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1 Introduction 

This report comprises one component of the DFID-financed study “Leaving no-one behind: how 
social protection can help people with disabilities move out of extreme poverty.” It is one of 
seven country case studies to identify good practice in enabling the inclusion of persons with 

disabilities in social protection systems and programmes.  

The research aims to address the gaps in knowledge in the design and delivery of social 

protection for persons and find examples of good practice that can be used to improve policies 
and programmes so that social protection in developing countries can become more disability 
sensitive. The study is being undertaken by Development Pathways. 

The report presents findings from a short study in Zambia to examine its social protection system 
and programmes and identifies the challenges faced by persons with disabilities in accessing 
them. The study was undertaken by a visit to Zambia between 31st October – 4th November 2016 
by Stephen Kidd, Lorraine Wapling and Krystle Kabare during which they undertook a range of 

interviews and focus group discussions. The study was supported by a review of the literature 
and some limited analysis of administrative data.  

The report begins by discussing the broader context of Zambia particularly around issues of 
education, health and consumption dynamics in Section 2. A detailed description of the national 
population of persons with disabilities is presented in Section 3, while Section 4 unpacks key 
challenges faced by persons with disabilities. The legislative and policy framework on disability 

in Zambia is discussed in Section 5 followed by Section 6 that looks at the governance of social 
protection and support for persons with disabilities. Section 7 details the disability classification 
system and an overview of the social protection system is presented in Section 8. Section 9 
examines the evolution of the Social Cash Transfer while access to the scheme by persons with 
disabilities is considered in Section 10. Section 11 provides a conclusion and presents the 

recommendations of this report. 

The team would like to thank all those who gave their time to be interviewed and who supported 

the set-up of meetings and roundtable discussions.
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2 Contextual Analysis 

Zambia is a lower-middle income country with an estimated population of 15.5 million people: 
58 per cent of the population reside in rural areas while 42per cent inhabit urban areas.1 Although 
progress has been made by the Government of Zambia to develop and implement measures to 

improve the overall quality of life for its citizens, the high prevalence of HIV/AIDS, the disease 
burden, the high levels of poverty and vulnerability and a poor macroeconomic situation remain 
a hindrance. Economic growth has recently slowed down: a GDP growth rate of 4.9 per cent in 
2014 fell to 3.6 per cent in 2015.2. 

The national poverty rate is high, at 60 per cent in 2015.3 Poverty is highest in rural areas, where 
the poverty rate was 76.6 per cent, compared to 23.4 per cent in rural areas. Figure 1 shows the 

distribution of urban and rural households across wealth quintiles. However, the poverty line is 
only ZMW 6.10 per day (US$0.61), which is particularly low and, indeed, around 80 per cent of 
the population are subsisting on less than ZMW 10 (US$10) per day. In fact, only 3-4 per cent of 
the population has daily per capita consumption above ZMW 32.20 (US$3.24) per day. Taking 
into account that household incomes are likely to be highly dynamic – rising and falling as 

households take advantage of opportunities or experience shocks and crises – the vast majority 
of the population should be considered as living in poverty or insecurity (and, therefore, in need 
of social protection). Furthermore, inequality is very high, with a Gini Coefficient of 0.69.4 

Figure 1: Minimum income per day across population 

 

Source: OPM (2013). [Adapted using LCMS 2010 findings and World Bank consumption aggregates]   

 

1 Central Statistics Office (2015). 
2 World Bank (2016). 
3 OPM (2013). 
4 Central Statistics Office (2015a). 
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Indicators of wellbeing are problematic across a range of other areas. The rate of stunting among 
young children is high, with around 40 per cent affected, which is higher than many poorer 
countries. However, as Figure 2 indicates, there has been a significant reduction since 2001/02.5 

The under-5 years mortality rate still stands at 75/1,000, but that is a reduction from 168/1,000 
in 2001/02.6 The vast majority of the population has attended some form of education – around 
16 per cent of females and 12.7 per cent of males have not accessed any form of education, but 
a high proportion of the population only has some level of primary education: 46.2 per cent of 

the national female population and 42.7 per cent of the male population. HIV prevalence rates 
among adults aged 15-49 years remain high but have slightly decreased over time from 15.3 per 
cent in 2001-02 to 13.4 per cent in 2013/14.7 

Figure 2: Stunting and wasting trends 

 

Source: OPM (2013). [Adapted using LCMS 2010 findings and World Bank consumption aggregates] 

Persons with disabilities live within this broader challenging and disabling environment and the 
national disabled population and the challenges they face are described in the following two 
sections.

 

5 OPM (2013). [Adapted using LCMS 2010 findings and World Bank consumption aggregates] 
6 Ibid 
7 Central Statistics Office (2015b). 
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3 Description of the National Population of 
Persons with Disabilities  

Zambia has been collecting disability data in its census since 1969 but the way it has been 

defined has varied considerably, making direct comparisons over time impossible. Nevertheless, 
according to the 2010 Census there are 251,427 persons with disabilities in Zambia, representing 
1.92 per cent of the population (usually rounded up to 2per cent)8. It should be noted that work 
was carried out on a disability survey during 2015 and is currently awaiting finalisation. This 

study used a more detailed and sensitive approach (using the Washington Group questions for 
adults and children) and it is understood to give a provisional prevalence rate of 7.2 per cent.9 

However, all prevalence rates in Zambia are low (especially in comparison to the estimated global 
rate of 15 per cent indicated by the World Bank/WHO10). The challenge with the census figures 
is most likely due to how the census question was structured and enumerated. The main issue 
with the census data is that it is derived from a simple ‘yes’ or ‘no’ response to the question: ‘...is 
(name) disabled in anyway?’. The respondent is then asked to indicate which disability from a list 

of twelve possible options (see Table 1). Finally, they are asked: ‘what is the cause of (name)’s 
disability?’. There are no specific options for people with multiple impairments or for those who 
have chronic health conditions. A question on albinism is separate.  

  

Table 1: Impairment categories in the Zambia 2010 Census 

Impairment categories 

• Blind • Intellectual 
• Partially Sighted • Speech Impairment 
• Deaf and Dumb • Physically Disabled 
• Deaf • Mentally Retarded 
• Hard of Hearing • Other 
• Mentally Ill 

 

Source: Zambia 2010 Census of Population & Housing 

 

8 Zambia 2010 Census of Population & Housing. National analytical report (2012). Central Statistics Office. Lusaka.  
9 Key informant interview, UNICEF, Lusaka, 4th October 2016. 
10 WHO and World Bank (2011)  
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There are many issues with collecting data in this way and, as noted by the Washington Group 
on Disability Statistics, this particular method is one that generates the lowest prevalence rates 
because of, for example, variations in what people think disability means and due to the stigma 

of revealing disability within households.11 This type of question is also unlikely to pick up 
disability within the elderly population, since many will assume that their impairments are simply 
the result of age and no provision is made for identifying chronic health conditions which might 
also impact on daily activities. 

Using the 2010 Census data, it is estimated that there are more men with disabilities than women 
(men, 52 per cent; women, 48 per cent12) which is the opposite to the national sex ratio, which is 

97.2 men to 100 women. However, it is in line with the data collected by the SINTEF (2006) 
study13. As Figure 3 shows, in absolute terms, there are more persons with disabilities aged below 
65 years (0-14 years, 23 per cent; 15-64, 58.7 per cent) with relatively high numbers aged 5-19 
years (26 per cent).  

Figure 3:  Numbers of persons with disabilities by age category 

  

Source: Zambia 2010 Census of Population & Housing 

However, the proportion of persons with disabilities in the population increases significantly with 
age rising from 1.4 per cent for those aged 10-14 years to 23.9 per cent for those aged 95 years 

or more. This is, however, still clearly an underestimate of the actual proportions. Moreover, the 
median age of persons with disabilities is significantly higher than that of non-disabled persons 

 

11 See http://www.washingtongroup-disability.com 
12 Generating a sex ratio of 92 women to 100 men 
13 Eide, A & Loeb, M. ed (2006)  
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(persons with disabilities, 35.3 years; non-disabled persons, 16.4 years), due to disability 
prevalence being higher among the elderly. 

Figure 4: Proportion of persons with disabilities in the population 

 

Source: Zambia 2010 Census of Population & Housing 

Data shows that most people are categorised as being physically disabled or partially sighted 
with very few regarded as intellectually impaired. Reported rates of intellectual impairment may 
have been affected by the way this category was defined because it specifies that this disability 
(“…significant limitations both in intellectual functioning and in adaptive behaviour…”) should 
be present before the age of 18 years, whereas “mentally retarded” includes anyone who has 

“...deficiency of mental intellect...”.  

Table 2: Impairment breakdown 

Impairment 
category 

Percentage 

Blind 4.3% 

Partially sighted 23.4% 

Deaf and dumb 2.4% 

Deaf 2.3% 

Hard of hearing 8.7% 

Mental illness 6.4% 

Intellectual 1% 
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Speech 3.5% 

Physically 30.9% 

Mentally retarded 3.4% 

Other disability 11.9% 

Source: Zambia 2010 Census of Population & Housing 

Using more traditional impairment categories, it is possible to see from Figure 5 that most 
persons with disabilities were assessed as having either physical or visual impairments, with very 
few identified as having cognitive impairments. 

Figure 5: Distribution of impairments by category 

 

Source: Zambia 2010 Census of Population & Housing 

Figure 6 shows that considerably more of the disabled population live in rural areas than in urban 
areas (rural, 73 per cent; urban, 27 per cent) and in slightly higher proportions than is the case 
for the non-disabled population (rural, 60 per cent; urban, 40 per cent).  
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Figure 6: Comparison of the rural-urban distribution of disabled and non-disabled populations 

 

Source: Zambia 2010 Census of Population & Housing 
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4 Challenges Faced by Persons with Disabilities 

Disability and poverty are closely linked in Zambia, especially given lower success rates at school 

and more limited access to economic activities. Trani & Loeb (2012), for example, noted that 
disability was “...partially significantly correlated with poverty". Disability in Zambia is associated 
with a lack of access to education, the labour market, to health services and to family life. There 
remains high levels of stigma and discrimination faced by persons with disabilities, with 

abandonment by fathers of families with disabled children still a contributory factor to household 
vulnerability14. A 2006 survey found that persons with disabilities experienced quite high levels 
of exclusion within households such as not being permitted to attend important traditional 
ceremonies or contribute to decision making (even when it directly impacted them).15 

Persons with disabilities face a range of challenges across the lifecycle. Giving birth to a disabled 
child can result in significant challenges for mothers, given that many can be abandoned by their 
husbands due to stigma and shame.16 Mothers themselves may also face social and economic 

exclusion as a result of having a disabled child and many disabled children may remain hidden.  

