that
mothers belongingo the richest wealth quintile are more likely to complete the four scheduled
visits (67.1 percentcompared withmathers in the poorest wealth quintile (51.6 percent). It can
also be seen that women who are paid employees are much more likely to complete the four
scheduled visits than those who are-setiployed or home makers. The table reveals that 76.2
percent of mthers who are paid employees completed all the required four antenatal visits
compared wittb9.9 percent or less for mothers who are studsalsemployed or home makers.

Table 10.7 Attendance atantenatal clinics by income and emplpment status, percent

None | One Two Three | Four | More | Population of
than | females aged
four 12-49
Expenditure | Poorest 4.4 7.8 9.4 26.8 38.0 | 13.6 667,476
i}z Fourth 38 | 59 | 93 282 | 39.0 | 138 756,867
Middle 1.2 4.5 6.4 32.6 42.4 | 12.9 834,854
Second 1.6 8.3 7.9 24.5 448 | 129 968,867
Richest 2.0 6.4 5.2 194 415 | 25.6 1,088,192
Employment | Paid Employee 1.9 55 3.0 13.6 429 | 33.3 320,319
status Unpaid Family Worker | 2.8 | 66 | 62 | 291 | 456 | 9.7 568,746
Seeking Work 3.5 3.3 7.6 26.3 39.2 | 20.1 237,738
Homemakers 2.7 7.8 7.8 28.8 383 | 14.6 1,153,071
Students/Intern/ 1.0 7.9 11.0 20.3 47.7 | 12.2 693,139
Apprentice
Self-employment 2.7 4.7 9.4 22.9 429 | 174 694,109
Others 0.0 8.8 0.0 26.8 20.4 | 44.0 30,638
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From Table 10.8 it is clear that plib facilities are the most popular providers of antenatal care
services in the country. Over 85 percent of women who had a delivery 12 months prior to the
survey visited a public hospital or health centre, both in rural and urban areas. However, as can
be observed from the table, private facilities are more utilized by the urban population for
antenatal visitscompared withtheir rural counterparts. On the other side, the rural population is

more likely to visit mission hospitglsompared wittthe urbarpopulation.

Table 10.8 Percentage distribution of provider of antenatal care services by regioand
provinces

Company | Government [ Mission | NGO | Private Not Population of
stated | females aged
12-49
Region | Rural 0.1 88.5 5.5 1.8 1.4 2.7 2,295,938
Urban 0.4 88.6 2.0 1.3 5.1 2.6 2,043,757
Province | Central 0.0 91.1 2.2 2.6 1.3 2.8 404,845
Copperbelt 1.3 86.3 5.6 1.0 4.7 1.2 731,304
Eastern 0.0 93.3 4.2 0.5 .0 2.0 475,235
Luapula 0.0 92.1 6.1 0.0 1.8 0.0 287,749
Lusaka 0.6 86.8 2 2.2 6.5 3.8 874,779
Muchinga 0.0 87.5 5.8 2.2 0.8 3.8 235,922
Northern 0.0 89.6 9 3.5 1.1 4.9 337,163
N Western 0.0 76.5 14.6 2.3 2.3 4.3 233,081
Southern 0.0 86.8 7.9 0.9 1.7 2.6 494,488
Western 0.0 91.1 1.8 1.4 3.8 1.8 265,128
Zambia 0.2 88.5 4.4 1.6 2.6 2.7 4,339,694
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The same pattern thahows thatpublic facilities dominate can also be seen for different age
groups (Table 10.9). It is notable that women with-gmeool as highest educatitavel preferto

attend mission facilities.

Table 10.9 Percentage distribution of provider of antenatal care services by age and
education

Company | Govt Mission | NGO | Private Not Population of
stated females aged
12-49
Age 12-19 2 89.9 4.4 A4 1.3 3.8 1,501,259
20-29 4 88.3 4.7 1.6 2.8 2.2 1,396,924
30- 39 0.0 88.7 3.5 1.7 3.3 2.8 902,414
40- 49 0.0 85.8 5.3 3.7 1.7 3.5 539,098
Educatio | Preschool 0.0 38.1 61.9 0.0 0.0 0.0 4,323
n Primary 1 89.3 5.5 1.7 1.1 24 2,052,688
Vocational 0.0 100.0 0.0 0.0 0.0 0.0 13,236
Secondary 3 90.1 3.5 1.0 2.6 2.6 1,602,541
College 1.9 80.3 1.0 2.2 14.6 0.0 225,047
University 0.0 25.8 2.7 0.0 71.5 0.0 46,873
Donot K 0.0 100.0 0.0 0.0 0.0 0.0 6,890
Zambia .2 88.5 4.5 14 3.0 2.3 3,951,598
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Nongovernment health facilitieplay some role in providing antenatal services especially in
urban areas where private health facilities are more common (Table 10.10). Further analysis on
the utilization of private health facilities shows more likelihoodhair being used by pregnant

women inthe higher wealth quintile and associated higher education levels.

Table 10.10 Percentage distribution of provider of antenatal care services by
income and employment status

Company Govt Mission [ NGO | Private | Not Population of
stated | females aged
12-49

Expenditure | Poorest 0.0 86.8 519 1.9 1.0 4.4 667,476
Qi Fourth 2 87.7 4.9 15 | 1.9 3.8 756,867

Middle 3 90.8 4.5 2.2 1.0 1.2 834,854

Second 4 92.8 3.1 9 1.2 1.6 968,867

Richest 4 84.3 3.5 15 8.4 2.0 1,088,192
Employment | Paid 0.0 78.2 1.8 1.7 16.4 1.9 320,319
status Employee

Unpaid 0.0 89.9 5.0 2.0 2 2.8 568,746

Family

Worker

Seeking Work .6 84.5 2.8 .6 8.1 3.5 237,738

Homemakers il 88.8 4.6 1.7 1.8 2.7 1,153,071

Students .8 93.1 2.3 0.0 2.8 1.0 693,13

Self 0.0 89.3 4.7 15 1.7 2.7 694,109

Employment

Others 0.0 100.0 0.0 0.0 0.0 0.0 30,638
10.3 Delivery

A large number ofmaternal deaths occurring in low income countries are due to the low
proportion of deliveries supervised by appropriately skilleatkers with capacity to manage
pregnancies with complications. Thus, increasing the number of births delivered in health
facilities where skilled personnel are situated is an important factor in reducing deaths arising
from the complications of pregnancyhe expectation is that if a complication arises during
delivery, a skilled health worker can manage the complication or refer the mother to the next

appropriate level of care.
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Table 10.11 shows the percagedistribution of place of deliveryy regionand provincesfor

all live births in the 12 months preceding the survey. The most common places for delivery are
government facilities and homeHome deliveries in rural areas account for 24.7 percent as
opposed to only 4.6 percent in urban aréae srvey further reveals that 18 percent of mothers
were reported to have delivered at home. With regards to the type of facility accessed, 73.0
percent of deliveries occur in public sector facilitieempared with4.0 percent ocaung in

private sector falities.

