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Abstract 

Background  Zambia experienced a major decline in under-five mortality rates (U5MR), with one of the fastest 
declines in socio-economic disparities in sub-Saharan Africa in the last two decades. We aimed to understand the 
extent to which, and how, Zambia has reduced socio-economic inequalities in U5MR since 2000.

Methods  Using nationally-representative data from Zambia Demographic Health Surveys (2001/2, 2007, 2013/14 
and 2018), we examined trends and levels of inequalities in under-five mortality, intervention coverage, household 
water and sanitation, and fertility. This analysis was integrated with an in-depth review of key policy and program 
documents relevant to improving child survival in Zambia between 1990 and 2020.

Results  The under-five mortality rate (U5MR) declined from 168 to 64 deaths per 1000 live births between 2001/2 
and 2018 ZDHS rounds, particularly in the post-neonatal period. There were major reductions in U5MR inequalities 
between wealth, education and urban–rural residence groups. Yet reduced gaps between wealth groups in estimated 
absolute income or education levels did not simultaneously occur. Inequalities reduced markedly for coverage of 
reproductive, maternal, newborn and child health (RMNCH), malaria and human immunodeficiency virus interven-
tions, but less so for water or sanitation and fertility levels.

Several policy and health systems drivers were identified for reducing RMNCH inequalities: policy commitment to 
equity in RMNCH; financing with a focus on disadvantaged groups; multisectoral partnerships and horizontal pro-
gramming; expansion of infrastructure and human resources for health; and involvement of community stakeholders 
and service providers.

Conclusion  Zambia’s major progress in reducing inequalities in child survival between the poorest and richest 
people appeared to be notably driven by government policies and programs that centrally valued equity, despite 
ongoing gaps in absolute income and education levels. Future work should focus on sustaining these gains, while 
targeting families that have been left behind to achieve the sustainable development goal targets.
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Background
Globally, mortality among children under five years of 
age declined considerably over the decades. However, 
disparities remain between regions, with low- and mid-
dle-income countries being more disadvantaged com-
pared to high-income countries [1]. For instance, in 
2018, the under-five mortality rate (U5MR) in low- and 
middle-income countries was estimated at 59 deaths 
per 1000 live births, compared to 5 deaths per 1000 
live births in high-income countries [2]. In sub-Saharan 
Africa, U5MR remained particularly high compared to 
other regions at 76 per 1000 live births in 2019, which is 
still far from the Sustainable Development Goal (SDG) 
target of less than 25 deaths per 1000 live births by the 
end of 2030 [2].

Despite having comparatively higher U5MR, sub-Saha-
ran Africa has achieved notable reductions over the past 
two decades [3]. Zambia experienced nearly a three-fold 
reduction of U5MR between 2000 and 2020 (from 156 
to 61 deaths per 1,000 live births) [4], accompanied by 
declining socio-economic and regional disparities [5, 
6]. Specifically, Zambia has been among the fastest to 
reduce wealth-related inequalities in U5MR in sub-Saha-
ran Africa according to comparable demographic health 
surveys (DHS) over the last 20 years (see Supplementary 
Figs. 1 and 2) [7, 8].

Global estimates of the causes of under-five deaths 
in Zambia show that mortality due to acute respiratory 
disease (such as pneumonia) made the largest contribu-
tion to the all-cause mortality decline (21.2% of the total 
decline) between 2000 and 2020 [9]. Notable contribu-
tions were also made by reducing deaths due to malaria 
(19.6%), human immunodeficiency virus/acquired 
immune deficiency syndrome (HIV/AIDS) (18.0%), and 
diarrheal diseases (16.0%). Reducing deaths due to mea-
sles, neonatal causes (sepsis, prematurity, birth trauma) 
and meningitis contributed 7.4%, 7.2% and 4.1% respec-
tively to the overall U5MR declines [9]. Other published 
studies on causes of death among children under five 
years old in Zambia are based on verbal autopsies at  a 
single time point, usually based in a facility except the 
2010 and 2015/16 SAVVY surveys, but found similar 
main causes for under-five deaths including pneumo-
nia, diarrhea and other infections (with  sepsis or other 
infections high also among newborns, as much as birth 
asphyxia or other intrapartum causes), as well as malaria 
and HIV/AIDS among others [10–13].

Several studies have provided insights into a range of 
factors contributing to the overall progress in child sur-
vival in Zambia, or examined the policy reforms towards 
specific health services and Universal Health Coverage 
(UHC), many with a focus on financial protection [5, 
14–17]. However, more evidence on the range of health 

policy and systems changes that Zambia made to address 
inequalities in child survival over the last two decades is 
needed [16, 17]. There are few studies bringing together 
quantitative trends on child health outcomes and related 
intervention coverage and socio-economic conditions, 
with health policy and systems analysis that focuses on 
equity [14]. We examined Zambia’s progress in child sur-
vival through an equity lens, focusing on the contribution 
of health policy and systems reforms to implement high 
impact programmes and particularly to reach disadvan-
taged populations, while considering how socioeconomic 
development may have also affected inequalities.

Methods
Zambia had a population of about 18 million in 2020. 
It reached lower-middle income country status in 2011 
(which was however reversed to lower income in 2022). 
Income inequality in Zambia is one of the highest in sub-
Saharan Africa (and the world) with a Gini index of 57 
in 2015, with no improvement over the past two decades 
[18]. This mixed-methods study integrated quantitative 
inequality trend analysis with policy and health systems 
analysis.

Quantitative data and analysis
We used population-representative data from the last 
four Zambia Demographic and Health Surveys (ZDHS) 
(2001, 2007, 2013/2014, 2018) to analyze trends in ine-
qualities for mortality, health intervention coverage and 
socio-economic conditions. The data collection methods 
for the ZDHS are described elsewhere [19].

Under-five mortality rates were calculated using the 
syncmrates program in Stata 15. We obtained esti-
mates of the number of deaths among children aged 
0–59 months out of 1000 live births, among all live births 
in the ten years preceding each round of the ZDHS. 
We also stratified the U5MR in each ZDHS round 
(2001–2018) by household wealth quintile using cross-
tabulations. The wealth index was adopted to examine 
inequalities, based on DHS’ previously-computed prin-
cipal component analysis of dwelling materials, access to 
utilities and household assets. The wealth index is cre-
ated based on the assets for rural and urban places of 
residence separately, and divided into quintiles; the first 
quintile being classified as those within the lowest 20% 
of wealth index scores and the fifth quintile being those 
within the highest 20% of wealth index scores [20].

To assess the role of compositional changes in the socio-
economic position of women in the poorest and richest 
wealth quintiles over time, we estimated absolute income 
levels by quintile for each survey. The calculation of abso-
lute income for each percentile of distribution follows the 
Fink et  al. (2017) definition and includes the Gini index, 
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gross domestic product (in 2011 US dollars, power pur-
chasing parity) and the household expenditure [21]. We 
then attributed a value in US dollars for the mean income 
of each wealth quintile (levels over time shown in Sup-
plementary Fig.  3). Absolute education levels were also 
examined using the proportion of women with at least sec-
ondary education within each wealth quintile as another 
way to assess changes in socio-economic status among 
the least to most disadvantaged. The direct influence of 
income or education levels on health is complex, non-
linear and multifactorial, and it was not within our aim or 
scope to uncover their direct causal influence in relation 
to health intervention coverage or child mortality [22, 23]. 
Rather, this approach to characterizing wealth groups with 
absolute socio-economic measures has been proposed 
previously as valuable to help understand whether there 
were improvements in a country’s socio-economic growth 
itself, or if not, whether improvements in health among 
poorer groups were rather due to intentional policies or 
programs that overcame the disadvantages of their lower 
socio-economic status or income [24, 25].

We examined inequality trends in RMNCH, malaria and 
HIV/AIDS intervention coverage, as well as changes in liv-
ing conditions such as water and sanitation, and fertility 
rates between ZDHS 2001 (2007 for HIV/AIDS indicator, 
the first with disaggregated data) and 2018 by wealth quin-
tile, given their known association with the main U5MR 
causes that reduced in Zambia in that period [26, 27].

We modified the well-established composite coverage 
index (CCI) to include malaria prevention as the fifth 
intervention area [27]. The CCI includes interventions 
across the continuum of care, where each stage is given 
equal weight as follows:

where:

1)	 Reproductive care: Demand for family planning satis-
fied with modern methods among currently married 
women in need of contraception (DFPSmo)

2)	 Maternal care: At least four antenatal care visits dur-
ing last pregnancy (ANC4); Skilled birth attendance 
(SBA), among births in the last three years

3)	 Childhood  immunization received by children  aged 
12-23 months: BCG vaccination (BCG); DPT vacci-
nation 3 doses (DPT3); Measles vaccination (MSL)

4)	 Management  of  childhood  illness:  Care-seeking for 
disease among children under 5 years with symptoms 
of fever, diarrhea or suspected pneumonia in the last 
2 weeks (CAREANYD)

CCI(+malaria) =
1

5

(

DFPSmo +
ANC4 + SBA

2
+

BCG + 2 × DPT3 +MSL

4
+ CAREANYD +

ITNch + ITNwm + IPT2

3

)

5)	 Malaria prevention: Use of insecticide treated net for 
child (ITNch) and woman (ITNwm), and receipt of 
intermittent preventive treatment in pregnancy two 
doses (IPT2)

To quantify and compare trends in inequalities over 
time, we calculated concentration indices (CIX) and 
slope indices of inequality (SII). CIX is calculated as twice 
the area between the curve and the line of equality, based 
on the plot of the  cumulative percentage of the sam-
ple ranked by the socio-economic variable starting with 
worst off on x-axis and the cumulative percentage of the 
health variable on the y-axis. SII is the absolute difference 
between the predicted outcome value of the individuals 
with highest and lowest wealth scores, after regressing 
the mid-point of the cumulative proportion of the sam-
ple in each category (using a score from 0 to 1 from most 
to least disadvantaged) against the outcome estimate for 
each category [27–29].

