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INTRODUCTION

In recent years, there has been a widespread critical reappraisal of the determinants
of health, patterns of ill health, the nature and performance of existing health services, and
the appropriate role of the state in health care. This paper looks at the issues from the
perspective of Zambia. It is organised in three sections. First, it reviews the influence of
international trends and the local environment on the direction of heaith policy in Zambia.
The second section discusses the design and implementation of Zambia's 1991 health sector
reforms. The final section sets out intentions for future developments in Zambia‘s health
system.

1 IDEOLOGICAL TRENDS AND OPERATIONAL REALITIES: The international and
national background to reform

This section reviews the areas in which there are commaon international trends, and
some convergence of opinion, and also highlights where there are differences of opinion and
direction amongst international actors. The importance of recognising that changing
ideclogies about the role of the State, in general, have important effects on the trends in
reforms within the health sector in particular, is discussed. This is followed by an
examination of the influences these international trends are having on health sector reform in
Africa, and then considers the internal influences that affect the organisation and operation of
Ministries of Health, Experience in Zambia is used to illustrate the point that, as elsewhere,
political and administrative structures and cultures have a strong influence on the design and
performance of apparently ‘technical’ ministries such as the Ministry of Health. What may
appear to be incoherent policies are in fact a logical response to diverse and conflicting
social pressures.

1.1 The impetus for health sector reform

There are trends the world over that suggest convergence in paradigms about
health and health government. Ecological failures such as drought, increased use of
technology, increased demands for human rights, re-privatisation and/or decentralization
of health care services, payments and the re-emergence of private clinics side by side
with public health infrastructure, growing numbers of urban and rural poor, and
dwindling investments by external agencies, among other trends, all suggest that more
sophisticated analyses of governmental interventions in a health sector in any country are
needed.




Analyses that attempt to explain the global trend towards health reforms suggest a
variety of reasons why reforms are being undertaken in developing as well as developed
countries (Cassels, 1995; WDR, 1993):

The health transition

The current spectrum of ill-health in countries is usefully examined by using the
concept of the health transition (Terris 1983, Caldwell 1989). Populations in transition
gradually move, as they became more ‘developed’, from a situation in which ill health and
high premature mortality is caused primarily by infections and malnutrition, to a situation
where there is a predominance of chronic, non-communicable diseases with high morbidity,
concentrated particularly in the elderly. However, in many developing countries today both
stages of the transition commonly exist at the same time. This diversity complicates the
setting of priorities for financing and providing health services. '

Persisting problems with existing services

The following problems continue in many health services: the efficiency with which
resources are used (the scarcity thesis); access constraints (the equity problem); the
unsatisfactory nature of services themselves (the quality issue); the financing difficulties both
for the government and people (the cost dimension).

A recognition of the economic benefits of better health

Other analyses stress new or re-emerging conditions, such as AIDS, as giving impetus
to health sector reform, and emphasize the relationship between health and productivity. As
Dean Jamison, one of the editors of the World Development Report (WDR) 1993, puts it:
‘For developing countries, the main reason [for health reforms] is a better understanding of
the importance of health for improving the productivity of workers and of the potential for
enormous gains in health at very low cost’. The WDR has given us the new concept of
‘Disability Adjusted Life Years” (DALYs), as well as stressing that the quality of government
health policies really matters in terms of better levels of health.

Changing policies of international agencies
The WDR told governments that there are three ingredients of quality health policies:

» fostering an environment that enables households to improve health
- improving government spending on health
- promoting diversity and competition

Other multilateral agencies are also reformulating their guidance on health policies.
The four main ingredients of the new WHO Global Health Policy recommends that
governments initiate political action for health, focus on health protection and promotion,
concentrate on health system development, reform and management, and combat ill-health.
UNICEF (1995) recommends that country reforms must focus on increasing political will,




build multi-sectoral partnership, and mobilise communities in addressing child and maternal
health.

Cassels {1995) stresses that redefining policy objectives alone is not enough. He
points out that health sector reforms are concerned with changing health palicies and the
institutions through which policies are implemented. Institutional reform is a priority because
existing institutions, organizational structures and management systems generally fail to deal
adequately with empirical problems of health sector performance.

