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ABSTRACT 
 

There is a growing burden of burden of non-communicable diseases (NCDs) in low and 

middle income countries (LMICs), with inequalities in NCDs and access to NCDs care 

persisting. Evidence suggests that these inequalities can be reduced by an effective health 

insurance system. Health insurance may also improve quality of care through improved 

finance but also by reducing out of pocket payments. Thus health insurance may be critical to 

achieving universal health coverage (UHC). While studies have shown the benefits of health 

insurance, most of these do not control for health status. In addition, we do not know whether 

individuals with NCDs who have health insurance have higher healthcare utilisation than 

their counterparts without insurance. If this inequality exists, expanding coverage may reduce 

inequalities in access to NCD care and policy makers may design the benefits package to 

address this concern. This study seeks to contribute in filling this gap by examining if 

insurance increases the use of health services. Specifically, the study examines people who 

have NCDs and health insurance to see if they utilise health services more than their 

colleagues without insurance. The study design was cross sectional and used secondary data 

from the Zambia Household Health Expenditure Utilisation Survey conducted in 2013. The 

sample size was 13, 150, which was the number of people who reported visiting a health 

facility one month prior to the survey. The outcome variable was an indicator variable equal 

to one if an individual utilised health services and zero if not. There were three variables of 

interest. The first was an indicator variable equal to one if somebody had an NCD and 

another indicator variable equal to one if somebody had health insurance. The third was an 

interaction of the two indicator variables. A linear probability model was estimated in order 

to examine the association between health care utilisation on one hand, and insurance status, 

having an NCD, and the interaction between insurance and NCD status on the other hand.  

After controlling for other covariates and need factors such as chronic disease and self-

assessed health,  people without health insurance used  health services 6.4 percentage points 

(pp) less than those without insurance, and the effect was significant at less than 5% level 

(p=0.048, 95% CI -0.13,0.0005). People with NCDs were 5.4pp more likely to use health 

services (p=<0.0001 95% CI -0.28, 0.087) than those without NCDs. Health insurance 

increased the likelihood of using health services among people with NCDs by 6.4pp 

(p=0.285, 95% CI -0.18, 0.05). Although large, this effect was not significant. This study 

suggests that expanding health insurance coverage in Zambia may substantially increase the 

use of health services, an important step in improving population health. Importantly, there is 

suggestive evidence that improving insurance coverage among people with NCDs may 

increase the use of care. This is important given the growing burden of NCDs. This study 

recommends that social health insurance be implemented and scaled up to the wider 

population and a benefit package for chronic illness be created. This has the potential to 

contribute towards achieving the goal of UHC in Zambia. However, the influence of other 

barriers to health care use such as perception of health will need to be evaluated.  

Key Words: NCDs, insurance, health care, utilisation, Zambia. 
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DEFINITION OF KEY TERMS 

 

Health care - is an essential health care based on practical, scientifically sound and socially 

acceptable methods, and technology made universally accessible to individuals and families 

in the community. Through their full participation and at a cost the community and country 

can afford to maintain every stage of their development in the spirit of self-reliance and self-

determination (Aday, 2014).   

 

Health insurance - is an act, system, or business of insuring one’s health against loss or 

harm arising in specified contingencies such as fire, accident, death, disablement, or the like, 

in consideration of a payment proportionate to the risk involved (Charles, 2010). 

 

Health care utilisation - the quantification or description of the use of services by persons 

for the purpose of preventing and curing health problems, promoting maintenance of health 

and well-being, or obtaining information about one’s health status and prognosis 

(Carrasquillo, 2013). 

 

Non-communicable disease – a chronic condition that is non-infectious or non-transmissible 

from person to person (Kim & Oh, 2013).
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CHAPTER ONE - INTRODUCTION 

1.0 Background  

Access to health care of acceptable quality is required to attain universal health coverage 

(UHC) (Phiri & Ataguba, 2014)  in order to achieve the sustainable development goal 3 

(SDG3) by 2030. One of the targets of SDG3 is to “achieve universal health coverage which 

encompasses financial risk protection, access to quality essential health care services and 

access to safe, effective, quality and affordable essential medicines and vaccines for all” 

(UNDP, 2015). However in low and middle income countries (LMICs) the inverse care law 

exists, which states that the people with the greatest health need have the lowest access to 

health services (Accorsi et al., 2009). Sections of the population are not able to access health 

services compared to others even if they have an equal disease burden, a phenomenon termed 

horizontal inequity (Elwell-Sutton et al., 2013).  

Non-communicable diseases (NCDs) are medical conditions that are non-infectious, chronic 

in nature and are not transmissible from person to person (Kim & Oh, 2013). The four main 

types of NCDs are cardiovascular diseases, cancer, chronic respiratory diseases and diabetes 

(WHO, 2014).  Premature deaths due to NCDs occur more frequently in LMICs and the 

majority are among the poor (WHO, 2014). NCDs result in huge costs on health systems, 

with a particularly larger impact on LMICs where health systems face tight budgets in the 

face of low external financing (Bennett et al., 2018). The estimated and projected costs of 

NCDs worldwide will amount to approximately USD 47 trillion from 2010-2030 with 2010 

recording the total cost at 75% global gross domestic product (GDP) (Bloom et al., 2012). 

For LMICs donor funding towards NCDs remains volatile and very low with only 2-3% of 

overall development assistance allocated towards the reduction of NCDs (Bennett et al., 

2018).   
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Similarly, NCDs have huge costs on households necessitating interventions to protect the 

population from high out of pocket expenditure (OOP) and experiencing catastrophic health 

expenditure (CHE) (Phiri & Ataguba, 2016). Social health insurance (SHI) is a recent health 

reform aimed at achieving UHC. SHI works on a large scale with risk pooling using 

contributions from members of a population. National health insurance (NHI) works in the 

same way on a national scale and is made mandatory by law. Improved access is by 

providing financial protection, removing OOP and preventing CHE (International Labour 

Office, International Labour Office & Social Security Department, 2008). Health insurance is 

likely to be beneficial for people with NCDs as they undergo early detection, use more 

prescription medication and have good disease prognoses (Sommers et al., 2016).  

However, despite its potential benefits of improving access to quality care, some scholars 

have argued that SHI may pose a risk for moral hazard, which occurs when one party has an 

incentive to use more resources than otherwise would have been used because another party 

bears the cost (Geyman, 2007). Health insurance also has the potential to have a direct or 

indirect effect on health behaviours causing behavioural hazard, with a reduction in disease 

preventive activity (Dave & Kaestner, 2009). However this occurs more in acute versus 

chronic illnesses despite low risk due to the high demand for care (Koç, 2011) 

This study aimed to measure the effect of health insurance on health care services utilisation 

among individuals with NCDs in Zambia so as to give insight to policy makers on the 

adjustments to existing insurance schemes, both private and public with regards to coverage 

for NCDs. 

1.1 Burden of Non-communicable diseases (global, regional and Zambia) 

NCDs are medical conditions that are non-infectious, chronic in nature and are not 

transmissible from person to person (Kim & Oh, 2013).  According to the World Health 

Organisation (WHO) Global Status Report (2014) on non-communicable diseases, most NCD 

deaths are premature and preventable. Of the 38 million lives lost to NCDs in 2012, 16 

million or 42% were avoidable – up from 14.6 million in 2000, and the majority occurred in 

LMICs (WHO, 2014). 
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The NCD 2030 countdown report showed that the lowest risk of mortality due to NCDs was 

in high income countries in Europe, Asia-Pacific, North America and Australia (Bennett et 

al., 2018). Almost three quarters of all NCD deaths (28 million) and 82% of the 16 million 

premature deaths occur in LMICs (WHO, 2014) the majority being in Sub-Saharan Africa 

(SSA) (Bennett et al., 2018).  For example LMICs account for 63% of all deaths due to 

cervical cancer while high income countries shoulder only 7% of mortalities due to the 

disease (Ezzati et al., 2018).  

In addition to high mortality rates many LMICs have a pro-rich inequality to health care 

access. In the rural state of Kwara in Nigeria individuals with NCDs from the wealthiest 

quintile used formal health services almost twice as often as those in the lowest wealth 

quintile, with annual health expenditure by the poor exceeding that of the rich more than two 

fold (Janssens et al., 2016). In Zambia, a study revealed a pro-rich inequality in accessing 

quality health care (Phiri & Ataguba, 2014). This places individuals with illnesses and poor 

access to health services at a disadvantage, and puts them at a higher risk of morbidity and 

mortality due to disease than those with the same health need and greater access to health 

care services.  

1.2 Access and utilisation of healthcare for NCD patients (global and regional context) 

Health insurance involves paying a premium for health related costs  with resultant financing 

of the health system and risk pooling to protect from health shocks (Victora et al., 2018). 

Private health insurance (PHI) involves similar mechanisms except that the provider is able to 

make a profit (Drechsler & Jütting, 2007). Private forms of insurance include community 

based health insurance (CBHI) and private formal insurance. 