Policy and health systems analysis
The policy and health systems analysis involved in-
depth document review of health policy reports, 
guidelines and strategy documents published and 
implemented between 1990 to date, obtained from the 
Zambian Ministry of Health, World Health Organiza-
tion and United Nations agencies databases. We drew 
on quantitative health systems data from the WHO 
Global Health Expenditure Database [30], analysis of 
the Creditor Reporting System data with the Muskoka2 
method [31], the WHO Global Health Database, Minis-
try of Health data and Zambia’s National Health Facility 
Census conducted in 2005 and 2017.

To assess policies and strategies that may have contrib-
uted to reductions in under-five mortality since 2000, we 
adapted the Countdown to 2015 Policy and Programme 
Timeline Tool [32]. The Policy and Programme Timeline 
Tool is useful for identifying health policies, programmes 
and health systems changes that have been implemented 
in a country to improve RMNCH indicators and survival 
over time from 1990 to present. The tool extends across 
six levels including: national context, macro health sys-
tems and governance, health system building blocks, 
high impact policies specific to RMNCH, high impact 
research specific to RMNCH, and a cross-cutting com-
ponent focused on partnerships and convening mecha-
nisms [32, 33]. For this analysis, we focused on three 
levels that were most relevant to U5MR reduction and 
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with available data or documents to track over time: 
macro-level governance and health systems environment, 
specific health system building blocks, and high impact 
policies specific to RMNCH. For each, we focused on 
where ‘equity’ was explicitly or implicitly incorporated as 
a guiding principle or ‘value’ [34, 35].

Results
U5MR inequalities by wealth quintile
Overall, the U5MR in Zambia declined from 168 to 64 
deaths per 1000 live births between ZDHS 2001/2 and 
2018 (in the ten years preceding the survey). Mortality 
reduced most for children aged 1–59 months (from 139 
to 33 per 1000 live births respectively). To a lesser extent, 
neonatal deaths in the first 28 days of life reduced (from 
37 to 27 per 1000 live births respectively). Perinatal mor-
tality  rate estimates  hardly reduced (38 to 33 per 1000 
live births), suggesting that neonatal deaths during the 
intrapartum period have not gone down noticeably.

Declines in U5MR were shown in all wealth quintiles 
in the last two decades, with a consistent pattern except 
for the two wealthiest quintiles in the first two sur-
veys (Fig.  1; estimates with confidence intervals found 
in Supplementary Table  1). The reductions were fastest 
among the poorer groups in the bottom three quintiles, 

compared to the richest in wealth quintile 5 (92 to 57 
per 1000 live births). This led to reduced inequalities 
in U5MR between ZDHS 2001 and 2018, reflected in a 
U5MR CIX that reduced from -0.11 to -0.01, and SII in 
U5MR from -108.9 to -4.5 deaths per 1000 live births 
respectively. The greatest progress was made between 
ZDHS 2001 and 2007, which roughly refers to the period 
from 2008 onward.

U5MR inequalities and absolute socio‑economic changes
To understand whether inequality reductions in U5MR 
between wealth groups could be related to absolute 
changes in economic inequalities in Zambia, we attrib-
uted an absolute dollar value to each wealth quintile and 
plotted this against the respective under five mortality 
rates in the 2001 and 2018 surveys (Fig. 2). Although the 
mortality gap between the extremes of wealth quintiles 
was virtually closed by 2018, there were no major simul-
taneous increases in income levels among the poorest 
groups to explain this.

We also examined whether compositional changes in 
the number of women with secondary or more education 
(absolute education levels) among lower to higher wealth 
quintiles was evident alongside reductions in U5MR among 
these groups in the 2001 and 2018 surveys (Supplementary 

Fig. 1  Trends in U5MR by wealth quintile, with concentration indices (CIX), slope indices of inequality (SII) and related standard errors (SE), ZDHS 
2001/2, 2007, 2013/14 and 2018
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Fig. 4). The difference in the proportion of women with sec-
ondary or higher education between the poorest and the 
richest remained wide, and so did not occur at the same 
time as the relative decline in U5MR inequalities.

Equity trends in health intervention coverage 
and socio‑demographic conditions
We also examined trends in wealth-related inequalities in 
coverage of health interventions (RMNCH and malaria 
control, and HIV/AIDS Prevention of Mother to Child 
Transmission or PMTCT), and socio-demographic con-
ditions including water, sanitation and fertility levels, 
that could also be related to the major causes of U5MR 
that reduced. The RMNCH CCI, including malaria con-
trol, improved greatly from moderate to small wealth dif-
ferences between 2001 and 2018 (CIX of 0.1 to 0.01, or 
SII from 30 to 6 percentage points respectively) (Fig. 3). 
Further, the ZDHS shows that improvements among the 
poorest compared to the richest groups occurred for 
most components in the CCI across the continuum of 
care; skilled birth attendance, DPT and measles immu-
nizations, and malaria prevention interventions became 
particularly more equal between groups (Supplemen-
tary Fig.  5). Inequalities in HIV/AIDS prevention also 
improved (PMTCT, in terms of women receiving coun-
selling, testing and related results during ANC) from 
wide disparities and the richer 40% at much higher levels 
in 2007 (no disaggregated data in 2001/2 ZDHS), to mod-
erate disparities with much higher coverage levels for all 

groups in 2018 (0.25 to 0.05 for CIX; 60 to 26 percentage 
points in SII respectively).

The major inequalities in household access to improved 
water and sanitation within Zambia did not improve so 
noticeably. There were absolute improvements in water 
and sanitation access among the poorest groups, albeit 
from nearly no access in 2001. Meanwhile, total fertil-
ity rates reduced slightly and evenly in both poorer and 
wealthier groups, such that inequalities remained equiv-
alent over time in absolute terms (SII showed a consist-
ent gap of 4.8 fewer children among richer than poorer 
women) and relative terms (CIX at and then above -0.13).

Policy and health system changes
Through our in-depth policy and health systems analy-
sis, we identified five themes on potential key drivers that 
contributed to the reduced inequalities in child survival. 
These are summarized with the main points and counter-
points of evidence in Table 1, and subsequently explored 
in more detail.

Policy commitment to equity in RMNCH
Zambia’s health sector policy reforms since the 1990s 
have been guided by the consistent vision to, “pro-
vide  equity of access to cost-effective, quality health 
care as close to the family as possible” [36–38]. These 
health sector reforms have increasingly taken a holis-
tic approach to health sector development that con-
sistently included a cross-cutting goal of reducing 

Fig. 2  U5MR per 1,000 live births by absolute income level (log scale) in each wealth quintile, ZDHS 2001 and 2018
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inequities between socio-economic groups and regions. 
As shown in Fig.  4, at the macro-level is the National 
Development Plan, the country’s ‘blue print’ for elimi-
nating poverty and accelerating development efforts 
towards the vision 2030 of ‘leaving no one behind’, 
which has been developed and revised since 2002. 
Health sector policies since 2000 focused on succes-
sively improving health systems generally, and RMNCH 
programmes specifically, including formulation, imple-
mentation, and evaluation of specific interventions 

across the continuum of care. Since the early 2000s, the 
health sector embedded these plans aimed at strength-
ening and prioritizing RMNCH services into its 
broader National Development Plans, Sector Strategic 
Plans and Programme Strategic plans.

In line with these reforms, health systems improve-
ments occurred over time in numerous ways that may 
have contributed to equity in child health outcomes 
by improving access to RMNCH, HIV/AIDS and 
malaria prevention services for rural, poorer and less 

Fig. 3  RMNCH intervention coverage, HIV/AIDS prevention, household (HH) water and sanitation, and total fertility rate by wealth quintile, with 
concentration indices (CIX), slope indices of inequality (SII) and related standard errors (SE), ZDHS 2001 (2007 for HIV/AIDS) and 2018
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educated groups. Policies and guidelines such as the 
National Health Strategy (2001), the Human Resources 
for Health Strategic Plans and user fee removal policy 
(both 2006) were developed, reviewed and updated 
over time to strengthen the health system, and specifi-
cally to improve the manner in which RMNCH ser-
vices were delivered.

Notably, since 2000, child health received more pro-
grammatic emphasis through the addition of Inte-
grated Management of Childhood Illnesses (cIMCI), 
integrated Community Case Management (iCCM), 
and the Expanded Program on Immunization (EPI). 
The Child Health Policy and MNCH Roadmap were 
developed in 2008 and 2011 respectively. Since 2006, 
Prevention of Mother to Child Transmission (PMTCT) 
expanded from Option A, B, B + towards full antiret-
roviral therapy in 2016. Since 2001, malaria control 
has been strengthened significantly (Fig. 4).

