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ABSTRACT

The global resurgence of interest in the social determinants of health provides an opportunity for deter-
mined action on unacceptable and unjust health inequalities that exist within and between countries. This 
paper reviews three categories of social inclusion policies: cash-transfers; free social services; and specific 
institutional arrangements for programme integration in six selected countries—Botswana, Mozambique, 
South Africa, Ethiopia, Nigeria, and Zimbabwe. The policies were appraised as part of the Social Exclusion 
Knowledge Network (SEKN) set up under the auspices of the World Health Organization’s Commission on 
Social Determinants of Health. The paper highlights the development landscape in sub-Saharan Africa and 
presents available indicators of the scale of inequity in the six countries. A summary of the policies appraised 
is presented, including whether or what the impact of these policies has been on health inequalities. Cross-
cutting benefits include poverty alleviation, notably among vulnerable children and youths, improved 
economic opportunities for disadvantaged households, reduction in access barriers to social services, and 
improved nutrition intake. The impact of these benefits, and hence the policies, on health status can only 
be inferred. Among the policies reviewed, weaknesses or constraints were in design and implementation. 
The policy design weaknesses include targeting criteria, their enforcement and latent costs, inadequate parti-
cipation of the community and failure to take the cultural context into account.  A major weakness of most 
policies was the lack of a monitoring and evaluation system, with clear indicators that incorporate system 
responsiveness. The policy implementation weaknesses include uneven regional implementation with rural 
areas worst affected; inadequate or poor administrative and implementation capacity; insufficient resourc-
es; problems of fraud and corruption; and lack of involvement of civil servants, exacerbating implementa-
tion capacity problems. The key messages to sub-Saharan African governments include: health inequalities 
must be measured; social policies must be carefully designed and effectively implemented addressing the 
constraints identified; monitoring and evaluation systems need improvement; and participation of the 
community needs to be encouraged through conducive and enabling environments. There is a need for a 
strong movement by civil society to address health inequalities and to hold governments accountable for 
improved health and reduced health inequalities.  
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INTRODUCTION

“A child born in Africa faces more health risks than 
a child born in other parts of the world. Such a 

child has more than a 50% chance of being mal-
nourished, a high risk of being HIV-positive at birth 
while malaria, diarrhoeal diseases, and acute respi-
ratory infections account for 51% of deaths. A child 
born in the African region is more likely to lose his/
her mother due to complications in childbirth or 
HIV/AIDS while that child has a life-expectancy of 
just 47 years and is very likely—at least once in his/
her short life—to be affected by drought, famine, 
flood or civil war, or become a refugee” (1).

Sub-Saharan Africa remains the world’s poorest 
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region with almost half of its people living on less 
than one dollar a day (2,3). Sub-Saharan Africa also 
bears the brunt of global health inequalities, with 
high levels of undernutrition, 50% of maternal 
and child deaths, and a high burden of infectious 
diseases, including HIV and AIDS, malaria, and tu-
berculosis (1,3).

The growing global interest in the social determi-
nants of health provides an opportunity for deter-
mined action on unacceptable and unjust health 
inequalities that exist within and between countries 
(4). This paper presents a rapid appraisal of policies, 
programmes, or actions that have the potential to 
address social exclusion and reduce health inequali-
ties in six selected countries: Botswana, Mozam-
bique, South Africa, Ethiopia, Nigeria, and Zim-
babwe. The term ‘health inequalities’ refers to the 
systematic and unfair differences in health experi-
ence or outcomes between different socioeconom-
ic groups within or between societies or countries. 
The paper draws on the research conducted by the 
Social Exclusion Knowledge Network (SEKN), one 
of nine global knowledge networks, set up to sup-
port the work of the World Health Organization’s 
(WHO’s) Commission on Social Determinants of 
Health (CSDH).

In the first part of the paper, we use the model of 
social exclusion developed by the SEKN to out-
line the approach to, and the limitations of, the 
appraisal of policies. In the second section of the 
paper, we briefly describe the policies selected for 
appraisal and whether or what the impact of these 
policies has been on health inequalities. The factors 
that enable and hinder the implementation of the 
policies were also analyzed. The conclusion con-
tains key messages to governments and civil society 
in sub-Saharan Africa on steps that can be taken 
to support the global goal of improving health and 
reducing health inequalities.  

Approach to appraisal of policies

The social exclusion concept has become central to 
the policy and academic discourse in the European 
Union and Canada in the last two decades (5,6). 
However, social exclusion is a problematic concept 
in sub-Saharan Africa as the majority of people live 
in poverty. Alternative discourses of poverty, mar-
ginalization, vulnerability, and sustainable devel-
opment continue to have more policy leverage and 
have received much critical attention. Nevertheless, 
the notion of social exclusion appears increasingly 
in African declarations on the ‘developmental state’ 
and in-country anti-poverty programmes (7-9). 