Table 10.11 Place of delivery by region and provinces, percent

Gowvt Hom | Mission | Private | Company | NGO Population of
e females aged 1249
Region | Rural 67.0 | 24.7 7.3 .9 .0 0.1 2,295,938
Urban 86.8 4.6 2.9 4.9 .9 0.0 2,043,757
Province | Central 64.0 31.6 2.6 1.3 0.0 0.4 404,845
Copperbelt 79.1 10.0 3.7 4.7 25 0.0 731,304
Eastern 76.8 12.6 10.7 0.0 0.0 0.0 475,235
Luapula 78.6 11.5 8.7 1.2 0.0 0.0 287,749
Lusaka 86.8 5.7 0.8 6.5 2 0.0 874,779
Muchinga 65.8 29.2 4.3 0.8 0.0 0.0 235,922
Northern 61.1 36.9 1.5 0.6 0.0 0.0 337,163
N Western 70.2 8.7 19.2 1.8 0.0 0.0 233,081
Southern 67.5 22.2 9.9 0.4 0.0 0.0 494,488
Western 75.6 194 1.8 3.2 0.0 0.0 265,128
Total 73.7 17.9 5.8 2.3 3 0.0 4,339,694

Women in urbanareas are more likely to deliver in public sector facilities than their rural
courterparts (86.8 and 67.0 perceaspectively). Lusak®rovincehas the highest proportion of
deliveries in public sector facilities (86.8 percent), while Northern Proving¢healowest (61.1

percent).
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It can be seen from Table 10.12 that there is a slight difference in choice of delivery between
groups. Younger women (419) are more likely to deliver in health institutions (81.8 percent),
while women above 40 years ar@ma likely to deliver at home. Women with higher education
have a much higher probability of delivering in a health facility than uneducated women or those
with a lower education level. Women with more than a secondary education are less likely to

deliverat home (less than 10 percecwmpared wittwomen with preschool (61.9 percent).

Table 10.12 Percentage distribution ofp| ace of delivery by mother
status
Govt | Hom | Mission [ Prvt | Company | NGO Population of
e females ged 1249
Age 12-19 81.8 10.6 6.7 T 2 0.0 1,501,259
20-29 73.1 18.4 5.7 21 .6 0.0 1,396,924
30-39 71.4 20.0 4.8 3.7 0.0 2 902,414
40- 49 70.8 19.5 8.8 9 0.0 0.0 539,098
Education | Preschool 38.1 61.9 0.0 0.0 0.0 0.0 4,323
Primary 70.1 22.2 6.7 1.0 A 0.0 2,052,688
Vocational 88.0 12.0 0.0 0.0 0.0 0.0 13,236
Secondary 85.1 7.4 5.3 1.6 5 A 1,602,541
College 77.6 3.6 2.7 12.3 3.7 0.0 225,047
University 16.9 0.0 2.7 80.4 0.0 0.0 46,873
Donot 100.0 0.0 0.0 0.0 0.0 0.0 6,890
Zambia 75.2 15.8 5.9 2.6 4 A 3,951,598
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Table 10.13 shows that 28.8 percent of the poorest women deliver at dmmpared with the
richest women at 8.6 percent. The same holds for family workerssraplbyed and those not

working.
Table 10.13 Percentage distribution ofplace of delivery by income and employment status
Govt | Hom | Mission | Private | Company [ NGO | Populatio
e n of
females
aged 12
49
Expenditure | Poorest 65.0 | 28.2 6.6 3 0.0 0.0 667,476
QL Fourth 701 | 222 | 66 1.0 2 0.0 | 756,867
Middle 73.8 | 18.3 6.0 1.6 0.0 2 834,854
Second 822 | 114 4.9 8 8 0.0 | 968,867
Richest 776 | 8.6 4.9 8.2 8 0.0 | 1,088,192
Employment | Paid Employee 71.8 5.2 4.3 17.2 1.4 0.0 320,319
status Unpaid Family Worker| 65.8 | 26.0 | 7.7 5 0.0 0.0 | 568,746
Seeking Work 740 | 17.9 3.1 5.0 0.0 0.0 | 237,738
Homemakers 76.4 15.9 5.7 1.4 5 A 1,153,071
Students/Intern 88.6 | 2.2 8.4 0.0 8 0.0 | 693,139
Selfemployment 73.1 | 20.4 4.8 1.7 0.0 0.0 694,109
Others 69.6 | 30.4 0.0 0.0 0.0 0.0 30,638
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Information was also sought on whether women who delivered in the 12 months prior to the
survey did so at the same facilisherethey attended antenatal clinics. Alv@l2.0 percent of the
women were reported to have deliverea dtfferent facility fromwhere they received antenatal

services. Figure 10.2 shows the reasons cited by respondents for delivering at a different facility.

As the graph shows, the most commonly cited reason for switching the provitier tane of
delivery was purelypreferenceby the client. As important reasons for change of provider,
respondents also cited transportation time, lack of skilled staff at antenatal facility, need for

special care and referrals dugtegnancy complications.

Figure 10.2 Reasons for delivery at a different facility from the antenatal clinic attended

60,000
50,000
40,000
30,000
20,000
10,000
e 2 & o e < Y \ 2
& & X & \@* & & & '@6
q‘}é < .\\?/b W & c)g«\ & Q¢ &
E & & 3
X N & < & s <o
J & ¢ o 3 o
X Q o > & S
Q W " > & &
<& & » > Q
> > N N
3 N K¢ 2
8 S

164



In Table 10.14 it is shown that close to 90 percent of all deliveries were reported to be normal.
Births by older women @e group 40 49) resulted in more still births (8.9 percent) than any
other age group. In addition to thtee older women also had the highest rate of caesarean births
at 4.9 percentcompared withwomen of other age groups. Women above the age of &% ye

were reported to be more likely to receive assistance during childbirth fs&ithea provider

Table 10.14 Percentage distribution oftype of delivery by age group of the mother

Age group
Delivery type 12-19 20-29 30-39 40-49 Total
Normal delivery live birth 89.45 90.35 89.97 85.57 89.84
Normal delivery still birth 4.6 3.47 2.51 7.09 3.56
Assisted delivery live birth 1.33 1.46 1.74 1.66 1.53
Assisted delivery still birth 0 1.15 1.06 0.78 0.95
Caesarean live birth 3.73 3.31 3.35 3.86 3.41
Caesarean still birth 0.9 0.26 1.37 1.04 0.71
Total 100 100 100 100 100

10.4 Postnatal care

Prompt postnatal care is important for both the mother and the child to avert maternal and
neonatal deaths which tend to occur during thea @ hous after delivery. Postatal care
services facilitate early treatment of complications arising from the delivery and also provide an
opportunity to provide the mother with important information on how to care for herself and her
child. In Zambiathe postaal services are recommended to be provided within six days of

delivery.
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According to the results shown by table 1H). close to two thirds (71.9 percent) received
postnatal careas opposed to a third of the wom&B.1 percent) whalid not receive any
postnatal care. Women in rural areas are more likely not to have a postnatalghibeln
women in urban areas (30.7 and 21.3 percent, respectively). L&ésak@mce which has a
predominantly urban populatipreported above 77.2 percent postnatal atienecompared with

only 53.2 percent for Northern Province.