Bilateral donors have aid policies for health that reflect broad aid concerns, particular
health issues, and also the experience of health reforms in their own countries. Experience of
health reform in Northern countries, which introduced new ways of addressing health
problems, and created considerable debate about health services, has had a profound
influence on policies in developing countries. Far example, in Sweden major reforms were
introduced in the 1990’s to address structural problems in the way in which county councils
provided services (Anell 1995). The new reforms emphasized patient choice,
purchaset/provider split, performance-based provider payments, and increased competition in
service provision.

Changing political ideologies

It can be less evident that current global trends in health reforms have as much to do
with the reconfiguration of the structure of state governance, as with a concern to promote
good health. A criticism of analyses such as the WDR is that they fail to address the palitical
imperatives of health reform implementation (Reich, 1993). However, whilst implementation
does require an investment of political will, the fact that health reforms alsa explicitly or
implicitly seek to transform the state means that analyses must examine whose interests are
served by any given proposals. For example, one of the key objectives of health sector reform
proposed for El Salvador (ANSAL, 1994) is to ‘redefine the role of the state in the health
sector, transforming it from a direct provider of health services to a facilitator for services
provided by private organizations’.

1.2 Policy reforms, and their implications for the distribution of power

The nature of public policies

Policy strategies are forms of symbolic power. What is critical is that we know what
changes in the balance of power are taking place when structures for regulating the
distribution and access to social entitlements are re-organized. We must ask the social
purpose of doing s0. The question of who gains and who loses in terms of resource
allocation by a new technique of health system management can be answered by analysing
the way institutional reforms reflect the influences of different interest groups. Previous
relevant studies (Parmelee, 1985; Csaszi, 1985; Diderichsen, 1995) have helped to illuminate
the managerial {controlling) as well as the political (legitimizing) function of public health




policy. The focus of their analysis shifts from the search for guarantee that the state
administration and its policy functions are determined in all aspects by macroeconomic
factors, to a recognition of the pantial and provisional nature of state policies. In this instance
it may be the case that, however partial and sometimes incoherent public health policy may
appear, there are specific social interests to which it is a deliberate response. Because there
are real stakes and stakeholders involved, rational explanations of the process of health
reforms can appear inconsistent with real observed experience.

Any search for a coincidence of public interests between health care specialists, and
those who emphasize the need for overall social development in order to achieve better
health, is bound to lose sight of the fact that technological innovation is a ‘salesman’s
package’, which has to be pushed on 10 the consumer, even though it was produced in his
name. Hence the crisis in implementation. The polities of building consensus is complex,
and few have succeeded in describing why it succeeds or fails. It is the tension between
needing popular legitimacy as a basis for authority, and having to make choices between
groups when allocating resources, that makes debate an health reforms necessary. What
appears to be a ‘rational’ basis for allocating resources is actually a way of meeting the
state’s need to make administrative structures for resource allocation coincide with the social
balance of power. Moreover, although the existing bureaucratic hierarchy may be officially
used as the basis for allocating resources, public sector discipline does not wholly regulate
demand, and public authority is questioned in practice. Therefore policy struggles are also
conducted outside public institutional spheres, and non-bureaucratic principles of division,
sometimes referred to as 'market forces’, begin ta emerge.

A European example

Public policies are part of the instruments governments use to gain public acceptance
to political rule. The example from Sweden, quoted above, reveals some important lessons
about palitical incentives in public health services. Anell comments ‘It is more important for
county council politicians that activities are perceived as efficient. They can talk about
decentralization, more choices for patients, purchaser-provider split and competition, as long
as these concepts are associated with high efficiency. In this way critics and the larger public
are given the impression that changes for the better are well on their way'.

Policy reform and its social and political implications in Zambia

The ruling MMD party in Zambia, like governments elsewhere, wants to stay in
power. The structures it recommends for health service improvement have social
consequences. For this reason, among others, they can only be realised if they correspond
with the current political practice in the country. Under existing conditions of
macroeconomic turbulence, the crucial role of social interests in influencing the pattern of
state intervention must be futly understood if health policies are to lead to an acceptable
quality of life.




Past attempts at institutionat reforms of health systems in countries like Zambia have
led to increased bureaucracy and centralization of heaith care, associated with a crisis of
health policy, and bureaucratic incompetence (Kalumba & Freund, 1989). Equity has been a
desired principle in many reform efforts in the African region. However, the organization of
the public sector medical systems has been built on the logic of hierarchical state
administration, which is not designed in a way that promotes achievement of equity. Through
the definition of levels of care and resource requirernents, it sets up a structure of high and
low areas of resource input. Rural areas are ‘less’ complex, and require lower investment,
whilst capital cities are ‘'more’ complex. In other words, the logic of state administration has
provided the "technical’ rationale for the medical care system’s administration of allocation.
Although this is politically convenient, it is by no means a rational approach. The irony is
that in practice users have challenged this hierarchy by bypassing or ignoring low level
services.