Given the contested nature of the concept, the 
SEKN proposed a relational understanding of so-
cial exclusion that focuses on processes driving 
inequalities in health and other domains of life, 
rather than a static approach focusing on arbitrary 
lists of variables or particular groups of ‘excluded’ 
people (6). The SEKN’s definition of social exclu-
sion is given below:

“Exclusion consists of dynamic, multi-dimensional 
processes driven by unequal power relationships. 
These operate along and interact across four di-
mensions—cultural, economic, political and so-
cial—and at different levels, including individuals, 
groups, households, communities, countries and 
global regions. Exclusionary processes contribute 
to health inequalities by creating a continuum of 
inclusion/exclusion. This continuum is character-
ized by an unjust distribution of resources and un-
equal capabilities and rights required to: 

•	Create the conditions necessary for entire popu-
lations to meet and exceed basic needs

•	Enable participatory and cohesive social sys-
tems

•	Value diversity

•	Guarantee peace and human rights

•	 Sustain environmental systems” (6).

A rapid appraisal of policies and actions aimed at 
addressing the relational processes generating so-
cial exclusion and health disadvantage was con-
ducted in 2007 as part of the work of the SEKN 
(10). The appraisal included policies or actions by 
international agencies, national and local gov-
ernments, and non-governmental organizations 
(NGOs), in addressing exclusionary practices. The 
appraisal complemented other SEKN work strands 
in sub-Saharan Africa, which included a literature 
review on social exclusion and proxy concepts of 
marginalization, vulnerability, and poverty and the 
associations between exclusionary processes and 
health disadvantage, key-informant interviews, and 
a South African country case study. The research 
ethics committee of the South African Human Sci-
ences Research Council approved the country case 
study protocol.

The initial intention was to include only those poli-
cies with an explicit focus on, or mention of, social 
exclusion/inclusion. However, globally, and par-
ticularly in sub-Saharan Africa, few (if any) policies 
and actions are explicitly described as addressing 
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social exclusion. The above SEKN’s definition of 
social exclusion was used for guiding the inclusion 
of policies or actions (6). Other selection criteria 
included: policies that reflect diverse country expe-
riences from Southern, East and West Africa; avail-
ability of relevant documentation; and potential 
for comparative analysis across the SEKN regions. 

Given the time constraints, the policies and actions 
selected in countries other than South Africa and 
Mozambique were evaluated through a literature 
review. In South Africa and Mozambique, the ap-
praisal of the policies was complemented by in-
depth key-informant interviews and the authors’ 
personal knowledge of these countries. The ap-
praisal used a standard framework that sought to: 

•	describe the policy or action and the country 
context in which it was being introduced; the 
intention or objectives of the policy and the tar-
get population or beneficiaries;

•	determine the factors that supported or con-
strained the development and/or implementa-
tion of the policy/action; and

•	 review evidence of the intended or unintended 
impact of the policy/action on social exclu-
sion/inclusion and, if available, on population 
health/health inequalities. 

The policies and actions presented are neither rep-
resentative nor exhaustive of all potentially- 
relevant actions in sub-Saharan Africa. Neverthe-
less, the appraisal of the policies provides impor-
tant insights and contributes to the global debates 
and imperative to find solutions to unacceptable 
health inequalities.

SOCIAL INCLUSION POLICIES AND HEALTH 
INEQUALITIES: REMEDY OR PARADOX?

Table 1 shows trends in the human development 
index (HDI) and other key indicators for the six 
countries that constitute the focus of the appraisal 
of the policies (3). 

The Gini index illustrates the huge income in-
equalities in Botswana and South Africa compared 
to Ethiopia, with the lowest per-capita income of 
the six countries (3). It has been argued that sub-
Saharan Africa, despite the low levels of per-capita 
income, is one of the most unequal regions in the 
world (11). Non-income dimensions of inequali-
ties also differ markedly by gender and between 
rural and urban areas (11). Available information 
for Ethiopia, Nigeria, South Africa, and Zimbabwe 

shows stark differences in maternal and child-
health indicators between the poorest 20% and the 
richest 20% of the population (3). 

The policies appraised in the six countries are 
shown in Table 2 and fall into three broad catego-
ries: cash-transfers, i.e. money given to certain 
groups/beneficiaries that meet certain eligibility 
criteria (12-14); free social services, i.e. free at the 
point of contact (15-17); and specific programmes 
or institutional arrangements to ensure programme 
integration and improved effectiveness of policy 
outcomes or implementation (18-20). 