Table 10.15 Distribution of women who received postnatal carby region and provinces

Total women Percent (out of Population of
who delivered women who females aged
delivered) 12-49
Region Rural 331,671 69.3 2,295,938
Urban 169,808 78.6 2,043,757
Province Central 53,811 77.1 404,845
Copperbelt 60,151 74.1 731,304
Eastern 64,142 81.6 475,235
Luapula 40,735 68.2 287,749
Lusaka 76,654 77.2 874,779
Muchinga 28,206 65.5 235,922
Northern 45,761 53.2 337,163
North-Western 28,471 61.6 233,081
Southern 63,311 76.9 494,488
Western 40,237 71.9 265,128
Zambia 501,479 72.5 4,339,694
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Table 10.16 shows thdietter educated and wealthier mothers are more likely tdog@
postnatal checkip after delivery than poorer or less educated women. Women with higher
education are more likely to attend postnatal care than those with lower educatiorT lestedss

some variation in receiving postnatal care between age grangisg from 68 to 75 percent.

Table 10.16 Proportion of women who received postnatal care y mot her 6s
education status

Total Received Percent (out of Population of
women who [ postnatal care women who females aged
delivered delivered) 12-49
Age group 12-19 68,319 47,378 69.3 1,501,259
20-29 263,074 196,909 74.8 1,396,924
30-39 141,252 99,515 70.5 902,414
40- 49 28,834 19,592 67.9 539,098
education Preschool 311 311 100.0 4,323
Primary 253,713 176,130 69.4 2,022,688
Vocational 1,776 1,170 65.9 13,236
Secondary 153,721 118,219 76.9 1,602,541
College (middle level) 20,322 18,480 90.9 225,047
University 5,075 4,405 86.8 46,873
Dondt Know 284 284 100.0 6,890
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Table 10.17 lsows thatmorerich women #end postnatal care than poor women. Women who
are paid employees attend postnatal care with a frequency of 78.3 peovepared withthose
not working at 75.7 percent.

Table 10.17 Proportion of women who received postnatal carey income and employment
status

Total Received Percent (out of | Population

postnatal care women who of females

delivered) aged 1249

Expenditure | Poorest 100,220 63,192 63.1 667,476
Quintile Fourth 100,226 66,974 66.8 756,867
Middle 101,974 77,535 76.0 834,854

Second 99,490 75,315 75.7 968,867

Richest 96,390 78,003 80.9 1,088,192
Paid Employee 26,207 20,530 78.3 320,319
Employment | Unpaid Family Worker 97,409 65,882 67.6 568,746
Seeking Work 27,198 20,513 75.4 237,738

Homemakers 226,698 165,932 73.2 1,153,071
Students 18,796 13,061 69.5 693,139
SelfFEmployment 100,793 74,604 74.0 694,109
Others 3,221 2,004 62.2 30,638

Many factors can prevent women from getting medical advice or treatment for themselves when
they are sick. Informatioron such factors is particularly important in understanding and
addressing the barriers women may face in seeking care during pregnancy, at thelélveryf

and after delivery.
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There are no big variations in age groups attending postnatal caretioernelatedor baby

related health problems (Table 10.19). The shaiés for level of education.

Table10.18Post natal visits by motherdés age and
Mothers Babies

Mother's | Govt Mission | Private [ Com | Total Govt | Mission | Private | Relig | Total

age p

12-19 97.3 3.6 0.0 0.0 4,549 89.8 | 0.0 0.0 11.2 | 5,882

20-29 84.6 10 4.0 2.3 19,103 941 | 2.0 3.7 2.6 12,207

30-39 100.0. | 0.0 0.0 0.0 11,496 91.1 | 6.8 0.3 3.4 9,078
0

40-49 90.1 10.4 0.0 0.0 4,731 85.9 | 0.0 15 0.0 1,750

Mother's

education

Pre- 100 0.0 0.0 0.0 118 0.2 0.0 0.0 0

school

Primary 91.2 8.9 0.0 21,479 90.1 | 5.8 2.1 3.1 15,447

Secondar | 88.5 5.5 4 11,062 875 |10.0 5.7 8.3 7,576

y

College 100.9 | 0.0 0.0 0.0 1,434 100 0.0 0.0 0.0 1,028

169

edu



There are nmimal variations between income groups for those women attending public care for
mother and babealth problems (Table 10.2G)jowever, the same pattern, as above, has been

observed for the richer quintiles dominating access to private facilities.

Table 10.20 Postnatal visits by income and employment status, percent

Mothers Babies
Income Govt | Miss | Private | Comp | Total Govt | Mission | Private | Relig | Total
quintile ion
Richest 86 0 6 7 6,097 84 0 4 12 3,803
Second 97 0 0 9,323 89 3 4 4 5,415
Middle 92 8 0 0 7,634 95 5 0 0 5,293
Fourth 84 12 3 0 8,660 92 2 3 3 8,227
Poorest 94 6 0 0 8,165 94 3 0 3 6,179
Employme
nt status
Paid 100 0 0 0 1,205 | 100 |O 0 0 383
employee
Unpaid 93 7 0 0 7,981 |91 0 0 9 4,741
family
worker
Seeking 94 6 0 0 2,097 |55 0 0 45 996
work
Homemak | 86 7 4 3 16,973 | 94 4 0 2 13,248
Student/int | 95 5 0 0 2,362 | 92 0 8 0 1,851
Self- 95 5 0 0 9,261 |91 2 6 0 7,698
employm

In general the same pattern can be seen for edacktvel. The exception is women seeking

work attendig religious facilities for babyelated health problems (45 percent).
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Figure 10.3 presents information on the extent to which women reported that each of these
factors was a serious fvlem for them m accessing pasatal care. About 27 percent of the
respondents reported that distance to health facilities was the most important barrier to accessing
services while 22 percent of the respondents indicated that they were too busy. A further 20
percent ofthe respondents indicatédat they did not see the need for pasal careor simply
provided no reason for omitting postnatal attendaBaght percent of respondents indicatéait

they depended on traditioand only 2 percent cited affordabiliéaga factor affecting access.

Figure 10.3 Reasons for not attending postnatal clinic

cost

Staff availability/attitude
Baby died

Waiting time

Not aware

Not yet due

Traditional

No need/reason

Busy

Distance 27%

10.5 Risk of pregnancy complications

Pregnancy complications occur due to a variety of reasonspl@ations in pregnancy can
occur before and after delivery and there is need for pregnant women to have information on
possible danger signs. In the survey, information was collected from respondents about the
incidence of complication, whether thasmthersaffected sought medical car@nd the type of

providers they visited to get medical attention.
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As part of antenatal services, health providers are expected to educate mothers about danger signs
during pregnancy. Such information is critical to makpossible for mothers to visit a health

facility when such signs are observed to get medical attention. In the survey, respondents were
asked whether women in the household who delivered in the 12 months prior to the survey were

told about complicationduring antenatal care visits.

Figure 10.4 Percentage distribution of women informed about the signs of

regnancy complications by type of Facility visited
80
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Over 57 percent of womearported to have bedold about pregnancy signs. Figure 10.4 shows
tha women who attend private angal facilities were more likelyo be told about danger signs

in pregnancycompared witlother providers. The results also show that most of the women who
receive antenataksvices from company do not get information about danger signs in pregnancy.
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An assessmertf the relationship between the age of the pregnant women and occurrence of
pregnancy complications was made. The proportion of women reporting complications by ag
group are shown iffable1021 below. The result shassthat pregnancy complications are more

likely to occur in older womenompared withyounger women.