Needs‑based health financing with focus on disadvantaged 
groups and regions
Financing increased for health from government and 
donors, more than private and out-of-pocket expenses, 

thus likely having a pro-equity impact. Overall govern-
ment health expenditure continually increased both in 
absolute terms (from 12 US Dollars, 2019 constant) per 
capita between 2000–2004 to 27 United States Dollars 
(USD) per capita between 2015–19 (Fig. 5). This consti-
tuted slightly more of the rising total over time (32% up 
to 37% respectively). External (donor) expenditure also 
increased from 5 to 27 USD per capita (2019 constant) 
between these time periods (and from 13 to 37% respec-
tively), but remained similar in 2015–19 as  in 2010–14. 
Comparatively, out of pocket expenditure remained at 7 
USD per capita, which reduced relative to other sources 
from around 20% to 10% of the total. This may reflect 
that the user fee removal policies have been contributing 
to fewer poorer families paying out of pocket for health 
services including for RMNCH [39, 40]. Private health 
expenditure (e.g. insurance) also declined from around 
36% to 16% of the total.

For RMNCH specifically, data available from national 
sub-accounts (analysed with the Muskoka2 method) 
showed that government expenditure per capita 
increased (and remained consistent from donors), par-
ticularly for HIV/AIDS and malaria, but also maternal 

Table 1  Summary of evidence on the contribution of key drivers to the reduction in inequalities in child survival, Zambia, 1990s-2020

Key drivers Points of evidence on contribution Counterpoints

Policy commitment to equity in RMNCH • Equity targets integral in policies since 2000
• Equity strategies and targets integral element 
of RMNCH strategies
• Comprehensive set of child health plans since 
2011

• Few explicit equity indicators with targets in 
overall health plans and RMNCH strategies and 
plans

Health financing with focus on disadvantaged 
groups and regions

• Increasing reliance on public funding sources, 
including external funding
• Increasing per capita government expenditure 
on RMNCH from 2002
• User removal fee policy in 2006, and less out of 
pocket expenses including for the poorest
• Needs-based financing for districts; district 
performance monitoring and contracting since 
mid 1990s

• Dependence on external funding remains large 
for health sector in general and for RMNCH (%)
• District performance monitoring not universal

Multisectoral partnerships and horizontal pro-
gramming

• Sector-wide approaches (SWAp) predominant 
since mid-nineties
• Good government coordination of external 
partners, working across sectors
• Integration of mother and child health with 
community development administratively

• Less coordination and partnership across sectors 
in practice than policy (unless proven otherwise)
• Less evidence or data to relate these directly to 
equitable improvements in outcomes

Expansion of infrastructure and human resources 
for health (HRH)

• Massive increase in primary health posts 
2005–2017 (more than sevenfold), particularly 
in rural areas
• Increase in density of nurses/midwives (by 
40%) and physicians (by 80%)

• Health workforce density too low, while work-
loads have increased
• Limited increase in density of secondary health 
centers and hospitals, and in specialists
• Retention of health workers harder in the more 
rural and remote areas
• Equity in quality of care not studied

Involvement of community stakeholders and 
service providers

• Community based outreach and mobilization 
strong
• Multiple community organizations and cadres 
to engage rural and remote populations

• Mixed performance of community cadres in 
evidence so far
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health, family planning and immunization [31]. External 
funding for RMNCH in Zambia continuously increased 
between 2002 and 2017, from 51 to 233 million USD 
(constant 2016).

Decentralized planning and needs-based financing 
appeared to be important in strengthening equity-ori-
ented primary health care in Zambia according to some 
past evidence [14, 41, 42]. Annual action plan budgets at 
facility and district levels with the involvement of District 
Health Management Teams facilitated needs-based dis-
bursement of funds [14, 43]. To provide direct financing to 

districts and encourage bottom-up planning and manage-
ment, a needs-based financing formula and national sys-
tem-wide performance-based contracting (PBC) through 
the Central Board of Health were put in place in the mid-
1990s [14, 41]. The Central Board of Health was an auton-
omous body responsible for service provision contracted 
by the Ministry of Health as the purchaser of services, 
but was dissolved in 2006 with the Ministry of Health 
taking responsibility for provision again. The decentral-
ized approach has continued in the form of district-
level performance monitoring, with performance-based 

Fig. 4  Policy and health system reforms for RMNCH and related programmes since 2000 in Zambia
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contracting between 1996 and 2006, which was found 
to have improved equity in access to MNCH services 
through collective planning based on high-level sup-
port [14]. This was followed by results-based financing 
(RBF) in several districts since 2008, which was found to 
have success, and was scaled up more widely in 2012 to 
improve RMNCH outcomes [14, 16, 44].

Multi‑sectoral partnerships and horizontal programming
Strong governance with continued commitment to equi-
table improvements in health were pursued through a 
Sector-Wide Approach (SWAp) since the 1990s, which 
brought together the government and other stakehold-
ers in ensuring efficient and effective utilization of pro-
gramme resources [14, 45]. Earlier reviews have shown 
that this did not achieve optimal efficiency and harmo-
nization, but indicate there was high-level support to 
pursue this [45]. Policies and programs also reflected a 
renewed focus on primary health care particularly since 
2008 in line with the Declaration of Ouagadougou on 
primary health care and health systems. Further, Zam-
bia’s health system reforms have emphasized multi-sec-
toral collaboration and horizontal programming. This is 
guided by international recommendations and resolutions 
including the children’s rights to health, the road map for 
Millennium Development Goal 4, UHC, primary health 
care and evidence-based RMNCH interventions [41, 43, 
46]. In 2012, the Ministry of Health was split whereby 
the mother and child health function was taken to the 
Ministry of Community Development and Maternal and 
Child Health, with the Ministry of Health focusing more 
on health policy, research and curative care [41, 43]. This 
shift lasted until 2015 when the primary health care func-
tions were transferred back to the Ministry of Health. 

However, despite transfer of functions, there has been 
continued collaboration of the two ministries through the 
implementation of the National Development Plans. The 
Zambian government has also worked in partnership 
with external donors to align priorities and coordinate 
resources, planning, and service delivery across sectors to 
implement health programmes for RMNCH along with 
malaria prevention and HIV/AIDS, community develop-
ment, literacy, nutrition, and water, sanitation and hygiene 
[46].

Expansion of infrastructure and human resources for health
The government has also aimed to improve infrastruc-
ture and human resources for health. Policies mandated 
the construction of health posts, mini-hospitals and 
first level hospitals especially in rural areas. The country 
aimed to ensure that over 80% of households in the urban 
and rural areas are within 5 km radius of a health facility. 
The National Health Facility Census in 2017 showed that 
the density of health posts, which primarily serve rural 
populations, increased substantially from 8 to 61 per 
10,000 population between 2005 and 2017. However, the 
density of larger public facilities, such as health centers 
and hospitals, did not increase over time.

Through the Human Resources for Health Strategic 
Plans (the first for 2011–2017), Zambia aimed to improve 
production of core health workers from training institu-
tions, as health worker densities were one of the lowest in 
the region, especially in rural settings [47]. Between 2005 
and 2018, the estimated density of nurses and midwives 
increased from 7.1 to 10.2 per 10,000 population (Fig. 6), 
and was 11.3 in 2019 according to Ministry of Health 
data. The density of physicians increased from 0.5 to 0.9 
per 10,000 from 2006 to 2016 according to WHO data, 

Fig. 5  Five-year general health expenditure (USD per capita, and proportion of total) in Zambia by source between 2000–19, Global Health 
Expenditure Database (GHEx)
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and to 1.2 in 2019 in Ministry data [48, 49]. The strate-
gic plans specifically focused on recruitment and dis-
tribution of critical cadres in disadvantaged areas, also 
engaging private partnerships, and task shifting to com-
munity-based health workers to enhance outreach and 
linkages to rural facilities. Efforts to increase retention 
of health workers in rural areas had more limited results, 
requiring further attention [50, 51]. Some evidence also 
suggests that expanding mandates particularly for HIV/
AIDS and PMTCT have also increased workloads of 
health staff, while numbers of health workers have not 
risen in parallel [52].

Involvement of community stakeholders and service 
providers
Finally, Zambia has pursued efforts to improve equity in 
RMNCH and related programmes by enhancing commu-
nity stakeholder ownership and involvement in service 
delivery at village level. This has included implement-
ing Child Health Weeks to provide community-based 
outreach for immunizations and ITN distribution to 
prevent malaria, among others [43]. Planning and provi-
sion of RMNCH services for rural and remote popula-
tions also involves Neighborhood Health Committees, 
Safe Motherhood Action Groups (SMAGs), Community 
Health Workers (CHWs), and Community Health Assis-
tants (CHAs). A Community Health Worker strategy was 
put in place since 1983 to address a shortage in human 
resources for health by training a community cadre liv-
ing in and selected by the community to provide primary 
health care. More recently in 2012, the CHA programme 
was established, and the government now provides this 

new cadre with one year of formalized training and a 
monthly salary. The CHAs have varied responsibilities 
in delivering RMNCH interventions, including to coun-
sel and monitor pregnant women, link them to services, 
and provide cIMCI and iCCM (which had been intro-
duced in 2008 and scaled up since 2013). CHWs, SMAGs 
and CHAs provide community-based counselling and 
outreach for family planning, birth planning and link-
ages to ANC where PMTCT is provided, counselling on 
early and exclusive breastfeeding, malaria prevention and 
management, and diarrhea treatment and care-seeking 
[43, 53–55].

