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1 1 
Introduction n 

Muchh of the empirical research presented in this thesis was undertaken with the aim of 
documentingg the changes that occurred in health and health services during the 
implementationn of structural adjustment programmes in Zimbabwe. This chapter 
thereforee starts with a description of the rationale and the characteristics of structural 
adjustment.. It is followed by a review of the literature on the social implications of 
adjustmentt and a reflection on the methodological constraints in measuring the effects of 
adjustment.. The next section then provides a description of the setting in Zimbabwe, in 
whichh the research was undertaken. Thereafter, we present the hypothesis that is central 
too the current thesis, followed by the conceptual framework that has guided the research. 
Thee chapter continues with a description of the research design and the methods used and 
aa special note on the longitudinal dimension of the household study, on which part of the 
empiricall  work is based. We conclude the chapter with a brief exposé of the limitations of 
ourr study. 

Structurall  adjustment 

Thee end of the 1970s and the early 1980s was a difficult period for many developing 
countries.. They experienced high inflation, slow economic growth, stagnating exports 
andd mounting debt problems. The problems were triggered off by the international oil 
crisess of the 1970s. When the first oil crisis hit in 1974, many countries successfully 
turnedd to the international capital market for loans to cover their budget deficits. Interest 
ratess were relatively low and there was littl e inclination to consider adjustment of 
nationall  economies to the ehaneinti international environment. 
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Byy the end of the 1970s, when the world was confronted with a second major rise in 
oill  prices, the international climate was even less favourable. Tight monetary and fiscal 
policyy in industrialised countries led to rising interest rates, the US dollar exchange rate 
wass high and developing countries faced falling commodity prices for their goods at a 
timee when import prices were soaring. A debt crisis ensued in most of Latin American. 
Asiaa and Africa. Once popular development strategies, such as import substitution, were 
noo longer effective, growth stagnated or turned negative and previous policies were 
consideredd no longer sustainable. Countries were faced with a pressure to adjust to the 
neww situation (Dixon et «/.. 1995; vann der Gaag and Barham. 1998). 

Thee term adjustment refers to a range of macro-economic and structural measures that 
weree promoted, in the first instance by the Bretton Woods institutions - the World Bank' 
andd the International Monetary Fund - to restore internal and external balances and 
increasee the role of market forces in the economy. This was to be achieved through a 
varietyy of measures such as privatisation of state-owned enterprises, liberalisation of the 
tradee regime, removal of the control on prices, wages and the exchange rate, and the 
allocationn of credit. Government expenditures were to be reduced, by curtailing public 
sectorr employment amongst others. The purpose was to achieve an environment for 
sustainablee economic growth through stable macro-economic conditions, in addition, it 
wass considered important to create incentives for resource allocation, ensure adequate 
levelss of savings and encourage efficient institutions to turn savings into productive 
physicall  and human capital (van der Gaag and Barham, 1998). 

Somee analysts distinguish between macro-economic adjustment and structural 
adjustment,adjustment, where the latter term specifically refers to the measures aimed at increasing 
economicc efficiency by emphasising a market-oriented economic system (for example 
Costclloo et al., 1994). Others however, especially in the more popular literature and press 
reports,, use the term structural adjustment and structural adjustment programmes (SAPs) 
inn a generic sense, referring to all adjustment measures - both macro-economic and the 
typicall  structural adjustment. In this thesis wc wil l use the term structural adjustment in 
thee wider sense. 

Whilee a small number of countries embarked on adjustment programmes without 
outsidee help," most relied on financing from the World Bank and the International 
Monetaryy Fund (IMF). During the 1990s, there was a significant growth in structural 
adjustmentt lending from other international banks, such as the African Development 
Bank,, the Asian Development Bank and the Inter-American Development Bank, and 
fromm international and bilateral donors such as the EU, the USA and Japan (van der Gaag 
andd Barham, 1998). 

Inn Sub-Sahara Africa structural adjustment was implemented in only a handful of 
countriess during the late 1970s, but by the end of the 1980s most countries were formally 
involved.. Burkina Faso and Zimbabwe were exceptions. These countries had introduced 

Thee World Bank comprises the International Bank for Reconstruction and De\eIopment (IBRD) and the 
Internationall  Development Association (IDA). 
l:orr example Taiwan. Singapore. Hong Kong and Malaysia. 
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somee adjustment-type measures, but without explicitly using the term adjustment and 
withoutt substantial financial support from the World Bank' or the IMF. Even in more 
affluentt countries such as Botswana, Namibia and South Africa, which did not have 
formall  adjustment programmes either, economic and social policies were influenced by 
thee international tendency to liberalise domestic markets and restrict state influence 
(Olukoshi,, 1996). 

BoxBox 1.1: IMF and World Bank support for adjustment 

IMFF support for adjustment takes three main forms: 
 Stand-hy arrangements fSBAs) arc traditional forms of IMF programmes, providing support for 

programmess of macro-economic adjustment, usually lasting between one and two years 
 Extended arrangements (through Extended Fund Facilities, EFFs) are three-year programmes for 

countriess seen as having a strong commitment to adjustment: they include structural, as well as 
macro-economicc measures. Like SBAs, EFFs are supported by loans at commercial interest rates. 

 The Structural Adjustment Facility (SAF) and Enhanced Structural Adjustment Facility fESAF) 
aree available only to low-income countries. They offer loans at concessional interest rates in 
supportt of three-year programmes of macro-economic and structural adjustment. The Policy 
Frameworkk Papers which form the basis of SAFs and ESAFs are approved by the IMF as well as 
byy the World Bank. 

Thee World Bank's adjustment lending also takes three forms: 
 Structural adjustment loans (SALs) support programmes of structural adjustment affecting the 

wholee economy. 
 Sectoral adjustment loans (SecALs) support adjustment within a particular sector of the economy, 

suchh as steel, energy, health or exports. They also include trade policy loans, whose main 
objectivee is generally the reduction of barriers to imports. 