Table 10.21 Proportion of women reporting complication

Mother Baby
Yes No Yes No Population of females
aged 1249
Mother's age| 12-19 9.6 90.4 10.2 89.8 1,501,259
group 20-29 9.0 91.0 6.0 94.0 1,396,924
30- 39 10.9 89.1 9.7 90.3 902,414
40- 49 19.8 80.2 12.7 87.3 539,098
Education Presschool 38.1 61.9 0.0 100.0 4,323
Primary 104 89.6 8.6 91.4 2,052,688
Vocational 0.0 100.0( 0.0 100.0 13,236
Secondary, 9.8 90.2 6.9 93.1 1,602,541
College 8.7 91.3 5.1 94.9 225,047
University 0.0 100.0f 0.0 100.0 46,873
Donodt 0.0 100.0f 0.0 100.0 6,890
Know
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10.6 Reasons for notseeking health care for complications

Delay or lack of seeking care for complications is one of the most common causes of maternal
deaths. The vast majority of peoffl&/ percentwith pregnancy related complications during
antenatal sought medical attemt For complications occurring after delivery, 74 percent of
women sought medical attention for themselwasile 76 percent sought medical attention for
complications affecting the babies. As in the case of postnatal care, those who did not seek care
cited various reasons including distance to facilities, being busy with other duties and lack of

money as the reason for not seeking care.

In Table 10.24t can be seen that there are almost no differences between rural and urban areas
for women seeking ca for themselves dheir babies. However, there gsnsiderable variation

between the provinces.

Table 10.22 Women who did not seek care after complication by region and provinces

percent Number of percent Number of Population of
Women with | Women with babies with Babies with females aged
Complication | complications | Complication complications 12-49
s s
Region | Rural 25.6 33,901 23.6 26,607 2,295,938
Urban 25.3 17,475 24.1 11,306 2,043,757
Provinc | Central 33.9 7,577 21.8 4,383 404,845
E Copperbel 22.8 8,781 104 3,618 731,304
t
Eastern 22.3 9,646 17.2 3,191 475,235
Luapula 30.0 3,549 19.7 5,960 287,749
Lusaka 20.3 5,316 27.9 5,666 874,779
Muchinga 29.6 1,907 30.1 1,420 235,922
Northern 27.4 3,409 32.8 5,309 337,163
N Western 16.4 2,704 17.3 1,073 233,081
Southern 28.8 4,819 9.1 3,170 494,488
Western 25.0 3,669 41.7 4,123 265,128
Total 25.5 51,375 23.7 37,913 4,339,694
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Young mothers are most frequently seeking care for mo#tatred complications (Table 13)2

The &ble also shows thatder women arseekingmore care for complications with babies.

Table 10.23 Percentage of women who did not

education status

percent percent Population of
mothers not | babies not| females aged
seeking care| seeking care | 12-49
Mother's | 10-19 36.7 10.2 1,501,259
Age group
20- 29 24.1 18.6 1,396,924
30- 39 23.2 30.3 902,414
40- 49 24.7 47.6 539,098
Mother's Presschool 0 0 4,323
education | primary 24.7 25.2 2,052,688
Vocatiaonal 0 0 13,236
Secondary 26.8 24 1,602,541
College 18.8 0 225,047
University 0 0 46,873
Dondét Kn¢qO 0 6,890
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Those women who are not married but cohabiting have the highest likelihood of not seeking care
(Table 10.2). They did not seek care alt for the complications encountered during and/or after
delivery. The results further reveal that women who have never been married had the second
highest percentage for not seeking care for matklated complications. Separated women

attended care mbfequently for complications related to the babies.

Table 10.24 Women who did not seek care after complication by marital status

Mothers with complications Babies with complications total

Percentage| Did not Total Percentage| Did not Total Population

seek carg complicatons seek | complications | of females

care aged 1249

Never 42.0 2,319 5,521 194 1,077 5,551 1,920,476

Married

Married 24.5 10,211 41,721 23.8 6,584 27,636 1,968,771
Cohabiting 100.0 132 132 - - 169 14,705
Separated 16.0 152 952 33.8 489 1,447 87,573
Divorced 13.7 299 2,181 23.0 545 2,368 192,224
Widowed - - 869 40.3 299 742 155,945

Total 25.5 13,114 51,375 23.7 8,994 37,913 4,339,694

176



Figure 10.5shows thatmost of the women not seeking care are those in the middiome
quintile, seeking work anthmily workers with primary and secondary education as highest level
of education.

Figure 10.5 Proportion not seeking care for complications before delivery

percent # of people not| Population aged 1249 years old
not seeking care
seeking
care
Region | Rural 18.5 40,584 2,295,938
Urban 131 25,990 2,043,757
Province | Central 13.6 7,031 404,845
Copperbelt 9.7 9,615 731,304
Eastern 22.3 8,935 475,235
Luapula 23.4 4,038 287,749
Lusaka 10.4 13,009 874,779
Muchinga 40.0 4,378 235,922
Northern 20.1 6,444 337,163
N Western 20.9 4,044 233,081
Southern 51 5,722 494,488
Western 16.9 3,358 265,128
Zambia 16.4 66,574 4,339,694

It can be seen that women with tertiary education and wom#éreinchest wealth quintile are
more likely to seek medical attention for complicatiocnsnpared witHess educated and poorer

women.

As expected, rural women are marginally less likely to seek care either for themselves or their
babies. As was the cag® antenatal complications, women with tertiary education and those in
paid employment anthe richest wealth quintile are more likely seek medical attention for

poshatal complicationsompared wittwomen in other categories
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10.7 Outcome of interventions br post-delivery complications

Table 10.2%resents information on the outcomes of seeking medical attention ferlglvgry
complications for mother and child. Outcomes of seeking medical attention can be related to the
guality of health services by tlggven provider. The results also shows that all the complications
managed in private and company facilities fully recoveoednpared withess than 90 percent

for government and mission.

Table 10.25 Outcomes of intervention for postdelivery complications by facility, percent

Provider Fully Still 1l Impaired Other Total Population
recovered or of females
Disability aged
12-49
Government 86.8 7.6 0.0 55 100.0 36282
Mission 87.6 12.4 0.0 0.0 100.0 2458
Private 100.0 0.0 0.0 0.0 100.0 676
NGO 0.0 0.0 0.0 0.0 0.0 0
Company/Parastatal 100.0 0.0 0.0 0.0 100.0 451

The majority of complications are managed by public facilities. There is need to improve the
guality of services provided in public facilities. The results in the tabteshisw that most of the
infant deaths occur in the early weeks of ,lils almost 17 percent of babies born with

complications were reported to have died.

10.8 Summary

Results show that 12 percent of women in the age group9lBad a delivery within 12 months

prior to the survey. In rural areas, 15 percent of the women in this age group reported having had
a delivery compared witl® percent of their urban counterparts. As expected the age groups that
reported a higher percentage of deliveries wer@2@ears(19 percent) and 3689 years (15
percent).