The organization of insurance systems differs between LMICs and high income countries 

(HICs). In HIC countries like Australia PHI covers for some aspects of hospital care 

incentivised by having low premiums for early uptake (Odeyemi & Nixon, 2013). Policy on 

PHI provides for age related rebates of up to 30-40% that increase with age to encourage long 

term use, however tax based insurance remains mandatory (Eldridge et al., 2016). In the 

United States of America, the primary form of insurance is PHI with payments made by 

employers, and the secondary form is tax- based insurance. PHI covers about 65.4% of 

people under the age of 65 years, most of whom are in formal employment. The number of 

people covered by health insurance reduced from 44 million in 2013 to 28 million in 2016 as 

many people lost employment or changed jobs.  
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To reduce the gap in coverage the Affordable Care Act (ACA) was introduced, which 

resulted in higher coverage rates among the aged and disabled, and is expected to increase 

coverage by up to 70% (Odeyemi & Nixon, 2013).  

In LMICs of Asia and Africa different forms of insurance have been implemented to improve 

access to care primarily by reducing OOP as many of the populations still live in abject 

poverty (Spaan et al., 2012). In Asian countries such as Thailand and the Philippines, SHI is 

mandatory (Spaan et al., 2012). In Thailand this has resulted in wide coverage and social 

inclusion incorporating indigents and the poor in society to give them access to essential 

health care (International Labour Office, International Labour Office & Social Security 

Department, 2008).  In African countries like Kenya and Tanzania, SHI has increased the use 

of health care services among members of the population (Spaan et al., 2012) with an 

improvement in service quality and an improvement in the stocking of essential drugs (Spaan 

et al., 2012). However in countries like Guinea, insurance premiums are high remaining out 

of reach for the poor and SHI is not serving its intended purpose for UHC (Spaan et al., 

2012).  Little evidence on insurance in Africa exists and therefore more research still needs to 

be carried out on the impact of the different types of health insurance implemented on the 

continent.  

1.3 NCDs and health insurance in Zambia    

In Zambia there is a high disease burden in the face of a growing population (Phiri & 

Ataguba, 2016). A recent WHO country profile reported a rise in the incidence of NCDs such 

that in 2016 NCDs contributed to 33% of deaths for all ages in Zambia (WHO, 2016), as 

compared to 23% in 2014 (WHO, 2014). The major modifiable risk factors for NCDs in 

Zambia are excessive tobacco use, alcohol consumption, and salt intake, as well as reduced 

physical activity, all concentrated among citizens aged 60-69 years (MoH, 2017). 

Alarmingly, this is the age group with a high possibility of developing NCDs, resulting in 

them having a very high risk of disease.  

The recent STEPS survey in 2017 showed that modifiable risk factors such as tobacco 

consumption were higher in rural (14.9%) than urban areas (9.5%) and rural residents 

consumed less fruit than urban residents each week (1.6 days compared to 2.4 days per week) 

(MoH, 2017). Overall hypertension in adults was as high as 25.8% to 32.8% in rural areas 

and 34.8% in urban areas (Siziya et al., 2012) with little difference in disease distribution 

between rural and urban areas.  
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Substantial reduction of NCD mortality requires policies that considerably reduce modifiable 

risk factors and promote equitable access to high-quality preventive and curative care in the 

populations most at risk (Bennett et al., 2018).  

At the household level, the hardest effects of disease were loss of employment and the 

requirement of help from a caregiver, with an increase in economic burden for the individual 

and the affected household (Sultana et al., 2017). Many resort to social protection 

mechanisms such as borrowing resources from family and friends,  in order to manage the 

financial burden (Amurwon et al., 2017). Combined, the cost due to NCDs is attributed to 

among other things absenteeism from work, medical costs accrued by health service 

providers and affected households, and a loss in productivity.  

In Zambia high capital investments combined with high debt servicing costs resulted in fiscal 

deficits at 7.1% of GDP in 2018 missing the target of 6.1% of GDP due to rising spending 

and growing arrears (Bank, 2019). This created a strain for many sectors, affecting public 

expenditure on health financing with only about 5% GDP spent on healthcare, almost half of 

what HICs with low NCD mortality such as Australia spend on healthcare (Bank, 2019). It is 

therefore imperative that other sources of financing health care, through avenues such as 

domestic resource mobilization be exploited in order to mitigate the growing threat and 

burden of NCDs.  

The main determinants of health care service use in Zambia are higher education level, short 

distance to a health facility, and residing in an urban location (Masiye & Kaonga, 2016) 

placing rural, uneducated residents at a disadvantage to accessing care. In addition 

households in the poorest quintile spend on average 41% of total household expenditure on 

health care sometimes pushing them below the poverty line, while the richest quintile spend 

only 3.4% of household expenditure on health care (Masiye et al., 2016). 

The medical insurance schemes in Zambia cover only 3% of the population and are private 

medical schemes with associated high premiums (CSO, 2013). The majority of the population 

covered by insurance are young and are in the highest wealth quintile. Despite health 

coverage through PHI being low, recent findings suggest that such schemes have the potential 

to increase households’ access to health care and reduce the occurrence of expense shocks 

that would otherwise induce out-of-pocket spending (Ekman 2004).  
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Many individuals in Zambia seek health care from private as opposed to public facilities to 

source for high quality drugs and diagnostics which are out of reach for the poor (Hangoma et 

al., 2018). Thus in an attempt to improve utilisation of services by the poor in public health 

institutions, and to reduce the existing inequality in access, in 2006 the Zambian government 

abolished user fees in public health facilities (Hangoma et al., 2018). This resulted in an 

increase in use of health services by the poor (Hangoma et al., 2018). However despite this 

intervention challenges in achieving UHC still remained. The low cost of unit services, 

consumption in excess of resources and the burden of emerging and re-emerging diseases 

prompted the government to adopt NHI as a means of health care financing in order to 

strengthen existing health systems and improve the quality of public health care (Atinga et 

al., 2012). 

The government of the Republic of Zambia passed a bill endorsing NHI in April 2018 to 

address the inequalities in accessing quality health care (Phiri & Ataguba, 2014; Zyaambo et 

al., 2012). NHI as a new intervention may follow the law of inverse equity where a new 

intervention is initially adopted by the wealthy and increases an existing inequality, but 

eventually has a trickle-down effect on the poor (Victora et al., 2018).  

Little evidence on insurance in Africa exists, specifically evidence on whether insurance can 

make a difference in the health outcomes of people living with chronic conditions. Therefore 

more research needs to be carried out on the impact of the different types of health insurance 

implemented on the continent and how they can affect someone’s health status. To date in 

Zambia no studies have been done documenting how insurance affects the use of services for 

people with NCDs. This study seeks to fill this knowledge gap and aid in policy refinements 

in health care access for people living with NCDs. 

For ease of reference this dissertation has been organised into the following chapters: 

introduction, literature review, methodology, results, discussion and conclusion and 

recommendations. 
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1.4 Statement of the Problem 

NCDs in Zambia are growing with mortality increasing from 23% in 2014 to 33% in a period 

of only two years (WHO, 2016) mostly affecting the poor (MoH, 2017). In Zambia, the poor 

have lower access to health care than the rich (Phiri & Ataguba, 2016). NCDs can be 

expensive to manage, and without a means to address this such as health insurance,  patients 

and affected families experience catastrophic spending or forgo care as they spend on average 

40% of household income on health care compared to 3.4% income spent by the rich (Masiye 

et al., 2016). National health insurance may improve access to care and reduce CHE. 

However, health insurance coverage is low in Zambia with only 3% having health insurance 

(CSO, 2013). Increasing coverage among people with NCDs may be an important move 

towards UHC by increasing access and reducing mortality due to NCDs, given that NCDs are 

expensive to manage. However, it is not known whether individuals with NCDs access health 

services more and whether health insurance would allow them to use services even more. 

This implies that increasing coverage may reduce inequities where only NCD patients who 

have insurance have higher access to health services. Research has shown that health care 

utilisation is a good measure for health systems performance and chronic disease outcome 

(Starfield & Masinko, 2005). However, to date there is no information about the prevailing 

situation regarding the relationship between health insurance and health care services 

utilisation in Zambia among people with chronic illnesses. 

1.5 Study Justification 

The national SHI scheme recently introduced in Zambia is designed to cater for all citizens, 

with packages that are defined broadly according to an individual’s socio-economic status, 

not considering ones’ health status and how that may affect the type of insurance cover 

required. Despite covering for various diseases, the national SHI does not cater for all the 

specific tests and treatment required by people with NCDs. This study can provide relevant 

information to aid policy makers, to appropriate specific insurance coverage for people living 

with NCDs for both private and public insurance schemes. The information generated may 

pave the way to policies that may encourage use of services and ensure continuous patient 

care. As health insurance is in its infancy on the continent, the study results can provide 

information to other countries in the region on how to structure health insurance packages for 

people with chronic illnesses. 
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1.6. Objectives of the Study 

1.6.1. General objective 

To examine the relationship between health insurance and health care utilisation among 

people with NCDs in Zambia. 