Cash-transfers

Cash-transfer programmes are not a new form of 
social assistance in sub-Saharan Africa but unlike in 
Latin America where conditional programmes have 
been widely described (21-23), the programmes in 
Ethiopia, Mozambique, and South Africa are un-
conditional, albeit means-tested and dependent on 
meeting eligibility criteria.  

The Productive Safety Net Programme (PSNP) of 
Ethiopia consists of direct support, i.e. grants to 
households that are labour-poor and cannot un-
dertake public works, and grants to households 
whose adults participate in public works projects 
(12,24). Beneficiaries include orphans, pregnant and 
lactating mothers, elderly households, and other 
labour-poor, high-risk households with sick indi-
viduals, such as people living with HIV and AIDS, 
and the majority of female-headed households 
with young children (12,24). In Ethiopia, reviews 
of PSNP implementation have shown that several 
positive changes have taken place in the study ar-
eas in terms of nutrition, attitudes, and risk-taking 
behaviour (25,26). Beneficiaries are reportedly eat-
ing better-quality and more food and no longer sell 
food to pay for short-term household needs, such 
as medicines or school-fees (25,26). Cash-transfers 
have also enabled more investment in household 
livelihood activities and enhanced asset-building 
in targeted communities (26). 

In Mozambique, the cash-transfer programme, also 
known as a ‘food subsidy’, is a monthly cash-trans-
fer to extremely poor citizens to ease the combined 
negative effects of war, natural disasters, and the 
structural adjustment programme (13). The grant 
targets women-headed households with five or 
more children and no other person of working age 
living in the same household, persons with disabili-
ties, elderly persons, children under difficult condi-
tions, such as orphans, street children, victims of 
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natural disasters, and persons ‘socially excluded’ 
(9). Studies have demonstrated the rapid growth in 
numbers of urban beneficiaries and the programme 
effectiveness in reaching the majority of those tar-
geted (27-29). The cash-transfer programme has 
also contributed to poverty reduction among ur-
ban beneficiaries (27,28). However, rural coverage 
remains poor, and the impact of the programme is 
unknown.

The South African child support grant (CSG) is an 
example of a means-tested unconditional social as-
sistance transfer that targets children aged less than 
14 years and consists of a monthly grant payable 
to a primary care giver who is a South African citi-
zen, is a resident in South Africa, and who meets 
the eligibility criteria (14). More than seven million 
children benefit from the South African CSG (30). 
Studies have demonstrated the effectiveness of the 

grants in addressing the needs of vulnerable chil-
dren and in reducing poverty. The estimated im-
pact on child poverty in South Africa is significant, 
with the percentage of children in poverty falling 
from 43% to 34% and the percentage of children 
living in ultra-poverty falling from 13%  to 4% (31). 
The grants also contribute to social cohesion and 
have a positive impact on the economic opportu-
nities of households (32). Households that receive 
social grants are more likely to send young children 
to school, provide better nutrition for children, and 
have members looking for work more intensively, 
extensively, and successfully than workers in com-
parable households without social grants (33). 

However, the extent to which these cash-transfer 
programmes impact on health and well-being in 
sub-Saharan Africa has been inferred and not mea-
sured directly. 

Table 1. Six-country human development and public-health indicators, 2007* (3)

Indicator
Southern Africa

  East 
Africa

West  
Africa

Botswana
Mozam-
bique

South 
Africa

Zimba-
bwe

Ethio-
pia

Nigeria

2005 population (million) 1∙8 20∙5 47∙9 13.1 79 141∙4

Gross domestic product per capita 
(US$) 12,387 1,242 11,110 2,038 1,055 1,128

Human development index 0∙654 0∙384 0∙ 674 0∙513 0∙406 0∙470

Human poverty index (%) 31∙4 50∙6 23∙5 40∙3 54∙9 37∙3

% of population below the poverty-
line (US$ 1 per day) 28 36∙2 10∙7 56∙1 23 70∙8