Almost all women who had a live birth in the 12 months preceding the survey received antenatal
care from a health professional (96 percetfipugh only 56 percent of women finished all the

four required visitsCompletion of the four required visits was found to be determined by-socio
economic characteristics such as higher wealth quintiles and education attaimsnemtl as

place of residence.
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Travel time to reach the nearest health facility is signifigahijher for people in rural areas
compared withurban areas. Over 24 percent of the women need more than two hours to reach the
nearest health facility in rural are@®mpared wittonly three percent of the population for urban
areas. This could explaiwhy home deliveries are more commonrimal areascompared with

urbanareas.

Less than three quarteo$ births in the five years before the survey were delivered in a health
facility. Seventy four percent of births occurred in public health facildaies 6 percent occurred
in private health facilities. Close &9 percent of births occurred at home. Three percent of births

were delivered by a Caesarean section.

Overall, 56 percent of mothers received a postnatal ehpdor the most recent birth ithe
twelve months preceding the sayw Those who did not seek postnatal care dilisthnce to

nearest health facility, lack of awareness and competing actiagthe most important factors.

Over 85 percent of the women who reported quledivery comgications sought medical care.
About 74 percent of women sought medical attention for themselele 76 percent sought
medical attention for complications affecting the babies. Those who visited a medical institution
mostly visited governmerdwned instutions. The highest proportion of women visited

government clinics at 91 percenwhile only 6 percent visited a private health facility.
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11 Health care expenditure

11.1 Introduction

This chapter discusses household health expenditure for Zambia. Expendities and
analysis continue to receive attention due to the role that health care financing reforms play in
the design and development of efficient and responsive systems that would assist countries
towards seHattainment of universal health access (WHQA®O0 Specifically, household
health care expenditure has economic effects on households, which may lead to financial ruin

and consequences of impoverishing households (Wagstaff and van Doorslaer, 2003).

The report provides aggregate estimates of houddmnedith care expenditure on inpatient
services, outpatient services, prescription medicines, dental services and other medical
expenditures on healthHealth expenditure includes total health care expenditure, average

health care expenditure and per capiealth care expenditures.

In addition, distribution of health care expenditamed sources of paymeate shownby
selected demographic, so@oonomic, and geographic characteristics and by health status.
The report also shows sources of health capemrditures and the proportion of households
whose expenses were classified as catastrophic health expendiigpenditures are
categorized as being catastrophic if total household expenditures on health are at least 40
percent of noffood expenditures,e. of total expenditures after adjusting for expenditures on

food.

Health care expenses were defined as direct payments for health care services, and these
expenses include ocwof-pocket payments made by individuals to public and private health
provides, overthe-counter medications from pharmacies, dental care, diagnostic care
expenses, alternative care services, routine medications not associated with a visit to a health
facility, and similar categories. Such expenses would also include costs stlubs@asof

transportation, boarding, food, and other costs related to health care visits.

The household expenditure data collection was classified into episodes of four visits which
the respondent made, using a recall period of one month for outpatignisprsths for
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inpatient admissions and one year for supplementary expenditure. In order to determine
expenses incurred by household on health, each household member was asked questions on
how much they spent on consultation, drugs, medical investigagign l(ab tests, Xay,

etc.), transportation costs and any other costs that they incurred at the health facility or

elsewhere.

11.2 Total household annual outof-pocket health expenditures

Figure 11.1below presents total annual household health expendituirenally and by
rural/urban areaslotal household health spending in Zamb&ared K.2 billion in 2014.

This amount represents total spending among households on health care services across the
country. Urban households spen?790530874 representing alit 67.0 percent of total
household health expenditure an@89550433 was spent by rural households.

Figure 11.1 Total annual household health oubf-pocket expenditure by rural T urban

areas
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Figure 11.2 blow shows proportional of household health expenditure by province. The

Amount(ZMK)

figure shows that there is substantial differenceourtof-pocket (OOP) expenditure by
province. Lusakdrovinceand CopperbelProvince accounted for 39 percent and 24 @atr
of total Household Health OOP expenditure respectively. Muchigavinceand North

Western Province were the least in terms of Household HeaitbOP expenditures

accounting for about 2 and 3 percent respectively.

Figure 11.2 Proportion of household health expenditure by province

181



Southern Western

North o
Northern Western 3 0\ 4%

4%\ 3%

Muchinga
2%

Eastern
4%

182




Figure 11.3 below shows that health care expenditure is positively correlated to wealth. The

wealthiest10 pecent spent a total of 438 million out of a national total of K1283.66

million, about a third of the total national spending. The poorest decile spent 8 times less.

Figure 11.3 Total householdhealth expenditure by wealth deciles
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11.3 Household health expenditures by expenditure ¢agory.

Figure 11.4 shows that 43 percent of household health expenditure was spent on
supplementary health care. Supplementary expenditure was on prescription drugs, herbal
medication, vitamin supplements, dental care and other medical services. THargest

share was for outpatient services (42 percent). Hospital inpatient care expenditure accounted
for about 11 percent of total expenséke lowest percentage of expedes was on MNCH

which was a#l percent

Figure 11.4 Expenditure by type of service
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Figure 11.5 shows that for the population who reported having health expenditwvéhand

each category of health expenditure, the highest mean expenditure per person was on drugs
(K258). This was followed by transportation whiwas the second highe=spenditure with

a mean oK163 The lowest mean expenditure was on dentaéeges which were close to

Zero.

Figure 11.5 Mean experditure per person with expenses, by type of service
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Figure 11.6 below illustrates expenditure on aggregated population. The results indicate that
expenditure on drugs had the largest percentagpeesentingt2 percentof total health care
spending. The next largest proportion went to consultationpd@nt), followed by others

(17 percent), thentransport/food, medical examinations, and surgery/complications

represernhg aboutacombined 14ercent 6total aggregated expenditure.

Figure 11.6 Ranking of expenditure items by totamount of expenditures
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11.4 Type of service distribution for health care spending, by demographic
characteristics

Figure 11.7 below demonstratésstribution of expenditure by type of services and age

groups.For children unde5 years, the largest percentagénealth expenditures (56 pent)

was spent on outpatient servicesy éime smallest (less than 1 pent) was spent on MNCH.

For individuals aged 5 to 18 years, the largestgreege (53 peent) was spent on outpatien

services and the smallest (2 pent) was spent on MNCH. For those aged 19 to 34 yibas,

largest percentage (47 pent) was spent on supplemental services and the smallest (8

percent) was spent on inpatient services. For those aged 35 to 64 yelargietst percentage

(46 pecent) was spent on supplementahvces and the smallest (2 pent) was spent on

MNCH. Finally, for those aged 65 years and older, the largest percentage (55 percent) was

spent on outpatient servigesmd the smallest (lessaih 1 percent) was spent on MNCH.

Figure 11.7 Distribution of expenditure by type of service and age group
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Figure 11.8 below illustrates that wheompared witithe rest of the sample, senior citizens
(65+) spend a disproportionate @mmt on drugsompared withother services. Expenditure
on drugs represented the highest expenditizra for all age categories extdpr the age
group of 518 years. This samage groupspend almost twice as much as other groups on
consultation as a pegntage of thetotal spending.
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Figure 11.8 Expenditure by type of service by age category
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11.5 Household health inpatient and outpatient expenditure by provider

This section illustrates household mitpocket expenditures that were incurred at the
different health providers across the country. These include government health facilities
disaggregated by different levels of health care provision, private and mission facilities.