1.6.2. Specific objectives  

1. To determine whether having an NCD is associated with increased health care services 

utilisation. 

2. To assess whether health insurance status is associated with increased health care services 

utilisation once need is controlled for. 

3. To investigate whether people with NCDs who have health insurance utilise health services 

more than people with NCDs who do not have health insurance. 

1.7 Research Question 

Is there an association between health care services utilisation, NCDs and health insurance in 

Zambia? 
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1.8.1 Conceptual Framework 

Below in figure 1 is a diagrammatic representation of the conceptual framework highlighting 

the factors affecting utilisation of health care services that was used in this study. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1- Conceptual framework for factors affecting health care utilisation 

(Andersen & Newman, 1973). 
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The conceptual framework above was adapted from Andersen and Newman’s framework on 

health care utilisation (Andersen & Newman, 1973). The framework seeks to explain 

utilisation of health care services based on the factors that influence an individual in their use 

of health care. As seen in figure 1, all the factors directly or indirectly have a bearing on other 

factors. The factors have been classified as predisposing, enabling, and need factors. 

Predisposing factors are based on ones’ social structure, that is, demographics, education, 

occupation, ethnicity, social networks, social interactions, and culture. Social structure 

encompasses health beliefs, attitudes, values, and knowledge that people have concerning and 

towards the health care system (Andersen & Aday, 1981). These factors form the basis of a 

patient’s decision whether to utilise services or not and exist prior to having an illness.  

Family influences, beliefs and education for example are predictors of someone’s ability to 

rate their own health, choose between self-medication and seeking formal health services, and 

their ability to access care (Andersen & Aday, 1995). Enabling factors in the process of 

seeking health care are logical aspects of obtaining care. These are personal factors such as 

the means and know how to access health services, income, health insurance status, a regular 

source of care, travel and extent and quality of social relationships. Community factors 

include available health personnel and facilities and waiting time (Andersen & Newman, 

1973).  

Lastly, need factors influencing health utilisation are perceived and evaluated health, which 

have a bearing on seeking care and adherence to a medical regimen. External influences such 

as the economy, health systems and health policy can either increase or decrease the 

utilisation of services (Andersen & Newman, 1973). Preventive care utilisation is influenced 

by predisposing and enabling factors, while curative care and hospitalization are primarily 

influenced by need factors.  

The focus of the study was on the factors concerning need that is NCDs, access, namely 

insurance and the relationship the factors had with health care utilisation 
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CHAPTER TWO - LITERATURE REVIEW 

2.1 Effects of Health Insurance on Service Utilisation and Disease Outcome 

Health care utilisation is the point where the patients’ needs meet the health care system. It 

has a demand (need) side and supply (health system) side (Babitsch et al., 2012) and is often 

measured as either the number of services used over time divided by the population, or the 

percentage of persons who use a service divided by those eligible over a period of time 

(Carrasquillo, 2013). Both health care utilisation and health status are used to assess how well 

a health care system produces health in a population (Anon, 2008). More frequent use 

improves disease outcome and prognosis (Sommers et al., 2016) through early screening and 

the prompt management of disease (Aday, 2014). The mechanisms influencing the utilisation 

of health care services are complex and interrelated. One of the main drivers of utilisation is 

having a strong health system. Over the past decade there has been a growing attention 

towards health systems strengthening (HSS) by many organizations. While attention to 

disease transmission has been a priority with organizations such as the Global Fund, there has 

been a recognition that sustainable gains in eradicating disease are only possible through the 

strengthening of health systems (Hafner & Shiffman, 2013) which as defined by the WHO 

are financing (including health insurance), drugs and technology, human resource, 

information, governance and service delivery (Qirbi & Ismail, 2017).  

The link between HSS and uptake of health services can offer important information for 

resource allocation and planning to policy makers (Iyer et al., 2017). In Rwanda after 

capacity building via population health implementation training, the number of outpatient 

visits to health facilities increased (Iyer et al., 2017). A needs assessment for NCDs  in 

Zambia carried out in 2008-2009 by WHO cited lack of or inadequate diagnostic facilities, 

expertise and community awareness as some of the challenges faced in the management of 

NCDs (WHO, 2009). This information on utilisation provides important information for 

policy makers to strengthen health systems for resource allocation. However the study did not 

allude to the relevance of the findings to chronic disease outcomes. 
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Surveys done in America found that the ACA coverage expansion was associated with higher 

rates of having a usual source of care and being able to afford needed care (Collins et al., 

2016 ; Schartzer et al., 2016) which have both been associated with improved patient 

outcomes (Starfield & Masinko, 2005). Coverage expansions also lead to greater access to 

primary care, (Sommers et al., 2016), more ambulatory care visits, an increase in use of 

prescription medications, (Baicker et al., 2013), and better medication adherence (Sommers 

et al., 2016). Furthermore, the ACA expansion led to significant increases in testing for 

chronic illnesses such as diabetes (Sommers et al., 2016; Baicker et al., 2013) 

hypercholesterolemia, and the human immune deficiency virus (HIV), with increases in rates 

of screening for cervical, prostate, and breast cancer (Baicker et al., 2013). On the contrary, 

during the severe acute respiratory syndrome (SARS) epidemic in Taiwan in 2003, a 20% 

reduction in health services utilisation saw a significant rise in mortality due to diabetes 

mellitus and cardiovascular disease (Wang et al., 2012).  

Poor people were more likely to start treatment early while rich people had better adherence 

and treatment outcomes (Tran et al., 2016). This may have been, in part due to the continuity 

of care afforded by income and insurance status. Serial national household surveys conducted 

in South Africa revealed marked deficiencies in access to services and assisted deliveries 

among the poor compared to the rich. There is therefore need to increase health service 

access nationally targeting the poorest and rural populations (Wabiri et al., 2016). In Kenya, a 

standardised facility survey done showed that only 17% of all women and 8% of 

impoverished women had access to minimal quality antenatal care (Sharma et al., 2017). 

However studies in the southern African region that highlight the potential benefit of having 

national health insurance on the outcome of chronic illnesses among vulnerable populations 

are lacking as in many countries in the region, national health insurance is a recent 

intervention.  

In an attempt to achieve UHC in LMICs like Zambia that shoulder a double burden of 

disease, interventions such as NHI have the potential to narrow the gap between the rich and 

the poor as the poor will have assured access to quality treatment by means of having a 

common fund for the provision of health care. Aspects of health seeking behaviour such as 

attitude and cultural beliefs cannot be overlooked and may be studied further when 

determining how effectively interventions such as NHI can narrow the gap in health care 

provision (Andersen & Aday, 1995).  
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Caution must be taken in defining benefits packages and premiums so as to achieve the 

desired outcomes. In Guinea for example premiums for community based insurance were too 

high and unaffordable to the populations most in need and access to care remained low 

(Spaan et al., 2012). With the introduction of health insurance, the inequalities between the 

rich and poor can be reduced.  A national health survey done in China showed that a 

nationwide insurance scheme improved access to health care by the poor (Zhou et al., 2014). 

Adults with continuous insurance coverage were healthier and at lower risk for premature 

death than those who were uninsured or whose coverage is intermittent, while children with 

continuous coverage were more likely to visit a doctor, receive preventive care, and have 

prescriptions filled (Msuya, 2010). Continuous care is essential for patients with NCDs as the 

illnesses are chronic and have the potential to develop severe complications in the long term. 

Inadequate prevention and screening increased the likelihood of preventable illness, missed 

diagnoses, and delays in treatment. Uninsured people generally received much less care, 

either preventive or for acute and chronic conditions, than insured people. In particular, 

uninsured adults reported lower levels of self-perceived wellness and functioning (Creanga, 

2016). The result is that when uninsured people seek emergency care for severe illness or 

injury, their health outcomes generally are poorer whether they are children or adults as in the 

long term they are already in a state of poor health (Aday, 2014).  

Health insurance, in general has a positive effect on health service utilisation and patient 

outcomes. In Ghana for example a national health survey showed that  mothers subscribed to 

health insurance showed a 14% greater chance of having facility based deliveries than 

unsubscribed mothers, with a 7% greater chance of attending more antenatal care visits 

(Ameyaw et al., 2017). There was a subsequent 61% rise in the number of postnatal visits 

recorded (Browne et al., 2016). Insurance coverage has been shown to increase inpatient 

service use and the number of outpatient facilities visits, more so in tertiary or formal health 

institutions (Fenny et al., 2015) than in secondary or primary health institutions (Dalinjong et 

al., 2017). Many tertiary health institutions in LMICs attract user fees despite being centres 

for higher quality care (Hangoma et al., 2018), disadvantaging the elderly and poor from 

receiving the required care. If tertiary institutions are provider registered with NHI the 

disparity between health and wealth status will reduce (Baum, 2005). Concerning continuous 

care, an even greater improvement was seen in utilisation of health services in China when 

the health insurance was continuous, for a duration of about 3 years allowing for assured 

continuity in care (Kim et al., 2016).  



