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Abstract  This chapter gives the empirical background to the analysis 
in Chapters 4, 5 and 6. It first reviews measurement issues with respect 
to implementing the human development model of Chapter 2. There 
could be different ways to put the human development model into prac-
tice depending on the objective of the exercise and the context. This 
chapter discusses some ways to operationalize the model and explains 
the health and wellbeing deprivation measures that are adopted in the 
rest of this book. It describes the data under use (Living Standards 
Measurement Study) and the demographic, socioeconomic, and policy 
contexts for the countries covered in the analysis: Ethiopia, Malawi, 
Tanzania, and Uganda.
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This chapter gives the empirical background to the analysis in Chapters 
4, 5, 6. It first reviews measurement issues with respect to implementing 
the human development model of Chapter 2. Of course, there could be 
different ways to operationalize the human development model depend-
ing on the objective of the exercise and the context. In Sect. 3.1 below, 
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I discuss some ways to put the model into practice and explain the meas-
ures that are adopted in the rest of this book. Section 3.2 describes the 
data (Living Standards Measurement Study), and Sect. 3.3 covers the 
contexts for the countries covered in the analysis: Ethiopia, Malawi, 
Tanzania, and Uganda.

3.1  ImplementIng the human Development moDel

To put the human development model into practice, one needs to identify 
persons with health conditions or impairments who experience depriva-
tions. This can be done using a variety of methods (qualitative, quanti-
tative, mixed, and participatory) and by different stakeholders. Assessing 
whether an individual with an impairment has a deprivation can be done 
by the individual herself, by caregivers or professionals (e.g., medical doc-
tor, rehabilitation expert, and teacher). Of course, this assessment of func-
tionings and how they may relate to a health deprivation is something that 
some may already do without the human development model. Broadly, 
the objective of such exercise may be to track social progress and wellbe-
ing in general or for specific population groups: persons with impairments 
or health conditions in general, persons with specific impairments or con-
ditions (e.g., blindness, HIV). Such analyses may be done at the level of 
a community, region, nation, or globally. Another possible objective is to 
understand determinants of wellbeing, whether personal, structural, or 
resource factors, to find ways to improve wellbeing.

This section deals with implementing the human development 
model described earlier in Chapter 2 through quantitative datasets such 
as household surveys or censuses. It presents how this book puts the 
human development model into practice for the purpose of an assess-
ment conducted toward social and political purposes at the national 
level. It starts with a review of the methods that can be used to measure 
impairments/health conditions and wellbeing.

3.1.1  Measuring Health Deprivations and Wellbeing

3.1.1.1  Direct and Indirect Approaches
There are at least two ways of measuring wellbeing associated with health 
deprivations through survey-based data using the human development 
model: a direct and an indirect measurement. A direct approach asks 
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people to report, usually in only one question, if they are limited in their 
capabilities (opportunities) or functionings (achievements) due to an 
impairment/health condition. Such an approach has in fact been used in 
applied disability research under questions on broad activity limitations.1 
Many countries have in their general surveys broad activity limitation 
questions that can be considered as direct measures of limitations in dep-
rivations (in capabilities or functionings) due to impairments or health 
conditions, as reported directly by respondents. For instance, in South 
Africa, the General Household Survey had for several years a broad activ-
ity limitation question as follows: ‘Is the person limited in his/her daily 
activities, at home, at work or at school, because of a long-term physi-
cal, sensory, hearing, intellectual, or psychological condition, lasting six 
months or more?’ (Mitra 2008). This direct approach is convenient as it 
takes little time and space in a survey. It, however, poses two main chal-
lenges.