 Hybrid loans are a combination of SecALs and traditional project loans. Part of the proceeds of 
thee loan is directed towards a particular investment in the sector concerned (or its overall 
investmentt programme); the remainder takes the form of free foreign exchange in support of 
adjustment.. World Bank loans are at commercial interest rates. Low-income countries generally 
receivee credits at concessional interest rates. 

(Source:(Source: Costello et al.. 1994) 

Thee importance of adjustment lending for the World Bank is illustrated by the fact that in 1992 SALs and 
SecALss accounted for 27% of all loan operations by the institution. In the early 1980s this was only around 
10VV rising to 21% in the second half of the 1980s. After the peak in 1992. it decreased to 16nn in 1995 
(vann der Gaae and Barham, 1998). 

Feww subjects have been more closely studied and fiercely debated in post-colonial 
Africaa than structural adjustment. This is partly so because many felt structural 
adjustmentt came to the continent as an external imposition, backed by conditionality of 
developmentt aid by donor agencies (Duncan, 1995; Mkandawire. 2000). More 

Althoughh the IMF granted Zimbabwe a credit in 1983 in return for a number of adjustment measures, it 
laterr suspended the credit (see below ). 
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importantly,, there has been strong controversy about the appropriateness of the 
adjustmentt measures and their effects, especially the effects on the poorest segments of 
thee population. Hardly any aspect of lif e was left untouched by structural adjustment, as 
thee programmes affected every economic and social sector, every group in society, and 
thee entire framework for politics and governance in a way no other economic policy 
packagee has done before. 

Thiss thesis does not deal with the roots of the African crisis.4 neither with an economic 
analysiss of the appropriateness of the structural adjustment measures that have been 
taken.'' It takes the case of one country. Zimbabwe, and investigates the implications of 
structurall  adjustment and other external influences for the health sector and for health and 
thee general welfare of the poorest groups in society. The social implications of structural 
adjustment,, which have been widely studied and commented upon, wil l be reviewed in 
thee next section. 

Thee social implications of structural adjustment 

HistoriansHistorians will  record the 1980s us an extraordinary and largely perverse era in economic 
relationsrelations between North and South. International financial collapse was averted, but the price 
waswas high and mainly paid by the poorer nations (Cornia eta/.. 19X7). 

Thiss is a quote from Adjustment with a human face, the first major publication that voiced 
concernn about the negative social implications of adjustment. It comprised an empirical 
analysiss of ten case reports, which has had a great impact on subsequent research and 
interventionss to protect the poor. 

Thee report concluded that structural adjustment policies had failed in Africa and 
stressedd the need for alternative, more sustainable development strategies, especially in 
thee areas of agriculture, exports and human development. Apart from increasing social 
servicee expenditure, the report also pleaded for reforms of social services, enhanced 
efficiencyy and distribution, greater administrative decentralisation and community 
participation.. In order to revitalise the role of the state in human resource development in 
Africa,, the report recommended restructuring public expenditure in favour of basic social 
services.. This could be done by shifting spending from hospitals to primary health care 
andd by the decentralisation of authority in the delivery of health care and education. The 
floww of resources to the social sector would need to be greatly increased, for example by 
changingg priorities in government allocations and foreign aid. and by mobilising 
additionall  resources from households and local communities. With regard to the practice 
off  charging user fees for health, education and other social programmes, the report 
assertedd that budgetary benefits for the state had been limited, while the demand for 

Secc Olukoshi (1996) tor an in-depth analysis of the African crisis, 
Mosleyy (1994). Castells (1996). Gibbon (1996), Dollar and Svensson (1998) and Przeworski and 
Vreelandd (20(10) analyse structural adjustment extensively from an economic perspective. 



servicess had declined, with people using preventive services less and households having 
moree difficulties in meeting basic needs. 

Whilee many have commended the authors for their thorough analysis of a highly 
relevantt theme, the report also drew criticism. Berg and Hunter (1992). for example, 
arguedd that it had made a selective choice of examples and that the conclusions could not 
bee generalised. Van der Gaag and Barham (1998) acknowledged that the Adjustment with 
aa human face report is very critical indeed of the early adjustment policies" but asserted 
thatt it does not claim that adjustment policies are the main cause of human difficulties 
andd social set-back. Instead, they alleged, the report demonstrates that the primary cause 
off  the downward economic pressures on the human situation in most of the countries 
affectedd is the overall economic situation, globally and nationally, not adjustment policies 
ass such. 

Severall  other studies have tried to critically assess the social effects of adjustment. The 
studyy Adjustment lending revisited (Corbo et ai. 1992). for example, which was 
publishedd by the World Bank, concluded that living conditions, even in the short term, 
didd not appear to be systematically related to adjustment lending and, in countries that 
adjustedd rapidly, most indicators continued to improve in the long term. 

Costelloo et ai. (1994) arrived at a very different conclusion in a review entitled Human 
faceface or human facade', which unfortunately had a limited distribution and has therefore 
notnot been quoted much in the literature. They critically reviewed the empirical evidence 
thatt resulted from various studies on the effects of adjustment on the health of mothers 
andd young children. In spite of various methodological and data problems in many 
studies,77 the authors convincingly concluded that structural adjustment programmes had 
exertedd serious negative effects on welfare. Their review did not support the proposition 
thatt adjustment policies promote sustainable economic growth in poor countries and thus 
wil ll  eventually offset the social costs of adjustment. They therefore contended that, rather 
thann attempting to alleviate the adverse impact of adjustment on the poor, the approach to 
adjustmentt needed to be reconsidered. 