 

14 
 

Patients with NCDs often require specialist care which is provided in tertiary institutions and 

stand to benefit from continuous health insurance coverage. Health benefits of UHC were 

extended to migrants as well as citizens in China; this included citizens with rural to urban 

migration (Wen et al., 2017). With rural-urban migration, individuals no longer had to worry 

about OOP, but were given the opportunity to freely access and utilise medical services (Wen 

et al., 2017). With regards to inpatients at facilities, hospitalized uninsured patients in China 

were at greater risk of dying than patients with insurance. Uninsured patients were 20 % less 

likely than insured patients to receive care following an automobile accident and were at 

greater risk of death (Gong et al., 2016). Furthermore, at risk patients without insurance had 

higher rates of stroke and greater risk of death than at-risk patients with insurance, due to a 

delay in the recognition of severe health problems (Gong et al., 2016).  

A study done in China showed an increase in the use of outpatient services and 

hospitalisation among people with insurance cover compared to those without it (Zhou et al., 

2014).  In the United States, there was an increase in the diagnosis of diabetes as well as a 

doubling in the use of anti-diabetic medication with insurance coverage (Ghosh et al., 2017). 

Compared with patients whose diabetes managed outside of primary care networks, a cohort 

study showed that patients in primary care networks had a lower rate of diabetes-specific 

ambulatory care sensitive conditions, were more likely to see an ophthalmologist and had 

better glycaemic control (Manns et al., 2012). A difference in difference analysis on data 

from the Uniform Data System in the United States showed that health insurance cover 

resulted in improved blood pressure control in patients with hypertension (Cole et al., 2017), 

an essential requisite to prevent the complications of hypertension such as stroke and 

cardiovascular disease. Another study conducted in the United States found substantial 

improvements in depression among patients suffering from NCDs with insurance coverage as 

they were able to access continuous care, and this had a positive impact on adherence and 

disease outcomes (Murray et al., 2013). 
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When considering malignancies, a difference in difference analysis on a national cancer 

database in the United States revealed that insurance cover was associated with earlier 

diagnosis and treatment of cervical cancer among young women (Robbins et al., 2015). This 

is an important fact as cervical cancer is the leading cause of cancer in women in Zambia, 

which has the second highest incidence rate worldwide (Ferlay et al., 2010). The cure rates 

for other malignancies, such as colon cancer were improved due to a rise in colon surgery 

among insured patients. This increase was observed more among poor patients than rich 

patients, resulting in longer patient survival (Loehrer et al., 2016). Despite health costs and 

insurance cover being the main factors in health service utilisation, in Zambia it has been 

demonstrated that there are other factors that relate to utilisation of health services, such as 

socioeconomic status, type of illness, location(rural versus urban), and distance from a health 

facility (Masiye & Kaonga, 2016). 

Overall, as was evidenced by surveys conducted in India, insuring poor households is 

eventually efficacious but costly (Sood et al., 2014). In the long term the benefits outweigh 

the cost as usage of underused health services significantly improves population health (Sood 

et al., 2014). Much research has been done on the effect of health insurance on health 

services utilisation in developed countries but little has been done to demonstrate this 

association in developing countries, Zambia included.  Little research has been done on NHI 

in countries such as South Africa where health care is free and this leaves many sceptical 

about its benefits (Passchier, 2017).  More evidence about NHI would not only aid policy 

makers but reassure the public of the contribution insurance payments have in improving 

population health. 

The result of the association of a need, that is an NCD and health insurance on utilisation has 

not been explored in Zambia. This study aims to highlight this association to influence public 

policy in creating an insurance package that caters to the needs of patients with NCDs in 

Zambia. The results generated can be useful and generalizable to other developing countries. 
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2.2 The role of health insurance in financial protection 

Patients without health insurance have a hard time obtaining the care they require, and this 

can be attributed to the high costs of obtaining care. A study in the United States showed that 

uninsured patients are less likely to undergo preventive screening or care for chronic 

conditions (Majerol et al., 2014). Uninsured individuals have higher chances of being 

hospitalized for preventable conditions, to have late cancer diagnosis, and to die prematurely 

than are those with insurance coverage (Majerol et al., 2014). 

In Zambia, catastrophic OOP is incurred mostly by the poor, who make more frequent visits 

to health facilities than the rich, spending at least 40% of household income as compared to 

5.2% in the rich. The highest percentage of this payment for the poor, that is 73%, is towards 

transport costs, this despite the removal of user fees at primary facility level that was 

implemented in 2011 (Masiye et al., 2016). Furthermore, 26,000 households fall into poverty 

annually due to OOP on health care (Chitah & Jonsson, 2015). 

A systematic review done on low income countries in Asia and Africa showed that health 

insurance coverage provides financial protection by reducing out of pocket health 

expenditure, CHE, total health expenditure, household borrowings and poverty (Habib et al., 

2016). In Rwanda, when the first health mutual appeared in 1999, there were local initiatives 

to pay the premiums for the indigent by certain churches or by the other insured members. 

Subsequently, a NHI scheme was implemented in a tiered system in 2011. This covered more 

than 90% of the population and reduced out of pocket spending from 28% to 12% and gave 

rise to an increase in service use (Makaka et al., 2012). The study focused more on micro 

health insurance and financial protection but did not look into how a nationwide scheme can 

work to benefit an entire population. Perhaps much can be learned in how this form of 

insurance can benefit the poorest populations in the country. 

NHI eventually has a trickle-down effect on the poorest households. In Ghana through 

nationwide surveys, it was shown that prior to the introduction of UHC schemes 7-18% of 

insured households incurred catastrophic OOP compared to 29-36% of uninsured households, 

which reduced health service utilisation among the uninsured (Aryeetey at al., 2016). 

However, upon the introduction of NHI, insured patients had significantly lower direct OOP 

for outpatient and inpatient services than the uninsured. Despite the majority of OOP arising 

from costs such as transport in LMICs such as Zambia (Masiye et al., 2016), NHI still works 

to cushion the effect of these payments on the poorest households.  
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In Ghana the incidence of CHE was lower among insured households (2.9%) compared to the 

partially insured (3.7%) and the uninsured (4.0%) (Kusi et al., 2015). The incidence of CHE 

was even much lower among fully insured households (6.0%) which accessed health care 

from health facilities registered to the NHI scheme compared to the partially insured (10.1%) 

and the uninsured households (23.2%) (Kusi et al.,  2015).  As most health insurers on the 

African continent and in Zambia have been private, NHI will serve as a means to service the 

poor who have a high disease burden provided the premiums remain low (Asfaw & Jütting, 

2007). The potential result is a reduction in poverty caused by health shocks and in CHE 

experienced by the poor (Aryeetey et al., 2016). 
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CHAPTER THREE - METHODOLOGY 

3.1 Study Design  

The study employed a quantitative research method using secondary data from the Zambia 

Household Health Expenditure Utilisation Survey (ZHHEUS, 2013) conducted in 2013.  The 

study was a cross- sectional study that enumerated the entire population. The data was 

sourced and permission sought from the Department of Economics, University of Zambia. 

One basic data set was used in the study:  government demographic and statistical data from 

(ZHHEUS, 2013). 

3.2 Data Description 

3.2.1 Study Variables 

3.2.1.1 Dependent Variable 

 Utilisation - Visit to health Centre in month prior to the survey 

3.2.1.2 Independent Variables 

Predisposing Factors:  

 Age - age at last birthday. 

 Sex - state of being male or female. 

 Marital status-never married, married, cohabiting, separated, divorced or widowed. 

 Religion-Christian, Muslim, traditional, atheist, other. 

 Education-level of education (pre-school, primary, vocational, secondary, college, 

university, other). 

 Employment - employed, paid family worker, seeking work, homemaker, student, 

self-employed, other. 

Enabling Factors: 

 Insurance -covered by health insurance or not. 

 Expenditure-total household monthly expenditure. 

Need Factors:  

 NCD - presence or absence of NCD.  

 Self rated health-very good, good, satisfactory, poor, don’t know 
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Below is a table (3.1) describing the variables. 

Table 3.1  Description of Variables 

VARIABLE DESCRIPTION INDICATOR MEASUREMENT 

SCALE 

Dependent    

Utilisation Visit to health centre 

in last one month 

Yes or no Binary 

Independent    

Age  5 year age group Years Ordinal 

Sex Biological sex Male or female Binary 

Marital status Marital status never married, 

married/ cohabiting, 

separated, divorced 

or widowed 

Nominal 

Religion Religion Christian, Muslim, 

traditional, atheist, 

other 

Nominal 

Education Level of education  Pre/primary, 

vocational, 

secondary, tertiary 

Ordinal 

Employment Employment status Employed, not 

employed, self-

employed, other 

Nominal 

Self health Self -rated health Very good, good, 

satisfactory, poor,  

Ordinal 

Insurance Insurance cover  Yes or no Binary 

Expenditure Total monthly 

household 

expenditure 

K0-999, K1000-

4999, K5000-

9999,K10000+ 

Ordinal 

NCD Suffering NCD or 

not 

Yes or no Binary 

Note: Variables sourced from ZHHEUS 2013(CSO, 2013).  
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3.4 Setting, sampling and sample size 

The study was conducted in Zambia. The Central Statistical Office (CSO) in conjunction with 

the Ministry of Health (MoH) Zambia, and the University of Zambia (UNZA) conducted the 

nationwide ZHHEUS in 2013. 