Adult literacy rate (%) 81∙2 38∙7 82∙4 89∙4 35∙9 69∙1

% not using improved water source 5 57 12 19 78 52

% of children aged less than 5 
years—underweight-for-age 13 24 12 17 38 29

Life-expectancy at birth 48∙1 42∙8 50∙8 40∙9 51∙8 46∙5

Infant mortality rate (per 1,000 
livebirths) 87 100 55 81 109 100

Rate of mortality of children aged less 
than 5 years (per 1,000 livebirths) 120 145 68 132 164 194
Adjusted maternal mortality ratio 
(per 100,000 livebirths) 380 520 400 880 720 1,100
% of HIV sero-prevalence (15- 49 
years olds) 24∙1 16∙1 18∙8 20∙1 0∙9-3∙5 3∙9
Public-health expenditure as % of 
gross domestic product 4∙0 2∙7 3∙5 3∙5 2∙7 1∙4
Private health expenditure as % of 
gross domestic product 2∙4 1∙3 5∙1 4∙0 2∙6 3∙2
Gini index 60∙5 47∙3 57∙8 50∙1 30∙0 43∙7
*See Human Development Report for data sources and explanation of indicators
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Table 2. Policies and actions selected for appraisal

Type of policy Country Example Brief description

Cash-transfers 
 
 
 
 
 
 
 
 

Ethiopia 
 
 

Productive 
Safety-net  
Programme  

Consists of labour-intensive public works, i.e. grants to 
households whose adults participate in public works sub-
projects and direct support, i.e. grants to households that 
are labour-poor and cannot undertake public works 

Mozambique O Instituto 
Nacional De 
Acção Social

A cash-transfer programme to households or individu-
als meeting certain eligibility criteria. Known as a ‘food 
subsidy’, it is a monthly cash-transfer to extremely 
poor citizens to ease the combined negative effects of 
war, natural disasters, and the structural adjust-
ment programme

South Africa 
 
 
 
 

Child sup-
port grant 
 
 
 

Consists of a monthly amount paid to children from 
birth to 14 years, who meet the eligibility criteria. The 
grants are either paid in cash at specified pay-points, or 
deposited directly into the primary care giver’s bank ac- 
count.  The  primary care giver is any person who takes  
primary responsibility for the daily needs of the child  

Free social 
services

Mozambique Free primary 
education

Exemption from paying all primary education fees 

South Africa 
 
 
 
 
 
 
 
 
 
 
 

Free health-
care 
 
 
 
 
 
 
 
 
 
 

No user-fees in primary healthcare facilities. Also in-
cludes free hospital  services to children aged less then 
14 years, pregnant women, pensioners, persons re-
ceiving social grants, and the formally unemployed; 
tuberculosis services; HIV voluntary counselling and 
testing; prevention of mother-to-child transmission of 
HIV; cervical screening at clinics; medico-legal servic-
es for sexual assault survivors; and free healthcare for 
people with disabilities. Pregnant women and children 
covered by private medical insurance and/or living 
in households with an income of more than 100,000 
South African Rands (about US$ 10,000) per year are 
not eligible for free hospital care 

Zimbabwe 
 
 
 
 

Basic 
Education 
Assistance 
Module 
(BEAM) 

A component of the Government’s wider social protec-
tion strategy, BEAM consists of a national school-fee 
assistance programme that provides tuition, levy and 
examination fee assistance, targeting children who 
have never been to school or who have dropped out of 
school or are likely to do so due to a lack of funds

Institutional 
arrangements 
to ensure 
integration 
and improved 
effectiveness

Botswana 
 
 

Diphalana 
 
 

An integrated programme to address school-girl preg-
nancy across health, education and social welfare sec-
tors, and part of national policies directed at improv-
ing the situation of pregnant school-girls

Gauteng 
province in 
South Africa

Bana Pele 
(Children 
first)

Conceptualized as a pro-poor, comprehensive and in-
tegrated package of free services aimed at vulnerable 
children with one referral form and access from various 
entry-points, such as clinics, schools, and social welfare 
services

Nigeria 
 
 
 

National 
Poverty 
Eradication 
Programme 
 

A coordination mechanism to ensure that the core 
poverty-eradication ministries are effective and with 
the overall aim of spearheading the Government’s 
ambitious programme of eradicating absolute poverty 
among Nigerians 
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Free social services

Following the 2004 poverty and social impact 
analysis in Mozambique to determine the impact 
of direct costs and opportunity costs on enrollment 
and retention of pupils in primary education, par-
ticularly among the poorest children, all primary 
education fees were abolished since the 2005 aca-
demic year (15). The country has experienced a  20- 
percent increase in enrollment in primary school, 
which may reflect the abolition of primary school-
fees (34). 

In South Africa, free healthcare refers to health ser-
vices that are rendered free at the point of contact 
at public-sector clinics, community health centres, 
and hospitals (16). The policy, implemented in 
1994, remains in force. Free healthcare services in-
clude all primary healthcare services at clinics and 
health centres. It also includes free hospital services 
to children aged less than 14 years, pregnant wom-
en, pensioners, persons receiving social grants, and 
the formally unemployed; tuberculosis services; 
HIV voluntary counselling and testing; prevention 
of mother-to-child transmission of HIV; cervical 
screening at primary healthcare services; and medi-
co-legal services for survivors of sexual assault and 
people with disabilities.