Sincee the review by Costello and his colleagues, more scientific work has been 
published,, much of which claims that there were serious negative social effects of 
adjustment,, especially in the early phases of adjustment programmeŝ In a more recent 
literaturee review. Brcman and Shelton (2001) identified 76 different scientific 
publicationss on the relationship between structural adjustment and health, covering 
variouss countries and regions worldwide. Most of the studies looked at the relationship 
betweenn reduced government spending on health - as an element of structural adjustment 
-- and health outcomes such as child mortality, maternal mortality or malnutrition. Out of 
thee 76 articles. 28 presented empirical evidence, based on statistics from governments or 
internationall  organisations (20 studies) or on data collected by researchers themselves 

Thee study covers the period 1980-19X5. 
Somee of these will be discussed in the next section. 
Forr example Azam (1994). Pio (1994). Stewart (1995). Duncan (1995). Gibbon (1996). Peabody 
(1996).. Please (1996). Patel et al. (1999). 
Otherr studies included 14 case studies and another 14 cross-countrv studies. 
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throughh household surveys and or focus group discussions (8 studies).1" The reviewers 
foundd an almost equal distribution of studies that presented predominantly negative 
evidencee (35% of the studies), predominantly positive evidence (35%) or both positive 
andd negative evidence (32%)." However, in the studies conducted in Africa (15 out of 
thee 28 studies), the negative outcomes prevailed (53%). suggesting that structural 
adjustmentt in most cases had had adverse effects on health outcomes in this continent. 

Att the World Summit for Social Development held in Copenhagen in March 1995. the 
issuess of poverty, unemployment and social disintegration were discussed by close to 100 
headss of state from all over the world. The summit endorsed the 20/20 Initiative which 
hadd been proposed by several UN agencies and which called for earmarking of 20 percent 
off  national budgets and 20 percent of international aid to priority social needs. Some 
peoplee have argued that the declaration to target the causes of poverty did not focus on 
thee structural and institutional causes of poverty, and that the summit should have 
distancedd itself from the ruling orthodoxy of structural adjustment that the World Bank, 
thee IMF and donor institutions had imposed on poor countries for over 15 years. The 
vieww that these policies had become "too painful to bear" and that the health gains, 
especiallyy in maternal and child health, of the 1960s and 1970s had been lost, were 
openlyy expressed in editorials and commentaries in leading medical journals.12 

Meanwhile,, international organisations and movements - for example OXFAM. 
WEMOS.. Save the Children Fund UK, the Development GAP and the International 
People'ss Health Council - called for a reversal of adjustment programmes or at least 
moree emphasis on measures to protect the poor from the adverse effects of these 
programmes.1 1 

Inn contrast, much of the work carried out or sponsored by the World Bank claims that 
thee negative effects were only temporary or that they were felt so strongly because of a 
partiall  implementation of the adjustment packages due to government's half-hearted 
commitmentt to adjustment (Lipton and van der Gaag. 1993; Sahn, 1994; Jayarajah et a/,. 
1996). . 

Thee apparent divergence in thinking and the bifurcation of scholars and policy makers 
intoo two camps - proponents and opponents of adjustment - have their roots in methodo-
logicall  problems in assessing the effects of adjustment. 

Methodologicall  constraints in assessing the effects of adjustment 

Thee main methodological difficulty in measuring the social effects of adjustment is the 
attributionn of any causal relationship. While many people have claimed that such a causal 

Onee of these studies was an earlier publication of our own work in Zimbabwe (Bijlmakers ei al. 1996). 
Onee study (4n

(J| presented neither positive nor negative evidence. 
Logiee and WoodrofTe (1993) and Wakhweya (1995) in the British Medical Journal; editorial (1994) and 
Larondd (1994) in the Lancet. 
"SAPP does not fil l the gap' (UTMOS. 1991); The other side of the story" (Hammond and McGowan. 
1992):: the OXFAM poverty report (1995). 
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relationshipp exists, several analysts -- especially those who advocate World Bank policies 
-- have rightly pointed at the apparent similarity between the initial effects of adjustment 
measuress and the continuous eroding effects of unsustainable economic policies. This 
makess it hard to identify the impact of adjustment policies on social development, 
becausee it is often not clear what would have happened if countries had continued their 
existingg policies without adjustment. 

Thee early studies, which observed that in the initial phase of adjustment countries 
sufferedd from increased poverty and deterioration of social services, made little or no 
referencee to the policies that had created the large numbers of poor people in the first 
place.. Subsequent studies were more careful and tried to compare the situation during 
adjustmentt with the counter/actual: what the situation would have looked like if a 
countryy had continued its pre-adjustment policies (for instance. Diop et al., 1991. and 
Corboo et al, 1992). Van der Gaag and Barham (1998) have argued that the adjustment 
measuress are often erroneously identified as the cause of stagnation in social 
development,, rather than the inevitable result of unsustainable policies. 

Costclloo et al. (1994). however, noted that a critical shortcoming in the various World 
Bankk studies of the health effects of structural adjustment was the narrow focus on health 
outcomeoutcome indicators. If the linkages between economic policies and the health status of 
individualss were simple and direct, this would not be a problem, they argued. But in 
realityy the links are not only highly complex and indirect, they are also subject to variable 
andd potentially long time lags. This has been re-emphasised more recently by Peabody 
(2000). . 

Costelloo and his colleagues developed various models intended to demonstrate the 
connectionss between economic policies and household welfare, with particular emphasis 
onn health outcomes.14 They concluded that the fact that the connection from economic 
policyy to health outcome is indirect does not mean that it is weak. There is a large number 
off  links in each of the causal chains, and each link is potentially very strong, suggesting a 
substantiall  impact of economic policy on health. In their review of a large number of 
studies,, the authors investigated the empirical evidence of two types of linkages: (a) 
linkagess between economic process indicators - for example prices, incomes, 
governmentt expenditure on health - and health outcomes; and (b) linkages between 
adjustmentt and economic process indicators. 