Figure 11.9 Inpatient out-of-pocket expenditure by health care provider
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The results on figure 11.9 above shémat most of the inpatient cof-pocket health
expenditures were spent om¥ernment Tertiary HospitaPrivateHospital GeneraHospital

and District Hospital. Other notable owlf-pocket &penditures were incurred on
Government District Hospital, Government Health Centre, Mission Hospital and Private

clinic respectively.
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11.6 Type of service distribution for healthcare spendingby region

Amongst the rural populatiorhe results indicate that 46 pent of healtltcare expenditures
went to outpatient services and 42 pent went to supplemental services. Inpatient and
MNCH services accountefdr smaller fractions of 9 percent a@dpercent respectively, of
health careexpenditures in this population. On the other hand, amohgsirban population
about 43 parent of healthcare expenditures went to supplemental isesrand 38 peent
went to outpatient services. Inpatient and MiN€ervices accoundefor smaller fractions, 13

percent and 6 peent respectively, diealth carexpenditures in this population.

Figure 11.10 Distribution of expenditures by inpatient and outpatient service
rural/ urban
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Figure 1111 shows that both rural and urban populations spend almost half of their health
care expenditure on drugs. Rural households spend slightly more of their share of health
expenses on trapert (30 percent) asompared witt24 percent in urban aredsut mud less

on consultation.

Figure 11.11 Comparative ranking of health care expenditures by service, segregated by
rural /urban
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11.7 Type of service distribution for health care spending, by household
expenditure decile

The service distrition for health care spending varied modestly across household

expenditure decile (Figure 11.12). There are no clear trends across the deciles, athaver,

thanthose in lower deciles speind a smaller proportion of their health expenditures on

outpatent services, perhaps due to the availability of free services in public clinics.

Figure 11.12 Distribution of expenditures by inpatient and outpatient, 2014
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11.8 Household health expenditure on supplementary seices

This section narrates some of the supplementary expenditures that hosispantcbnapart
from those that were direct health care interventioftsese expenditures includental care,
food and herbal supplements, family planning commoditiessandces, vitamins and other

supplematary expenditures as shown oable 11.1 below.

Table 11.1 Household supplementary oubf-pocket health expenditure by health care

intervention

Individuals Total Percent

supplementary

expenditure
Routine medication 525,827 256,564,691 52
Dental care 13,828 5,678,161
Food and herbal supplements 30,075 20,863,462 4
Family planning commodities & services 201,413 71,334,238 14
Dewormer 16,404 2,055,186 0
Vitamin supplements 59,855 49,200,943 10
Vaccines 20,418 6,027,862 1
Bed nets 8,998 2,692,679 1
Other 207,629 79,747,080 16
Total 1,013,285 494,164,303 100

The results show that most of the expendituapresenting about 52 percent of total
supplementary expeliture was spent on routine medication. This was followed by
expenditure on family planning commodities and vitamin supplemeiiis 14 percent and

10 pecent respectively.
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Table 11.2 Household health ouof-pocket supplementary exenditure by rural/urban ,
formal/informal, 2014

Supplementary monthly expenditure
Population Amount (ZMK) Percent
Region Zambia 1,013,285 494,164,302.6 100.0
Rural 545,695 159,977,772.5 32.4
Urban 467,590 334,186,530.1 67.6p
Province Central 121875 32,730,849.5 6.6
Copperbelt 117,892 95,108,870.9 19.2
Eastern 143,531 21,214,574.0 4.3
Luapula 117,615 49,512,211.3 10.0
Lusaka 213,451 202,576,972.7 41.0
Muchinga 77,139 14,096,778.8 29
Northern 74,500 15,922,159.4 3.2
North-Western 65514 16,326,366.6 3.3
Southern 38,988 22,643,203.5 4.6
Western 42,780 24,032,315.9 4.9
Formal or | Formal 77,152 95,727,941.0 194
'E":r?;'lf;‘;:ne Informal 416,026 157,363,131.7 31.8
nt Neither 520,108 241,073,229.9 48.8

When classified byural/uban province and type of employment, the results indicate that
most supplementary expenditure was spent in urban, amths68 pecent compared with

the 32 percent in the rural areas. The results further reveal that in terms of provinces, Lusaka
Provirnce had the highest expenditure of 41 qeart and these expenditures were mostly spent

in the informal sector.
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Table 11.3 Household health outpatient by health care intervention

Intervention Population | Mean for those| Total household health| Percent
with reporting outpatient expenditure
expenditure | expenditure
Consultation 185,487 31.8 70,861,736.65 13.2
Drugs/herbs 346,226 44.3 184,128,418.54 34.3
Medical investigations 261,703 24.4 76,688,446.01 14.3
Transport costs 427,739 32.7 167,840,255.91 31.3
Other costs 68,416 44.9 36,855,847.05 6.9
Total (K) 668,147 66.9 536,374,704.16 100.0

Table 11.3 above shows that when household OOPs are broken down into tlemficies,
the results show thahost of the expenditures were in@dron drugs/herbs, followed by

transport costgepresenting 34 percent and 31geert respectively.

Table 11.4 Out-of-pocket expenditure on inpatient by health care intervention

Population who Mean Total Inpatient Percent
spent during (considering Expenditure
admission only those
reporting an
expenditure)
Consultation 84,582 8.7 8,784,194.8 11
Medical 111,609 10.0 13,436,564.2 17
investigations
Drugs/herbs 116,246 8.5 11,793,606.7 15
Surgery 78,657 5.0 4,742,436.2
Referrals 81,084 1.4 1,336,210.9 2
Lodging, Transport 226,323 13.9 37,682,765.7 48
costs
Other costs 13,707 8.7 1,431,881.9 2
Total 273,343 24.1 79,207,660.4 100

The table above shows that most of the expenses on inpatient housgtevidieirewereon
lodging and transport costepresenting 48 peent of the expenditure. This was followed by

medical invesgations and drugs with 17 percent and 1eet respectively.

11.9 Household health outpatient and inpatient expenditure by soc#economic
characteristics

This section provides information on houskh health expenditure by soeemonomic

characteristics in form of quintiles. Table 11.5 indisateat when household health

expenditure is classified into expenditure quintile by totaltpatient and inpatient
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expenditure, the results show that most of the expenditure on health was incurred by the

richest quintile for both the outpatiegmd the inpatient expenditure.

Table 115 Out-of-pocket spending on health care gseices by socieeconomic
characteristics

Total Percent | Population Total Percent
outpatient inpatient
expenditure expenditure
Expenditure | Poorestl 56,595,028 | 11 2,618,178 2,865,404 | 4
Quintile Fourth | 87,197,702 | 16 2,803,508 3,710,060 | 5
Middle 53,303,815 | 10 2,978,979 9,049,021 | 11
Second 69,212,684 | 13 3,157,392 13,530,618 | 17
Richest| 268,426,225 | 50 3,370,505 49,954,364 | 63
Total 536,374,704 | 100 15,019,071 79,207,660 | 100

When tousehold health expenditure is classified by highest level of education, the result

indicate that the highest eaf-pocket expenditure was spent by those who have attained at

least secondary level of educatidonllowed by those with gimary education level (Table

11.6). The results were consistence for both the inpatient and outpatient expenditure.