The sampling done by CSO for the 2013 ZHHEUS was designed to provide estimates at 

national and provincial levels, as well as for rural and urban areas within the provinces. A 

two stage stratified cluster sample design was used. In the first stage, standard enumeration 

areas (EA) were chosen from each stratum by probability proportional to size. In the second 

stage, 20 households per EA were selected by random sampling. 12,000 households were 

sampled across all the ten provinces, with approximately 60,000 individual observations. 

At each household, all household members were enumerated, and only women age 15-49 and 

men age 15-59 who were either permanent residents of the households or visitors present in 

the households on the night before the survey were eligible to be interviewed for information 

regarding themselves and other members of the household.  

For this study, total enumeration using secondary data from the ZHHEUS was done and the 

effective sample size for this study was 13,150, that is, the number of people who responded 

to the question of whether they visited a health facility in the month prior to the survey, 8,146 

of whom said yes. Of these, approximately 2247 had an NCD and 229 were covered by 

health insurance (CSO, 2013). The survey collected information on whether individuals 

visited a health facility one month prior to the survey, their health insurance status, and the 

illnesses that they suffered from. Details regarding demographics, education level, self-rated 

health, religion and total household monthly expenditure were also recorded. The analysis 

was clustered at household level. 

3.5 Data Collection 

Data was extracted from the already existing dataset for the ZHHEUS, 2013 which was 

accessed from the Department of Economics, UNZA. 
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3.6 Data Analysis and Empirical Model 

A linear probability regression model was carried out to estimate the relationship between 

health insurance and health services utilisation in people with NCDs. A linear probability 

model estimated the likelihood of an event occurring. The relationship between NCD status 

and insurance status, and the association of this relationship on utilisation was estimated. An 

interaction model may be used when considering 3 or more variables and in a situation where 

the simultaneous influence of 2 variables on a third variable is either greater than or less than 

their influence separately. Two variables interact if the effect of one of the variables differs, 

depending on the level of the other variable (Jaccard, 2003). A positive coefficient means that 

as the effect of one variable increases, the other increases with it (Jaccard, 2003). 

Below is the equation demonstrating how the associations were estimated and a brief 

description of the coefficients estimated, controlling for all other variables. 

Equation 3.1  

𝐔𝐭𝐢𝐥𝐢𝐬𝐚𝐭𝐢𝐨𝐧 = 𝛃𝟎 +  𝛃𝟏𝐍𝐂𝐃 +  𝛃𝟐𝐈𝐍𝐒 +  𝛃𝟑𝐍𝐂𝐃 •  𝐈𝐍𝐒 + ⋯ 𝛃𝐤𝐗𝐤  +  Ԑ 

Where NCD is non-communicable disease, INS is health insurance, X is all other variables 

and Ԑ is the error term. 

β0- the intercept 

β1- the association between having an NCD and utilisation 

β₂- the association of health insurance and utilisation 

β3- the difference in utilisation of services between an individual with an NCD and insurance, 

and an individual with an NCD but without insurance. 

A linear probability model was used instead of a logistic model for estimating the coefficients 

despite the binary nature of the outcome variable. This was done for the following reasons; 

results for logistic models are affected by the scale in categorical values that can cause bias 

and the effect of a variable is not constant over its entire range (Karaca-Mandic et al., 2012). 

Coefficients for linear probability models are straightforward in interpretation particularly for 

interaction terms. For this study, as long as the probabilities lie between 0 and 1, the results 

from the probability model will be consistent and unbiased. Using a dummy variable for 

groups with the same value in the dependent variable can be estimated with probability 

models, but not logit or probit models.  
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A probability model does not give as accurate marginal effects results as choosing the right 

non-linear model, but it is debateable as to which non-linear model is right (Deke, 2014). The 

model has some weaknesses, such as the error term being hetereoskedastic as the variance 

depends on the individual variable and is not constant. The error term is binomial and not 

normally distributed.  For these reasons and for ease of interpretation, the linear probability 

model was chosen for analysis. 

Other variables that were controlled for included age, sex, and marital status, level of 

education, employment status, religion, self-rated health and total household expenditure in  

one month. Incomplete or irrelevant data was not used for analysis. The analysis clustered 

results by household. Descriptive statistics such as frequencies and percentages for 

categorical data were reported. Probabilities with corresponding 95% confidence intervals 

were then estimated at a 5% significance level. The data was estimated using STATA 14 

software (Stata Corp: College Station, TX, USA). 

3.7 Ethical Considerations 

Ethical clearance for this study was sought and granted from the UNZA Research Ethics 

Committee, with ethical clearance reference number 012-08-18. Permission was granted from 

the Department of Economics, UNZA for use of the data from the ZHHEUS under the 

provisions of the Census and Statistics Act Number 127 of the Laws of Zambia, since the 

study did not involve collection of human samples. No identifying information of individuals 

or health institutions was collected in the survey.  The purpose of the study was in line with 

the purpose of the initial survey as it sought to assess how illness that is, NCD and 

expenditure or insurance had an impact on healthcare utilization. The data containing 

information about chronic illness status, insurance status, and demographics was used. 

Confidentiality was observed as the data had no identifying information and was completely 

devoid of such information. There was no coding with no potential to identify a participant. 

The data was kept confidential and used for no longer than necessary for the purpose of the 

study and thereafter disposed of. There was no harm done to the participants however, the 

participants stood to benefit from the information generated as the study findings seek to 

positively influence public policy to provide specific care packages for the participants.  

 



 

23 
 

3.8 Study Limitations 

The study used secondary data from the ZHHEUS, 2013. The survey may have contained 

data with misclassification of individuals or their details regarding health status and health 

insurance. The survey was not conducted primarily with a focus on health insurance for 

example; different insurance packages cover for different services; however these differences 

were not taken into account and this may have had an impact on the results. More 

information regarding factors that affect health care utilisation in people with insurance such 

as attitude and location may not have been addressed. The duration of health insurance was 

not included in the survey questionnaire and this may have affected the dependent variable, 

which was utilisation of services one month prior to the survey. 
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CHAPTER FOUR - RESULTS 

4.1 Demographic characteristics of Respondents 

In the sample (N=13,150), only about 3% (327) of respondents had health insurance, 97% 

(12,807) did not. Slightly more than half (54%; 7,134) of the sample were female; 

approximately 40% (5,302) were under 15 years old, and 60% (7,833) were 15 or older. As 

highlighted below in table 4.1, approximately 10% (747) of the people in the sample were 

employed, 35% (2,725) were self-employed, and 56% (4,356) were either unemployed or 

reported having other forms of income. More than half of the respondents, that is 66% 

(6,110) had primary or pre-primary education. Only 30% (2,726) had secondary education 

and 4% (370) had attained a tertiary level of education. Approximately 91.6% (12,031) of 

respondents spent less than K1, 000 per month on household expenditure, 8.3% (1,092) spent 

between K1, 000-4, 000, 0.1%(10) spent K5, 000-9,000 and none spent above K10, 000. 

Below in table 4.1 is a summary of the demographic characteristics of respondents. 
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Table 4.1 Demographic Characteristics of respondents 

N= 13,150 Characteristics Frequency [Percent] 

Age group (in Years) 

  0-14 Years 5301 [40.4] 

15-24 Years 2142 [16.3] 

25-49 Years 3769 [28.7] 

50 Years and above  1922 [14.6] 

Total 13134a [100.0] 

 

Sex 

  Male 6000 [45.7] 

Female 7134 [54.3] 

Total 13,134a [100.0] 

 

Marital Status 

  Never Married 2529 [29.3] 

Married/Cohabiting 4852 [56.2] 

Divorced/Widowed/Separated 1260 [14.6] 

Total 8641a [100.0] 

 

Educational Level 

  Pre/Primary 6110 [65.9] 

Vocational 53 [0.6] 

Secondary 2726 [29.5] 

Tertiary 370 [4.0] 

Total 9259a [100.0] 

 

Employment Status 

  Employed 747 [9.54] 

Not Employed 4118 [52.6] 

Self Employed 2725 [34.8] 

Other 238 [3.0] 

Total 7828a [100.0] 

 

Religion 

  Christian 12808 [97.5] 

Muslim 50 [0.4] 

Traditionalist 99 [0.8] 

Atheist 69 [0.5] 

Other 108 [0.8] 

Total 13134a [100.0] 

 

Monthly Expenditure 

  0-999 12031 [91.6] 

1,000-4,999 1092 [8.3] 

5,000-9,999 10 [0.1] 