Discussion
Zambia has made remarkable progress in improving 
child survival, evidenced by the substantive decline 
in the U5MR. Our equity trend analyses showed that 
the country has achieved great reductions in U5MR 
inequalities, through faster improvements among the 
poorest socio-economic groups, at a pace that is among 
the fastest in the region. There were no simultaneous 
improvements in absolute income or education among 
the poorer relative to richer groups in Zambia in this 
period, nor in wealth inequalities for access to water 
and sanitation, and fertility levels. Conversely, inequali-
ties in intervention coverage for RMNCH, malaria 
and HIV/AIDS prevention closed noticeably between 
wealth groups as levels among poorer groups increased. 
Our policy and systems analyses uncovered an array of 
interrelated health sector reforms that could have con-
tributed to the equitable improvements that Zambia 
achieved in child survival.

Fig. 6  Changes in nurses/midwives (WHO Global Health Database and Ministry of Health data) per 10,000 population from 2005 to 2018
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Our finding that U5MR reductions among the poor-
est groups occurred without substantial concomi-
tant improvements in their socio-economic positions 
over time (in terms of absolute income and second-
ary education levels) adds to previous research show-
ing reduced U5MR inequalities in Zambia [56–58]. 
Some other studies argue that the influence of moth-
er’s wealth or education on U5MR can be indirect, by 
contributing to other factors such as higher women’s 
empowerment, improving health status and reproduc-
tive decision-making, and health service utilization by 
improving knowledge and awareness of the services 
[56, 58–60]. However, a couple of other studies found 
a strong independent protective effect of maternal edu-
cation and wealth on U5MR in other countries [1, 61]. 
One study found that U5MR reduction in Zambia was 
most strongly associated with coverage of a composite 
of health interventions that had been rapidly scaled-up 
(malaria prevention, PMTCT, exclusive breastfeeding 
and pentavalent immunization, as well as DPT3), even 
after adjusting for socio-economic status and under-
weight among children (which were not significant), 
while another multivariate analysis showed that the 
mother’s wealth or education in 2018 were no longer 
important factors for U5MR [62, 63].

There has been a declining number of HIV/AIDS and 
malaria infections among children since 2000 in Zambia, 
consistent with a decreased proportion of child deaths 
due to these causes [64]. This is likely related to the rel-
atively high investment for addressing HIV/AIDS and 
malaria, and integration with RMNCH services, result-
ing in an expanded number of children with HIV/AIDS 
who are receiving antiretroviral therapy [4, 64–66]. The 
expanded responsibilities of the CHWs as a critical first 
line of defense against malaria for diagnosing and treat-
ing malaria cases in their communities, delivering mass 
drug administration of malaria prophylaxis, and col-
lecting data has also likely contributed to reduction of 
malaria-related deaths in Zambia [67].

The finding that the large wealth-based inequality 
reduction in U5MR was not related to absolute changes 
in income or education levels between groups is under-
standable given uneven economic change in this period. 
The Zambia SDG national review reported that multi-
dimensional poverty has reduced moderately from 69 to 
59 between 2016 and 2020 [64]. Economic growth was 
initially fast, with a growth rate from 7% between 2005 
and 2014, slowing to 4% in 2018, while socio-economic 
inequalities remained very large [18]. This points to the 
particular importance of the intentional changes Zambia 
made to expand access to RMNCH services, malaria and 

HIV/AIDS prevention among poorer families for equita-
bly improving child survival.

The policies and guidelines that Zambia developed, 
reviewed and updated such as the national health 
strategy, human resources for health strategy, removal 
of user fees policy and child health policy had clear 
aims for strengthening the health system specifically 
to improve the manner in which RMNCH services 
were delivered to ensure equitable access. We con-
clude that the policy reforms and resulting health sys-
tems strengthening such as removal of user fees to 
reduce the cost barrier for accessing services, combined 
with increasing physical access by moving these ser-
vices closer to families particularly at the primary care 
level to provide immunization and outreach for ANC 
with PMTCT and malaria prevention, were signifi-
cant contributors to reducing inequalities in RMNCH 
intervention coverage and child survival. Available 
data in our study shows that out-of-pocket expenditure 
reduced since 2000, indicating that user fee removal 
in 2006 could have helped the poorest groups in bet-
ter accessing RMNCH services. Studies evaluating user 
fee removal together show that this policy promoted a 
shift from care-seeking at private to more public health 
care, and that a very small proportion of people have 
incurred user fees since this policy was enacted [16, 39, 
40, 68–70]. Among them, catastrophic health expendi-
ture was still higher among those in rural and remote or 
poorer populations, possibly because of higher informal 
payments such as for drugs at private pharmacies/clin-
ics or transport, due to differential quality of and dis-
tance to facilities of Zambia [14, 16, 39, 70, 71]. Efforts 
continue towards removing financial barriers through 
the enactment of a national health insurance scheme 
in 2019, whose contributions to universal health cover-
age would be worth monitoring [72]. To improve avail-
ability of health facilities, researchers found that while 
gaps remain in rural and remote areas, there had been 
increases in rural health posts closer to families similar 
to this study’s findings [5, 73]. Though little evidence 
exists on equity in quality of services, one study found 
that urban health facilities generally had higher compe-
tence for delivery care, yet another showed how care in 
primary facilities had higher acceptability among rural 
groups than higher level facilities [73, 74].

Further, some evidence shows that community-based 
interventions through the CHAs and SMAGs have con-
tributed to improving coverage of malaria prevention, 
immunization, counselling on antenatal, delivery and 
postnatal care interventions particularly for remote and 
poorer families [43, 53–55]. This was attributed in part 
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to their roles in improving the acceptability and related 
utilization of services for RMNCH and HIV preven-
tion interventions, and care seeking for childhood ill-
ness within the community or at primary health centres 
[43, 53, 54]. Still, some literature showed gaps in reten-
tion, recruitment, training and supervision for CHWs or 
CHAs, especially early in the pilot stages [75–77]. Others 
indicate that community programs could not overcome 
barriers like long distance to or poor quality of services 
to which they referred families, particularly for delivery 
and postnatal care, which deserves further study to bet-
ter reduce inequalities in maternal and newborn health 
[43, 53, 54]. Recently, Zambia has also been recognized as 
an ‘exemplar’ in vaccine delivery based on major progress 
in DPT3 coverage over time, which was not attributed 
to economic growth but rather its intentional efforts for 
improving community access, facility readiness and relat-
edly improving demand for child vaccination [42]. They 
emphasized the importance of a bottom-up approach 
to program planning, reporting, managing and evaluat-
ing at all levels, and involving community actors not only 
in service delivery but also in monitoring and adapting 
program activities [42]. Others have noted the need for 
more intentional integration of community-based groups 
and health workers into health systems frameworks like 
the building blocks, which would further formalize sup-
port to the multifaceted roles they have filled to improve 
equity in RMNCH in Zambia [78].

There were limitations in this study. The study’s scope 
did not allow us to explore causation or indeed attribu-
tion through regression modelling, or triangulation with 
other methods like key informant interviews, nor did it 
allow us to look into quality of care, which would be val-
uable next steps. Direct comparison of U5MR and cov-
erage equity trends was not feasible, given the need to 
measure U5MR 10 years preceding the survey to allow 
sufficient sample sizes for disaggregation, especially in 
the two earlier ZDHS rounds. Further, data on health 
financing and human resources were more available in 
recent years. Global Health Expenditure data reflect a 
combination of national health accounts data from the 
Ministry of Health as well as interpolation or modelled 
data to fill in estimates for missing time points. Future 
analyses of district-level variations in and relationships 
between mortality, RMNCH and related health system 
indicators would be valuable in Zambia, similar to stud-
ies in other countries [79, 80] Remaining health systems 
gaps were identified in other studies such as in supply 
chain, few specialists for emergency obstetric and new-
born care, and deployment in the most remote areas, 
which deserve more attention through mixed-methods 
research including key informant interviews [5, 41, 81]. 
As child deaths in Zambia are increasingly concentrated 

in the intrapartum and early newborn period, it would 
be particularly important to study the barriers to 
improving equity in quality of obstetric and newborn 
care through mixed-methods.

Conclusion
Overall, our analyses showed that Zambia achieved 
major improvements in reducing inequalities for under-
five mortality and coverage of RMNCH as well as malaria 
and HIV prevention interventions, which largely stem 
from intentional health sector changes in a wide range 
of policies, strategies and investments at the community 
and facility levels that centrally valued equity. Still, more 
research is needed on how child health service access and 
quality has been improved equitably and what barriers 
remain. There is a need to sustain successful health strat-
egies and policies through continued investment in com-
prehensive primary health care with an equity lens. To 
reach the goal of leaving no one behind in Zambia, future 
efforts must ensure that equity analyses on RMNCH 
indicators continue, to develop a strong knowledge base 
with the power to track progress towards universal health 
coverage and ultimately save lives over the medium to 
long term.