Table 11.6 Out-of-pocket spending of health care services by education

Total Outpatient Percen | Inpatient Expenditure | Percen
category Expenditure t t
pop
Highest Never 2,381,825 6.1 6,741,110| 8.9
Level of 31,295,271
Educatio | Don't 540,844 1.0 0.9
n know 5,252,830 719,112
Preschool| 251,768 1.2 1,419,744] 1.9
6,041,983
Primary 6,443,093 36.5 25,037,111} 33.0
187,114,020
Vocationa | 48,392 1.9 0.2
I 9,842,901 136,041
Secondary| 3,652431 37.2 31,977,062 42.2
190,304,832
College 558,141 13.7 3,650,884| 4.8
69,931,105
University | 139,150 24 6,146,035| 8.1
12,399,498
Total 14,01564 100.0 75,827,098 100.0
4 512,182,440

When the data wersegregated by age groups anchdgr, the results indicate thatost

expenditure was incurred by the age group above 50 years of age and vespectively as

shown n Table 11.7 below.
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Table 11.7 Household outof-pocket health expenditure on health care services by
demographic characteristics

Percent Total Annual Outpatient | Total Annual Inpatient
Expenditure Expenditure
Age (5|04 14.7 33,057,577.3 5,727,312.2
year s 14.9 27,010,667.2 4,541,573.5
groups)
10-14 13.8 15,330,918.0 2,370,752.1
1519 11.4 26,560,605.5 3,093,367.2
20-24 9.5 44,803,182.0 3,839,815.1
2529 7.5 35,545,732.4 2,666,269.4
30-34 6.5 50,263,223.4 10,991,845.4
35-39 55 47,139,293.2 7,942,084.6
40-44 4.3 27,245,745.3 5,398,631.0
4549 2.9 56,166,718.3 7,146,067.2
50+ 9.0 173,251,041.5 25,489,942.8
Sex Male 48.9 223,369,139.7 39,421,070.3
Female 51.1 313,M5,564.5 39,786,590.1
Total 100.0 536,374,704.2 79,207,660.4
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11.10 Per capita and mean health expenditure
Total health expenditure is estimated at abou hllion per year. Per capita tianal health
expenditure was K7 per yearbut this number varies widely among the X@vyinces, from
K34 in Southern Rvince to K173 in LusakBrovince.

Figure 11.13 Per capita health expenditure by province
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Regional per capita health expenditwmagied substantially between urban and rural areas,
with rural residets spending an average of K&Ad urban residestspending an average of

K109.

Figure 11.14 Pe capita health expenditure by region
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Amongst those with any health expenditures, per capita health expenditures walebygl
across dbtricts, from K259 in Easternrévince to KL,266 in Lusakarovince The national

average yearly health expenditure for those with anyttheapenses was395.

Figure 11.15 Mean health expenditures by province among population with health
expenditures

1400 -~

1200 +~

1000 +~

800 A

600 v~

Kwacha

400 +~

< Nl
; Q¥ & P
P & & & & & & &9
& é\o \‘S‘\‘\ Ve N C (_’OQQ
L
QO

200



Amongst those with any health expenditures, per capita health expenditures ranged from 473

in ruralareas to K46 inurban areas.

Figure 11.16 Mean expenditures by region among population with health expenses
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Among those in the sample with any health expenditure, the annual health expenditure per
capita varies widely, ranging fromd69 in thelowest ependiture decile to K498 in the
highest expenditure decile, with an average per capita expenditure of K595. A clear income
gradient is exhibited, with the top 10 percent incormmmers spending an average &4000

compared witlK69 among the bottom JIfercent, in 2014.
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Figure 11.17 Mean expenditure among the population experiencing health
care expenses by decile
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Dividing households into deciles instead of quintiles we see an even sharper income,gradien

indicating the wealthier households spending far more on health care.
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11.11 Maternal health expenditure

This section looks at expenditure that was incurred by those isgeod Maternal Health.
The data are segregated by region, expenditure quintil@gnpe, and ipatient/outpatient
expenditure.

Figure 11.18 Household outof-pocket Maternal Health Expenditure, Province
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The results show that most of the expenditures on mateeadthwere incurredn Lus&a
Province which has a share of 69 qat followed by CopperbelProvincewhich reported
15 percent. MuchingRrovincewas lowest with about fiercent of expenditure on maternal
health.

11.12 Maternal health expenditure by region

The regional expenditurésr maternal health are disaggregated by area of residence in terms
of rurali urban. The total expenditures in the tables comprise the expenditures of the sub
totals for consultation on ANC and PNC categories. The subttalundertaken for all the

othe items based on this approach.

The table and graph belovh@wv that on average over 90 pent of expenditures on

consultation, medicines and suppliasdmedical investigations are experienced in the urban

areas. Transportation is a relatively largershaf rural ependitures and comprises 27

percent. Other expenditures are signifidgngreater in the rural areas, acating for 80
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percent of the relative shareompared withthe urban areas.

expenditures are 13 pant d total maternal expenditures.

Table 11.8 Outpatient maternal costs byural/urban residence

Overall ruralatarnal

REGION

Expenditure item Rural Percentage| Urban Percentage | Total
Consultation 2063698.4 (7.6 252348729 |92.4 27298571.3
Drugs 361169.5 3.5 9944593.1 96.5 10305762.6
Medical investigations 276438.6 6.3 4137385.0 93.7 4413823.7
Complications 130150.4 7.3 1653053.8 92.7 1783204.3
Transportation 3108799.7 | 27.0 8393118.3 73.0 11501918.1
Other Costs 1435320.8 | 80.4 349379.8 19.6 1784700.7
Total 73755775 | 12.9 49712403.1 | 87.1 57087980.5

Figure 11.19 Outpatient maternal expenditures byrural/urban residence

204




100% -

90% -

80% -

70% -

60% -

50% -

40% -

30% -

205



The inpatient expenditures demonstrate thaal areas spend almost 25 gt of total maternal
expendituresUrban areas spent over Bbrcent on almost all categories of expenditure items other
than for transport. Urban areas have a relatively lower shd&eatcentof other costs. Outpatient

costs are almost fourfold the inpatient costs for maternal care.

Table 11.9 Inpatient maternalcosts byrural/urban residence

REGION
Expenditure item Rural Percentage | Urban Percentage | Total
Consultation 509864.7 12.8 3,468877.0 87.2 3,978741.6
Drugs 105418.8 4.8 2,068627.1 95.2 2,174045.9
Medical investigations 66,552.8 12.7 457,099.6 87.3 523652.5
Complications 109694.3 13.4 707,469.3 86.6 817,163.6
Transportation 1,983497.2 38.0 3,233228.7 62.0 5,216725.9
Other Costs 506218.8 94.4 30,111.3 5.6 536,330.1
Total 3,281,246.6 24.8 9965412.9 75.2 13,246659.4
Figure 11.20 Inpatient costs byrural/urban residence
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The elative expenditures by ruratban residence for inpatient and outpatient services are shown
below. Theurban areas account for 90 pemnt or more of expenditures on consultation, medgand

medical supplies, medical investigations and complications in pregnancy includirbidftexare.