Pregnant women and children covered by private 
medical insurance and/or living in households 
with an income of more than 100,000 South Afri-
can Rands (about US$ 10,000) per year are not eli-
gible for free healthcare. 

A formal evaluation of the South African free 
healthcare policy found that the policy has been 
effective in removing financial access barriers, espe-
cially for rural people, informal settlements, and on 
white-owned farms (35). The free healthcare policy 
has resulted in increased service-use, particularly 
for preventive services, such as family planning 
and antenatal care (36). 

In Zimbabwe, the Basic Education Assistance Mod-
ule (BEAM) was launched in January 2001 as one 
component of the Enhanced Social Protection 
Project (ESPP). The main development objective of 
the BEAM is to prevent irreversible welfare losses 
for poor households who resort to extreme cop-
ing mechanisms, such as withdrawing children 
from school in response to increasing poverty. It 
is a national school-fee assistance programme tar-
geting vulnerable children of school-going age (6-
19 years), implemented by the Ministry of Public 
Service, Labour and Social Welfare in conjunction 

with the Ministry of Education for sports and cul-
ture (17). 

The BEAM has assisted nearly one million vulner-
able pupils, representing 27% of school enrollment 
(17). Communities participated in the selection 
of BEAM beneficiaries through school selection 
communities, and the list of selected students was 
published, thereby enhancing transparency and 
accountability (17).

This appraisal shows an association between free so-
cial service policies and increased service-use. Free 
healthcare policies have been effective in removing 
some access barriers but have not had a detectable 
impact on health status. Although there is generally 
an inverse relationship between the education level 
and the burden of infectious diseases, the broader 
policy impact of free education on health status or 
health inequities is not known.

INSTITUTIONAL ARRANGEMENTS TO 
MAXIMIZE POLICY IMPACT

In response to high rates of teenage pregnancy in 
Botswana and the legislative requirement that preg-
nant girls withdraw from school upon knowledge 
of the pregnancy, Diphalana was conceived as an 
integrated programme to address school-girl preg-
nancy across health, education, and social welfare 
and to reduce social exclusion suffered by teenage 
mothers (37). The project that started in 1996, was 
intended to: provide uninterrupted basic education 
for targeted girls by helping to reduce first and re-
peated pregnancies; ensure that students who do 
become pregnant complete school; and improve 
the scholastic performance of teenage mothers 
(19,37). 

Diphalana was only implemented at a pilot school 
(19). Pregnant girls were allowed to remain at the 
pilot school until late in their pregnancy and re-
turn to the same school soon after the end of preg-
nancy. There was a reduction in the number of 
teenage pregnancies at the pilot school, and most 
girls returned to the school after the end of their 
pregnancy. Their achievement was approximately 
at the level they would have attained without their 
pregnancy leave (38). 

The Bana Pele programme, meaning ‘children first’, 
was conceptualized as a pro-poor, comprehensive 
and integrated package of free services aimed at 
vulnerable children in Gauteng province, South 
Africa and commenced in 2005 (18). Through this 
initiative, the provincial government intends to 
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give practical effect to the constitutional rights of 
children to education, adequate nutrition, shelter, 
peace, good health, and protection from poverty 
and disease (18). It includes access to the CSG, free 
primary healthcare services at clinics and hospitals, 
free school-uniforms, exemptions from school-fees, 
the school feeding scheme, and scholar transport 
(18). The Bana Pele programme reported almost two 
million beneficiaries, and improved access to CSGs, 
free health services, free school-uniforms, exemp-
tions of school-fees, the school feeding scheme, 
and scholar transport (18). At the time of appraisal, 
a formal impact assessment of the programme had 
not been done.

The National Poverty Eradication Programme (NAPEP) 
of Nigeria is a coordination facility to ensure that 
the core poverty-eradication ministries are effec-
tive (20). It commenced in 2002 with the overall 
aim of spearheading the Government’s ambitious 
programme for eradicating absolute poverty in 
Nigeria. Absolute poverty was defined as a con-
dition in which a person or a group of persons is 
unable to satisfy their most basic requirements for 
survival in terms of food, clothing, shelter, health, 
transport, education, and recreation. The NAPEP in 
Nigeria was successful in establishing nationwide 
structures, and thousands of young people have 
benefited from training and from the mandatory 
attachment programme (20). Its emphasis on in-
frastructure development and social services pro-
grammes was also welcomed (20,39). 

Table 3 summarizes results of appraisal of the poli-
cies and potential impact on health.