A direct approach operationalizes in one variable a mix of concepts 
(health deprivations and wellbeing) and factors (e.g., the environment) 
and thus does not allow the researcher to investigate the empirical rela-
tions between different concepts of the human development model.2 
Moreover, this direct approach does not provide the necessary data to 
monitor people’s lives over time. As an example, let us use a broad activ-
ity limitation question related to schooling among children: ‘is your child 
limited in the amount or the type of schooling you can have due to a 
physical, mental or emotional condition?’ Such question does identify 
persons with perceived limited schooling opportunities due to a health 
condition, so it can be a way to identify children with deprivations due 
to health conditions. This question does not identify children with health 
conditions who have been able to access schooling, which is problem-
atic. Using such a question, for example in an environment where educa-
tion becomes more inclusive through the provision of accommodations 
in schools, one would get a decline in the prevalence of disability over 
time but the negative association between schooling attendance and dis-
ability would persist and perhaps worsen as people with disabilities would 
likely include more and more people with the more severe health condi-
tions. This could lead to the misleading result that inclusive education 
is not working. It is therefore necessary to identify people with impair-
ments or health conditions and the subset who are deprived, which is an 
indirect measurement.
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Second, the direct measure is a subjective evaluation of the link 
between health conditions/impairments, on the one hand, and wellbe-
ing, on the other. Respondents may not be aware of the ways that their 
health condition or impairment affects their capabilities or functionings. 
Responses may also be subject to different types of biases. For instance, 
the rationalization bias might encourage a person who does not work to 
report a health condition as the primary reason for non-employment, 
even if it is not. People may have adapted to their impairment in such a 
way that they no longer perceive how it affects their employment. The 
environment of the person could also implicitly influence this subjec-
tive evaluation: for instance, in a study of work limitation, the number 
of people receiving work disability insurance benefits in a person’s ref-
erence group influences self-reported work limitations and explains why 
self-reported work limitations are higher in the Netherlands than say the 
USA (Van Soest et al. 2012).

An alternative approach is to separate health conditions/impairment 
measures from general wellbeing measures. I refer to this as an indirect 
or stepwise measurement. This methodology consists in empirically mak-
ing the distinction between a health deprivation and other aspects of well-
being. Some of the literature linking wellbeing and health deprivations 
perhaps can already be thought of as an operationalization of the human 
development model. For example, several studies have investigated the 
wellbeing of persons with mental illness (Simon et al. 2013; Mitra et al. 
2013), and a growing literature assesses the multiple deprivations expe-
rienced by persons with and without functional difficulties (Mitra et al. 
2013; Trani et al. 2013, 2015).3 Some qualitative work has identified 
capabilities important to patients with chronic pain (Kinghorn 2010; 
Kinghorn et al. 2015). The ICECAP instruments measure perceived 
capabilities in several dimensions of wellbeing identified through partici-
patory methods (Coast et al. 2008; Grewal et al. 2006; Al-Janabi et al. 
2012). They have been shown to provide information that is comple-
mentary to a measure of health (Couzner et al. 2013; Davies et al. 2013). 
The ICECAP instruments measure aspects of wellbeing that may then 
be related to health conditions and impairments. The stepwise approach 
described above of assessing health conditions/impairments first, then 
wellbeing or deprivations has been used in the literature on the wellbeing 
of health minorities using the capability approach. Mitchell et al. (2016) 
review the findings of studies on the wellbeing of persons with psychiatric 
condition using a variety of methods. Kinghorn (2010)’s qualitative work 
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was conducted so as to identify capabilities important to patients with 
chronic pain. These capabilities were developed into a long question-
naire, which was piloted on a separate sample and then refined (Kinghorn 
et al. 2015). Tellez et al. (2016) assess the wellbeing of older people with 
and without Alzheimer’s disease from the point of view of their function-
ings and latent capabilities. They find that persons with Alzheimer’s dis-
ease have lower levels, and a smaller set, of capabilities, when compared 
to persons without the disease, even when the latter have several impair-
ments, thus demonstrating that Alzheimer’s disease considerably affects 
wellbeing among older adults.

There are many challenges with respect to applying the human devel-
opment model and more generally the capability approach, given chal-
lenges in measuring health deprivations and wellbeing. Some of these 
challenges are discussed below.