Table 11.10Inpatient and outpatient expenditures byrural/urban residence

REGION
Expenditure Rural Percentage | Urban Percentage | Total
items
Consultation 2,573563 8.2 28703750 91.7 31,277,313
Drugs 466,588.2 3.7 12,013220 96.2 12479808
Medical 342991.5 6.9 4,594,484 93.0 4,937476
investigations
Complications | 239844.6 9.2 2,360523 90.7 2,600368
Transportation | 5,092297 30.4 11,626,347 69.5 16,718644
Other Costs 1941540 83.6 379491 16.3 2321030
Total 10,656,824 59,677,816 70,334,640
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Figure 11.21Inpatient and outpatient expenditures byrural/urban residence
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The comparable expendies by residence in the table below show tteg most important
expenditures for the rural population afiestly on transport followed by consultation.By
comparison, the urban population spends mostly on consultidlilmwed by expenses on medicines

and transport in dt order.

Table 11.11Rural/urban share of total maternal expenditures for inpatient and outpatient

services

EXPENDITURE ITEM

PERCENTAGE
EXPENDITURES
AS A SHARE OF

PERCENTAGE
EXPENDITURES AS A
SHARE OF URBAN

RURAL EXPENDIT URES
EXPENDITURES
Consultation 24.1 48.1
Drugs 4.4 20.1
Medical investigations 3.2 7.7
Complications 2.3 4.0
Transportation 47.8 195
Other Costs 18.2 0.6
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11.13 Maternal Expenditure by age group
The expenditures by age category show that the age group experidreihightest proportion of
maernal expenses was in the-30 age category. The sources of main expenditures incurred were on

consultations, medications and laboratory investigatiamsvell as transportation.

Figure 11.2 Total Maternal Expenditure by Age Group
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Figures 11.2 and 11.2 show the compositiomcross the age groums maternal health
expenditures for inpatient and outpatient respectively. Notably, the amount spent on inpatient
complicationsis highest in early pregnan@age group of 1414 yeas. The amount spent on
inpatient consultation is highest in the-49 age group. For all age groups, a significant
proportion of maternal expenditure is incurred on transportationbddin inpatient and

outpatient.

Figure 11.23Inpatient Maternal expenditure categories by age group
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Figure 11.24 Outpatient maternal expenditure by region

Outpatient maternal health costs by age group
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11.14 Maternal health expenditure by expenditure quintiles
Outpatient expenditures by quintile show that the richest quintile spends above 80 percent on
consultation, drgs, medical investigation and complicatiowhile the poorest two quintiles

account for less than 2 percent across the various expenditure items.

Table 11.12 Outpatient Maternal Expenditure by expenditure quintile

Expenditure Quintile
Expenditure item | Poorest(%) | Fourth(%)| Middle | Second Richest | Total

(%) (%) (%)
Consultation 1.32 2.78 4.09 5.69 86.12 27,206544
Drugs 0.54 1.99 1.32 4.23 91.92 11,210066
Medical 0.19 3.11 3.11 13.03 81.27 4412471
Investigation
Complications 1.35 3.08 1.73 12.85 80.99 1,781,401
Transportation 4.58 6.56 22.06 20.25 46.55 11,498763
Other costs 11.77 15.03 15.72 46.6 10.88 1,784701

Breaking down the expeliture into antenatal, deliverand postnatal, the richest quintile

spent almost 80 percent on consultatwhile the poorest two quintiles accoadfor only 5
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percent for ANC. In genekdhe maternal expenditures are all extensively incurred by the

richest quintile group.

Table 11.13 Inpatient Maternal Expenditure by expenditure quintile

Expenditure Quintile

Expenditure item | Poorest(%)| Fourth(% | Middle(% | Second(%| Richest(% | Total

Consultation 5.1 : 2.13 : 10.71 : 10.71 : 75.22| 397784
Drugs 0.73 2.16 2.44 15.27 79.41 2,170,42
Medical 2.16 4.39 8.09 61.89 23.46 522,303.
investigation 3
Complications 1.68 7.11 4.89 59.37 26.95| 815360.
Transportation 461 10.22 14.95 18.39 51.83 5,215,3(;
Other Costs 10.89 63.66 9.51 14.52 1.43 5363304.11

Maternal expenditure for inpatients on consultation and drugs is highly concentrated among
the richest quintile.More than 50 percent of this expenditure is incurred during the antenatal
stage.Expenditure on transportatidollows a similar pattern with 52 percent of the total

expenditure being incurred by the richest group.
11.14.1 Payment used for health care by houselds

Of the total population, 20 percent are waived. Of those who paid, 40 percent is in form of
cash while a small (less than 5 percent) amount of the total expenditure is paid for by various

insurance schemes.

Figure 11.4 Mode of paymers used for health care
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11.14.2 Payments for health care by region

Urban respondents used a wider variety of payment modes (Figure 8.5). Residents of urban
areas paid for their health care with private insurance slightly more aftdrhad their health
care expenses waived slightly less often than rural residents. Urban residents were also

slightly more likely to pay in cash than rural residents.

Figure 11.5 Mode of payment for health care by region
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11.14.3 Payments for health care by health expenditure deciles

The lowest several deciles have much more of their expenditure waived than the rest of the
population (Figure 8.6). This is almost half of the expenditure for the very lowest démle. T

wealthier income groups tend to have higher expenditures.

Figure 11.6 Mode of payment for health care by health expenditure deciles
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11.14.4 Payments for health care by age

Children and senior citizens have agler percentage of their total health care expenditure
waived compared with adults of working age (Figure 8.7). Private insurance is higher for

infants but relatively negligible except for a small percentage of young adults.

Figure 11.7 Mode of payments for health care byage
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11.15 Financial accessibility
This indicator serves to highlight the exposure of households to health expenditure induced

impoverishment.

11.15.1 Health expenditure as proportion of income

Figure 8.8 below shows the shareheflth expenditures as a share of total households. The
largest share of exposure is experienced by Luapula and Lusaka Provinces in which the rural
based households face over 7 percent of expenditures on health as a share of total household

expenditures.

Figure 11.8 Share of health expenditure to total expenditure at household level
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Note: THHE = Total Household Health Expenditure; THE = Total Household Expenditure
The next in this regard are Copperbelt and Northern Provinces in vitgiglurial households

face over 4 percent. The urban areas which are relatively better insulated face a maximum of

about 3 percent in all provinces.
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Figure 8.9 Percentage of expenditure on health by Household expenditure quintile
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The mean percentage wénfood household expenditure on health was much higher in rural

areas (25.0 percent) than in urban areas (8.0 percent).

Figure 8.10 Percentage of health expenditure by rurdl urban residence
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The mean percentage of nfsod household expenditure varied substantially by household

expenditure decile from 5.7 percent in tHedcile to 26.8 percent in thé'@lecile. There

was no clear relationship between increastegile and mean percentage of +ioad

household expenditure. However, there was a clear relationship between increasing
218






















































































































