Abbreviations
ANC4	� Antenatal Care—four or more visits
BCG	� Bacille Calmette-Guerin
CAREANYD	�Care-seeking for any childhood illness
CCI	� Composite Coverage Index
CHA	� Community Health Assistant
CHW	� Community Health Worker
CI	� Confidence Interval
cIMNCI	� Comprehensive Integrated Management of Childhood Illnesses
CIX	� Concentration Index
DFPSmo	� Demand for family planning satisfied with modern methods
DPT3	� Diphtheria-Pertussis-Tetanus three doses
EmOC	� Emergency Obstetric Care
EPI	� Expanded Program on Immunization
GHEx	� Global Health Expenditure Database
HIV/AIDS	� Human Immunodeficiency Virus/Acquired Immune Deficiency 

Syndrome
HRHSP	� Human Resources for Health Strategic Plan
iCCM	� Integrated Community Case Management
IPT2	� Intermittent Preventive Treatment in pregnancy two doses
ITN	� Insecticide Treated Net, for child (ch) and woman (wm)
MSL	� Measles and Rubella vaccination
MPDSR	� Maternal and Perinatal Death Surveillance and Response
PMTCT​	� Prevention of Mother-To-Child Transmission
RMNCH	� Reproductive, Maternal, Newborn and Child Health
SBA	� Skilled Birth Attendance
SDG	� Sustainable Development Goal
SE	� Standard Error
SII	� Slope Index of Inequality
SMAG	� Safe Motherhood Action Group
SWAp	� Sector-Wide Approach
U5MR	� Under-Five Mortality Rate
USD	� United States Dollars
ZDHS	� Zambia Demographic and Health Survey



Page 13 of 15Jacobs et al. BMC Health Services Research          (2023) 23:170 	

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12913-​023-​09086-3.

Additional file 1: Supplementary figure 1. Absolute average annual 
change in under-five mortality rate among the richest by the poorest 
quintile (red line is average of included countries), DHS 1996-2019. Sup‑
plementary figure 2. Slope index of inequality (with 95% confidence 
intervals) in under-five mortality rate between the richest to poorest 
wealth quintiles (red line indicates average of included countries), DHS 
1996-2019. Supplementary figure 3. Trends in absolute income (in 2011 
US dollars, purchasing power parity) for each wealth quintile in Zambia, 
ZDHS 2001 to 2018. Supplementary table 1. Under-five mortality rate 
(per 1000 live births, in the 10 years preceding survey) and confidence 
intervals (95% CI) overall, and by wealth quintile and rural-urban resi-
dence, ZDHS 2001/2, 2007, 2013/14 and 2018. Supplementary figure 4. 
Under-five mortality rates by absolute education (secondary or more) in 
each wealth quintile, ZDHS 2001 and 2018. Supplementary figure 5. 
Changes in composite coverage index components for the poorest (Q1) 
and richest (Q5) wealth quintiles in Zambia, ZDHS 2001 and 2018.

Acknowledgements
We acknowledge Cheikh Faye and Corretta Tira of the Africa Population Health 
Research Centre for their valued support to the Zambia country collaboration. 
We also appreciate the continued support of the Ministry of Health, Zambia to 
the collaboration’s research.

Authors’ contributions
CJ, AKB, FCW, MM, OV, BS, CM and TB conceptualized the study design and 
analyzed the data. CJ and AKB wrote the first draft of the manuscript. All 
authors reviewed and approved the manuscript.

Funding
Funding for the study was provided by the Bill & Melinda Gates Foundation 
(grant number: INV-001299). The funder had no role in the design of the study 
and collection, analysis, interpretation of data or writing the manuscript.

Availability of data and materials
Data is available publicly online upon request: https://​dhspr​ogram.​com/​data/.

Declarations

Ethics approval and consent to participate
Zambia Demographic Health Surveys are publicly available and conducted in 
accordance with global and national ethical standards. Ethical clearance for 
data collection was originally obtained by the national institutions responsible 
for the DHS.

Consent for publication
Not required.

Competing interests
The authors declare that they have no competing interests.

Received: 7 September 2022   Accepted: 19 January 2023

References
	1.	 Aheto JMK. Predictive model and determinants of under-five child mor-

tality: evidence from the 2014 Ghana demographic and health survey. 
BMC Public Health. 2019;19(1):1–10.

	2.	 Danzhen YLH, Chen Y, Wardlaw T, Newby H. Levels & Trends in Child 
Mortality Report 2014 Estimates Developed by the UN Inter-agency 
Group for Child Mortality Estimation United Nations Inter-agency Group 
for Child Mortality Estimation UN IGME. 2014.

	3.	 Perin J, Mulick A, Yeung D, Villavicencio F, Lopez G, Strong KL, et al. 
Global, regional, and national causes of under-5 mortality in 2000–19: 
an updated systematic analysis with implications for the Sustainable 
Development Goals. Lancet Child Adolesc Health. 2022;6:106–15. 
https://​doi.​org/​10.​1016/​S2352-​4642(21)​00311-4.

	4.	 Zambia Statistics Agency, Ministry of Health Zambia, ICF. Zambia 
Demographic and Health Survey. Lusaka, Zambia, and Rockview. USA 
Zambia Statistics Agency Ministry of Health (MOH) Zambia and ICF: 
Maryland; 2018. p. 2019.

	5.	 Chilufya C, Kamanga M. Crunch Time: The Transformational Uni-
versal Health Coverage Agenda for Zambia. Health Syst Reform. 
2018;4(4):272–6. https://​doi.​org/​10.​1080/​23288​604.​2018.​15030​31.

	6.	 Li Z, Hsiao Y, Godwin J, Martin BD, Wakefield J, Clark SJ, with sup-
port from the United Nations Inter-agency Group for Child Mortality 
Estimation and its technical advisory group. Changes in the spatial 
distribution of the under-five mortality rate: Small-area analysis of 122 
DHS surveys in 262 subregions of 35 countries in Africa. PLoS One. 
2019;14(1):e0210645. https://​doi.​org/​10.​1371/​journ​al.​pone.​02106​45.

	7.	 Wehrmeister FC, Fayé CM, da Silva ICM, Amouzou A, Ferreira LZ, Jiwani 
SS, Melesse DY, Mutua M, Maïga A, Ca T, Sidze E, Taylor C, Strong K, 
Carvajal-Aguirre L, Porth T, Hosseinpoor AR, Barros AJD, Boerma T. 
Wealth-related inequalities in the coverage of reproductive, maternal, 
newborn and child health interventions in 36 countries in the African 
Region. Bull World Health Organ. 2020;98(6):394–405. https://​doi.​org/​
10.​2471/​blt.​19.​249078.

	8.	 Chao F, You D, Pedersen J, Hug L, Alkema L. National and regional 
under-5 mortality rate by economic status for low-income and middle-
income countries: a systematic assessment. Lancet Global Healt. 
2018;6(5):e535–47. https://​doi.​org/​10.​1016/​S2214-​109X(18)​30059-7.

	9.	 WHO and the Maternal Child Epidemiology Estimation group (MCEE). 
Distribution of causes of death among children aged < 5 years (%), The 
Global Health Observatory Geneva: World Health Organization; 2022 
(Cited 23 Jan 2022). Available from: https://​www.​who.​int/​data/​gho/​
data/​indic​ators/​indic​ator-​detai​ls/​GHO/​distr​ibuti​on-​of-​causes-​of-​death-​
among-​child​ren-​aged-5-​years-​(-).

	10.	 Yokobori Y, Matsuura J, Sugiura Y, Mutemba C, Nyahoda M, Mwango C, 
Kazhumbula L, Yuasa M, Chiluba C. Analysis of causes of death among 
brought-in-dead cases in a third-level Hospital in Lusaka, Republic 
of Zambia, using the tariff method 2.0 for verbal autopsy: a cross-
sectional study. BMC Public Health. 2020;20(1):1–9.

	11.	 Turnbull E, Lembalemba MK, Brad Guffey M, Bolton-Moore C, Mubiana-
Mbewe M, Chintu N, Giganti MJ, Nalubamba-Phiri M, Stringer EM, 
Stringer JS. Causes of stillbirth, neonatal death and early childhood 
death in rural Zambia by verbal autopsy assessments. Trop Med Int 
Health. 2011;16(7):894–901.

	12.	 Mapoma CC, Munkombwe B, Mwango C, Bwalya BB, Kalindi A, Gona 
NP. Application of verbal autopsy in routine civil registration in Lusaka 
District of Zambia. BMC Health Serv Res. 2021;21(1):1–11.

	13.	 Mudenda SS, Kamocha S, Mswia R, Conkling M, Sikanyiti P, Potter D, 
Mayaka WC, Marx MA. Feasibility of using a World Health Organization-
standard methodology for Sample Vital Registration with Verbal 
Autopsy (SAVVY) to report leading causes of death in Zambia: results 
of a pilot in four provinces, 2010. Popul Health Metrics. 2011;9(1):1–9.

	14.	 Chansa C, Mukanu MM, Chama-Chiliba CM, Kamanga M, Chikwenya 
N, Bellows B, Kuunibe N. Looking at the bigger picture: effect of 
performance-based contracting of district health services on equity 
of access to maternal health services in Zambia. Health Policy Plan. 
2019;35(1):36–46. https://​doi.​org/​10.​1093/​heapol/​czz130.

	15.	 Chama-Chiliba CM, Koch SF. Utilization of focused antenatal care in 
Zambia: examining individual- and community-level factors using a 
multilevel analysis. Health Policy Plan. 2015;30(1):78–87. https://​doi.​
org/​10.​1093/​heapol/​czt099.

	16.	 Chitah BM, Chansa C, Kaonga O, Workie NW. Myriad of Health Care 
Financing Reforms in Zambia: Have the Poor Benefited? Health Syst 
Reform. 2018;4(4):313–23. https://​doi.​org/​10.​1080/​23288​604.​2018.​
15102​86.