3.1.1.2  Measurement of Health Deprivations
To measure wellbeing for persons with health deprivations, one needs to 
identify health deprivations. Health measures broadly are of two types 
‘self-perceived and observed’ (Murray and Chen 1992). Self-perceived 
measures give an individual’s own perception of health deprivations, 
while observed measures rely on an external party’s assessment. Both 
types of measures provide complementary and valuable information on 
health (Murray and Chen 1992). There is often no observed health data 
in LMICs, self-reported measures are used in this study and are therefore 
the focus of this section.

Health Conditions/Impairments
Some surveys ask respondents if they have specific health conditions. 
Health conditions may be temporary, episodic or chronic, physical or 
mental, life threatening or not, infectious or noncommunicable. They 
may be coded according to the ICD specifications for health conditions 
(WHO 2011) (e.g., the National Health Interview Survey in the USA). 
Not everyone has access to health services, which is necessary to have 
a diagnosis associated with a doctor/clinic visit or hospitalization. Such 
questions in fact identify those with a diagnosis among those who are 
able to access healthcare, who may be a small minority in LICs. In order 
to capture health conditions among those who may not have received 
a diagnosis, some questionnaires attempt to find if people experience 
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certain symptoms and figure out if the person has specific health condi-
tions. This is the case for instance, of depression for which a question-
naire may ask about a person’s wish to die or about difficulty sleeping at 
night (e.g. Radloff 1977). This method may require a lot of questions 
and may not be feasible for all health conditions.

As for impairments, individuals may be directly queried about impair-
ments that might include blindness, deafness, complete or partial paral-
ysis. However, this nomenclature may be unknown or people may feel 
stigmatized and not self-report impairments, which will lead to under-
estimates (Mont 2007). They tend to capture visible and severe impair-
ments.

Functional Difficulties
Given the challenges of measuring health conditions and impairments 
through household survey data, this book uses instead questions on 
basic activity or functional difficulties. Basic activities are basic actions 
such as walking or activities of daily living such as bathing or dressing. 
Functional difficulties refer to difficulties experienced with particular 
bodily functions such as seeing and hearing. In the context of the human 
development model, functional and basic activity difficulties (functional 
difficulties for short) are used here as measures of health deprivations.

Figure 3.1 illustrates the human development model as imple-
mented in this study. It is similar to Fig. 2.1, with additional information 

D. Health deprivations 
(Functional difficulties) 

E. Functionings (e.g. 
education, morbidity, work) 

A. Personal factors 
(sex, age) 

C. Structural factors 
(e.g. household size, 

rural/urban, 
healthcare) 

B. Resources 
(e.g., mother’s 

education) 

Fig. 3.1 Application of the human development model
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on dimensions and indicators used for the empirical part of the study. 
Functional difficulties are in Box D of Fig. 3.1.

In this study, the functional difficulties measured by the 
Washington Group short set of questions are particular types of health 
deprivations that may result from health conditions or impairments in 
interaction with personal, resource, structural factors and capabilities/
functionings.

This measure of functional difficulties is the one developed by the 
United Nations’ Washington City Group on Disability Statistics4 (the 
Washington Group thereafter) (Madans et al. 2011; Altman 2016). The 
Washington Group has recommended a short list of six questions to be 
included in household surveys or censuses. They are presented in Box 
1. The questions ask about difficulties in six domains: (a) seeing, (b) 
hearing, (c) walking/climbing stairs, (d) concentrating or remembering 
things, (e) selfcare, and (f) communication. For each difficulty, individu-
als could respond on a scale of 1–4 as follows: 1-no difficulty, 2-some 
difficulty, 3-a lot of difficulty, and 4-unable to do. The Washington 
Group short set of questions has the advantage of brevity and interna-
tional comparability. Albeit cognitively tested in 14 countries (Miller 
2016), these questions on functional difficulties are not without limita-
tions. For instance, an understanding of functional difficulties may be 
limited in a context with limited access to healthcare (Schneider 2016). 
This may lead to underreporting in the countries under study.