Disabled children face considerable barriers in accessing school and learning. Disabled children 

are much less likely to attend school than those without a disability – 15.6 per cent of disabled 
children are in school compared to 32.9 per cent of non-disabled children – which has significant 
implications for their rates of literacy and ability to gain the qualifications needed to enter the 
formal labour market (see Figure 7). 

Figure 7: School attendance 

 

Source: Zambia 2010 Census of Population & Housing 

 

14 Focus group meeting, members of ZAFOD, Lusaka, 2nd November 2016. 
15 Eide A., & Loeb M. (2006). 
16 Focus group meeting, members of ZAFOD, Lusaka, 2nd November 2016. 
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The lower levels of education experienced by disabled children follow them into their working 
age years. Around 35 per cent of persons with disabilities report never attending school, 68 per 
cent report leaving at the end of primary school, and only 5.6 per cent of persons with 

disabilities report achieving tertiary level education (see Figure 8). 

Figure 8: Highest levels of education completed by disabled and non-disabled persons 

 

Source: Zambia 2010 Census of Population & Housing 

Persons with disabilities are much more likely to be unemployed than their non-disabled peers, 

with people who have cognitive impairments, multiple impairments or mental illness being far 
less likely to be in work than other persons with disabilities.17 Persons with disabilities express 
that there are very few options available for them in terms of employment, partly due to lower 
education levels, but also because of the attitudinal and environmental barriers that make 
accessing the workplace challenging.18 Persons with disabilities consulted for this review 

indicated that many persons with disabilities generate income through petty trading or work as 
day labourers.19 Figure 9 indicates that persons with disabilities are more likely to be self-
employed or domestic labourers. Moreover, persons with disabilities were much more likely to 
describe their occupation as agriculture, compared to the non-disabled population (persons with 

disabilities, 83.3 per cent; non-disabled persons, 69.5 per cent). There are very few persons with 
disabilities employed in the formal economy: only around 1 per cent of members of the national 
contributory social security schemes have a disability.20 

 

17 Trani & Loeb (2012). 
18 Focus group meeting, members of ZAFOD, Lusaka, 2nd November 2016; Trani & Loeb (2012). 
19 Focus group meeting, members of ZAFOD, Lusaka, 2nd November 2016. 
20 Source: informant at Ministry of Labour. 
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Figure 9: Economic profile of disabled and non-disabled populations 

 

Source: Zambia 2010 Census of Population & Housing 

Access generally is limited for persons with disabilities, with only 40 per cent of persons with 
disabilities reporting being able to physically enter public spaces such as banks and 35 per cent 

reporting being unable to access public transport. Very few (just 13 per cent) reported having 
and using assistive technology with just 4 per cent of those receiving any kind of maintenance 
support from government21.  

The prevalence of disability increases significantly as people age and older persons with 
disabilities face significant challenges. They are increasingly unable to work and support 
themselves and can experience social exclusion in the household and communities. It is likely 
that, among those aged over 80 years, the majority have some form of disability. Poverty is likely 

to mean that informal social care has weakened over recent year 

 

 

21 Eide & Loeb, (2006). 
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5 The Legislative and Policy Framework on 
Disability  

Zambia ratified the UN Convention on the Rights of Persons with Disabilities in 2010 and is 

developing a legislative framework that is increasingly sensitive to disability. There are three key 
documents which guide the Government’s response to disability: the Persons with Disabilities 
Act (2012); the National Policy on Disability (2013); and the National Implementation Plan on 
Disability. In addition, the Sixth National Development Plan includes disability (although only in 

relation to social protection) and the latest National Social Protection Policy is also inclusive of 
persons with disabilities. Further, the recently amended Constitution (January 2016) closed a 
significant human rights gap by including disability as grounds for discrimination.22  

Article 36 of the Disabilities Act outlines the safeguarding of rights to social protection for 
persons with disabilities including an adequate standard of living; continuous improvement of 
living conditions and measures to ensure equal access to affordable and appropriate services; 
access to social protection and poverty targeted schemes, particularly for girls and women living 

with disabilities; access to retirement benefits; and access to public housing programmes.  

There are a number of other key mainstream policies that are promoting a more inclusive 

approach to disability: the Technical Education, Vocational and Entrepreneurship Training 
(TEVET) Act (1998) states that “special needs of people with disabilities will be taken into 
consideration”; the Workers Compensation Act (1999) includes provision for the compensation of 
workers who become disabled as a result of their work; and, the National Policy on Education 

(1996) includes recognition of the right to education for all children regardless of their personal 
capacity and places responsibility for the education of disabled children under the Ministry of 
Education.23 However, there is still a considerable way to go before Zambia harmonises key pieces 
of legislation in the areas of education, health, accessibility and employment with the CRPD.24

 

22 End of mission statement by the UN Special Rapporteur on the rights of persons with disabilities, Lusaka, 2016. 
23 ILO (2013) 
24 End of mission statement by the UN Special Rapporteur on the rights of persons with disabilities, Lusaka, 2016. 
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6 Governance of Disability and Social Protection 

Although all Ministries in government should have senior disability focal points, overall 
responsibility for disability lies within the Ministry of Community Development and Social 
Welfare, while much of the implementation of disability plans and policies lies with the Zambia 

Agency for Persons with Disabilities (ZAPD).25 ZAPD was established by the Persons with 
Disabilities Act (1996) and reaffirmed in its role in the 2012 update of the law. Its function is to 
“…plan, promote, habilitate and rehabilitate, coordinate and administer services to all categories 
of persons with disabilities”, giving it a broad remit: essentially it has become the ‘go to’ agency 

for disability matters.26 Theoretically ZAPD should monitor the provision of services to persons 
with disabilities and ensure that the rights of persons with disabilities are being served across 
government. So, it should be responsible for ensuring all government departments are producing 
plans and policies that encourage the inclusion of persons with disabilities.27 Finally, it has 
responsibility for identifying and registering persons with disabilities (and issuing them with 

disability identity cards) as well as organisations and institutions that work with and for persons 
with disabilities.  

The challenge with the current governance arrangements is that other Ministries do not regard 
themselves as responsible for persons with disabilities. There is an expectation that the Ministry 
of Community Development will deal with all matters related to persons with disabilities and, 
within the Ministry, this task is delegated down to ZAPD. A number of persons with disabilities 

reported being told by other Ministries that they should go to ‘their Ministry’ – in other words 
MCDSW – even for issues that were not related to disability (e.g. one person reported receiving 
this message when approaching the Ministry of Mines). Even the Ministry of Health does not 
regard itself as responsible for assistive devices: these are not seen as a health issue. 

So, in effect, responsibility for disability has been relegated to a weak Ministry with limited 
resources and, within the Ministry, has been further relegated to a weak institution that does not 
have the resources or manpower to deliver its mandate. Furthermore, ZAPD’s lowly position 

within the hierarchy of government means that it has no authority over other Ministries and 
cannot compel them to mainstream disability within their services. 

There are discussions on whether ZAPD should be a service delivery agency or whether it should 
be responsible for oversight, monitoring and coordination of service delivery by other Ministries. 
Indeed, even its responsibility for undertaking disability assessment could be questioned: this 
could be provided by another organ of government, with ZAPD responsible for oversight and 
monitoring of the service. However, if ZAPD is to effectively oversee and monitor other arms of 

 

25 End of mission statement by the UN Special Rapporteur on the rights of persons with disabilities, Lusaka, 2016. 
26 National implementation plan/national disability mainstreaming plan, 2013 
27 op. cit. 
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government, it must be given teeth and placed at a high level within government, perhaps 
reporting directly into Cabinet or located within a high-level office exercising oversight, such as 
the Presidency. It should be able to hold all arms of government to account for service delivery 

and be able to sanction – or recommend sanctions – if service delivery is not inclusive. 

Any change in the role of ZAPD should be managed carefully, since it would be important to 

ensure that persons with disabilities are not left with a situation in which they feel there is no 
place within government to which they can go.28 Nonetheless, the ideal situation would be for 
persons with disabilities to be able to access all areas of government on an equal basis with 
others, and receive services adapted to their needs. 

There is a general recognition that disability organisations are weak and divided and, as a result, 
unable to effectively put pressure on government, both in terms of lobbying for more inclusive 
social protection and holding government to account. Indeed, the DSW has felt that pressure for 

change has come more from individual persons with disabilities rather than from disability 
organisations. Indeed, there are instances of persons with disabilities in Lusaka – in particular 
those that are beggars – meeting with Ministers to voice their concerns. A capacity strengthening 
programme for disability and older persons’ organisations, with a focus on how to undertake 

advocacy more effectively, could be beneficial. 

 

28 Focus group meeting, members of ZAFOD, Lusaka, 2nd November 2016. 
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7 Disability Classification 

The only organisation legally authorized to undertake disability assessments is ZAPD. It 
delegates the actual assessment process to the Ministry of Health but the effective classification 
of a person has to be undertaken by ZAPD, based on recommendations from Medical Officers. 

Prior to 2016, assessments for the Social Cash Transfer programme were undertaken by CWACs 
and Social Welfare Officers, which led to many challenges (see Section 10). Box 1 outlines the 
critique by Development Pathways (2015) on the disability assessment for the SCT programme, 
at the time. 

Box 1: Critique of disability assessment process in 2015 

During the development of the Complaints Mechanism, Development Pathways pointed out a 
range of challenges with the disability assessment mechanism for the SCT. These were:  

• Decisions on “fit-for-work” to feed into the dependency ratio are made by CWACs, 
with minimal training on how to do this. They almost certainly make significant 

errors, even when trying their best. If the use of the dependency ratio continues, the 
CWAC initial assessment will continue to result in errors. 