	17.	 Rudasingwa M, De Allegri M, Mphuka C, Chansa C, Yeboah E, Bonnet E, 
Ridde V, Chitah BM. Universal health coverage and the poor: to what 
extent are health financing policies making a difference? Evidence 
from a benefit incidence analysis in Zambia. BMC Public Health. 
2022;22(1):1546. https://​doi.​org/​10.​1186/​s12889-​022-​13923-1.

https://doi.org/10.1186/s12913-023-09086-3
https://doi.org/10.1186/s12913-023-09086-3
https://dhsprogram.com/data/
https://doi.org/10.1016/S2352-4642(21)00311-4
https://doi.org/10.1080/23288604.2018.1503031
https://doi.org/10.1371/journal.pone.0210645
https://doi.org/10.2471/blt.19.249078
https://doi.org/10.2471/blt.19.249078
https://doi.org/10.1016/S2214-109X(18)30059-7
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/distribution-of-causes-of-death-among-children-aged-5-years-(-)
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/distribution-of-causes-of-death-among-children-aged-5-years-(-)
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/distribution-of-causes-of-death-among-children-aged-5-years-(-)
https://doi.org/10.1093/heapol/czz130
https://doi.org/10.1093/heapol/czt099
https://doi.org/10.1093/heapol/czt099
https://doi.org/10.1080/23288604.2018.1510286
https://doi.org/10.1080/23288604.2018.1510286
https://doi.org/10.1186/s12889-022-13923-1


Page 14 of 15Jacobs et al. BMC Health Services Research          (2023) 23:170 

	18.	 World Bank. Gini index - Zambia Washington, D.C.: The World Bank Group; 
2022 (Cited 14 Jul 2022). Available from: https://​data.​world​bank.​org/​indic​
ator/​SI.​POV.​GINI?​locat​ions=​ZM.

	19.	 ICF. DHS Survey Design: Modules. The DHS Program website. Funded by 
USAID. 2020 (Cited 2022 01/02). Available from: http://​www.​dhspr​ogram.​
com.

	20.	 Rutstein R.O. JK. The DHS wealth index. Calverton, MD: 2004.
	21.	 Fink G, Victora CG, Harttgen K, Vollmer S, Vidaletti LP, Barros AJ. Measuring 

socioeconomic inequalities with predicted absolute incomes rather than 
wealth quintiles: a comparative assessment using child stunting data 
from national surveys. Am J Public Health. 2017;107(4):550–5.

	22.	 Braveman P, Gottlieb L. The Social Determinants of Health It’s Time to 
Consider the Causes of the Causes. Public Healt Rep. 2014;129:19–31. 
https://​doi.​org/​10.​1177/​00333​54914​1291s​206.

	23.	 Krieger N. Proximal, Distal, and the Politics of Causation: What’s Level Got 
to Do With It? Am J Public Healt. 2008;98(2):221–30. https://​doi.​org/​10.​
2105/​AJPH.​2007.​111278.

	24.	 Victora C, Boerma T, Requejo J, Mesenburg MA, Joseph G, Costa JC, 
Vidaletti LP, Ferreira LZ, Hosseinpoor AR, Barros AJD. Analyses of inequali-
ties in RMNCH: rising to the challenge of the SDGs. BMJ Glob Health. 
2019;4(Suppl 4):e001295. https://​doi.​org/​10.​1136/​bmjgh-​2018-​001295.

	25.	 Joseph G, da Silva ICM, Fink G, Barros AJD, Victora CG. Absolute income 
is a better predictor of coverage by skilled birth attendance than relative 
wealth quintiles in a multicountry analysis: comparison of 100 low- and 
middle-income countries. BMC Pregnan Childbirth. 2018;18(1):104. 
https://​doi.​org/​10.​1186/​s12884-​018-​1734-0.

	26.	 Barros AJD, Ronsmans C, Axelson H, Loaiza E, Bertoldi AD, França GVA, 
Bryce J, Boerma JT, Victora CG. Equity in maternal, newborn, and child 
health interventions in Countdown to 2015: a retrospective review of sur-
vey data from 54 countries. The Lancet. 2012;379(9822):1225–33. https://​
doi.​org/​10.​1016/​S0140-​6736(12)​60113-5.

	27.	 Wehrmeister FC, Barros AJD, Hosseinpoor AR, Boerma T, Victora CG. 
Measuring universal health coverage in reproductive, maternal, newborn 
and child health: An update of the composite coverage index. PLOS ONE. 
2020;15(4):e0232350. https://​doi.​org/​10.​1371/​journ​al.​pone.​02323​50.

	28.	 Hosseinpoor AR, Bergen N, Barros AJ, Wong KL, Boerma T, Victora CG. 
Monitoring subnational regional inequalities in health: measurement 
approaches and challenges. Int J Equity Health. 2016;15(18):1–13. https://​
doi.​org/​10.​1186/​s12939-​016-​0307-y.

	29.	 World Health Organization. Handbook on health inequality monitoring: 
with a special focus on low and middle-income countries. Luxembourg: 
World Health Organization; 2013.

	30.	 World Health Organization. Global Health Expenditure Database Geneva: 
World Health Organization; 2014 (Cited June 24 2022). Available from: 
https://​apps.​who.​int/​nha/​datab​ase/​ViewD​ata/​Indic​ators/​en.

	31.	 Dingle A, Schaferhoff M, Borghi J, Lewis Sabin M, Arregoces L, Martinez-
Alvarez M, Pitt C. Estimates of aid for reproductive, maternal, newborn, 
and child health: findings from application of the Muskoka2 method, 
2002–17. Lancet Glob Health. 2020;8(3):e374–86. https://​doi.​org/​10.​1016/​
S2214-​109X(20)​30005-X.

	32.	 Singh NS, Huicho L, Afnan-Holmes H, John T, Moran AC, Colbourn T, 
Grundy C, Matthews Z, Maliqi B, Mathai M. Countdown to 2015 country 
case studies: systematic tools to address the “black box” of health systems 
and policy assessment. BMC Public Healt. 2016;16(2):790.

	33.	 Afnan-Holmes H, Magoma M, John T, Levira F, Msemo G, Armstrong 
CE, Martínez-Álvarez M, Kerber K, Kihinga C, Makuwani A. Tanzania’s 
countdown to 2015: an analysis of two decades of progress and gaps for 
reproductive, maternal, newborn, and child health, to inform priorities for 
post-2015. Lancet Glob Health. 2015;3(7):e396–409.

	34.	 Gostin LO, Powers M. What does social justice require for the pub-
lic’s health? public health ethics and policy imperatives. Health Aff. 
2006;25(4):1053–60.

	35.	 Whyle EB, Olivier J. Towards an explanation of the social value of 
health systems: an interpretive synthesis. Int J Health Policy Manag. 
2021;10(7):414–29.

	36.	 MOH. Zambia National Health Strategic Plan 2017 – 2021. 2017.
	37.	 MOH. National Health Strategic Plan 1995–1999. Unit I, editor. 1996.
	38.	 MOH. National Health Strategic Plan 2011–2015. 2011.
	39.	 Hangoma P, Robberstad B, Aakvik A. Does Free Public Health Care 

Increase Utilization and Reduce Spending? Heterogeneity and Long Term 

Effects. World Dev. 2018;101:334–50. https://​doi.​org/​10.​1016/j.​world​dev.​
2017.​05.​040.

	40.	 Lépine A, Lagarde M, Le Nestour A. How effective and fair is user fee 
removal? Evidence from Zambia using a pooled synthetic control. Health 
Econ. 2018;27(3):493–508. https://​doi.​org/​10.​1002/​hec.​3589.

	41.	 Aantjes C, Quinlan T, Bunders J. Towards universal health coverage in 
Zambia: impediments and opportunities. Dev Pract. 2016;26(3):298–307. 
https://​doi.​org/​10.​1080/​09614​524.​2016.​11481​19.

	42.	 Kilembe W, Micek K, Kyra A. Hester, Zoe Sakas, Bonheur Dounebaine, 
Anna S. Ellis, Pinar Keskinocak, Dima Nazzal, Francisco Castillo-Zunino, 
Robert A. Bednarczyk, Freeman MC. Vaccine Delivery in Zambia 2021 
(cited 2022 01/02). Available from: https://​www.​exemp​lars.​health/​topics/​
vacci​ne-​deliv​ery/​zambia.

	43.	 Kipp AM, Maimbolwa M, Brault MA, Kalesha-Masumbu P, Katepa-Bwalya 
M, Habimana P, Vermund SH, Mwinga K, Haley CA. Improving access to 
child health services at the community level in Zambia: a country case 
study on progress in child survival, 2000–2013. Health Policy and Plan-
ning. 2017;32(5):603–12. https://​doi.​org/​10.​1093/​heapol/​czw141.