Box 1: Washington Group Short Set of Questions on Disability
The next questions ask about difficulties you may have doing cer-
tain activities because of a health problem.

(a)  Do you have difficulty seeing even when wearing glasses?
(b)  Do you have difficulty hearing even when wearing a hearing 

aid?
(c)  Do you have difficulty walking or climbing steps?
(d)  Do you have difficulty remembering or concentrating?
(e)  Do you have difficulty with selfcare such as washing all over or 

dressing?
(f)  Do you have difficulty communicating, for example under-

standing others or others understanding you?
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For each question in (a) through (f), respondents are asked to 
answer one of the following: 1-no difficulty, 2-some difficulty, 3-a 
lot of difficulty, or 4-unable to do.

For a proxy respondent, each of the six questions starts with 
‘does <person> have difficulty…?’

Source http://www.washingtongroup-disability.com/

Functional difficulties can thus be thought about and measured on a 
continuum or spectrum from ‘no difficulty’ to ‘unable to do’. This study 
uses a score as in Stewart and Ware (1992, p. 80). The Functional Score 
is the normalized Sum of answers (each ranging from 1 to 4) to the 
six questions with a minimum of six (MinScore) and a maximum of 24 
(MaxScore) as follows:

For example, if someone answers 1—no difficulty to the six difficulty 
questions, the sum of answers is six and the functional score is as follows:

If someone answers 1—no difficulty to the six questions except 4—una-
ble to do for seeing, then the sum of answers is nine and the functional 
score is:

The functional score has a minimum of 0 and a maximum of 1, and 
many possible values in between. Using such a score is consistent with 
a move toward a more plural understanding of health deprivations in 
general, and functional status in particular, where every individual has a 
score and may well change score from time to time and as part of the life 
course. For the household-level analysis below, the household functional 
score is the highest individual score among the adults in a household. 
With this score, every person or household is placed on a continuum.

In order to determine prevalence or identify a specific group, a 
threshold needs to be set on this continuum. This threshold represents 
a social judgment to differentiate persons with and without functional 

Functional Score =
Sum −MinScore

MaxScore−MinScore

Functional Score =
6− 6

24− 6
= 0

Functional Score =
9− 6

24− 6
=

1

6

http://www.washingtongroup-disability.com/
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difficulties. The Washington Group recommendation uses ‘a lot of diffi-
culty’ as a threshold: persons who report ‘a lot of difficulty’ or ‘unable to 
do’ for at least one domain are considered to have a disability.

This study uses two thresholds and a trichotomy. It groups individuals 
into three mutually exclusive categories of difficulties:

1.  no moderate/severe functional difficulty in the six domains;
2.  moderate functional difficulty (some difficulty in at least one 

domain and no severe difficulty);
3.  severe functional difficulty (a lot of difficulty or unable to do in at 

least one domain).

The analysis conducted at the household level categorizes households 
in the same way: households with no moderate/severe functional diffi-
culty; households with at least one adult with a moderate functional dif-
ficulty (some difficulty in at least one domain and no severe difficulty 
in the household); and households with at least one adult with a severe 
functional difficulty (a lot of difficulty or unable to do in at least one 
domain). Moving away from a dichotomy (limited vs not limited) toward 
a functional score above or a trichotomy (severe, moderate, and no dif-
ficulty) is consistent with the human development model where health 
deprivations are considered aspects and factors of human diversity.

3.1.2  Measuring Functionings and Capabilities

Some of the challenges in putting the human development model into 
practice are of course similar to those of putting the broader capability 
approach into practice. These have been extensively covered in the lit-
erature, from the measurement of capabilities to the selection of relevant 
dimensions, their weights, and thresholds for deprivations.

i. Capabilities measurement
 In brief, the measurement of capabilities is very challenging since capabil-
ities are not directly observable. So are capabilities measurable? Recently, 
there have been efforts to collect data on a range of capabilities for the 
general population (e.g., Al-Janabi et al. 2012; Anand et al. 2009), and 
for some particular population groups such as older people (Coast et al. 
2008). In general, this literature, although at an early stage, reports 
encouraging results on the feasibility of measuring capabilities. This 
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study does not have information on capabilities in the datasets under use 
and is therefore restricted to functionings.