Inn examining how strong the links are. the authors found substantial evidence for 
strongg effects of economic process variables on health related variables (the first of the 
abovee two types of linkages). Examples include the links between income and nutritional 
intakes,, and the extent and nature of environmental risk factors, such as inadequate water 
supplyy and sanitation, poor housing conditions and overcrowding, occupational health 
riskss and road traffic accidents. In some areas, however, there was no consensus on the 

44 An overall model eentres on the economic influences on the health status of an individual: another 
modell  shows the possible effects of economic policies on households and hou they respond to adverse 
economicc conditions: subsequent models show how the elements of the overall model may be affected 
byy adjustment or other economic policies: and finally, the authors present a model of the long-term and 
possiblee inter-generational linkages affecting health. 
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links.. Several reasons are given tbr this lack of consensus: the pattern of results was 
highlyy complex and heavily dependent on local circumstances, making generalisations 
difficul tt (for example the links between food prices and nutrition); existing studies had 
foundd conflicting evidence (for example the effects of women's employment on child 
nutrition);; and there were doubts about the methodology used in the studies that had been 
conductedd (for example the price responsiveness of the demand for health services). The 
authorss further found an alarmingly wide variety of areas in which too littl e empirical 
analysiss had been conducted to draw firm conclusions on the basis of the existing 
literature.. These included amongst others: intra-household distribution of resources: the 
effectt of changes in non-food prices on nutrition; fluctuations of nutritional intakes over 
timee and their effects; and the supply and effectiveness of health sen ices. Overall, the 
authorss argued that there was enough evidence on some elements of the model to suggest 
thatt economic policies have a significant effect on health. The absence of generally 
acceptedd quantification of most of the links, however, made an overall assessment on the 
basiss of the existing literature impossible. 

Thee review of empirical evidence for linkages between adjustment and economic 
indicatorss (the second of the above two types of linkages) showed that very few studies 
hadd been conducted and that the analytical approaches adopted restricted the value of the 
results.. Most studies had focussed on broad aggregate indicators of health related 
variables,, such as poverty, nutritional intakes, government expenditure on health and 
education,, and school enrolment. Despite methodological shortcomings the available 
evidencee suggested that adjustment had exerted a significant negative impact on all these 
measurements.. Costello and his colleagues made the point that most of the studies 
originatedd in the World Bank and appeared in World Bank publications, and that in 
almostt all cases, the conclusion drawn by these studies was that adjustment had had no 
significantt negative impact on the variables under consideration. They therefore alleged 
thatt this pattern of "consistent ignoring negative results" raised "serious doubts about the 
objectivityy of the World Bank in its analysis of the effects of adjustment, at least in its 
majorr publications" (Costello et a/.. 1994; p. 56). The above cited literature review paper 
byy Breman and Shelton (2001) refutes these claims, showing that a large proportion of 
studiess had been conducted by university academics from developed countries as well 
ass from developing countries and half of the studies done by World Bank or IMF 
employeess found both positive and negative health outcomes of structural adjustment. 

Manyy of the proponents of adjustment seem to implicitly regard cross-country studies 
basedd on country case studies as the only valid approach to assessing the impact of 
adjustment.. However, as pointed out again by Costello and his colleagues, the 
conclusionss of country case studies cannot be generally compared across countries. 
Existingg cross-country studies, produced almost exclusively by the World Bank itself, arc 
moree positive about the health and welfare effects of structural adjustment than other 
studies.. The majority of them concluded that adjustment has had at most a limited 
negativee impact. And if a negative impact was found, it is generally assumed to be 
transitional,, being more than offset by fast long-term growth. The weakness of this 
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approachh is that such studies only consider data tor health and welfare outcomes that are 
aggregatedd at the national level. 

"They"They attempt to draw a connection between the top and the bottom of a highly complex set of 
interactinginteracting variables; and they interpret its failure to do so as evidence that adjustment is 
relativelyrelatively benign. However, this interpretation is critically dependent on the assumption that 
thethe methodology and data used would be adequate to detect a connection between economic 
policiespolicies and health outcomes, if such a relationship existed." (Costello et al.. 1994. p. 63). 

Thee authors consider this assumption not valid and label the methodology used 
"simplisticc in the extreme", failing to take account either of the problems which are 
widelyy recognised in the context of the economic effects of adjustment, or of other 
considerationss more specific to health. These and other shortcomings have two effects: 
firstlyy they result in the short-term effects of economic changes being seriously 
understated,, erroneously leading to the conclusion that adjustment has a relatively limited 
short-termm effect. Secondly, they mean that potentially serious long-term effects are 
entirelyy ignored. 

Costelloo et al. (ibid), along with several other analysts both proponents and 
opponentss of adjustment - have emphasised the need for a more rigorous appraisal of the 
sociall  effects of adjustment, and especially more in-depth research at the household level 
soo as to better understand the dynamics of people's coping behaviour with adverse 
economicc circumstances and their impact on health and well-being. '"*  The empirical 
researchh presented in this thesis tries to accommodate this emphatic call. 

Descriptionn of the study setting 

Thee present thesis focuses on Zimbabwe, a country which became independent in 1980 -
muchh later than most other countries in Africa - and which used to have one of the most 
powerfull  and diversified economies in Africa. Zimbabwe's new socialist government 
inheritedd an economy, though, that was highly skewed in favour of the white minority, 
whichh made up less than one percent of the population. The vast majority of blacks were 
subsistencee fanners, residing in crowded communal lands - the reserves during the pre-
independencee apartheid regime - that are generally located in areas of poor rainfall. 
Chapterr 2 wil l elaborate on the country's historical and socio-geographic background. 

Thee new government had the support and goodwill of the international community, 
whichh was illustrated at the international donor conference ZIMCORD, held in 1980 in 
thee capital city Harare. With the financial aid that was pledged, the government hoped to 
implementt a reform programme. Growth with Equity, which envisaged an annual growth 
ratee of eight percent in GDP and a three percent annual increase in employment. Despite 
thee handicap of a worldwide downturn in commodity prices and several years of poor 
rainss in the early 1980s the optimism for Zimbabwe's economic future remained. 