In returning to our section heading of whether 
social inclusion policies are a remedy for health 
inequalities or a paradox, we conclude that 
the policies appraised have yielded some posi-
tive results. These include improved coverage, 
improved nutrition intake, poverty alleviation 
among the beneficiaries, increased service-use, 
and improved household economic opportuni-
ties. However, monitoring systems for most poli- 
cies are either weak or non-existent; indicators 
are poorly defined and often neglect to measure 
system responsiveness; there is often no baseline 
information on health inequalities within coun-
tries; the policies have not been in existence for 
a long period, and the impact of many policies 
has not been formally evaluated. Hence, there 
is insufficient evidence to conclude on whether 
and/or what the impact of the policies has been 
on health inequalities. 

GOOD POLICIES, WEAK 
IMPLEMENTATION? 

Cash-transfers

In Ethiopia, challenges of implementation associ-
ated with cash-transfer programmes include the 
targeting criteria; inappropriate guidelines on the 
direct support and public works programme; insuf-
ficient participation of the community, particularly 
of women; inadequate monitoring; and a weak 
mechanism of rapid response (25,26). 

In Mozambique, challenges of implementation 
include uneven regional implementation and ad-
ministrative capacity; ‘leakage’ to the non-poor; 
substantial latent costs of enforcing means-testing; 
lax enforcement of some eligibility criteria; and 
poor rural coverage (28,29).

In South Africa, the implementation and admin-
istration of social grants was devolved initially to 
the provinces. A government review identified a 
number of problems, including provincial inequi-
ties, fraud, delays in approving grant applications, 
and difficulties in accessing payment (33). Conse-
quently, in 2004, the South African Social Security 
Agency was established to implement and admin-
ister social grants (33). Research to examine the al-
legations that the grants have perverse incentives, 
one of which is to encourage women and especially 
teenagers to have more children, has been incon-
clusive (40).

Free social services

In Mozambique, the impact of the abolition of pri-
mary school-fees has not been formally evaluated. 
Retention of pupils also depends on the ability of 
households to meet additional expenses to cover 
school supplies, uniforms, and textbooks, or an 
increase in public expenditure to cover these ex-
penses. Global education monitoring reports have 
noted the inequitable public-education spending 
in Mozambique, both geographically and among 
income groups, with the poorest 50% benefiting 
from only 35% of upper primary spending and 
only 19% of post-primary spending (34).

In South Africa, the general feeling among public- 
health professionals towards free healthcare policy 
was negative, and they were of the opinion that 
free healthcare had aggravated existing health ser-
vice problems, such as poor working conditions, a 
shortage of medicines, overcrowding, and poor staff 
morale (35). They were also dissatisfied due to in-
adequate consultation with them regarding policy 
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Table 3. Summary of policies appraised and their impact on health/health inequalities

Policy 
category  

Country of 
operation and 
policy/action

Policy 
intention or 
objectives

Target popula-
tion

Year com-
menced

Benefits

Impact on 
health or 
health in-
equalities

Cash-
transfers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ethiopia’s 
Productive 
Safety Net 
Programme  
 
 
 
 
 
 
 

Reduce 
vulnerabi-
lity and 
attain food 
security for 
5-6 million 
chronically 
food-inse-
cure people 
by 2009 
 

Vulnerable 
women and 
children
Elderly house-
holds, other 
labour-poor, 
high-risk 
households 
with sick 
individuals  
 

2005 
 
 
 
 
 
 
 
 
 
 

Improved 
nutrition 
intake
Avoid food-
selling for 
medicines or 
school-fees
Invest-
ment in 
household 
livelihood 
activities 

Not meas-
ured
 
 
 
 
 
 
 
 
 

Mozam-
bique’s INAS 
cash-transfer 
programme 
 
 
 
 

Social assist-
ance safety-
net aimed 
at reducing 
absolute 
poverty  
 
 

Vulnerable 
women and 
children, 
elderly and 
disabled 
people, 
socially-
excluded 
persons 

1990 
 
 
 
 
 
 
 

Coverage of 
urban poor
Poverty 
reduction 
among ur-
ban benefici-
aries 
 

Not meas-
ured 
 
 
 
 
 
 

Child sup-
port grants in 
South Africa 
 
 
 
 
 
 
 
 
 

Poverty 
relief for 
vulnerable 
children

Children up 
to 14 years 

1994/1995 
 
 
 
 
 
 
 
 
 
 
 

Poverty 
reduction 
Improved 
child nutri-
tion intake
Improved 
social cohe-
sion
Improved 
household 
economic 
opportuni-
ties