• The enumeration form has a box to identify disability, presumably, again, to help in 
identifying dependency ratios. Yet, this assessment is undertaken by enumerators 
with no proper training and, again, they will make many errors. Furthermore, if the 
MIS were producing the payment list, it is currently set up to use this disability field 

to determine double payments on the basis of severe disability. 

• A number of forms are being used for the medical assessment, although there is one 
official form that should be used. When the incorrect forms are used, it is not 

possible for the proper medical criteria to be followed. 

• The correct medical assessment form has significant flaws and its success in 

identifying certain types of disability – and their severity – will be compromised. 

• The medical assessment form does not include a clear concluding assessment of the 

level of disability, which can be used to determine access to the SCT scheme. 

• Many medical practitioners are not qualified to assess disability and few – if any – 

have received training. As a result, they are likely to make wrong decisions.  

• If medical assessors falsify the results of the medical assessment – perhaps under 
duress or as a result of bribes or pity – there is no mechanism to monitor and review 

their decisions.  

• Many people live too far away from medical assessment centres and funding for 

medical assessors to visit more remote households or communities is limited and 
inconsistently applied across the country. 
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• Although, officially, ZAPD cards should be used to determine severe eligibility on the 
DSW programme, currently there is only one machine to produce the cards. There are 
plans to provide each Provincial office with a card machine, but ZAPD Provincial 

offices are nonetheless remote from many communities, limiting the opportunities 
for people to obtain cards. ZAPD does not have funding to undertake outreach to 
communities. 

• The current design of the card does not specify the level of disability, although it 
appears that ZAPD have agreed to place this on the card.  

• The disability assessment process is being undertaken at a time when there is a 
financial “reward” – the SCT transfer – attached to being declared severely disabled. 
This is likely to distort the disability assessment process, leading to pressure for 
people to be declared more severely disabled than they actually are. 

• ZAPD have recognised that they need an effective database for registering persons 
with disabilities, which could communicate and share information with DSW’s SCT 

MIS. However, the budget allocated to this work is very small – at US$10,000 – and 
is unlikely to deliver what is necessary. The contract is with the University of Zambia. 

The current ZAPD disability assessment mechanism is described below.  

The first step in the process is to have a disability assessment undertaken at a hospital or clinic 
by medical officers. There is a standardised disability medical assessment form (‘medical 
certificate’) produced by the Ministry of Community Development and Social Welfare which 
should be completed during the examination (see Annex 1 for a copy of the assessment form). 

The medical assessment form is extremely basic and there is no specific provision made for the 
identification of impairments in children. Specialist medical officers or other medical 

professionals are not expected to have an input into the assessment process and there is no 
requirement for diagnostic testing: the assessment is undertaken by general practitioners. So, for 
example, hearing is simply recorded as being mild/moderate/severe/profound but no 
accompanying audiological results are needed. The medical officer is required to rank the persons 

“degree of limitation” caused by their impairment which are listed as: “none, mild, moderate, 
marked and extreme”. Confusingly these are defined as: 

• “Moderate refers to an impairment or combination of impairments that produce 

symptoms that have an impact on one’s ability to function independently, appropriately 
and effectively on a sustained basis. 

• Severe refers to an impairment or combination of impairments that produce symptoms 
that seriously interfering (sic) with one’s ability to function independently, appropriately 
and effectively on a sustained basis. 
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• Profound is defined as continuous and severe”.29 

The medical officer is required to state (yes or no) whether they believe the person’s “medical 
condition” is likely to limit their ability to work “...in some employment settings..." (italics added).30 
This seems to confuse the objective medical assessment, which is what should be of relevance 
to ZAPD, and the requirements of the SCT programme which does want to know whether people 

can work. Overall the medical assessment form is open to interpretation by individual medical 
officers and is, therefore, prone to producing inconsistent results31.  

A further challenge is the requirement that medical officers make judgements about people’s 
capacity to work which is a process that they find difficult.32 In effect, this is a social and 
environmental assessment for which they have no training or expertise. And, Medical Officers are 
asked to consider this in the context of ‘some employment settings’, but these settings are not 
specified.  No training has been given to medical officers on the use of this medical assessment 

form.33 

Once an applicant has obtained a stamped, medical certificate they can gain a disability identity 

card. They need to take the certificate, along with a passport sized photograph, to a ZAPD office, 
which are located in Provincial Centres. At the office, the details are recorded and the card is 
issued. Theoretically, possession of a disability ID card should enable someone to access other 
services and enrol onto the SCT scheme. In practice, however, there are still only a limited 

number of services available.34  

There are many issues with the current disability assessment process and it is shortly to be 
revised (the ILO have recently tendered for an organisation to design a new disability assessment 

mechanism). However, it is worth noting that the context in which these assessments are taking 
place is also problematic. There is, for example, an absolute shortage of key medical personnel 
such as neurologists, psychiatrists, paediatricians, and audiologists, which makes accurate 
diagnosis of many impairments highly challenging.35 While disability medical assessments can 

be carried out by generalist medical personnel, it will be important to ensure that those tasked 
with conducting them are specifically trained and periodically updated. Finally, any process that 
is intended to serve as a disability certification process should undergo moderation and 
validation via field testing so that the final protocol is one that can produce consistent results. 

If a social assessment is to be introduced into the process, this will also need to be well-designed. 
Furthermore, a decision will need to be made on whether to modify the assessment process 

 

29 Ministry of Community Development and Social Welfare. Disability medical assessment form. 
30 op. cit. 
31 Focus group meeting, members of ZAFOD, Lusaka, 2nd November 2016. 
32 Reference our Brazil report. 
33 Key informant interview, ZAPD office, Lusaka, 2nd November 2016. 
34 Key informant interview, CBR Zambia, Lusaka, 1st November 2016. 
35 Key informant interview, Sani Foundation, Lusaka, 2nd November 2016; focus group meeting, members of ZAFOD, Lusaka, 2nd November 
2016. 
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depending on the nature of the programme or social service being offered to people. Each 
programme will have different criteria and one type of disability assessment will not provide an 
accurate or appropriate result for each. So, even if a medical assessment is regarded as basic, an 

additional social and environmental assessment should be introduced into each programme.  

In the case of the SCT programme, if the “fit for work” criterion is to be continued, the programme 

will have to decide how to undertake this assessment accurately, since it cannot be undertaken 
effectively by Medical Officers and is dependent on a range of other environmental and social 
factors.  

A further issue is the lack of recognition that disability can affect people for different periods of 
time and sometimes can be temporary. ZAPD will have to build processes into the disability 
assessment mechanism that allow people to be identified as temporarily disabled. This would 
include a requirement that some people are given time limits on the validity of their assessment 

and will have to be re-assessed. At the same time, there is little point in regularly re-assessing 
people medically for impairments that are permanent and will not improve (unless, of course, 
they deteriorate further). 

A key challenge is a lack of resources within ZAPD. It has been struggling for some time to cope 
with the responsibility of issuing disability identity cards because the institution has not been 
given the resources to develop their infrastructure. Ideally disability identity card registration 

points “...should be as close as possible to people with disabilities...”36 to make them accessible, 
for example by being available in local clinics and supported by the Ministry of Health37. Until 
now, identity cards have only been issued by the office in Lusaka since there were no printers 
available in any of their provincial offices (very recently eight of the ten provincial offices were 
given printers). ZAPD have no presence beyond provincial level which means that, for many 

persons with disabilities, the process of obtaining an identity card has been too expensive and 
time consuming. In fact, awareness of the existence and role of ZAPD has been generally quite 
low among disabled and non-disabled persons because of a lack of outreach and sensitisation 
capacity, which has also proven to be a barrier to registration.38 

ZAPD had to be involved in the roll-out of the SCT in 2016, since, as indicated earlier, it is the 
only institution that is legally able to assess disability in Zambia. The SCT programme only allows 
persons with severe disabilities to qualify for the programme and, therefore, requires that this is 

confirmed by their disability identity card. However, ZAPD has never categorised persons with 
disabilities according to severity of impairment. The identity card format, therefore, has had to 
be changed by the ZAPD Board in order to accommodate this additional information. However, 
there was not time to implement this change in time for the SCT 2016 registration process. At 

 

36 Key informant interview, ZAPD office, Lusaka, 2nd November 2016. 
37 op. cit. 
38 Focus group meeting, members of ZAFOD, Lusaka, 2nd November 2016; key informant interviews: ZAPD office, Lusaka, 2nd November 
2016; Sani Foundation, Lusaka, 2nd November 2016. 
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district level, therefore, people were being confirmed as having a severe disability on the basis 
of the disability certificate given to them by the Medical Officer.  

This creates a challenge in that people are being admitted to the SCT programme on the basis 
of their disability, without this having been authorized by ZAPD. Furthermore, there is no process 
for ensuring that those who have undergone an assessment to access the SCT scheme will then 

receive disability identity cards, which seems a waste of resources. Indeed, even by the time of 
the SCT registration, some of the medical assessments had been damaged or lost, since they had 
been kept by people themselves. 

A further challenge for the SCT scheme is that, since the existing ZAPD cards do not have the 
severity of disability marked on them, they cannot be used for registration on to the SCT 
programme. Nonetheless, this may not be so problematic since there are questions over the value 
and accuracy of current cards. ZAPD’s own records indicate that there are around 3 million 

disability ID cards in circulation since there has been no systematic checking of who still needs 
a card (i.e. people are never taken off the register).39 The re-testing of current ID holders, 
therefore, could be a considerable undertaking in itself. 

ZAPD is working with the ILO to develop a Disability Management Information System (DMIS), 
on which all records of disability assessments will be held. However, the budget for the 
development of the DMIS is very small – at less than $10,000 – so this may limit its effectiveness. 

Furthermore, even if the software were developed and were linked through a web-based MIS to 
Provincial Offices, ZAPD would still face the challenge of entering in the information it already 
has, as well as quality controlling the information to know whether the assessment is still valid. 
Furthermore, if the disability assessment process becomes more dynamic, data entry into the 
database to update details on persons with disabilities will become a significant task. And, if data 

is not updated regularly, the value of the information held will deteriorate.  