Seee for instance Wakhwcva < 1995). 
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Significantt improvements were made in the health and education sectors, especially in 
rurall  areas. Employment growth did take place, although it was in the public sector, 
predominantlyy in the civil service. The average annual rate of growth was nearly three 
percent,, broadly in line with population growth. But when the world economy recovered, 
mostt of the Sub-Sahara African economies, including that of Zimbabwe, did not. 
Meanwhile.. Zimbabwe benefited from South Africa's international pariah status during 
thee latter country's apartheid era. Diplomatic missions and international agencies set up 
regionall  headquarters in Zimbabwe, where they enjoyed the country's good infrastructure 
andd temperate climate. 

Whenn Zimbabwe experienced budgetary problems in 1983. the Zimbabwe government 
obtainedd an 18-month standby credit from the IMF. In return, Zimbabwe is said to have 
agreedd to devaluation, restoration of its trade balance and cuts in development 
programmess and subsidies (Gibbon. 1994). The IMF later suspended the credit, possibly 
ass a result of the Zimbabwean government's failure to meet credit targets. leaving a 
residuee of ill feeling. Zimbabwe subsequently avoided dealing with the IMF for the next 
eightt years. The World Bank's first non-project involvement in Zimbabwe dates from the 
mid-1980s,, when it financed the first of the country's export revolving funds (ibid.). 

Fromm around 1986-87 onwards Zimbabwe came under mounting pressure by the 
Worldd Bank, which argued that the government had failed to properly exploit the 
economicc advantages it had inherited. Zimbabwe started a structural adjustment 
programmee in 1991, under the name Economic Structural Adjustment Programme, 
popularlyy known as ESAP. As most other developing countries in Africa and elsewhere 
hadd started such programmes much earlier, Zimbabwe can be labelled a /ate adjuster. It 
thereforee had the advantage that experiences gained elsewhere both negative and 
positivee - could be taken into account in designing its own programme. The negative 
effectss of structural adjustment, especially short-term effects on the poorest segments of 
thee population and how to minimise them, had by then attracted much attention. 

Unfortunatelyy Zimbabwe was hit by a severe drought in 1991 92 right at the beginning 
off  the ESAP period. Earlier droughts during the 1980s were less severe, but this one 
turnedd out to be the worst in living memory. Another drought hit the country in 1994 95. 
Althoughh less severe, it came at a time when the country felt the 'pinch' of structural 
adjustmentt and still had not overcome the effects of the 1991 92 drought. 

Inn 1996. a second structural adjustment programme was launched, under the name 
ZimbabweZimbabwe Programme for Economic and Social Transformation (ZIMPREST). covering 
thee period 1996-2000. 

Whilee several adjustment-like measures had been taken during the 1980s, the first comprehensive 
documentt (Framework tor bconomie Reform. 1991-95: GoZ. 1491) was published in January 1991. 
Thee first consultative group meeting was held in March 1991. At this meeting donor agencies reacted 
positivelyy to the proposed structural adjustment programme and pledged financial support. It was not 
untill  ihe end ol' December 1991 that the World Bank formally approved its own loan (SAL I. worth 
LSI)) 175 million) and not until March 1992 that the first portion ol'this loan was disbursed. An 
agreementt with the 1Mb for a first loan followed later. 
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Inn the meantime. HIV AIDS had become a serious health problem. HIV AIDS was 
firstt notified in 1985, but it was not until around 1989 that the seriousness of the epidemic 
wass fullv acknowledged. Government, non-governmental organisations, schools, 
churches,, academics, trade unions and private companies started unfolding a large 
diversityy of prevention and control activities. Nonetheless. Zimbabwe has developed one 
off  the highest HIV infection rates in the world. HIV AIDS has been exerting an 
increasinglyy profound effect on morbidity, mortality and well being in general in aii 
layerss oï the society as well as on the country's demographic profile, economic 
performancee and social organisation. 

Thus,, three major adverse shocks structural adjustment, drought and the HIV/AID S 
epidemicc - exerted their influence on the people of Zimbabwe. Each of these had 
fundamentallyy different characteristics, followed its own trajectory and required specific 
measuress to address the negative consequences. This thesis describes and analyses the 
characteristics,, trajectories and effects of these three shocks on the health sector and the 
welfaree of Zimbabwean households, in particular from a health perspective. It further 
analysess to what extent appropriate action was undertaken and which factors have 
promotedd and hampered decision-making. 

AA more detailed description of the background against which the research has taken 
placee is presented in Chapter 2, which gives a historical and socio-geographic profile of 
Zimbabwe,, and Chapter 3, which provides a profile of the health sector and its 
performancee prior to and during the structural adjustment period. The next two sections 
containn the objectives and the conceptual framework that have guided the study. They are 
followedd by an elaboration of the research design and the methods that were used. 

Hypothesis s 

Thiss thesis focuses on health and nutritional status as outcome indicators of the combined 
effectss of adjustment and macro-economic changes, health sector performance and intra-
houscholdd welfare. 

Inn view of the methodological difficulty to disentangle the effects of unsustainable 
economicc policies prior to adjustment and that of adjustment measures, and because of 
thee fact that other factors, especially drought and HIV AIDS, have also had an influence 
onn household welfare and people's health, it is clear that the attribution problem cannot 
bee resolved. 

Thiss thesis therefore tests the hypothesis that structural adjustment in Zimbabwe and 
thethe accompanying measures to cushion the possible negative short-term effects of 
adjustment,adjustment, drought and HII AIDS on vulnerable groups or the absence of such 
measuresmeasures - have failed to avert a further aggravation of the scope and intensity of 
poverty. poverty. 
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Centrall  questions are: 
a.. Have the socio-economic position and general welfare of the poorest layers of society 

beenn protected? Can any changes in welfare be attributed to specific policy measures 
orr to a lack of adequate policy measures during the period of structural adjustment? 

b.. Has the government been able to ensure adequate health service delivery during the 
adjustmentt period? 

c.. Are there any changes in people's health status? Can they be attributed to specific 
adversee conditions or policy measures? 

d.. Where did it go wrong? What would have been a more appropriate response? 
Thee next section provides the conceptual framework used to test the above hypothesis 
andd answer the listed questions. 