Economet-
ric model-
ling shows 
improved 
childhood 
nutrition 
measured 
by height-
for-age 
 
 
 

Free 
social 
services 

 
 
 
 
 
 
 
 

Mozam-
bique’s free 
primary edu-
cation policy 

Improve  
school enroll-
ments and 
pupil’s reten-
tion rates

Children 
in primary 
school 
 

2005 
 
 
 

Increase pri-
mary school 
enrollment 
 

Not meas-
ured or 
known 
 

South Africa’s 
free health-
care policy 
 
 
 
 

Increase ac-
cess to care 
for pregnant 
women, 
children, 
elderly, and 
disabled 

Vulnerable 
groups, e.g. 
women, chil-
dren, users of 
public-health 
services, the 
elderly, disa-
bled

1994/1995 
 
 
 
 
 
 

Reduced ac-
cess barriers 
to health-
care
Increased 
service-use 
 

Not 
measured/ 
unknown 
 
 
 
 

Contd.
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Table 3—Contd.

Zimbabwe’s 
BEAM 
 
 
 
 
 
 
 

Reduce the 
number of 
children 
dropping 
out of, or 
not attend-
ing school 
because of 
economic 
hardship

School chil-
dren in both 
urban and 
rural areas, 
who are un-
able to attend 
school
because of 
economic 
hardships

2001 
 
 
 
 
 
 
 
 

Increased 
school at-
tendance 
 
 
 
 
 
 

Not 
measured/ 
unknown 
 
 
 
 
 
 

Institu-
tional 
arrange-
ment to 
ensure 
integra-
tion and 
improved 
effective-
ness  
 
 

 
 
 
 
 
 
 
 

Botswana’s 
Diphalana 
Project 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Provide 
uninter-
rupted basic 
education 
for targeted 
girls by 
helping to 
reduce first 
and repeated 
pregnancies
Ensure that 
students 
who do 
become 
pregnant 
complete 
school, 
Improve the 
scholastic 
performance 
of teenage 
mothers

Pregnant 
teenage girls 
and fathers-
to-be 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1996 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Reduction in 
the number 
of teenage 
pregnan-
cies; girls 
returned to 
schools
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Not meas-
ured 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Gauteng 
province, 
South Africa’s 
Bana Pele 
programme

Integrated 
and compre-
hensive pro-
poor social 
services to 
children

Children up 
to 14 years  
 
 
 

2005 
 
 
 
 

Improved 
access to 
and use of 
existing free 
services 

Not 
measured/ 
unknown 
 
 

Nigeria’s Na-
tional Poverty 
Eradication 
Programme  
 
 
 
 
 
 
 

A coordina-
tion facility 
which aims 
to spearhead 
the Gov-
ernment’s 
ambitious 
programme 
of eradicat-
ing absolute 
poverty by 
2010

Poor people 
 
 
 
 
 
 
 
 
 
 

2001 
 
 
 
 
 
 
 
 
 
 

Youth train-
ing
Infrastruc-
ture devel-
opment in 
rural areas 
 
 
 
 
 

Not 
measured/ 
unknown

 
 
 
 
 

BEAM=Basic Education Assistance Module; CSG=Child support grant; INAS=National Institute for 
Social Welfare
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design and implementation (35). A 2005 study 
that explored experiences of primary healthcare 
nurses in providing free healthcare services found 
that nurses felt that they were unable to provide 
adequate services due to increased workload and 
that there was misuse of services, exacerbated by 
lack of physical security at clinics (41). Barriers to 
accessing free healthcare also included long waiting-
times, unavailability of medicines, and rude and 
unsympathetic health workers (16).

Weakness of the Zimbabwean BEAM programme 
includes policy design, i.e. the policy content and 
guidelines. Children cannot be sponsored or sup-
ported at mid-year; particularly when school-fees 
increase drastically; and there is problematic target-
ing and selection of children (17).

Institutional arrangements

The Diphalana programme in Botswana was only 
partially implemented and was seen as a donor-
driven initiative, with insufficient buy-in from the 
Ministry of Education and the local community. 
Cultural context was not taken into account in the 
design and implementation of the programme. Se-
nior ministry staff raised doubts regarding sustain-
ability and upscaling of the Diphalana and expect-
ed the community to keep it going. Members of the 
community, on the other hand, saw the pilot as a 
donor-sponsored activity (37). 

Challenges of implementation of the Bana Pele 
programme include a lack of capacity, insufficient 
resources, and the duplication of efforts. The inten-
tion of the programme was to develop a uniform 
electronic information system that would enable 
seamless referral across social sector departments 
(social assistance, education, and health). However, 
it remains a paper-based information system. The 
hospitals have not been well-integrated into the re-
ferral system, creating many missed opportunities 
for referrals and for ensuring a safety-net for vulner-
able children (42). 