ii. Selection of dimensions of wellbeing
 One also needs a set of functionings (or capabilities), a method to meas-
ure them, and a threshold below which a person is considered to have 
a deprivation. The selection of dimensions for measures of wellbeing or 
deprivations at an applied level is challenging (Alkire 2007). Sen did not 
develop a definitive list of dimensions of what constitutes the good life.5 
Relevant capabilities have been chosen based on people’s views (Coast 
et al. 2008) or from theory, based, for instance, on Nussbaum’s list 
(Anand et al. 2009). Martha Nussbaum did develop a prescriptive list of 
‘central human capabilities’—ten ordered functions considered essential 
to human life and universal across all cultures based on an Aristotelian 
‘objective’ view of ‘human flourishing’.6 This list is used to determine a 
social minimum in each dimension.
 While operationally attractive, this approach ignores the value of ask-
ing people themselves to construct the dimensions of the good life. 
Nussbaum’s list has led some to worry about who decides which dimen-
sions are part of the list and on what grounds, since item selection by 
researchers gives the appearance of paternalism (Stewart 2001, 2005). 
This question of who should decide is especially salient for groups 
expected to have different lists of dimensions compared to the general 
population. This is the case, for some persons with health conditions and 
impairments who may require specific services or products (e.g., assistive 
devices, care services).
 However, members of disadvantaged groups may be so deprived for spe-
cific dimensions that they are not even aware of deprivations and not 
likely to include them in their list. In this case, experts may then offer 
insights into such omitted dimensions for the group. Most of the lists of 
capabilities that have been proposed (e.g., Nussbaum 2000) have been 
developed by only one kind of expert, researchers. In the context of the 
capability approach, it is easy to make an argument on democratic and 
ethical grounds that people within relevant groups should decide, and 
in terms of human rights, a participatory approach engages the people 
who are being studied directly in research (Viswanathan et al. 2004). 
Furthermore, participation may be instrumentally valuable in improv-
ing the quality of the research output. Although I recognize the value 
of including the voices of relevant groups or individuals with disabilities, 
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using a participatory framework to select dimensions of wellbeing is 
beyond the scope of this study.
 This study uses for guidance the list of dimensions of wellbeing devel-
oped in the Stiglitz, Sen, and Fitoussi report (Stiglitz et al. 2009). This 
list has been derived through an extended and international consultative 
process toward developing and recommending indicators to measure 
economic and social progress. Stiglitz et al. (2009) recommend the fol-
lowing eight dimensions as constitutive parts of wellbeing: material well-
being (income, consumption, and wealth), health, education, personal 
activities (including work), political voice and governance, social connec-
tions and relationships, environment (present and future) and security of 
an economic and physical nature.
 The datasets under use in this book were combed for indicators of the 
wellbeing dimensions above. Due to data constraints, this book focuses 
on material wellbeing (consumption and assets/living conditions), health 
(morbidity), education, work, and economic insecurity. The datasets do 
not have any information on political voice and governance, social con-
nections and relationships and the environment, which are therefore not 
covered in this study.
 Chapter 2 defined disability as a deprivation in terms of functioning 
(and/or capability) among persons with health deprivations. Persons 
with health deprivations are at risk of disability. What aspects of disability 
is this study capturing then? Wellbeing deprivations are measured in dif-
ferent ways in Box E of Fig. 3.1. This study measures disability as a dep-
rivation in terms of various functionings (e.g., education, work) among 
persons with functional difficulties. People may experience disability in 
one dimension of wellbeing, say education, but not in another, say work. 
Should they still be considered as having a disability? For precision and 
clarity and due to the challenges of using the term disability raised in 
Chapter 2, I will refer to specific deprivations (e.g., work, education, 
and material poverty) among persons with functional difficulties. I will 
not use the term disability in the empirical analysis. The term disability 
will, however, be used when relevant literatures and policies are analyzed, 
with definitions and measures as used in the reviewed studies and poli-
cies. In literature reviews in Chapters 4, 5 and  6, ‘disability’ will be used 
as an umbrella term, covering the different meanings in the literature, 
typically including impairments, functional difficulties, or broad activity 
limitations.