Conceptuall  framework 

Thee original conceptual framework, developed in 1991. which formed the basis for the 
empiricall  research presented in this thesis, took into account that it would be difficult to 
isolatee changes in society and attribute causality to the effects of the economic structural 
adjustmentt programme in Zimbabwe.1 The focus of the research was not directed 
preciselyy to measuring the impact of adjustment, but. more feasibly, to monitoring the 
extentt and nature of change in the health sector and in household welfare during the 
adjustmentt period. We made a distinction between reform measures originating inside the 
healthh sector and those originating outside the health sector. Furthermore, we 
distinguishedd between two different types of indicators of change: those relating to 
processprocess (for example prices, employment, utilisation of health services) and those relating 
too outcome (mortality, morbidity and nutritional status). We further realised that it was 
easierr to attribute causality to changes in process indicators than to changes in outcome 
indicators,, which arc more susceptible to factors other than economic reforms. 

Figuree 1.1 provides the updated conceptual framework that forms the basic premise of 
thiss thesis. It is a pragmatic framework, presenting a selection of determinants of health 
andd illustrating that the relationship between macro-economic change - including 
structurall  adjustment and health is not perceived as a single cause-effect relationship, 
andd not as a direct relationship either. Apart from economic adjustment and macro-
economicc change there are other important environmental determinants that influence 
health.. In our case of Zimbabwe, we consider in particular the changes in health policy -
whichh arc associated with structural adjustment - epidemics and changes in disease 
profiles,, including the spread of HIV/AIDS, and changes in the physical environment, 
particularlyy drought. 

Thee conceptual framework was first described by Sanders (1992) and later elaborated upon by 
Chinemanaa and Sanders (1993) and in various research reports by Bijlmakers. Bassett and Sanders 
(1995.. 199ft. 199K). These reports were published by the Scandinavian Institute of African Studies. 
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Thee relationship between macro-economic change and health is indirect in that it takes 
shapee through a scries of intermediate factors - process factors in the conceptual 
frameworkk - of which some are situated al the individual and household level and others 
att the level of state and society organised services and support systems. At the individual 
andd household level this thesis takes an interest in the resources available for food 
securityy and for preventing and treating illness. At the level of state and society organised 
servicess and support systems, the interest is in availability, accessibility and quality of 
healthh services. The relationship between the two levels is the domain of household's 
abilityy and willingness to use the available services, and this influences people's health 
seekingseeking behaviour, which are the output factors in the conceptual framework. Health 
seekingg behaviour can take the form of either self-care (home care), use of traditional 
medicinee or spiritual care, use of public health services or use of private health services. 
Thiss behaviour is an important, though not the sole determinant of nutritional status, 
morbiditymorbidity and mortality, which arc considered the ultimate outcomes of a chain of 
interrelatedd factors. 

FigureFigure 1.1: Conceptual framework 
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Thiss thesis wil l analyse the changes in the health sector that have taken place during 
thee 1990s from a historical perspective, and try to relate them to macro-economic 
policies,, HIV/AID S and drought. Since the way macro-economic policies influence 
householdd welfare and health {seeking) behaviour is poorly understood, an important 
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emphasiss of this thesis is on changes in household welfare that arc a result of changes in 
macro-economicc policies or other influences, such as HIV AIDS and drought. 

Withh regard to outcome, we look at countrywide morbidity and mortality indicators on 
thee one hand and indicators of child nutritional status in selected geographical areas on 
thee other hand, and try to demonstrate the relationship between changes in the main 
determinantss - the macro-economic situation, health policy. HIV AIDS and drought 
andd changes in child nutritional status, morbidity and mortality. Child nutritional status is 
consideredd an ideal outcome indicator since it is sensitive to changes in dietary intake and 
illness,, which in turn are influenced by household food security, maternal and child care 
andd the adequacy of health services and a healthy environment (UNICEF, 1990). The 
Sub-Committeee on Nutrition of the UN Administrative Committee for Co-ordination 
(ACC/SCN.. 1992) even suggested that monitoring nutritional status, especially that of 
vulnerablee groups, is one of the best methods of assessing how people arc affected by-
structurall  adjustment policies. 

FigureFigure 1.2: Timeline with kev events in Zimbabwe 
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Thee key events in Zimbabwe during the two decades period since independence in 
19800 and that are relevant to our study are depicted in Figure 1.2. The subsequent 
chapterss wil l try to relate and possibly attribute specific changes in the observed process, 
outputt and outcome indicators to these events. 

Researchh design and methods 

AA large part of the empirical research that forms the basis of this thesis consists of a 
longitudinall  study of two groups of households in Zimbabwe, one in an urban, the other 
inn a rural area. The households were followed from the early phase of structural 
adjustmentt (from 1993 onwards) over a period of six years. It was a deliberate choice to 
selectt an urban as well as a rural area because of expected rural-urban differences in the 



15 5 

wayy economic stress and other adverse conditions affect the process indicators of interest 
att the household and health service level, and consequently the output and outcome 
indicators.. Chapter 4 describes the two study sites the urban and the rural area - and the 
populationss residing in those areas, and justifies their choice. It also describes the manner 
inn which samples of households were taken in the two areas. 

Thee households were visited annually for interviews, which covered a wide range of 
topics,, including household composition, house tenure and migration, educational 
backgroundd of the household members, employment and income, household expenditure, 
agriculturall  activities, household food security, savings and assets and indebtedness. In 
thee conceptual framework these topics all fall under the process factors at the household 
level.. Furthermore, information on illness episodes among household members and 
treatmentt seeking was collected, as well as on the health status of the under-five year old 
children.. These data relate to output and outcome. 