	44.	 Friedman J, Qamruddin, J., Chansa, C., Kumar Das, A. Impact Evaluation of 
Zambia’s Health Results-Based Financing Pilot Project. Washington, D.C.: 
World Bank Group, 2016. Available from: https://​d1wqt​xts1x​zle7.​cloud​
front.​net/​85948​996/​120723-​WP-​Impact-​Evalu​ation-​of-​Zambia-​Resul​
ts-​Based-​Finan​cing-​Pilot-​Proje​ct-​public-​libre.​pdf?​16526​45398=​&​respo​
nse-​conte​nt-​dispo​sition=​inline%​3B+​filen​ame%​3DImp​act_​evalu​ation_​
of_​Zambia_​s_​health_​res.​pdf&​Expir​es=​16703​13277​&​Signa​ture=​Yl2Ha​
vS8s4​lyj0sV-​D2-​BVR8B​CJr~fCy2B​7xmYr​t1PLd​iLMUG​rGz2E​cX1z3S-​xgZLZ​
oYN~32fej​hmxa6​gUEDZ​eTUjx​Hnlbd​3Yzmb​mKF76​i7vtI​a0Ns0​2qHy0​ZGz1L​
DCLa2​KG~yeOkY​ahMVJ​O0SiO​XpiTB​5oEpS​pXvlw​4ldaO​RQ6C1​HeaqF​
D6mJc​EE-​wViIL​XhGd9​cUlwS​iyWyq​7js4X​jpAUT​NJCw1​Jarsj​T8nD3​PTK8ui-​
~HoeiJ​0~g1mbP​Ju72k​rB4Lz​A12qe​zpPmi​mSfcu​Ul9mL​Cpf-​ce8T1​ov5D1​
Rl2Cx​MX-​AehUp​Qpg3Q​Ivnqw​e7xPt​1rnc6​F9pmM​kOY49​q7qw__​&​Key-​
Pair-​Id=​APKAJ​LOHF5​GGSLR​BV4ZA.

	45.	 Chansa C, Sundewall J, McIntyre D, Tomson G, Forsberg BC. Exploring 
SWAp’s contribution to the efficient allocation and use of resources in the 
health sector in Zambia. Healt Policy Plan. 2008;23(4):244–51. https://​doi.​
org/​10.​1093/​heapol/​czn013.

	46.	 Haley CA, Brault MA, Mwinga K, Desta T, Ngure K, Kennedy SB, Maim-
bolwa M, Moyo P, Vermund SH, Kipp AM. Promoting progress in child 
survival across four African countries: the role of strong health govern-
ance and leadership in maternal, neonatal and child health. Health Policy 
Plan. 2019;34(1):24–36.

	47.	 Herbst CH, Vledder M, Campbell K, Sjoblom M, Soucat A. The Human 
Resources for Health Crisis in Zambia: An Outcome of Health Worker 
Entry, Exit, and Performance within the National Labor Health Market. 
Washington, D.C.: 2011 World Bank Working Paper No.214. Available 
from: https://​elibr​ary.​world​bank.​org/​doi/​abs/​10.​1596/​978-0-​8213-​8761-0.

	48.	 WHO. Global Health Observatory 2016 (cited 2022 01/02). Available from: 
https://​www.​who.​int/​data/​gho/​data/​indic​ators/​indic​ator-​detai​ls/​GHO/​
medic​al-​docto​rs-​(per-​10-​000-​popul​ation).

	49.	 Ministry of Health, School of Public Health UoZ, Countdown to 2030 for 
Women’s CsaAH, Manitoba Uo, Organization WH. Mid-Term Review of 
the Zambia National Health Sector Plan 2017–2021: Analytical Report 
(workstream 1). 2019. Available from: http://​count​down2​030.​org/​wp-​
conte​nt/​uploa​ds/​2020/​03/​MTR-​Full-​analy​tical-​report-​Strea​m1_​Mar20​
19_​clean.​pdf.

	50.	 Ferrinho P, Siziya S, Goma F, Dussault G. The human resource for health 
situation in Zambia: deficit and maldistribution. Hum Resour Health. 
2011;9(1):30. https://​doi.​org/​10.​1186/​1478-​4491-9-​30.

	51.	 Brugha R, Kadzandira J, Simbaya J, Dicker P, Mwapasa V, Walsh A. Health 
workforce responses to global health initiatives funding: a comparison of 
Malawi and Zambia. Hum Resour Health. 2010;8(1):19. https://​doi.​org/​10.​
1186/​1478-​4491-8-​19.

	52.	 Walsh A, Ndubani P, Simbaya J, Dicker P, Brugha R. Task sharing in Zambia: 
HIV service scale-up compounds the human resource crisis. BMC Health 
Serv Res. 2010;10:272. https://​doi.​org/​10.​1186/​1472-​6963-​10-​272.

	53.	 Jacobs C, Michelo C, Chola M, Oliphant N, Halwiindi H, Maswenyeho S, 
Baboo KS, Moshabela M. Evaluation of a community-based intervention 
to improve maternal and neonatal health service coverage in the most 
rural and remote districts of Zambia. PloS one. 2018;13(1):e0190145-e. 
https://​doi.​org/​10.​1371/​journ​al.​pone.​01901​45.

https://data.worldbank.org/indicator/SI.POV.GINI?locations=ZM
https://data.worldbank.org/indicator/SI.POV.GINI?locations=ZM
http://www.dhsprogram.com
http://www.dhsprogram.com
https://doi.org/10.1177/00333549141291s206
https://doi.org/10.2105/AJPH.2007.111278
https://doi.org/10.2105/AJPH.2007.111278
https://doi.org/10.1136/bmjgh-2018-001295
https://doi.org/10.1186/s12884-018-1734-0
https://doi.org/10.1016/S0140-6736(12)60113-5
https://doi.org/10.1016/S0140-6736(12)60113-5
https://doi.org/10.1371/journal.pone.0232350
https://doi.org/10.1186/s12939-016-0307-y
https://doi.org/10.1186/s12939-016-0307-y
https://apps.who.int/nha/database/ViewData/Indicators/en
https://doi.org/10.1016/S2214-109X(20)30005-X
https://doi.org/10.1016/S2214-109X(20)30005-X
https://doi.org/10.1016/j.worlddev.2017.05.040
https://doi.org/10.1016/j.worlddev.2017.05.040
https://doi.org/10.1002/hec.3589
https://doi.org/10.1080/09614524.2016.1148119
https://www.exemplars.health/topics/vaccine-delivery/zambia
https://www.exemplars.health/topics/vaccine-delivery/zambia
https://doi.org/10.1093/heapol/czw141
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://d1wqtxts1xzle7.cloudfront.net/85948996/120723-WP-Impact-Evaluation-of-Zambia-Results-Based-Financing-Pilot-Project-public-libre.pdf?1652645398=&response-content-disposition=inline%3B+filename%3DImpact_evaluation_of_Zambia_s_health_res.pdf&Expires=1670313277&Signature=Yl2HavS8s4lyj0sV-D2-BVR8BCJr~fCy2B7xmYrt1PLdiLMUGrGz2EcX1z3S-xgZLZoYN~32fejhmxa6gUEDZeTUjxHnlbd3YzmbmKF76i7vtIa0Ns02qHy0ZGz1LDCLa2KG~yeOkYahMVJO0SiOXpiTB5oEpSpXvlw4ldaORQ6C1HeaqFD6mJcEE-wViILXhGd9cUlwSiyWyq7js4XjpAUTNJCw1JarsjT8nD3PTK8ui-~HoeiJ0~g1mbPJu72krB4LzA12qezpPmimSfcuUl9mLCpf-ce8T1ov5D1Rl2CxMX-AehUpQpg3QIvnqwe7xPt1rnc6F9pmMkOY49q7qw__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://doi.org/10.1093/heapol/czn013
https://doi.org/10.1093/heapol/czn013
https://elibrary.worldbank.org/doi/abs/10.1596/978-0-8213-8761-0
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/medical-doctors-(per-10-000-population)
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/medical-doctors-(per-10-000-population)
http://countdown2030.org/wp-content/uploads/2020/03/MTR-Full-analytical-report-Stream1_Mar2019_clean.pdf
http://countdown2030.org/wp-content/uploads/2020/03/MTR-Full-analytical-report-Stream1_Mar2019_clean.pdf
http://countdown2030.org/wp-content/uploads/2020/03/MTR-Full-analytical-report-Stream1_Mar2019_clean.pdf
https://doi.org/10.1186/1478-4491-9-30
https://doi.org/10.1186/1478-4491-8-19
https://doi.org/10.1186/1478-4491-8-19
https://doi.org/10.1186/1472-6963-10-272
https://doi.org/10.1371/journal.pone.0190145


Page 15 of 15Jacobs et al. BMC Health Services Research          (2023) 23:170 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	54.	 Jacobs C, Michelo C, Moshabela M. Implementation of a community-
based intervention in the most rural and remote districts of Zambia a 
process evaluation of safe motherhood action groups. Implement Sci: IS. 
2018;13(1):74. https://​doi.​org/​10.​1186/​s13012-​018-​0766-1.

	55.	 Ensor T, Green C, Quigley P, Badru AR, Kaluba D, Kureya T. Mobilizing com-
munities to improve maternal health: results of an intervention in rural 
Zambia. Bull World Healt Organ. 2014;92(1):51–9. https://​doi.​org/​10.​2471/​
blt.​13.​122721.

	56.	 Bado AR, Sathiya SA. Women’s education and health inequalities 
in under-five mortality in selected sub-Saharan African countries, 
1990–2015. PLoS ONE. 2016;11(7):e0159186.

	57.	 Fotso J-C, Ezeh AC, Madise NJ, Ciera J. Progress towards the child 
mortality millennium development goal in urban sub-Saharan Africa: 
the dynamics of population growth, immunization, and access to clean 
water. BMC Public Health. 2007;7(1):1–10.

	58.	 Van Malderen C, Amouzou A, Barros AJ, Masquelier B, Van Oyen H, 
Speybroeck N. Socioeconomic factors contributing to under-five mortal-
ity in sub-Saharan Africa: a decomposition analysis. BMC Public Health. 
2019;19(1):1–19.