1.3 Zambia during the 197(0's and 8('s: A pattern of macroeconomic turbulence and
decline

Factors contributing to the economic decline

From being one of the mast prosperous countries in sub-Saharan Africa in the early
1970’s, Zambia had by 1990 become a country with low levels of economic development,
declining incomes and deteriorating sccial indicators. With a per capita GNP estimated at
US8250 in 1991, Zambia is classified among the least developed countries. The economic
situation deteriorated quite rapidly from the early 1970's, with the first oil shock, and the
collapse of world prices for copper, Zambia’s main export. Thus the poverty crisis in Zambia
is not a recent phenomenon, but a result of inappropriate policies compounded by severe
external economic shocks and an unwillingness to adjust to them.

The development strategy followed by Zambia after independence in 1964 was
biased against agriculture and rural development, and failed to generate significant
employment and income growth. The country’s potential for smallholder agriculture was
neglected and the agricultural sector was never able to play a major role in poverty
reduction. The ecanomic situation deteriorated as reforms were neither systematic nor
sustained. Unemployment increased in urban areas and rural terms of trade worsened.
Government tried to cushion the impact of external shocks by keeping prices of the staple
food maize low, and by paying for the subsidy through foreign borrowing. The education and
health status of the population worsened, and the Government was unable to meet the
increased demand for free social services. Vulnerability increased as the economy declined
and the basis for urban employment shrank (Evlo and Mwabu, 1992).

The scope and scale of rising poverty
Poventy increased in urban and rural areas. A Poverty Assessment study in 1991
{(World Bank, 1994) showed that overall, 69% of all Zambians were living under the Poverty




Datum line. Rural poverty was reported to be more prevalent, deeper and more severe than
urban poverty, and was worse in the more remote areas, and in female headed households
(30% of the total). In urban areas prevalence increased from 4% in 1975 to 51% by 1991.
Maost utban poor were found in unplanned squatter settlements on the periphery of urban
centres, many without legal status and without service provision, The World Bank study
points out that poor people’s human capital was negatively affected by high degrees of
malnutrition, poor health status and low levels of education. The hungry season before the
harvest foltowed closely after the season of highest morbidity and highest need for labour
inputs into agriculture, thereby creating a vicious cycle where disease and malnutrition
reduce productivity, thus lowering production, and forcing family members to do piecework
on their families farms during the peak labour demand months (Freund, 1986).

1.4 Zambia's health sector before 1991

The decline in health and health services during the 1970°s and 80's

As in many African nations, with the decrease in economic indicators Zambia’s
health indicators worsened. With diminishing resources, the expensive, publicly-financed
health care system floundered. Infrastructure was not maintained so that many health centres
in rural areas were without water or sanitation facilities. Financial and other incentives for
personnel had been insufficient, and subsequently about one third of senior Zambian
physicians left the country to work abroad, while the Ministry continued to purchase the
services of expatriate physicians. Chronic housing shortages contributed to many areas being
understaffed, or required the Ministry to pay for expensive hotel accommodation, Most
medical equipment had been deemed obsolete, and working vehicles were scarce except in
those districts which had received direct donor support as a result of special vertical
programmes.

As early as 1982, a WHONUNICEF report decried the impact of government policies
in health in this manner ‘There are no Zambian doctors among the 53 district medical
officers and only 2 out of the 9 provincial medical officers are Zambian.” The same report
describes the appalling state of district hospitals in Northern Zambia, which resembled
‘museum specimens of Dr David Livingstone’s bush hospitals’ (Kalumba, 1988).

Early attempts at reform :

Some measures at health care reform had been initiated, but mainly to improve the
technical pefformance of many vertical programmes as well as to streamline their
rmanagement. Evidence of these efforts can be seen as early as 1985 when a new Medical
Services Act was enacted. The UNIP government realized that direct management of
Zambia's major hospitals by the Ministry of Health was inefficient, and that these institutions
had to be given enough capacity to raise revenue from users, including prescription charges.
This was a reversal of the free medical care policy. However, the Government did not have
the political capacity to implement its own policies and legislation. Attempts to effect the