10,000 and above 0 [0.0] 

Total 13134a [100.0] 
a. The total sample size reduced (from n = 13,150), because some variables had missing values and were 

excluded in the analysis and also  due to non-participation due to skip patterns on some questions.(Langkamp et 

al., 2010).  
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4.2 Health Services Utilisation, Diseases Burden, and Insurance Coverage 

Among the sampled population, 62% (8,146) used health care services in the 30 days prior to 

the survey. Approximately 12% (1,655) of the sample had a NCD and 89% (11,479) did not 

suffer from any NCD, while 9.6% reported having other health conditions. Approximately 

21% (2,693) of individuals assessed their health as very good, 52% (6,273) assessed their 

health as good, 11% (1,417) as poor. The highest number of health care visits reported was 

one at 97.4% (7927). While 87.3% (6538) of respondents felt that a health visit improved 

their health status, the remaining 13.7% (948) felt a visit made no difference to their health 

status. 
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Table 4.2 Health Services Utilisation, Disease Burden and Insurance Coverage 

N= 13,150 

Characteristics Frequency [Percent] 

Health Service Utilisation 

  No 4995 [38.0] 

Yes 8146 [62.0] 

Total 13141 a [100.0] 

 

Have Non-Communicable Disease  

  Yes 1655 [12] 

No 11479 [87.4] 

Total 13134 a [100.0] 

 

Have Other Health Conditions 

  Yes 1286 [9.8] 

No 11777 [89.6] 

Don’t Know 87 [0.6] 

Total 13150 [100.0] 

 

Self Health Rating 

  Very good 2693 [20.5] 

Good 6273 [51.19] 

Satisfactory 2301 [17.52] 

Poor 1417 [10.79] 

Total 12684a [100.0] 

 

Number of Visits 

  One 7927 [97.4] 

Two 199 [2.45] 

Three 8 [0.1] 

Four 5 [0.06] 

Total 8139a [100.0] 

 

Insurance cover   

Yes 327 [2.49] 

No 12807 [97.51] 

Total 13134a [100] 

 

Visit Improved Your Health Condition 

  Yes 6538 [87.3] 

No 948 [12.7] 

Total 7486a [100.0] 

Note: 

a. The total sample size reduced (from n = 13,150), because some variables had missing 

values and were excluded in the analysis and also non-participation due to skip 

patterns on some questions.(Langkamp, Lehman & Lemeshow, 2010) 
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4.3 Characteristics of Insured respondents 

Of the people with insurance, only 4% (61) had an NCD, and the majority were aged 25-49 

years, that is, in the working age group. Approximately 53% (120) were in formal 

employment and 30 % (83) had attained tertiary education followed by 40% (108) with 

secondary education. With regards to their health status, 24% (81) rated their health as either 

very good or 56% (183) good, and approximately 99% (324) of the population insured spent 

between K0 to K1000 per month on household expenditure. There were approximately 10% 

(27) more females insured than males. Below is a table (4.3) summarising the characteristics 

of individuals insured.  
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Table 4.3 Characteristics of Insured respondents 

N=327 

Characteristics Frequency [Percent] 

Have Non-Communicable Disease  

  Yes 61 [3.69] 

No 266 [96.31] 

Total 327 [100.0] 

Age group (in Years)   

0-14 Years 99 [30.28] 

15-24 Years 44 [13.46] 

25-49 Years 151 [46.18] 

50 Years and above  33 [10.09] 

Total 327 [100.0] 

Self Health Rating 

  Very good 81 [24.77] 

Good 183 [55.96] 

Satisfactory 46 [14.07] 

Poor 17 [5.20] 

Total 327 [100.0] 

Education Level   

Pre/Primary 78 [28.57] 

Vocational 4 [1.47] 

Secondary 108 [39.56] 

Tertiary 83 [30.43] 

Total 273 [100.0] 

Employment Status   

Employed 120 [52.63] 

Not employed 83 [36.45] 

Self Employed 22 [9.65] 

Other 3 [1.32] 

Total 228 [100.0] 

Monthly Expenditure   

0-999 164 [50.15] 

1,000-4,999 160 [48.93] 

5,000-9,999 3 [0.92] 

10,000 and above 0 [0.0] 

Total 327 [100.0] 

Sex   

Male 150 [45.87] 

Female 177 [54.13] 

Total 327 [100.0] 
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4.4 Characteristics of people with NCDs 

Approximately 42% (698) of people surveyed with NCDs were aged 50years and above and 

35.4% (586) were aged 25-49 years. Only 3% (61) of these individuals had health insurance. 

Most, that is 59% (770) had attained up to primary level of education. Furthermore, 47% 

(679) of respondents were unemployed and 38% (555) self-employed, while 87.25% (1444) 

spent less than K1000 per month. With regards to self-rated health, 33% (544) regarded 

themselves as having satisfactory health and 33% (541) as having good health. The 

characteristics of people with NCDs have been summarised in the table below (table 4.4).. 
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Table 4.4 Characteristics of respondents with NCDs 

N=1655 

Characteristics Frequency [Percent] 

Insurance cover   

Yes 61 [ 3.69] 

No 1594 [96.31] 

Total 1655 [100.0] 

Age group (in Years)   

0-14 Years 208 [12.57] 

15-24 Years 163 [9.85] 

25-49 Years 586 [35.4] 

50 Years and above  698 [42.18] 

Total 1655 [100.0] 

Self Health Rating 

  Very good 129 [7.79] 

Good 544 [32.87] 

Satisfactory 541 [32.69] 

Poor 441 [26.65] 

Total 1655                           [100.0] 

Education Level   

Pre/Primary 770 [59.46] 

Vocational 10 [0.77] 

Secondary 428 [33.05] 

Tertiary 87 [6.72] 

Total 1295a [100.0] 

Employment Status   

Employed 125 [8.64] 

Not employed 679 [46.92] 

Self Employed 555 [38.36] 

Other 88 [6.08] 

Total 1447a [100.0] 

Monthly Expenditure   

0-999 1444 [87.25] 

1,000-4,999 208 [12.57] 

5,000-9,999 3 [0.18] 

10,000 and above 0 [0.0] 

Total 1655 [100.0] 

Sex   

Male 564 [34.08] 

Female 1091 [65.92] 

Total 1655 [100.0] 
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Table 4.5 Bivariate analysis of background characteristics of Respondents who 

participated in the Zambia Household Health Expenditure Utilisation Survey, 

2013(ZHHEUS, 2013) 

N=13,150      

 Yes  No  P-Value 

Characteristics N [%] N [%]  

Age group (in Years) 

  

  <0.0001* 

0-14 Years 3454 [65.1] 1848 [34.9] 

 15-24 Years 1277 [59.6] 866 [40.4] 

 25-49 Years 2264 [59.9] 1515 [40.1] 

 50 Years and above  1151 [59.8] 775 [40.2] 

 Sex 

  
         0.002* 

Male 3634 [60.5] 2371 [39.5] 

 Female 4512 [63.2] 2633 [36.8] 

 Educational Level 

  
        0.503 

Pre/Primary 3723 [60.9] 2392 [39.1] 

 Vocational 35 [66.0] 18 [34.0] 

 Secondary 1675 [61.3] 1056 [38.7] 

 Tertiary 240 [64.3] 133 [35.7] 

 Marital Status 

  
         0.002* 

Never Married 1433 [56.6] 1099 [43.4] 

 Married/Cohabiting 2938 [60.4] 1923 [39.6] 

 Divorced/Widowed/Separated 773 [61.2] 490 [38.8] 

 Employment Status 

  
        0.059 

Employed 482 [64.2] 269 [35.8] 

 Not Employed 2463 [59.7] 1659 [40.3] 

 Self Employed 1602 [58.7] 1127 [41.3] 

 Other 142 [58.9] 99 [41.1] 

 Insurance Cover 

  
          0.004* 

Yes 229 [69.6] 100 [30.4] 

 No 7917 [61.75] 4904 [38.25] 

 Self-Health Rating 

  
  0.002* 

Very good 1629 [60.5] 1064 [39.5] 

 Good 4124 [61.3] 2599 [38.7] 

 Satisfactory 1450 [63.0] 851 [37.0] 

 Poor 936 [66.1] 481 [33.9] 

 Don’t Know 7 [43.7] 9 [56.3] 

 Have Non-Communicable Disease 

  
  0.002* 

Yes 1794 [64.5] 988 [35.5] 

 No 6352 [61.3] 4016 [38.7] 

 

Monthly Expenditure 

  
  

 

        0.075b 

0-999 7437 [61.7] 4609 [38.3] 

 1,000-4,999 705 [64.5] 388 [35.5] 

 5,000-9,999 4 [40.0] 6 [60.0] 

 10,000 and above 0 [0.0] 1 [100.0] 

 Religion 

  
        0.282 

Christian 7963 [62.1] 4861 [37.9] 

 Muslim 28 [56.0] 22 [44.0] 

 Traditionalist 56 [56.6] 43 [43.4] 

 Atheist 37 [53.6] 32 [46.4] 

 Other 62 [57.4] 46 [42.6] 

 Note:b. Statistically Significant at P-Values obtained using Fishers exact 

*p<0.05 
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4.5 Determinants of Health Services Utilisation: Multivariate Analysis 

The multiple regression model was adjusted for sex, age, employment status, monthly 

expenditure, self-rated health, religion, marital status, educational level, NCD status and 

insurance cover. Having an NCD was a significant predictor of health service utilisation. 