In Nigeria, it has been argued that, while the NAPEP 
is a good initiative, poor management of human 
and natural resources, bad governance, corruption 
over many years, and a huge external debt have 
worsened poverty in the country (20,39). Other 
challenges include insufficient participation of the 
community and lack of awareness about the pro-
gramme among illiterate people (20,39).

CONCLUSION

In this paper, we have highlighted the overall de-

velopment challenges in sub-Saharan Africa and 
have presented a rapid appraisal of policies, such 
as cash-transfers, free social services, and institu-
tional arrangements, to ensure integration and im-
proved effectiveness of policy implementation or 
outcomes. Cross-cutting policy benefits include 
reduction in financial access barriers to social ser-
vices (health and education); improved nutrition 
intake (cash-transfers); poverty alleviation among 
vulnerable groups, i.e. children, youths, and the 
rural poor; and improved household economic op-
portunities. The positive impact of these policies 
on health status can only be inferred and more re-
search is needed to establish this evidence.

Policy weaknesses or constraints are in their design 
and implementation. The policy design weaknesses 
include the targeting criteria, their enforcement, 
and latent costs (Ethiopia, Mozambique, and Zim-
babwe); inadequate participation of the community 
(Ethiopia and Nigeria); unintended consequences, 
such as geographical inequity and civil servant re-
sistance (Botswana, Mozambique, Nigeria, and 
South Africa); and failure to take cultural issues into 
account (Botswana and Ethiopia). A major weak-
ness of most policies was the lack of a monitoring 
and evaluation system, with clear indicators that 
incorporate system responsiveness. 

The policy implementation weaknesses include un-
even regional implementation with rural areas 
worst affected (Mozambique, South Africa, and Ni-
geria); inadequate or poor administrative and im-
plementation capacity (Mozambique, Nigeria, and 
South Africa); insufficient resources (Mozambique 
and South Africa); and leakage to the non-poor; 
problems of fraud, corruption and lack of involve-
ment of civil servants, and exacerbating implemen-
tation capacity problems (Mozambique, Nigeria, 
and South Africa).  

Based on the insights gleaned from the appraisal 
of policies, our following recommendations are di-
rected at sub-Saharan Africa governments and civil 
society. 

Sub-Saharan Africa governments should:

•	 recognize the importance of health inequalities 
at the country level and begin a process to mea-
sure these as there is a dearth of information on 
health inequalities within countries. 

•	 pay attention to social policy design: govern-
ments should recognize that policies outside 
the health sector have a major impact on health 
outcomes and inequalities. While all policies 
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and actions should be located within a univer-
sal, human rights framework, those based on 
targeting of particular groups should involve 
communities in decision-making. The admin-
istrative capacity and resources required to en-
force the eligibility criteria of the policies/action 
and an appropriate system of monitoring and 
evaluation must be in place.  

•	 ensure that the conditions are in place for ef-
fective implementation of the policy: The ap-
praisal has highlighted the need to build strong 
public service systems that guarantee universal 
access to social services, e.g. healthcare, educa-
tion, and social protection. Such public services 
must empower and support the most vulner-
able, e.g. children and women, and build an 
ethos where civil servants (or the implement-
ers) are involved in policy design and are en-
couraged to take pride in implementation and 
their contribution to improvements of health 
outcomes.

•	 strengthen the monitoring and evaluation sys-
tems: ensure that baseline indicators are mea-
sured, identify outcome, and impact indicators 
upfront and ensure that resources are in place 
to implement the monitoring and evaluation 
system. Any monitoring and evaluation system 
must include information and indicators to 
measure the impact of policies on health and 
well-being and incorporate the experiences and 
voices of beneficiaries and communities togeth-
er with system responsiveness.

•	 facilitate the involvement of civil society and 
create and maintain conditions that enable civil 
society action and ensure that resources are al-
located to allow for genuine participation of the 
community.

Civil Society should:

•	 prioritize the reduction of health inequalities in 
their programme of action in sub-Saharan Af-
rica. Social movements and community actions 
have been and can be major forces in develop-
ing and implementing innovative action for re-
duction in health inequalities.  

•	monitor health inequalities and hold govern-
ments accountable for commitments made to 
improve health and reduce health inequalities.

There are encouraging developments in sub-Saha-
ran Africa with governments’ commitment to res-
pond to the health challenges facing Africa. These 

together with the CSDH have set the global stage 
for determined action to improve global health 
and reduce unacceptable health inequalities.  
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