If persons with disabilities are to receive disability identity cards following medical assessments, 

ZAPD will need additional resources to reach people. It now has card printing machines in each 
Provincial office, but still has no capacity to reach out to districts and communities to increase 
the accessibility of the cards to persons with disabilities. This will require a significant increase 
in resources, both in terms of staff, transport and other infrastructure. Without this, the disability 
assessment process will remain weak, even if a more effective assessment tool and mechanism 

are developed.

 

39 Key informant interview, ZAPD office, Lusaka, 2nd November 2016. 
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8 Overview of the National Social Security System 

There are three main types of social security benefit in Zambia, which directly support persons 
with disabilities. These include: a civil service pension; contributory schemes; and the tax-
financed Social Cash Transfer scheme.  

8.1 Civil Service Pension 

The Civil Service Pension is a legacy programme and is paid to civil servants who joined 
government prior to 2000. Those joining after 2000 were placed into the National Pension 

Scheme Authority (NAPSA) which is a contributory pension scheme, described in the next section. 

8.2 Contributory schemes 

There are two main contributory social security funds in Zambia: The NAPSA, and the Workers’ 
Compensation Fund. 

8.2.1 NAPSA 

NAPSA offers old age, disability and survivors’ pensions, all of which benefit persons with 
disabilities.40 The main qualifying conditions are: 

• The old age pension is paid on retirement at 55 years, with at least 180 months of 
contributions; 

• The disability pension is paid when the member has a permanent incapacity to work, 
with at least 60 months of contributions including 12 months in the previous 36 
months; 

• Survivors’ pensions are paid to spouses or children of members with over 60 months of 
contributions when they pass away or are recipients of disability or old age pensions. 
Children can receive the pension up to 18 years of age, while the age is extended to 25 
years for students and there is no age limit for disabled children. 

The minimum pension benefits are 20 per cent of national average earnings. If members do not 
qualify for regular pensions, they are paid a lump sum. 

NAPSA undertakes its own disability assessment using its own medical officer: it does not utilise 
the ZAPD system. Legally, NAPSA should have a Medical Board to undertake the assessments. 

 

40 Source: ISSA (2010). 
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8.2.2 Worker’s Compensation Fund 

The Workers’ Compensation Fund offers both permanent and temporary disability benefits to 
those injured at work and there is no minimum qualifying period.41 The temporary pension can 
be paid for up to 24 months. The assessment of disability is undertaken by a Public Hospital or 
the Institute of Occupational Health, but can be verified by the Workers’ Compensation Fund. The 

level of payment is linked to the severity of disability but begins when an assessment of disability 
is more than ‘10 per cent.’ However, some benefits are very small: they can be no more than ZMK 
1 per month and the maximum benefit is ZMK 800 (US$80) per month. The ILO is engaging with 
the Workers Compensation Fund to extend the programme to the informal sector. 

8.3 Social Cash Transfer Programme 

The Social Cash Transfer (SCT) programme began in 2003 and currently reaches 240,000 
households, around 7 per cent of all households nationally. Figure 10 shows the expansion of 

the Social Cash Transfer programme over time. It is currently in 78 Districts across the country, 
out of a total of 105. It pays transfers to households rather than individuals. The base transfer is 
ZMK 80 per month but is doubled for those with a severe disability. The following section 
describes in more detail the evolution of the SCT since its inception. 

Figure 10: The growth in number of beneficiaries of the SCT over time 

 

Source: Administrative data. 

 

41 Source: ISSA (2010). 
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9 Evolution of Zambia’s Social Cash Transfer 
Scheme 

The SCT first began in the district of Kalomo in 2003 as a small pilot programme supported by 

GTZ, reaching at the time 1,200 households. Since then, it has been through a range of designs, 
all of which have attempted to incorporate persons with disabilities into the scheme. The various 
designs and the means by which they attempted to include persons with disabilities are discussed 
below. 

9.1 Inclusive 10 per cent model 

The initial design of the SCT, which began in Kalomo, aimed to reach households with no labour 
capacity who were living in extreme poverty (initially known as “non-viable” households). They 

were assumed to be 10 per cent of households in each community. The scheme used a 
community-based targeting process to identify households and suffered from the normal 
exclusion challenges associated with this mechanism. However, the focus on labour incapacity 
meant that households comprising persons with severe disabilities – including older people – 

were likely to be prioritised. It was, though, predicated on a conceptualisation of persons with 
disabilities as lacking capacity and is highly likely to have excluded the vast majority of persons 
with disabilities. The design was extended to a small number of additional communities to test 
it out in alternative contexts, mainly with funding from DFID. 

9.2 Universal pension 

In 2007, DFID funded a form of universal pension in the District of Katete. It reached around 
4,300 people aged over 60 years although it appears that only one benefit could be received per 

household, which is likely to have disadvantaged married older women. Knox (2009) and Kidd 
S.D. (2016) have described both the popularity of the scheme and its effectiveness in offering 
dignity to older people – many of whom were disabled – as well as its broader benefits to 
households and the community. And, as a universal old age pension, it almost certainly offered a 
very high level of access to persons with disabilities aged 60 years and over. 

However, despite its success, the universal pension did not generate high-level political support 
for its expansion. At the time, tax-financed social security was still regarded through the lens of 

poverty and social assistance rather than through a rights and citizenship perspective. A Minister 
of Community Development visited the scheme and observed some of the more affluent older 
people receiving the benefit, which was perceived as wrong. The influence of a poverty paradigm 
combined with not recognising the rationale behind universal coverage meant that the Ministry 
decided not to support an expansion of the social pension model. The programme was not closed 

down, but no new beneficiaries entered the scheme. 
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9.3 Child Grant 

In 2010, following advocacy from UNICEF, a form of universal child benefit was introduced. In 
reality, although it was called the Child Grant, it was a misnomer since it was, in effect, a 
household benefit with the qualifying criteria being the presence of a child under 5 years of age 
in a household. The value of the transfer given to each household was the same, irrespective of 
the number of children of qualifying age. The programme was made more disability inclusive by 

increasing the age of eligibility for disabled children to up to 14 years of age while also doubling 
the value of the transfer for households with a disabled member. The programme was 
implemented in districts with very high poverty rates on a universal basis, since it was recognised 
that almost all households would be living in poverty. 

Despite investing in an evaluation that indicated significant impacts, the Child Grant did not 
generate political support. The high proportion of qualifying households and the high value of 

transfer meant that it would have been very costly to scale up nationally. In fact, if it had been a 
more conventional child grant, with a lower value transfer given to each child under five years, 
it would have been lower cost and more likely to have been adopted. Furthermore, there were 
many complaints that the most vulnerable members of communities – who were regarded as 
older people and persons with severe disabilities – were excluded from the scheme. Also, a 2013 

evaluation indicated the scheme was not, in fact, implemented on a universal basis and there 
was considerable variation in implementation between districts.42 As a result, the programme 
was also discarded by the Ministry of Community Development, so no new beneficiaries were 
added while it gradually died out.  

9.4 Multiple Categorical Targeting Grant 

At around the same time as the Child Grant, the government also introduced an alternative 
design, known as the Multiple Categorical Targeting Grant (MCTG). This provided benefits to: a) 

households headed by women with at least one orphan; b) households headed by an older person 
with at least one orphan; and, c) households with at least one disabled member. The focus on 
older people and persons with disabilities highlights that these were regarded as the most 
‘deserving’ categories of the population to be prioritised by the Social Cash Transfer. 

A 2013 evaluation of the MCTG by Oxford Policy Management (OPM) was critical of the 
methodology. It argued that the scheme did not reach all of those living in the greatest poverty, 
which, of course, it was not intended to do. And, anyway, it is almost certain that the vast majority 
of recipients were living on very low and insecure incomes (see Section 2). The evaluation also 
found that, to a degree, the scheme mimicked community perceptions of poverty, with its focus 

 

42 OPM (2013) 
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on older people, persons with disabilities and orphans. Nonetheless, households with ‘able-
bodied’ people of working age were able to benefit from the scheme as long as they fitted the 
criteria yet were not regarded by the Ministry of Community Development and policy-makers as 

priority households.43 

The OPM evaluation recommended a further modification to the design, which built on the MCTG 
concept of vulnerability but heightened the focus on limited labour capacity. At the same time, 
there was effective lobbying by persons with disabilities in Lusaka, arguing for an enhanced focus 

on disability. 

9.5 Dependency ratio 

The Dependency Ratio model was implemented in 2014. Its criteria were based on OPM’s 

recommendations and were: 

• Residence in the area for more than 6 months; 

• A household not having any ‘fit-for-work’ members, or with a dependency ratio equal or 
greater than three; and, 

• The household not being ‘well-off’. 

‘Fit-for-work’ became a key concept within the selection criteria. Essentially, someone was 
regarded as not ‘fit-for-work’ if they were younger than 19 years of age, older than 64 years of 

age or between 19 and 64 years and chronically ill or disabled. In effect, disability was again 
regarded as synonymous with incapacity, with persons with disabilities conceptualised as unable 
to work. Furthermore, among some people, there was also an understanding that disability in old 
age was not disability, but just old age. 

The Dependency Ratio methodology also re-introduced a form of targeting on the basis of 
welfare although, rather than identifying those living in poverty, its aim was to exclude those 
regarded as well-off. OPM recommended that a proxy means test would be the best way to 
identify household welfare. 

The Dependency Ratio methodology was modified in urban areas, where it was only provided to 

households including a person with a disability, reflecting the effectiveness of the lobbying by 
persons with disabilities. 

A further important modification to the SCT that was introduced alongside the Dependency Ratio 
model was the doubling of the value of the transfer for households that included someone with 

 

43 A likely perverse incentive that could have been created by the MCTG would have been for households to share around orphans and 
persons with disabilities, to enable them to qualify for the programme. 
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a disability. This meant that having someone with a disability within a beneficiary household 
became particularly advantageous. 

OPM’s proposed design of the Dependency Ratio model exhibited certain significant weaknesses 

including: 

• It incorporated the perverse incentive that households would be encouraged to modify 
their size and composition to qualify for the scheme. OPM had previously evaluated a 
dependency ratio methodology in northern Kenya, where households modified their 

size, so it was strange that it was recommended in Zambia. 