People with NCDs use services 5.7 percentage points (pp) more than those without NCDs 

(P=<0.0001).  People who rated their health as poor were 9 pp (P=0.001) more likely to visit 

a health centre than people who felt their health was very good. Men were 7.3 pp likely 

(P=<0.0001) to visit a health centre than women. This was likely due to antenatal visits and 

because women have better health seeking behaviour than men.  

Similarly people who were married were 3.6 pp (P=0.052) more likely to visit a centre than 

people weren’t married, and people with secondary education were 2.2 pp (P=0.103) more 

likely to visit a centre than those with primary education though this was not significant. 

People who were unemployed were 4 pp less likely to use a health service (P=0.084) 

compared to those employed though the results were not statistically significant. 

The socio-economic inequality in health care utilisation  

People without health insurance were 6.4 pp less likely to use a health service than those with 

insurance (P=0.048).  Similarly, health insurance increased the likelihood of use of health 

services for people with NCDs by about 6.4 pp (P=0.285) despite the result being statistically 

insignificant. Insurance made no significant difference in utilisation of health care services 

for population with NCDs. After adjusting for all variables, household expenditure and 

employment status were not significant predictors of health care utilisation. 
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Table 4.6 Determinants of Health Services Utilisation (Multivariate Analysis) 

N= 13,150 

Characteristic 

Adjusted 

Probability 

P-Value    95% C I 

Age group (in Years)    

0-14   Years Ref.   

15-24 Years    

25-49 Years -0.033           0.066   [-0.068, 0.002] 

50 Years and above  -0.036           0.110      [-0.08,0.008] 

Sex    

Female Ref.   

Male -0.073     <0.0001*          [-0.0977,-0.044] 

Marital Status    

Never Married Ref.   

Married/Cohabiting 0.035            0.052*   [0.0003,0.071] 

Divorced/Widowed/Separate

d 

0.027          0.310      [-0.025,0.08] 

Education    

Pre/Primary Ref.   

Vocational 0.042          0.548    [-0.095,-0.18] 

Secondary 0.022          0.103     [0.005,0.050] 

Tertiary 0.025            0.43    [-0.038,0.089] 

Employment Status    

Employed Ref.   

Not Employed -0.039         0.084           [-0.083,-0.052] 

Self Employed -0.030         0.175      [-0.08,0.01] 

Other  0.004         0.919      [-0.09,0.08] 

Religion    

Christian Ref   

Muslim -0.09          0.252     [-.024,0.06] 

Traditionalist -0.02          0.979     [-0.15,0.14] 

Atheist -0.076          0.272     [-0.21,0.06] 

Other  0.041          0.533     [-0.09,0.17] 

Insurance Cover    

Yes Ref.   

No  -0.064            0.048* [-0.13,0.0005] 

Self-Health Rating    

Very good Ref.   

Good 0.002          0.908 [-0.033,0.034] 

Satisfactory 0.034          0.105           [0.0072,0.076] 

Poor 0.084            0.001*    [0.033,0.14] 

Have Non-Communicable 

Disease 

   

No 

Yes 

Ref.   

0.057       <0.0001*             [-0.28,0.087] 

Monthly Expenditure 

0-999 Ref.   

1,000-4,999 -0.007           0.725           [-0.05,0.034] 

5,000-9,999                                                 -0.14           0.407             [-0.48,0.19] 

10,000 and above 

Interaction Terms 

-0.54           0.265             [-1.49,0.41] 

Insurance Cover * Having 

Non-Communicable 

Disease 

   

Yes/Yes 0.064          0.285            [-0.18,0.05] 

*p<0.05  
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CHAPTER FIVE - DISCUSSION 

The study found that people with health insurance used health services more than those 

without insurance. As highlighted in table 4.6 above, analysis showed that not having 

insurance reduced the likelihood of using a health service by about 6.4 pp. Similarly 69.6% of 

people insured used a health service a month prior to the survey compared to only 61.8% of 

people uninsured (Table 4.5). This was in keeping with the notion that health insurance 

improves access to health care services (Makaka et al., 2012). Having insurance increases the 

number of visits to a health centre and therefore improves disease outcome (Creanga, 2016; 

Makaka et al., 2012). Adjusted analysis showed that having an NCD increased the likelihood 

of utilizing a health service by about 5.7 pp when controlling for all other variables. In 

adjusted analysis, when considering the population suffering from NCDs and the difference 

insurance had on their utilisation of services, insurance increased the likelihood of using a 

health service by about 6.4 pp though the results were not statistically significant(Table 4.6) 

Approximately 29% of the sampled population was between 25-29 years of age and 15% 

were 50 years and above.  Only 10% were in formal employment and approximately 92% had 

a monthly income below K1,000. Table 4.1 above shows the average income and 

employment status of respondents. The findings revealed the older population among whom 

NCDs are concentrated was unemployed, uneducated and uninsured. The majority, which is 

59%, had attained only primary education, and only 3% were insured (Table 4.4). The 

connection between health and wealth status means that this older population is expected to 

be in poorer health and have a reduced life expectancy because of  disease status and reduced 

access to care (Baum, 2005). As shown above in table 4.3, the population insured was 

younger, educated and in regular employment. This imbalance between health and wealth 

status can possibly be corrected by NHI. The situation in Zambia is similar to China where 

the majority of people with health insurance are younger, in better health, had a higher 

income and were more educated than the older population (Elwell-Sutton et al., 2013). Policy 

for the deliberate sensitization of the elderly to register for coverage and incentives such as 

differential care that is comprehensive employing medical and geriatric care may help raise 

the coverage rates for the elderly. It is not enough to simply implement a policy without the 

targeted beneficiaries’ awareness of its value and intended purpose. 
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The study findings also showed that individuals with poor self-rated health were 9.8 pp more 

likely to visit a health centre than people who rated their own health as good (Table 4.6). This 

means that health insurance; particularly NHI has a role to play in health education and 

should be available to the entire population. In Indonesia for example, NHI has been used to 

fund health promotion programs targeted at people with chronic illness (Nurmansyah & 

Kilic, 2017) as they are prone to treatment fatigue over time (Baicker et al., 2015).  

The inequality that exists between the different socioeconomic groups and people of different 

ages may be altered by the introduction of a health insurance that has affordable premiums, 

and that caters for the entire population regardless of disease or socioeconomic status, and 

that focuses more on those with the greatest need. Insurance provides coverage for regular 

care (Collins et al., 2016), increased number of prescriptions (Baicker et al., 2013), and more 

preventive care interventions that are out of reach for the poor (Msuya, 2014).  For the elderly 

finding employment and attaining higher education may be out of their reach and an 

unreasonable expectation. However if shocks in health expenditure are shouldered by the 

general population through risk pooling, there is still a great possibility for an improvement 

in their health. Countries such has the United States of America have opted to abolish co-

payments for the elderly while providing them with quality continuous care through SHI 

(Sommers et al., 2016). In China for example,  the introduction of NHI improved utilisation 

of services by 3.8 pp, and reduced OOP experienced by the middle-aged and elderly (Zhang 

et al., 2017). This can serve as an example to LMICS such as Zambia in adopting and 

implementing NHI.  

The presence of a need, despite one’s background predisposes an individual to using a health 

service more than someone without a need or chronic illness. By virtue of having a chronic 

illness, it is more likely that an individual over time would use services more than the rest of 

the population without chronic illnesses. The inequality in accessing tertiary services puts the 

poor from this population at a disadvantage and at  a greater risk of developing disease 

complications and mortality (Phiri & Ataguba, 2014) more so in LMICs such as Zambia 

(Accorsi et al., 2009).  NCDs and their associated risk factors are concentrated among the 

elderly, the majority being found in rural areas (MoH, 2017) where insurance is lacking and 

access to tertiary care is restricted (Phiri & Ataguba, 2014). This poses an inequity as people 

with the exact same health needs have differential care according to socioeconomic status.  
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It follows that their health will be poorer and the likelihood of complications developing and 

mortality high. This is in keeping with a survey carried out in Zambia that showed that 

mortality attributable to NCDs is high. Despite being only about 12% of the population, 

deaths due to NCDs accounted for as many as 33% of deaths nationwide (WHO,2016) which 

means that in Zambia, people who need health services are not accessing them as they 

should.  

In Zambia with the implementation of NHI, there will have to be an eventual upgrade in 

infrastructure, training of more health staff and allocation of funds towards catering for the 

rural hard to reach populations in order for the NHI to achieve its intended purpose to create 

equity in health for all. Countries such as China provide health insurance and tertiary health 

care in rural areas (Wen et al., 2017). People such as migrant workers from various provinces 

are not at a disadvantage in accessing quality care compared to the rich population. 