Inn addition to interviews, anthropometric measurements - height and weight 
measurementss were taken at baseline in 1993 from all children between one and five 
yearss of age that were living in the households enrolled in the study. In subsequent years, 
childrenn who had turned six or older continued to be measured, while new children in the 
observedd households who had reached the age of one year were added to the study. The 
seriess of anthropometric measurements allowed an assessment of changes in child 
nutritionall  status, which is one of the outcome factors in the conceptual framework. 
Thesee changes can possibly be related to changes in process indicators, especially at the 
householdd level, and changes in the main determinants in the conceptual framework 
(macro-economicc change, health policy changes, HIV AIDS and drought: see figure 1.1). 
Chapterr 7 provides further details on the methods used for taking anthropometric 
measurementss and describes the samples obtained. 

Al ll  household visits in each of the five survey rounds were conducted during the 
winterr period: May-June in the urban area and June-July and the beginning of August in 
thee rural area. For households that arc engaged in agricultural activities to cater for their 
foodd and income requirements this is a relatively good season. With harvesting of maize 
andd other crops taking place in April-May, after the rainy season, the study period was 
thuss one in which the households had more food and cash money available than in other 
periodss of the year. It could therefore be expected that acute malnutrition was relatively 
lesss prevalent than in other seasons of the year (for instance in January-March), also 
becausee the incidence of malaria is relatively low in the dry season. In order to prevent 
anyy influence of a possible seasonal bias on the results, the household visits took place as 
muchh as possible in the same order in each of the five survey rounds. Only in 1996, about 
aa quarter of the households in the rural area were visited in September-October. 

ss These were follow-up visits that were required after failure to conduct interviews at the first attempt (in 
July).. Due to time constraints on the researcher's side these visits could not be completed in July-
August.. The effect of this, if any at all. on nutritional status would probably be negative, since food 
availabilityy may be slightly more depressed, though not as much as one would expect during the rainy 
seasonn (December-March]. 
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Inn addition to the household study, original data were gathered from health institutions 
onn sen ice utilisation in the two study areas for an analysis of possible trends over time. 
Chapterr 5 describes the methodology that was used and the results obtained. It makes an 
effortt to link the observed trends in health service utilisation to changes in process factors 
att the health service level (accessibility and quality) and to changes in the main 
determinantss of the conceptual framework, especially changes in health policy. 

Thee collection of original data at the household and health institutions level was 
supplementedd with focus group discussions and key informant interviews. The focus 
groupp discussions were held with nurses and community members in the two study areas 
andd concentrated on perceived changes in professionalism and quality of care (see 
Chapterr 5). In the conceptual framework these topics are covered by process factors at the 
healthh service level. 

Thee key informant interviews served to complement information and seek 
explanationss for observed trends. They were held at various moments with health policy 
makerss in the Ministry of Health and Child Welfare and health administrators in the two 
studyy areas. We conducted the last series of interviews during a visit to Zimbabwe in 
Aprill  2000. Where information from key informants is presented in this thesis we have 
indicatedd that this was collected through personal communication. 

Secondaryy sources that we used comprise journal articles, research reports, policy 
documentss and a number of grey documents, obtained from government departments and 
donorr agencies. Chapters 2 and 3, which provide a profile of Zimbabwe and background 
informationn about the health sector and its performance, arc almost exclusively based on 
thesee secondary sources. 

Speciall  note on the longitudinal dimension of the household study 

Inspiredd by research methods used in epidemiology and social sciences, the study into 
changess in the social and economic situation at the household level in Zimbabwe was 
designedd as a longitudinal study, involving at least two survey rounds in the same 
populationn of households at different points in time. During the design phase of the study 
(inn early 1993) it was not yet known whether it would be possible to follow-up 
householdss more than twice. In reality, we were able to follow-up more than two-thirds 
off  the original group of households enrolled in the study in 1993 for a period of six years, 
throughh five rounds of interviews (see Chapters 4 and 6). It is appropriate to provide 
somee comments here on the study design, since the type of analysis presented in later 
chapterss of this thesis differs from the analysis used in earlier publications related to the 
samee study. 

Wee wil l refer to the group of households enrolled in the longitudinal study in 1993 as 
aa cohort. Defined in the most general terms, a cohort is a group of people who have one 
orr more characteristics in common. For example, a birth cohort is a group of people who 
weree bom in the same year or period. Epidemiologic research uses the term cohort study 
too distinguish this type of observational study design from cross-sectional studies and 
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case-controll  studies (Kleinbaum et ai. 1982). While the objectives of a cohort study may 
bee descriptive or etiologic. ' the unit of analysis is usually the individual. The 
longitudinall  study in Zimbabwe uses two different units of analysis: households and 
individuall  children. The term cohort applies to both, though there is some difference 
betweenn the two, which has implications for the type of analysis. 

Sociall  sciences use the term cohort study as well, mainly to indicate ex post facto 
surveys,, which compare two or more groups with a common characteristic from the 
past// In epidemiology such a survey would be called a retrospective cohort study, as 
opposedd to a prospective cohort study in which the cohort is divided into two groups 
(usuallyy a group of people exposed to a possible risk factor for a certain disease and 
anotherr group of unexposed people) based on information at the time the study begins. 
ratherr than from the past (Kclsey et a!., 1986). The longitudinal study in Zimbabwe can 
bee considered a prospective cohort study, which is sometimes also referred to as a follow-
upp study. 

AA prospective cohort study may involve either a fixed cohort or a dynamic population 
(KJeinbaumm et al.. 1982). A fixed cohort is a group of subjects identified at a certain point 
inn time and followed for a given period (for instance for the detection of new cases of 
disease).. The cohort is 'fixed' in the sense that no entries are permitted into the study 
afterr the onset of follow-up. though subsequent losses may occur as a result of non-
participation,, migration, death or other forms of attrition. Generally, the average age of a 
fixedd cohort increases as the duration of follow-up increases. A dynamic population may 
gainn and lose subjects over the course of the follow-up period. If the size and the age 
distributionn of a dynamic population remain constant during the follow-up period, the 
averagee age wil l remain the same as the follow-up period increases. 