• No consideration was given to the challenges of identifying disability: indeed, OPM’s 

Targeting Review did not advise that building an effective disability identification 
mechanism would be necessary. The identification of disability was left mainly to local 
community members since the CWACs were responsible for proposing eligible 
households.  

• Similarly, no guidance was given on identifying chronic illness so that, potentially, 
persons with a chronic illness that was well-managed and did not affect their capacity 
to work could be classified as not ‘fit-for-work’.  

• As will be explained below, a simple proxy means test is not an effective or accurate 
means of identifying household welfare so was bound to generate exclusion.44 

By 2015, there was significant dissatisfaction with the Dependency Ratio model. Communities – 
and policymakers – could not understand why many young parents were able to receive the SCT, 
as they were regarded as fit-for-work, while many older people and persons with disabilities 

living in poverty were not on the scheme (since they were excluded either due to the dependency 
ratio criteria or the PMT). Indeed, prior to the 2015 Presidential election, the Department of Social 
Welfare was ordered to remove households with young parents from the scheme, fearing that 
their presence on the scheme would harm the government in the election.  

There were also a range of implementation challenges with the Dependency Ratio mechanism: 

• In some areas, a very high proportion of persons were identified as having a disability, 
often around 40-45 per cent. Indeed, in one district, around 52 per cent of households 
claimed to have a person with disability as a member. Evidently, within communities it 
was beneficial for a high proportion of households to qualify for the scheme, which will 

have affected the selection by some CWACs. 

 

44 See Kidd and Wylde (2011) and Kidd et al (2017) for further information. 
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• Many households who should have qualified for the scheme were excluded by the 
proxy means test, which inaccurately predicted their welfare, identifying them as 
‘affluent’ when, in reality, they were living in extreme poverty. This resulted in 

dissatisfaction in many communities. 

• In urban areas, many persons with disabilities were excluded, despite widespread 

expectations that they would be included in the scheme. Potential reasons included: 
the fact that many persons with disabilities were relatively mobile and did not qualify 
on residence criteria: many persons with disabilities were not in their houses when the 
enumerators visited (some were out begging), and the enumerators did not return;  

some were excluded due to the dependency ratio criteria; there were significant 
challenges with the implementation of the PMT, with many households not visited due 
to a lack of time; and the PMT design errors excluded many of those that should have 
been eligible. In fact, despite having a target of 5,000 beneficiary households in Lusaka, 
only 3771 beneficiary households were registered for the SCT. 

Therefore, the Ministry of Community Development decided to further refine the targeting, in 
preparation for a further roll-out of the scheme in 2016. 

9.6 Disability and old age benefits for households 

In 2015, UNICEF supported the Department of Social Welfare to hold a workshop to assess the 
targeting of the SCT and recommend a further design for the scheme.45 Following the workshop, 

the DSW decided to move to a much simpler design of the SCT: 

• Beneficiaries would be households that included a person with a severe disability or 
someone aged 65 years of age. 

• The proxy means test would continue to be implemented as an affluence test. 

• The six-month residence criteria would also continue. 

It was recognised that the SCT could be made more inclusive if it were to become an individual 
entitlement and the means-test were to be dropped. However, key officials in the DSW argued 

that this would be a step too far for policymakers and that it would be best to continue as a 
household benefit with an affluence test. Moving to individual, universal entitlements for older 
people and people with severe disabilities would be an objective for the future. 

The focus on severe disability was a significant change. It was a recognition that using disability 

as a criterion for eligibility was too broad and, given that there were limitations to the budget, 
priority should be given to those experiencing the greatest constraints.  However, a person of 

 

45 Stephen Kidd of Development Pathways was invited to the meeting to act as a resource person and technical adviser. 
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working age with a severe disability would still have to be judged as not ‘fit-to-work.’ Therefore, 
severe disability continued, in effect, to be associated with incapacity and, as a result, could cause 
disincentives to work. The programme design still did not appreciate that many persons with 

severe disabilities are able to work and would be helped by having access to a disability benefit, 
to facilitate them in overcoming the additional costs they face in accessing employment.  

A number of further changes were introduced into the programme:  

• To strengthen the disability assessment mechanism, it was decided to use only the 

official ZAPD mechanism for disability classification, which would mean having 
disability assessments undertaken by medical officers. The intention was to have a 
more reliable assessment than that provided by CWACs and Social Welfare Officers and 
be able to demonstrate to policymakers that safeguards were being put in place to 
restrict the scheme to those for whom it was intended. It was also aligned to the legal 

requirements since, as mentioned earlier, only ZAPD could be responsible for disability 
assessments. 

• In the 28 Districts where the SCT would be rolled out in 2016, the disability 
classification would be financed and supported by the DSW, and would take place 
before the registration for the SCT, to try and reduce incentives for people to falsify 
their disability. 

• CWACs would no longer be responsible for identifying potential beneficiary households 
(which had acted as a barrier to access in earlier designs). Instead, their role would 
change to facilitating access to the scheme, by informing people about the scheme and 

enabling the most vulnerable to arrive at the registration desk. After households had 
voluntarily registered, they would be visited by enumerators who would apply the PMT 
survey. 

• A rolling registration mechanism would be introduced, so that the SCT would no longer 
rely on registration being undertaken in communities at intervals of three or more 
years. Rather, the rolling registration mechanism would enable those that had missed 

the original registration to apply soon afterwards, alongside those who were newly 
eligible. 

• The double payment for persons with disabilities was retained but restricted to those 

with disabilities classified as severe. 

During 2016, a significant expansion of the scheme was undertaken using the criteria outlined 

above. However, by the time of the fieldwork for this study, the rolling registration mechanism 
had still not been designed. A review of the effectiveness of the new design is provided in Section 
10.  
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9.7 The political economy of the evolution of the SCT 

One lesson from the evolution of the SCT scheme is that, in general, across the population and 
among policy-makers there has been a belief that older people and persons with disabilities are 
more ‘deserving’ of support. Therefore, in the design of the programmes, disability – including in 
old age – has played on important role in legitimising the design. When other categories of the 
population are reached – such as mothers of young children – there is less support, especially 

when it is regarded as being at the expense of older people and persons with disabilities. This is 
no different to the evolution of social protection systems in most countries: old age and disability 
are always given early prominence. The introduction of the child grant – which was promoted 
from outside government – indicates limited understanding of the political economy and the 

evolution of national social protection systems. A child grant will have more success in being 
adopted once the general population’s expectation that the challenges of older people and 
persons with disabilities should be prioritised are satisfied. A Child Disability Grant, however, 
would be likely to gain significant support. To a large extent, it is already embedded within the 

current SCT design but, because it is not labelled as a Child Disability Grant, it is possible that 
many children with disabilities are missing out. It is notable that UNICEF, currently, is very 
supportive of the old age and disability focus of the SCT, recognising that it is politically more 
palatable, brings significant benefits to children (i.e. the schemes can be child sensitive) and can 
pave the way to a child focused grant. 

A positive feature of the evolution of the SCT is how it has moved away from a strong poverty 
targeted focus to become more inclusive. Again, this is likely to increase the popularity and 

legitimacy of the scheme and, indeed, is probably the result of some popular pressure (persons 
with disabilities have been particularly active) and the influence of outside partners. It is also 
following a normal path in the evolution of national social protection systems, which generally 
move towards lifecycle systems and away from a narrow – and old-fashioned – poverty 
paradigm. 

The SCT will be significantly expanded during 2017. The government has been removing 
subsidies and there have been calls for compensation, with the SCT regarded as potentially a key 

vehicle. While the expansion is likely to focus initially on old age and disability, it may also 
include other categories. The roll-out would be facilitated greatly – and the effectiveness of the 
programme would be enhanced – if simple modifications were made to it, such as moving to 
individual entitlements and making the schemes universal (which would remove a significant 

administrative burden, while the additional costs of the schemes would be minimal). Introducing 
on-demand registration would also increase programme effectiveness. Some of these options are 
discussed in the following section
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10 Access to the Social Cash Transfer Scheme 

As indicated in the previous section, the design of the Social Cash Transfer (SCT) programme has 
changed since its inception in 2003, as the government has modelled various methods (all of 
which remain ongoing rather than being directly replaced).46 The latest iteration is of particular 

interest because it was designed as an ‘on demand’ continuous registration process and so 
should, in theory, be more inclusive. It aims to allow severely disabled and older persons to 
register themselves (eventually on a continuous basis) with the idea that a PMT targeting 
mechanism will then eliminate the most affluent 10 per cent of the target population in rural 

areas, and a slightly higher proportion in urban areas.  

The new design of the programme was rolled out in 28 districts during the early part of 2016. 

There is no evidence on the extent to which persons with disabilities were excluded during the 
roll-out. Given the focus on old age and severe disability as eligibility criteria – and the removal 
of the dependency ratio – it is almost certain that inclusion of persons with severe disabilities 
has reduced significantly, while the inclusion of those with less severe disabilities will also have 
fallen. Nonetheless, due to some continuing weaknesses with the design and implementation, it 

is also highly likely that some persons with severe disabilities will have missed out, while some 
of those with less severe disabilities will have been included. In Chongwe District, only 63 per 
cent of the target number of beneficiaries for the district were finally accepted onto the 
programme, indicating a significant level of exclusion. Of these, 27 per cent of beneficiaries were 

listed as having a disability and 63 per cent as being elderly (but it is not clear how many of the 
elderly had a disability). Annex 2 has the record of the selection process in Chongwe District. 

The following sections will examine some of the likely causes of exclusion. 

10.1 Exclusion by the disability assessment 

As indicated earlier, the current design of the SCT requires that all applicants must have been 

certified as having a severe disability by the official ZAPD disability assessment mechanism. As 
discussed earlier, the ZAPD card was not able to be used to identify eligibility for the programme, 
since it did not specify whether someone had a severe disability. Therefore, in practice, the DSW 
had to rely on the medical assessment forms which did indicate the severity of disability. 