Additional findings were that, men 60% of men reported using a health service a month prior 

to the survey compared to 63.2% of women (Table 4.5) and were 7.3 pp less likely to use 

health services than women; perhaps this is because women generally have better health 

seeking behaviour than men, and use a variety of services from out- patient, in patient 

services and antenatal care. Whether this means health promotion should be targeted more at 

the male population with NCDs in Zambia is yet to be evaluated. 

In adjusted analysis, when considering the population suffering from NCDs and the 

difference insurance had on their utilisation of services, having insurance increased the 

likelihood of using a health service by about 6.4 pp though the results were not statistically 

significant. However the narrow confidence interval suggests a moderate effect. Furthermore 

as shown in table 4.2, the increase may have not been significant because the sample size for 

both NCDs and people with insurance was relatively small, that is approximately 11% and 

3% of the sampled population respectively. This reduced the power of the study to detect the 

interaction effect of having insurance and an NCD on utilisation of services, and this was one 

of the limitations of the study. Younger individuals self-select into insurance and are already 

in better health and therefore the true effect of insurance in improving health may not have 

been estimated.  
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Also accounting for the heterogeneity, which is the difference made by benefits packages that 

vary according to schemes would yield more precise and informative results. Caution has to 

be taken when charging premiums for the poorest populations. In Senegal for example, 

insurance remains out of reach for the poorest of the poor as premiums are unaffordable 

(Asfaw & Jütting, 2007). A study in Guinea revealed that since implementation, SHI was still 

out of reach of the poorest of the poor because of the high premiums attached (Spaan et al., 

2012). In order to have full coverage, premiums must be within the reach of the majority of 

the population and various barriers such as high premiums, and registration requirements that 

hinder acquisition of insurance be removed. 

Having shown that insurance increases the use of services among people with chronic illness, 

one may ask the question whether the improved access be misused just because another party 

is bearing most or all of the cost of care. For chronic illness, no moral hazard has yet been 

demonstrated. This is because of the nature of chronic diseases. They are in high risk but low 

in demand of health services (Koç, 2011) and because of the long term care of illnesses, with 

time patients tend to poor adherence to specialist care (Baicker et al., 2015). Furthermore 

because of the long term nature of chronic illnesses, patients may eventually tend towards 

poor adherence to specialist care despite its availability. This may also explain the lack of 

statistical significance in the finding that health insurance increases service use for people 

with NCDs, as the demand for services is generally low and lessens with time due to 

treatment fatigue  (Baicker et al., 2015).  

The government of the Republic of Zambia has begun making strides towards UHC by 

passing the national SHI bill that is aimed at achieving access to health care for all. The 

health reform is aimed at achieving equity in the health status of the Zambian population 

(Phiri & Ataguba, 2014; Zyaambo et al., 2012). To date however, no specific packages have 

been created according to the need, which is the disease an individual may have.  
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The rising cost of the treatment of NCDs and the disadvantages faced by the people with 

NCDs in accessing care, mean that creating a specific benefits package for them would be 

beneficial for both the patient, furthermore the health care system would improve its 

performance in health service delivery with improved financing. The result would be better 

access to health care and a reduction in the cost of treatment, resulting in improved patient 

outcomes. Insurance packages should be aimed at and tailored to people with NCDs as they 

are older, more vulnerable and have less access to health services. Other factors influencing 

health-seeking behaviour besides insurance status such as perception of illness and the health 

system, attitude, awareness, distance from a health centre and preferences of treatment have 

to be explored and addressed in order to have a holistic approach to improving health 

(Tilahun et al., 2018).  Additionally, for PHI, premiums offered to patients with NCDs 

despite having high risk conditions should consider their need and be lower than premiums 

offered to the rest of the population.  
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CHAPTER SIX - CONCLUSION AND RECOMMENDATIONS 

 

6.1 Conclusion 

The purpose of this study was to examine the relationship between health insurance and 

health utilisation, particularly for people with NCDs. The study found that while health 

insurance and NCDs independently increase health care utilisation, health insurance may 

have no significant association with utilisation of health services among people with NCDs in 

Zambia.  

The older population is vulnerable to disease and their complications and is most in need of 

continuous high quality care. National insurance when well implemented has the potential to 

address the inequity in access to care regardless of age and socioeconomic status by not only 

improving access but also by financing health care in order to meet the anticipated costs. 

Sensitization on the benefits of health insurance through nationwide health campaigns 

specific to the Zambian context, considering age, perception and cultural background will 

pave the way to increased coverage, disease prevention and the desired betterment of 

population health. The findings support what has been found in other countries and provide 

relevant information to local policy makers and other LMICs that insurance can address the 

growing demand for healthcare due to NCDs. However the successful implementation and 

distribution of national insurance with the strengthening of health systems in the Zambian 

context will have to be looked into further.   

Further studies, perhaps qualitative, looking into the perception of the Zambian population 

towards illnesses, attitude to the health system and service provision, distance from health 

centre and insurance type may provide more insight into the disparity of utilisation of health 

services that exists between the younger and older population. A cohort study would give 

more accurate information regarding the use of health services over time, to conclusively 

assess the risk of moral hazard posed by insurance for people with NCDs.  
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6.2 Recommendations 

1. The recent health reform introducing SHI in Zambia aimed towards achieving UHC should 

be targeted at the more vulnerable populations such as the elderly, who have poor health 

seeking behaviour, low access to services, and a high disease burden in NCDs.  

2. Deliberate policies are required for the creation of specific packages that cover for NCD 

care irrespective of age and socioeconomic status. 

3. Health campaigns on the benefits of health insurance for people living with NCDs can be 

financed by health insurance.   

4. Health insurance can serve as a vital means of strengthening health systems through 

training of more health staff and an improvement in infrastructure to cater for the hardest to 

reach populations.  
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APPENDICES 

 

1. Appendix I: Data extraction form 

 

SECTION 1: General information 

Name of Researcher: …………………………………………………… 

Date of data extraction: 

…………………………………………………………………………... 

 

SECTION 2: Study characteristics 

Aim of the study: ………………………………………………………… 

………………………………………………………………………….. 

Study design: …………………………………………………………… 

Sampling method: ………………………………………………………… 

 

SECTION 3: Participants Characteristics 

Healthcare service utilisation (dependent variable) 

  Yes………………………. 

  No………………………... 

 

Age groups 

           0-14 years…………………………….. 

                     15-24 years……………………………. 

                     25-49 years…………………………… 

                     50+ 
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Marital status 

   Never married………………………… 

   Married/Cohabiting……………………. 

   Divorced/Widowed/Separated………… 

                      

Religious denominations  

Christian……………………………………… 

Traditional……………………………………. 

Muslim………………………………………... 

Atheist………………………………………… 

Other………………………………………….. 

 

Level of education 

Pre-/Primary education……………………………… 

Vocational…………………………………………… 

Secondary education………………………………… 

Tertiary education…………………………………… 

 

Insurance cover 

  Yes……………………………………. 

  No…………………………………….. 

 

Employment status 

  Employed……………….. 

                      Not employed………….... 

  Self-employed…………… 

  Other…………………….. 

   



 

62 
 

Self-rated health 

  Very good……………….. 

  Good ……………………. 

  Satisfactory……………… 

  Poor……………………… 

   

Total monthly expenditure 

  K0-999………………….. 

  K1000-4999…………….. 

  K5000-9999…………….. 

  K10,000+………………... 

Non-communicable disease 

  Yes……………………… 

  No………………………. 
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Nov 

2018 

Dec 

2018 

Jan 

2019 

Feb 

2019 

Mar 

2019 

Apr 

2019 

May 

2019 

June 

2019 

Data 

Extraction 

             

Data 

Cleaning and 

Analysis 

             

Submission 

for 

Supervisor 

Reviews 

             

Departmental 

Presentations 

             

Presentation 

at Graduate 

Forum 

             

Submission 

for 

Supervisor 

Reviews 

             

Submission 

for marking 

             

Public 

Defence of 

findings 

             

Application 

for 

Publication 
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6. Appendix VI: Budget 

 

 

NO. 

 

ITEM 

 

COST(ZMK) 

QUANTITY 

REQUIREMENT 

TOTAL 

AMOUNT 

(ZMK) 

1 Plain papers 50.00 2 reams 100.00 

2 Pens 1.00 10   10.00   

3 Pencils 1.00 3   3.00 

4 Rubber 2.00 2   4.00 

5 Correction fluid 15.00 1 15.00 

6 Printing  

 

800.00  

 

Sub Total 

800.00 

 

132.0 

TRANSPORT 

1 Fuel 10 trips  1000.00 

     

 

Meals 

 

K30 per day x 10 

   

300.00 

TALK TIME K400   400.00 

   Sub total 2972.00 

   GRAND TOTAL K2972.00 

 

 