Inn the longitudinal study in Zimbabwe we used a fixed cohort of households, with no 
neww households entering in the course of the study, except for some 'splinter" households 
thatt were formed after splitting up of some of the households in the original cohort. 
Naturally,, the cohort became 'older' as the study proceeded, with new children born to 
thee cohort households, children entering school, young adults entering the labour market 
andd some people dying. However, the population of children whose nutritional status was 
followedd over time in these households was dynamic rather than fixed, in the sense that 
newlyy born children who reached the age of 12 months became eligible for 
anthropometricc measurements. 

Thee initial design at the onset of the Zimbabwe study in 1993. provided for a panel 
typee of research. In a panel study the same individuals are approached two or more times 
withh similar questions (Swanborn. 1981). With data available for each study unit at two 

Thiss means that they are concerned with the aetiology of disease (i.e. the study of the causes of disease). 
Swanbornn (14XI) gives the example of a study on the influence of fathers' professions on the school and 
careerr path of children. The study population was drawn from a group of 2000 children that had 
completedd a school test 15 years earlier. Within this group, children from the higher and the lower 
socio-economicc class were selected and matched for sex. age and school test performance. In total. 124 
pairss were formed whose addresses could be retrieved and each person's current educational level was 
established. . 
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pointss in time, it is possible to calculate the change per individual rather than the net 
changee for the study sample as a whole. If data are available for more than two points in 
time,, the analysis becomes more complicated, calling for a time scries analysis that 
invokess different statistical methods. For two reasons, though, it was not appropriate to 
performm a time series analysis on the data set gathered at the household level in 
Zimbabwe.. The main reason is that households turned out to be very dynamic in terms of 
composition.. Chapter 6 wil l describe some of the changes that took place within the 
cohortt of households over the six-year study period because of members migrating to 
otherr areas or new members joining the cohort households. Also, temporary migration to 
joinn other households was very common both among adults and children. This implies 
thatt changes in important indicators of households' socio-economic status, such as 
employmentt status, household income and expenditure, are to a large extent subject to 
changee in household composition. It would not be appropriate to calculate the change in 
eachh individual household if the households themselves are not comparable between 
subsequentt years. The other reason why a time series analysis was less appropriate is that 
thee interview schedules were not identical in all survey rounds. The schedules were 
adaptedd in the course of the study, based on the insights gained in previous survey rounds 
andd on the observed increase in the level of confidence among respondents with the 
researchers'' intentions. As a result, several questions did not appear in all five survey 
rounds.. Precise questions on the level of income, for example, were only asked from 
19955 onwards. In earlier rounds we used proxies. 

Previouss analyses of the household data set comprised the measurement of the net 
changess over time for the study sample as a whole, involving all households with 
completedd interviews. With the data set expanding annually after the completion of each 
neww survey round, the analysis was done in an incremental way, with each survey year 
providingg new results obtained from a cohort that was not identical each year, even 
thoughh it was fixed, because of (unavoidably) incomplete follow-up. 

Thee analysis presented in this thesis, however, involves mainly the households that 
weree interviewed in each of the five survey rounds over the six-year study period. The 
importantt advantage is that the cohort remains identical over the years, allow ing firmer 
conclusionss about any observed change. The disadvantage is that households followed up 
incompletelyy are excluded from the analysis. These households may be different in 
certainn respects from households that remained in complete follow-up. The extent to 
whichh this may bias the results wil l be discussed in Chapter 6. Precise data on the follow-
upp rates of households wil l be provided at the beginning of the same chapter. 

Thee anthropometric data set involving child nutritional status did allow a time series 
analysis,, since it was possible to link measurements from each individual child obtained 
inn different years. The results of the analysis of changes in child nutrition status wil l be 
presentedd in Chapter 7. while Chapter 8 wil l concentrate on the identification of risk 
factorss at the household level for poor nutritional status. 
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Limitationss of the study 

Itt proved difficult to investigate changes in health service utilisation by households and 
individualss enrolled in the longitudinal study. The interviews that we held did cover 
recentt episodes of illness and an earlier report (Bijlmakers et ui., 1998) presented some of 
thee findings on illness patterns and health seeking behaviour in the first three years of the 
study.. The results were not very conclusive, though, because of the relatively small 
samplee of households and the requirement to restrict the recall periods This therefore 
constitutess a limitation of the study. Related to this, we obtained few empirical data on 
self-caree and the use of traditional or spiritual healers, which is one of the output factors 
inn the conceptual framework. 

Thee selection of two study areas one urban and one rural for investigating the 
implicationss of structural adjustment at the health facility and the household level in 
Zimbabwee will be discussed in Chapter 4. We will argue that the urban area (in casu 
Chitungwiza)) is not atypical for other urban centres and that the rural area [in casu 
Murehwaa district) is a relatively well-endowed area compared with other parts of the 
country.. We conducted the household interviews during the winter season (July-August) 
inn which food availability is relatively favourable and in which at the same time there is 
noo excessive demand for extra food, as there is no arduous agricultural labour going on. 
Socio-economicc stress and malnutrition will therefore not be overstated, since other 
seasonss of the year - especially the rainy season (November to March) - might have 
presentedd a worse picture of socio-economic stress and malnutrition. 

And,, finally, the dropout or loss to follow-up of both households and children 
constitutess a third limitation, as in most studies of a longitudinal nature. The extent to 
whichh loss to follow-up may have affected the results will be discussed in Chapters 6 (for 
households)) and 7 (for children). 

Thee recall period was limited to four weeks prior to the interview. About a third of the households 
reportedd one or more members with an illness episode during this period. 