Recognising that neither the Ministry of Health or ZAPD were in a position to effectively assess 
all potential beneficiaries in communities that were to be part of the 2016 roll-out, the DSW 
decided to facilitate and fund a mass disability assessment process in the target districts. The 

process is likely to have varied across districts but, in Chongwe, it involved gathering together a 
small team of medical officers from the district hospital (they had four in total, three local Medical 

 

46 Key informant interview, Dept of Social Welfare, Lusaka, 1st November 2016. 
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Officers and one expatriate volunteer) who visited local clinics over a period of around three 
weeks to assess applicants.47 The medical officers were also supported to make home visits to 
those considered too immobile to attend clinics in person.48  

There was, however, no training offered to medical officers to undertake the assessment and, as 
described earlier, the forms used for the medical assessment were of poor quality. Necessary 

medical equipment for tests was often not available. It is likely, therefore, that many mistakes 
were made in the assessment process and some people with less visible forms of disability may 
not have been recognised. At the same time, the medical officers may well have misidentified 
people’s disability, thereby allowing into the scheme some who should not have been eligible. 

The communication for the disability assessment included, in some areas, dissemination through 
radio programmes, but it mainly depended on CWACs mobilising people who they considered 
were severely disabled, to attend these clinics. This almost certainly has led to some exclusion 

of persons with disabilities. For example, it is likely that the relatively low investment in 
communications – which was not tailored to meet the specific needs of persons with certain 
types of disability – meant that many people did not hear about the assessment process. 
Furthermore, it is likely that CWACs made their own choices on who had a severe disability and, 

therefore, acted as gatekeepers. For example, in Chongwe there was significant disparity in the 
gender profile of those issued with disability identity cards (35 per cent female, 65 per cent male), 
which suggests a bias against women with disabilities. Anecdotal evidence from focus group 
discussions in Chongwe also revealed that, across two communities, very low numbers of 
disabled children were identified. This may have been due to CWACs not being aware of the 

presence of disabled children in households, since they may have been hidden away. Stigma is 
often associated with disability, especially in rural communities where knowledge around the 
causes of disability tends to be low.49 Families with disabled children are much more sensitive to 
this kind of attitude and will often be reluctant to reveal or admit that their child has a disability, 

making it less likely they would want to come forward during a public registration process. 

Since the registration for the SCT is still not on-demand, those that missed the disability 

assessment process would also have been unable to access the SCT, when registration took place 
soon afterwards. If SCT registration were to become on-demand, those that missed the disability 
assessment could undertake it later – if capacity were available in medical clinics – and then 
apply for the SCT.  

Conversely, if this process becomes genuinely on-demand, allowing for continuous registration 
and disability assessment, it could help families feel more comfortable about coming forward. 

 

47 Visited during this review. 
48 Key informant interview, District Social Welfare Officer, Chongwe District, 3rd November 2016. 
49 Key informant interview, CBR Zambia, Lusaka, 1st November 2016; focus group meeting, members of ZAFOD, Lusaka, 2nd November 
2016; key informant interview, District Social Welfare Officer, Chongwe District, 3rd November 2016. 
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There is anecdotal evidence to show that where cash benefits are offered to families with 
disabled children, those children become more visible and less stigmatised.50 Families go from a 
situation of feeling that “...there is a lack of hope for disabled children…,”51 that they will never 

achieve anything and be a constant burden on the family, to one where they sense perhaps there 
are things that can be achieved. By recognising that disabled children have value in the SCT 
programme, the government sends a powerful message to communities, as well as directly 
helping to alleviate some of the financial pressure attached to raising a disabled child.52  

At the end of the disability medical assessment, applicants were given a medical certificate 
specifying the level of their impairment and if the Medical Officer considered they were unfit for 

work, they could apply to the SCT.  

The SCT is not designed to be a temporary benefit and there is no clear exit strategy yet for 
beneficiaries, except during the next mass registration, a few years later. So, if someone has a 

severe disability that is temporary, it is likely that they are unable to access the SCT. Indeed, it is 
probable that the ZAPD process would not assess them as having a disability. 

10.2 Exclusion by the proxy means test 

The continuing use of the proxy means test (PMT) to exclude those regarded as affluent is a 
continuing source of exclusion of persons with disabilities. The PMT was designed by Oxford 
Policy Management and, in contrast to most PMTs – which are developed using regressions 
against consumption – it employs Principal Component Analysis (PCA). This is methodology that 

attempts to use observable data to measure unobserved, underlying phenomenon or traits and 
does not correlate its measures against consumption data. In the case of the Zambia PMT, a 
number of indicators ranging from the characteristics of household head, dwelling conditions 
and ownership of durable goods are used to measure the underlying trait of “household living 

standard.” The methodology produces a Living Conditions Index (LCI) and each household is 
measured through a household survey to determine its score.  

The PMT attempts to exclude the most affluent 10 per cent of potential rural beneficiary 

households and around 22 per cent of potential urban beneficiary households. A score of 465 is 
used as the cut-off in rural areas and 722 in urban areas. 

As with all PMTs, the methodology, by design, incorporates high exclusion and inclusion errors 
which are further exacerbated during implementation. Abu-el-Haj (2015) assessed the accuracy 
of the SCT PMT against consumption measures using the 2010 Zambia household survey from 

 

50 In fact, this is also true for persons with disabilities in general, as confirmed during focus group discussions with ZAFOD members in 
Lusaka, 2nd November 2016. 
51 Director, Zambia Association of Parents for Children with Disabilities, Lusaka, 1st November 2016. 
52 Key informant interview, CBR Zambia, Lusaka, 1st November 2016; focus group meeting, members of ZAFOD, Lusaka, 2nd November 
2016. 



10  Access to the Social Cash Transfer Scheme 

 32 

which the methodology was derived, and also compared its effectiveness against a more 
conventional PMT, developed using a regression methodology. Figure 11 compares the exclusion 
errors generated by both types of PMT using different coverage levels, when assessed against 

household consumption (with L-PMT referring to the methodology used by the SCT). A 
conventional PMT would have performed better than the current SCT PMT at all levels of 
coverage, including as an affluence test. Indeed, the current SCT PMT effectively misidentifies 
around half of those in the most affluent decile of the population (compared to a design error of 

30 per cent with a more conventional PMT). Abu-el-Haj (2015) estimates that the 
misidentification of “affluent” older people in rural areas is around 70 per cent, indicating that a 
high number of eligible older people will be excluded.  

Figure 11: Inclusion and Exclusion Design Errors of the Current SCT PMT (L-PMT) and a 
Conventional PMT (C-PMT), when Measured against Coverage 

 

Source: Abu-el-Haj (2015) 

Another means of representing the errors is through a scatter graph (see Figure 12). These graphs 
map each household, by ranking them from poorest to richest according to both the consumption 
data and the predicted consumption ranking, generated by the PMTs. If the PMTs were perfectly 

accurate, all households would lie on a straight diagonal line from the bottom left corner to the 
top right. However, both types of PMT exhibit a significant scatter, showing the arbitrariness of 
the methodology. The scatter is, however, much greater with the current SCT PMT and it is clear 
that there are households with very low consumption – circled in green – that are excluded 
when the affluence test aims to exclude the most affluent 10 per cent of the population 

(indicated by the red lines).53 

 

53 See: Kidd and Wylde (2011) for a further explanation on how to interpret the scatter graphs.  
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Figure 12: Scatter graphs showing Design Errors of the Current SCT PMT and a more 
Conventional PMT 

 
Source: Abu-el-Haj (2015) 

The use of a PMT alone, even if affluence tested, will also result in the exclusion of persons with 

disabilities. It is likely that those that have built up assets over the lifetimes but suffer a disability 
in later life – or become carers of a person with a disability – are more likely to be excluded, as 
indicated by Box 2.  

Box 2: Examples of exclusion of persons with disabilities by the proxy means test 

In one rural community, a household with two people aged over 80 years who 
were caring for their disabled son who was over 60 years were excluded by the 
PMT. This was almost certainly because they continued to live in the brick house 

with a tin roof that they had constructed when they were of working age. Despite 
having a minimal income, since they were unable to work, the proxy means test 
identified them as affluent. 

An informant in Lusaka claimed that his household was also excluded from the 
SCT due to continuing to live in a house that he had obtained when he was on a 
good salary, prior to his retirement. He also had a range of old durable goods and 
a relatively high education, which also counted against him, but had minimal 

current value. He now lived with his 10-year old granddaughter – who had 
cerebral palsy – and her parents and he was responsible for caring for them. Yet, 
the cost of diapers, special food and medical care was very high, with the family 
struggling to get by. He would only be able to access the SCT if he were to give 

up his house and durable goods. 
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The level of exclusion by the PMT is not known, although the information should be available on 
the SCT programme MIS. However, in Chongwe District, of the 824 households enumerated, 760 
were included in the programme. The exclusion by the PMT was, therefore, 7.8 per cent but, as 

indicated earlier, this is likely to have included many people on low incomes. In addition, many 
people will have been excluded for other reasons, as explained elsewhere in the report. 

It is possible to reduce the exclusion of persons with disabilities by the PMT. Simple solutions 
would include: 

• Recognising that the additional expense and effort put into excluding a small number 
of supposedly affluent households is of little value, especially given its inaccuracy – 
and could generate perverse incentives – and move to universalizing both the disability 
and old age benefits. This is likely to increase the popularity of the schemes and the 
government that introduces this.  

• If the government continues to be reluctant to move to universal provision nationally, it 
would make sense to offer universal provision in those districts that have particularly 

high poverty rates, given that almost everyone would qualify anyway. 

• If the PMT is continued, a more in-depth study should be undertaken of the 

effectiveness of the current SCT-PMT and see whether an alternative design would be 
more effective. 

• Social Welfare Officers should be able to override the PMT decision, if it is clear that the 
PMT is mistaken. This would require developing guidance and training for SWOs, as 
well as a mechanism for monitoring and approving their overrides. 

• Applicants to the scheme should be able to appeal the decision, by challenging the PMT 
design error. This could, in effect, be done by SWOs undertaken a more qualitative 
assessment of households, along with a more in-depth examination of the PMT survey 
results (and, perhaps, additional information on income etc.). However, at present, there 

are no plans to allow applicants to the SCT to appeal their exclusion by challenging the 
PMT design error, once the Complaints Mechanism is included (see Section 10.7). 