	59.	 Kanmiki EW, Bawah AA, Agorinya I, Achana FS, Awoonor-Williams JK, 
Oduro AR, Phillips JF, Akazili J. Socio-economic and demographic deter-
minants of under-five mortality in rural northern Ghana. BMC Int Health 
Hum Rights. 2014;14(1):1–10.

	60.	 Mosley WH, Chen LC. An analytical framework for the study of child 
survival in developing countries. Bull World Healt Organ. 2003;81:140–5.

	61.	 Oyekale AS, Maselwa TC. Maternal education, fertility, and child survival in 
Comoros. Int J Environ Res Public Health. 2018;15(12):2814.

	62.	 Ng M, Colson KE, Fullman N, Dwyer-Lindgren L, Achoki T, Schneider MT, 
Mulenga P, Hangoma P, Masiye F, Gakidou E. Assessing the contribution 
of malaria vector control and other maternal and child health interven-
tions in reducing all-cause under-five mortality in Zambia, 1990–2010. 
Am J Trop Med Hyg. 2017;97(3 Suppl):58.

	63.	 Andegiorgish AK, Woldu HG, Elhoumed M, Zhu Z, Zeng L. Trends of 
under-five mortality and associated risk factors in Zambia: a multi survey 
analysis between 2007 and 2018. BMC Pediatr. 2022;22(1):341. https://​doi.​
org/​10.​1186/​s12887-​022-​03362-7.

	64.	 MNDP. ZAMBIA SUSTAINABLE DEVELOPMENT GOALS VOLUNTARY 
NATIONAL REVIEW 2020. Ministry of National Development Planning 
2020. Available from: https://​susta​inabl​edeve​lopme​nt.​un.​org/​conte​nt/​
docum​ents/​26304​VNR_​2020_​Zambia_​Report.​pdf.

	65.	 CSO M, and ORC Macro Calverton. Zambia Demographic Health Survey 
2001–2002. Central Statistical Office Lusaka, Zambia, Central Board of 
Health Lusaka, Zambia and ORC Macro Calverton, Maryland, USA, 2001.

	66.	 Jacobs C, Moshabela M, Maswenyeho S, Lambo N, Michelo C. Predictors 
of Antenatal Care, Skilled Birth Attendance, and Postnatal Care Utilization 
among the Remote and Poorest Rural Communities of Zambia: A Multi-
level Analysis. Front Public Health. 2017;5(11). Available from: doi:https://​
doi.​org/​10.​3389/​fpubh.​2017.​00011.

	67.	 Exemplars News. The three keys to Zambia’s fight against 
malaria’s comeback Seattle: Exemplars in Global Health; 2022 
(cited 2022 Jun 29). Available from: exemplars.health/stories/
the-three-keys-to-zambias-fight-against-malaria.

	68.	 Masiye F, Kaonga O, Kirigia JM. Does User Fee Removal Policy Provide 
Financial Protection from Catastrophic Health Care Payments? Evidence 
from Zambia. PLOS ONE. 2016;11(1):e0146508. https://​doi.​org/​10.​1371/​
journ​al.​pone.​01465​08.

	69.	 Lagarde M, Lépine A, Chansa C. The long-term effects of free care on 
birth outcomes: Evidence from a national policy reform in Zambia. SSM 
- Popul Health. 2022;17:101051. https://​doi.​org/​10.​1016/j.​ssmph.​2022.​
101051.

	70.	 Renard Y. From fees to free: User fee removal, maternal health care utiliza-
tion and child health in Zambia. World Dev. 2022;156:105891. https://​doi.​
org/​10.​1016/j.​world​dev.​2022.​105891.

	71.	 Masiye F, Chitah, BM, Chanda, P, Simeo, F. Removal of user fees at Primary 
Health Care facilities in Zambia: A study of the effects on utilisation and 
quality of care. Lusaka: Department of Economics, University of Zambia, 
2008. Available from: https://​www.​equin​etafr​ica.​org/​sites/​defau​lt/​files/​
uploa​ds/​docum​ents/​Dis57​FINch​itah.​pdf.

	72.	 National Health Insurance Management Authority. National Health Insur-
ance Scheme Lusaka2022 (Cited 12 Aug 2022). Available from: https://​
www.​nhima.​co.​zm/​about/​backg​round#.

	73.	 Yan LD, Mwale J, Straitz S, Biemba G, Bhutta Z, Ross JF, Mwananyanda L, 
Nambao M, Ngwakum P, Genovese E, Banda B, Akseer N, Yeboah-Antwi K, 
Rockers PC, Hamer DH. Equity dimensions of the availability and quality 
of reproductive, maternal and neonatal health services in Zambia. Trop 
Med Int Health. 2018;23(4):433–45. https://​doi.​org/​10.​1111/​tmi.​13043.

	74.	 Sochas L. The predictive power of health system environments: a novel 
approach for explaining inequalities in access to maternal healthcare. 
BMJ Glob Health. 2020;4(Suppl 5):e002139. https://​doi.​org/​10.​1136/​
bmjgh-​2019-​002139.

	75.	 Zulu JM, Kinsman J, Michelo C, Hurtig A-K. Developing the national com-
munity health assistant strategy in Zambia: a policy analysis. Health Res 
Policy Syst. 2013;11(1):24. https://​doi.​org/​10.​1186/​1478-​4505-​11-​24.

	76.	 Zulu JM, Hurtig A-K, Kinsman J, Michelo C. Innovation in health service 
delivery: integrating community health assistants into the health system 
at district level in Zambia. BMC Health Serv Res. 2015;15(1):38. https://​doi.​
org/​10.​1186/​s12913-​015-​0696-4.

	77.	 Chipukuma HM, Halwiindi H, Zulu JM, Azizi SC, Jacobs C. Evaluat-
ing fidelity of community health worker roles in malaria prevention 
and control programs in Livingstone District, Zambia-A bottleneck 
analysis. BMC Health Serv Res. 2020;20(1):612. https://​doi.​org/​10.​1186/​
s12913-​020-​05458-1.

	78.	 Sacks E, Morrow M, Story WT, Shelley KD, Shanklin D, Rahimtoola M, 
Rosales A, Ibe O, Sarriot E. Beyond the building blocks: integrating com-
munity roles into health systems frameworks to achieve health for all. 
BMJ Glob Health. 2019;3(Suppl 3):e001384.

	79.	 Antai D. Regional inequalities in under-5 mortality in Nigeria: a popu-
lation-based analysis of individual-and community-level determinants. 
Popul Health Metrics. 2011;9(1):1–10.

	80.	 Faye CM, Wehrmeister FC, Melesse DY, Mutua MKK, Maïga A, Taylor CM, 
Amouzou A, Jiwani SS, Da Silva ICM, Sidze EM. Large and persistent 
subnational inequalities in reproductive, maternal, newborn and child 
health intervention coverage in sub-Saharan Africa. BMJ Glob Health. 
2020;5(1):e002232.

	81.	 Anyangwe SC, Mtonga C. Inequities in the global health workforce: the 
greatest impediment to health in sub-Saharan Africa. Int J Environ Res 
Public Health. 2007;4(2):93–100.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1186/s13012-018-0766-1
https://doi.org/10.2471/blt.13.122721
https://doi.org/10.2471/blt.13.122721
https://doi.org/10.1186/s12887-022-03362-7
https://doi.org/10.1186/s12887-022-03362-7
https://sustainabledevelopment.un.org/content/documents/26304VNR_2020_Zambia_Report.pdf
https://sustainabledevelopment.un.org/content/documents/26304VNR_2020_Zambia_Report.pdf
https://doi.org/10.3389/fpubh.2017.00011
https://doi.org/10.3389/fpubh.2017.00011
https://doi.org/10.1371/journal.pone.0146508
https://doi.org/10.1371/journal.pone.0146508
https://doi.org/10.1016/j.ssmph.2022.101051
https://doi.org/10.1016/j.ssmph.2022.101051
https://doi.org/10.1016/j.worlddev.2022.105891
https://doi.org/10.1016/j.worlddev.2022.105891
https://www.equinetafrica.org/sites/default/files/uploads/documents/Dis57FINchitah.pdf
https://www.equinetafrica.org/sites/default/files/uploads/documents/Dis57FINchitah.pdf
https://www.nhima.co.zm/about/background#
https://www.nhima.co.zm/about/background#
https://doi.org/10.1111/tmi.13043
https://doi.org/10.1136/bmjgh-2019-002139
https://doi.org/10.1136/bmjgh-2019-002139
https://doi.org/10.1186/1478-4505-11-24
https://doi.org/10.1186/s12913-015-0696-4
https://doi.org/10.1186/s12913-015-0696-4
https://doi.org/10.1186/s12913-020-05458-1
https://doi.org/10.1186/s12913-020-05458-1

	How Zambia reduced inequalities in under-five mortality rates over the last two decades: a mixed-methods study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Quantitative data and analysis
	Policy and health systems analysis

	Results
	U5MR inequalities by wealth quintile
	U5MR inequalities and absolute socio-economic changes
	Equity trends in health intervention coverage and socio-demographic conditions
	Policy and health system changes
	Policy commitment to equity in RMNCH
	Needs-based health financing with focus on disadvantaged groups and regions
	Multi-sectoral partnerships and horizontal programming
	Expansion of infrastructure and human resources for health
	Involvement of community stakeholders and service providers


	Discussion
	Conclusion
	Acknowledgements
	References