10.3 Exclusion as a result of the household benefit 

The design of the SCT as a household benefit also means the exclusion of many persons with 
disabilities with no independent source of income. While they may live in a dependent situation 
in a more affluent household, they themselves have no incomes which, if they were assessed 
against their own means and not those of the household, would entitle them to a disability 

benefit or old age pension. This would have the added advantage of giving them an independent 
source of income that they could use to share with others, which would facilitate their social 
inclusion (see Kidd, S.D. 2016 for a further explanation, in the context of the Katete pension). 
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Furthermore, by continuing to offer household rather than individual benefits, persons with 
disabilities may be encouraged to leave affluent households to increase their chances of 
receiving the benefit: this is more likely to happen once on-demand applications are introduced. 

Household benefits – and the policy of only giving one transfer per household – also potentially 
exclude persons with disabilities who live in households with more than one eligible person 

(such as another disabled or older person). Despite additional needs in the household, they only 
receive one benefit to be shared, which reduces the value and impact. Furthermore, with a 
household benefit, it is possible that the person with a disability does not receive the cash since 
there is no guarantee that they would necessarily benefit from it. Other household members may 

well be prioritised. 

The use of household benefits is also likely to exclude females, especially those married to an 
eligible male. The male would be likely to receive the cash and it may not necessarily be shared 
with the female, at least not on an equal basis. 

During our short fieldwork, we found evidence that some older people had assumed that the SCT 

programme would be given to all people over the age of 64 years. Therefore, there were older 
couples applying for the scheme who both expected to be put on the list. DSWOs and CWACs 
dealt with this sensitively by, for example, explaining that, for the time being, the SCT programme 
was given on a household basis so as to ensure maximum coverage.54 

The solution to the exclusion created by household benefits is to turn the disability and old age 
benefits into individual entitlements. The cost is unlikely to be particularly significant, but it 
would enhance the effectiveness of the programme, increasing its inclusiveness for persons with 
disabilities. 

10.4 Exclusion during registration for the SCT 

During the 2016 registration, the DSW attempted to reduce exclusion by changing the role of 
CWACs. Previously, they had been instrumental in pre-selecting households for enumeration. 
However, as discussed earlier, in 2016 they were given the role of facilitating access of people 

to apply for the programme, which would be done at central desks. So, in effect, all households 
that fulfilled the basic criteria of having lived in the district for 6 months and had at least one 
household member with a severe disability or aged 65 years and over could apply and be 
subjected to enumeration. 

It is not known how well this process worked but, in Chongwe District, there were clearly some 
challenges. CWACs did not fully understand their roles so continued to undertake screening of 

potential beneficiaries and did not propose households that they thought were too affluent. Since 

 

54 Key informant interview, District Social Welfare Officer, Chongwe District, 3rd November 2016. 
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there is evidence of CWACs acting in a biased manner in the past, it is also possible that this 
continued and would have excluded a range of persons with disabilities, in particular among 
older people. CWACs interviewed during the research reported discouraging older people whose 

households looked less vulnerable from coming forward.55  

Other potential causes of exclusion will have been through inadequate communications and 

distance. In Mpanshya, there were challenges during the sensitisation and ‘listing’ phase because 
of the low-density population and the remoteness of many areas. The area does not have a local 
radio and there is no centralised community space in which to hold awareness raising events. 
Therefore, CWACs chose to visit households to inform people about the programme, as well as 

relying on posters in clinics and passing on information through children at school. However, 
given the distances and lack of transport they made pragmatic decisions to only propose those 
they believed were in need of the SCT (in other words, those they considered to be the poorest 
and most vulnerable).56 In reality, this probably reflected inadequacies in the training of CWACs. 

Following the initial application, the enumeration of households to apply the proxy means test 
was carried out by trained enumerators. CWACs were tasked with supporting the enumerators to 
ensure they could find the households. At this point, documentation such as the NRC and medical 

certificate/disability ID card were checked. The DSWOs acted as supervisors during the 
enumeration process, collecting completed forms and checking them for accuracy. Both Rufunsa 
and Mpanshya CWACs reported that no households were missed during enumeration.57 However, 
it is possible that some were missed elsewhere. For example, as indicated earlier, during the roll-
out of the Dependency Ratio model in Lusaka, many households were not visited due to 

enumerators running out of time. 

The final stage of the registration process is a validation meeting. The DSWO takes a list to the 

community to read out the selected list of recipients of the SCT and community members are 
expected to validate the list as correct. They should publicly indicate those that they believe are 
not eligible for the scheme and those that they believe have been missed out. In practice, it is 
rare for community members to oppose selections but they do suggest households that have 

been missed out. At present, however, there is no means of integrating these households into the 
programme until the next registration, a number of years down the line. The introduction of an 
on-demand registration process should help deal with this challenge, allowing those that have 
been missed out to apply in the near future. 

 

55 Focus group discussions: CWAC members, Rufunsa Community, 3rd November 2016; CWAC members, Mpanshya Community, 3rd 
November 2016. 
56 Focus group discussion, CWAC members, Mpanshya Community, 3rd November 2016. 
57 Focus group discussions: CWAC members, Rufunsa Community, 3rd November 2016; CWAC members, Mpanshya Community, 3rd 
November 2016. 
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In Lusaka, the validation meetings became very challenging since so many persons with 
disabilities were excluded. Some effectively turned into riots and police had to be called. In fact, 
in many urban areas, police were taken to validation meetings to deter people from rioting. 

The validation mechanism breaches the right to privacy of individuals, since their access to the 
programme is made public. This could embarrass some households who do not want to be 

publicly identified as “poor” but the move to an affluence test may have ameliorated this 
challenge (although a full move to a universal entitlement should remove all stigma linked to 
poverty). However, there are concerns that some individuals wanting to hide their disability or 
households that are ashamed of having a person with a disability in their household – in 

particular children – may be deterred from applying for the SCT. Respecting the right to privacy 
would help address this issue and, anyway, there appears to be minimal added value from the 
validation. 

10.5 Exclusion from the double benefit for persons with 
disabilities 

As indicated earlier, the double payment of the benefit for persons with disabilities was retained 

in the 2016 districts, although it was restricted to those identified as having a severe disability 
by Medical Officers.  

The doubling of the benefit was not an issue for households with disabled children and those of 
working age, since they could access the SCT if they were identified as having a severe disability. 
However, it is likely that many older persons with severe disabilities are being denied the double 
transfer. Discussions with a number of key stakeholders in Zambia – including within the 
disability movement and government – indicate that some people believe that disability in old 

age should not be regarded as a disability, but just as old age. Therefore, it is likely that this will 
have impacted on efforts to assess disability among older people, meaning that many would not 
have had the opportunity to be identified as eligible for the doubling of the transfer. Furthermore, 
there is no clear mechanism in place for older people to have their disability assessed post-

registration so that their benefit could be later increased in value. 

Of course, given the likelihood that many older persons will become disabled over time, there 
will be a need to develop a more responsive disability assessment system which can enable older 
people to be assessed, on-demand. This will be challenging and complex. 

A simpler solution would be to equalise the value of the benefits for both persons with disabilities 

and older people, recognising that a high proportion of the latter will be disabled anyway. This 
would follow the current design of South Africa’s tax-financed social security schemes.  

Raising the value of the transfer to ZMK 160 per month for all households should be feasible. As 
Figure 13 indicates, the current base value of the transfer – at ZMK 80 per month (in orange) – 
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is only 6 per cent of GDP per capita which, in comparison to many old age pensions, is very low. 
An increase to ZMK 160 per month (in yellow) would still mean that the value of the transfer is 
around average. However, it would significantly increase the impacts of the SCT. 

Figure 131: Value of Zambia’s SCT transfers in comparison with old age pensions in low income 
countries 

 

Source: Pension Watch database 

In fact, Kidd (2016) argues that offering a pension of K160 (US$15.50) per month to all over-
65s in Zambia would cost only 0.43 per cent of GDP, a much lower cost than most universal 
pensions in developing countries. It would reduce poverty among older people, many of whom 
would have disabilities: for example, the poverty rate of those aged 75 years and over would 

fall from 45 per cent to only 21 per cent while the poverty gap would fall to less than a third of 
its current level.58 It would also reduce the exclusion of persons with disabilities aged over 65 
years. Universal disability benefits for children and those of working age would also be 
relatively low cost and would have further significant impacts. However, without more reliable 
data on disability in Zambia, it is not possible to accurately estimate the costs of these benefits.  

 

58 The poverty rate used here corresponds to a severe poverty rate in Zambia, which is set at 42.2 per cent. The official national poverty 
rate is 60 per cent. 
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10.6 Payments 

Zambia pays recipients of the SCT mainly through teachers in local communities. They collect 
the money from the bank themselves and make payments over a period of up to 3 days. They are 
overseen by a couple of CWAC members and some committed pay point managers visit recipients 
with mobility challenges, although this is not expected by the programme. There is little evidence 

of fraud and the vast majority of payments appear to be made on time to the right people. 

One advantage of the payment through teachers is that the distance to pay points is reduced, 

which can help those with mobility challenges. Furthermore, the programme facilitates the 
collection of payments by recipients by allowing a disabled person with significant mobility or 
other challenges to name a deputy who collects the money on their behalf. The DSW has few 
concerns about this and state that, if a deputy were to abuse their position, the local DSWO could 

be informed and would arrange for a change in the deputy. 

Issues of stigma and the breach of the right to privacy can also arise during the payment process. 

Since payments are received at one time, with onlookers present, anyone wishing to keep their 
disability – or that of a family member – private, will be unable to do so. Again, it was suggested 
by some informants that this may make some people more reluctant to access the SCT. 

The SCT is about to pilot an electronic payment system through a bank. There is, however, no 
information on whether this will increase the difficulties in accessing transfers for some persons 
with disabilities. However, if well-designed, it could reduce the issues of stigma, especially if 
people can access payments at any time and from a range of pay points.  

10.7 Complaints mechanism 

Currently, the SCT does not have a complaints mechanism. Development Pathways was 
commissioned by UNICEF in 2015 to design a system and it will be piloted in a small number of 

districts in early 2017, during the next stage of the roll-out. A communications strategy has been 
written for the Complaints Mechanism that highlights the need to be disability sensitive. Also, 
the mechanism has been designed to enable persons with disabilities to make complaints, by 
ensuring access to it either through filling in an accessible complaint form – with support from 

CWACs and others – within communities, or by calling a toll-free helpline. The mechanism will 
also ensure that all complaints are resolved and complainants are informed about the result. 

However, the Complaints Mechanism makes clear that appeals against disability classification 

need to be made through the ZAPD complaints process, which is yet to be designed. At present, 
if someone is denied a classification that makes them eligible for the SCT, their only option is to 
find a more sympathetic medical officer who will re-do the assessment.  
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As indicated above, the Complaints Mechanism does not allow appeals against the design errors 
in the PMT. This was because the DSW did not want to undermine the PMT, although it recognised 
its faults. It would, however, be possible to introduce an appeal, by allowing DSWOs to assess 

appellants by using their judgement, including collecting additional information. 

10.8 Monitoring and evaluation 

There is, to date, no reliable monitoring of disability within the SCT. While it is possible to know, 

for the 2016 roll-out, who receives the benefit on the basis of their disability, there is no further 
information. The medical form – or ZAPD card – is not scanned into the MIS, nor are other details 
on type and level of disability captured. As indicated earlier, the likelihood that many older 
persons with disabilities are not assessed also undermines the accuracy of any data held on 

disability in the MIS. 

In theory, if the Disability MIS were developed and functioned effectively, the SCT MIS could link 

to this database and capture information from there. However, as indicated earlier, this is unlikely 
to happen. Furthermore, many of the disability assessments undertaken for the SCT have not 
been passed on to ZAPD and, as a result, will never be recorded by them. 

There is no evidence that disability has ever been taken into account in the evaluations of the 
SCT. For example, there is no indication that the Washington Group Set of Questions were 
incorporated in the evaluation of the Child Grant (see: AIR 2014). Indeed, the report does not 
even mention disability. Presumably, the reasons for this refer back to those procuring the 

evaluation who did not specify the need to examine disability, as well as disinterest – or lack of 
awareness – from the evaluators themselves.  

Improvements could be introduced into the monitoring and evaluation of the SCT scheme by, for 
example: 

• Incorporating more detailed information on disability into the MIS, including scanning 
in documents related to the disability assessment; 

• Ensuring that all monitoring reports considered by management include a section on 

disability; 

• Ensuring that all evaluations undertaken of the SCT integrate the Washington Group Set 

of Questions as a minimum, including questions specifically related to child disability. 
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11 Conclusion 

This report presented the findings from a mission to Zambia to assess social protection schemes 
in relation to their effectiveness in reaching persons living with disabilities. Due to challenges 
with data collection, there are currently no accurate estimates of the number of persons with 

disabilities in Zambia, nor the type and severity of disability. Yet, persons with disabilities face a 
range of challenges across the lifecycle and would significantly benefit from access to social 
protection, as well as other public services.  

ZAPD, the agency for person with disabilities, has overall responsibility for disability in Zambia, 
but is under-resourced, despite the breadth of the challenge it is meant to address. Ideally, ZAPD 
should operate at a higher level in government to provide oversight on service delivery across 

government so that persons with disabilities can access all government services on an equal 
basis. Furthermore, ZAPD should be empowered to provide guidance to government ministries 
on how to mainstream disability into their policies and programmes to ensure that persons with 
disabilities are included. More investment is needed in the disability assessment process, which 
should be improved significantly, including by becoming consistently on-demand with well-

trained assessors. 

Zambia has made good progress in expanding its Social Cash Transfer programme, which has 

become increasingly inclusive of persons with disabilities, including among the elderly. 
Nonetheless, more needs to be done to improve access and a range of recommendations can be 
found throughout this report. Some key recommendations include: 

• Move to a system of individual entitlements for older persons and persons with 
disabilities, rather than the current system of household benefits, which can exclude 
persons with disabilities in a range of ways. 

• Remove the affluence test which is exclusionary of people living in poverty. A universal 
benefit – which has worked successfully in Katete – would require minimal cost and 
would significantly enhance inclusion. 

• Ensure that registration for the Social Cash Transfer scheme becomes on-demand. 

• Begin to include other categories of the population within the SCT, including children. A 
specific Child Disability Benefit should be a priority programme, followed by a further 
benefit for all children, beginning with the youngest. 

• Remove the ‘fit-for-work’ criteria from the disability benefit, as this reduces incentives 
to engage in the labour market. 

Zambia would benefit greatly if it were to continue to move to an inclusive lifecycle social 
protection system, building a range of different but complementary schemes (e.g. an old age 
pension, a disability benefit for working age adults, a child benefit and a child disability benefit). 
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While expenditure on social protection has been growing, the financial commitments in the 2017 
budget for the Social Cash Transfer was only the equivalent of 0.12 per cent of GDP, which, by 
international standards, is still very small. A more reasonable level of investment to reach within 

five years would be 1 per cent of GDP, which would enable a significant expansion in coverage 
and an increase in the value of transfers, which are currently very small. This increase in budget 
will bring a range of additional benefits, including contributing to greater labour market 
participation and economic growth. 

Nonetheless, Zambia is progressively realising the right to social security for all citizens, 
including persons with disabilities. Given that almost everyone will become disabled at some 

point in their lives, the greater inclusion of persons with disabilities will benefit everyone. And, 
it should be popular, in particular if combined with an expansion in an old age pension. Any 
government implementing a more inclusive social protection system will be able to reap the 
political rewards. 
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Annex 1  Disability Medical Assessment Form 

MEDICAL EXAMINATIONS IN PERSONS WITH DISABILITY 

Particulars of Client:  

(i)  Surname: ........................................... 

(ii)  Other Names: ...............................…. 

(iii) NRC NO. ............................................ � 

(iv)  Contact Address: ..............................  

(v)  Sex......................................... 

(vi)Marital Status........................... � 

(vii) Date of Birth: ...........................  

(viii) Place of Birth: ....................... 

 

NEUROLOGICAL EXAMINATION/MENTAL STATE EXAMINATION 

EXAMINATION GUIDE  

 

GUIDE INDICATORS  

  

COMMENTS BY EXAMINER  

  

APPEARANCE AND 
BEHAVIOUR  

Appearance e.g. grooming, hygiene, clothing, hair, 
nails, other significant features�Attitude to situation 

and examiner  

e.g. hostile, withdrawn, seductive  

Motor behaviour e.g. slowed down, restless, restless, 
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bizarre  

SPEECH  

Rate e.g. slow, pressured (very rapid), monotonous.�
Volume e.g. loud, quiet, slurred. Quantity of 
information e.g. restricted amount of spontaneous 
speech  

  

MOOD AND AFFECT  
Mood e.g. Depressed, euphoric, suspicious, labile�
Affect e.g. restricted, flattened, inappropriate  

  

FORM OF THOUGHT  

Amount of thought and rate production e.g. hesitant 
thinking, vague, flight of ideas. Disturbance in 
language or meaning e.g. uses words that don’t 

exist or word salad.  

  

CONTENT OF 
THOUGHT  

Delusions e.g. persecutions, poisoning, suicidal 
thoughts, grandiose or intent, obsessions, 
compulsions.  

  

PERCEPTION  
Hallucinations relating to sounds heard visions, 
smells, and tastes, tactile or somatic sensations.  

  

SENSORIUM AND 
Level of consciousness e.g. abnormal drowsiness, 
intellect, judgment, clouding of consciousness.�
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COGNITIONS  Memory immediate, recent, remote Orientation time, 
place, person  

INSIGHT  
Is patient aware of illness, compliance with 
treatment.  

 

 

 

 

 

 

 

Diagnosis: .......................................................................................  

 

1. PHYSICAL LIMITATIONS/EXAMINATIONS:  

In terms of the patient’s ability to perform during an 8-hour workday with normal breaks, the patient can:  

Activity  Unknown  
No 
Restrictions  

Never  1hr  2hrs  3hrs  4hrs  5hrs  6hrs  7hrs  8hrs  

Sit             
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Stand             

Walk             

Climb             

Bend             

Squat             

Reach             

Crawl             

 

2. LIMB EXAMINATION: 

  ANY AMPUTATIONS ON ANY LIMB AND STATE WHICH PART  

ARMS     
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LEGS     

 

Describe the amputation and how that amputation limits the patient physical performance/ any other deformity and how it restricts his/ her 
physical�performance:  

 

 

 

 

The patient can use hands for repetitive action such as:  

HAND ACTION  YES  NO  UNKNOWN  

Simple Grasping     

Pushing     

Fine Manipulation     
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3.  EYE EXAMINATIONS:   Visual Acuity:      Left Eye: ...............   Right Eye:..................  

After Visual Acuity Corrections:    Left Eye: ...............   Right Eye:.................. 

Normal   Visual Impairment  Severe Visual Impairment  Blindness  

6/6-6/18  6/18-6/60  6/60-3/60  3/60-NPL  

 

4. HEARING LIMITATIONS (tick - Please check the appropriate degree of limitation):  

YES   MILD MODERATE SEVERE PROFOUND 

NO       

 

5. SPEECH / SPEAKING LIMITATIONS (tick - Please check the appropriate degree of limitation): 

YES   MILD MODERATE SEVERE PROFOUND 

NO       
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Notes:� 

• Degree of limitation is defined as none, mild, moderate, marked and extreme.  
• Moderate refers to an impairment or combination of impairments that produce symptoms that have an impact on one’s ability to function 

independently, appropriately and effectively on a sustained basis.  
• Severe refers to an impairment or combination of impairments that produce symptoms that seriously interfering with one’s ability to 

function independently, appropriately and effectively on a sustained basis. 
• Profound is defined as continuous and severe. 

 

EVALUATION OF MEDICAL CONDITION: 

Based upon your evaluation has your patient’s medical condition lasted or can it be expected to last at least 12 months (TICK)?   YES  NO 

Is the patient’s medical condition expected to limit his or her ability to work in some employment settings (tick)?   YES NO 

 

Additional Comments:  

Name of Clinician: 

Title: 

Signature: 

License Number: 

Date: 
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Annex 2 Results of the Registration Process in Chongwe District 

Target beneficiaries 1,206 

Listed applicants 1,039 

Enumerated households 824 

Final listing sent to MoCDSW 813 

Total households included 760 

Total household with persons with disabilities 205 

Total households with older people 555 

Source: Chongwe District Social Welfare Office, November 2016 
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