http://dx.doi.org/10.1057/978-1-137-53638-9_2
http://dx.doi.org/10.1057/978-1-137-53638-9_2
http://dx.doi.org/10.1057/978-1-137-53638-9_4
http://dx.doi.org/10.1057/978-1-137-53638-9_5
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 After selecting relevant dimensions of wellbeing, one needs a method of 
measurement for each of them, and a threshold below which a person is 
considered to have a deprivation. The threshold needs to be established 
in relation to a standard that accounts for the context of the particu-
lar individual. Chapter 5 will explain indicators and thresholds for each 
dimension. An advantage of the capability approach, as noted earlier, is 
to expand the evaluative space of wellbeing beyond material wellbeing 
and to multiple dimensions. For a broad assessment of wellbeing that 
accounts for simultaneous achievements or deprivations in several areas 
of life, one can adopt a multidimensional measure of wellbeing, or of 
the lack of wellbeing, i.e., a measure of multidimensional deprivations or 
poverty. Chapter 5 will use the method developed by Alkire and Foster 
(2011) for multidimensional poverty based on the capability approach.

iii. Resources, personal and structural factors
 Resources, personal, and structural factors are key components of the 
human development model in Chapter 2. They are potential deter-
minants of wellbeing whether the person has functional difficulties 
or not. Such factors could be related to functional difficulties or well-
being. For instance, as noted in Chapter 2, personal and structural fac-
tors may interact to determine how resources may lead to capabilities or 
functionings. The set of relevant factors will of course vary depending 
on the particular capability or functioning of interest. Household survey 
information on resources, personal, and structural factors will be used in 
Chapters 4, 5, 6 to investigate correlates of functional difficulties.
 Resources refer to resources available to the individual, whether pur-
chased in the market or shared within the family or community. Access 
to material resources may be measured through asset ownership, liv-
ing conditions and wealth, expenditures, or income. Income data is 
rarely available in LMICs as it can be volatile. This study has informa-
tion on some material resources (e.g. assets) but they are used here as 
functionings (wellbeing outcomes). Information can also be considered 
as a resource, which is not directly captured in the datasets under use. 
Instead, this study uses mother’s educational attainment as a proxy for 
information.
 Personal factors are individual characteristics. They may include simple 
demographics such as sex, race/ethnicity, and age. They may also be 
more complex characteristics such as personality traits, which are not 
available in the surveys under use. They are important so as to capture 
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potential intersectional disadvantages, as noted in Chapter 2. This analy-
sis will assess how age and sex interact with functional difficulties in their 
association with deprivations. Information on ethnicity was not used in 
this study as it was not available for all four countries.
 Structural factors refer to characteristics of the environment: the immedi-
ate environment (e.g., family, home, and workplace), the meso-environ-
ment (the community), and the macro-environment (regional, national). 
At each of these levels, the environment has cultural, economic, natural, 
physical, social characteristics that may influence capabilities and func-
tionings. Information about the environment may be collected in differ-
ent ways (Altman and Meltzer 2016): structural reviews that describe the 
environment in a town or city; self-reports of difficulties experienced by 
the person while interacting with the environment; and a person’s partic-
ipation level and how the environment at home, school or work may play 
a barrier and/or facilitator role in activities. Household surveys generally 
have few questions on the environment but potentially might sometimes 
be merged with other datasets with structural reviews. In the household 
surveys used in this study, the immediate environment of the person is 
known (family) and some information is available on the community 
(distance to healthcare services, rural vs urban).

3.2  Data

This study uses data from the Living Standards Measurement Study 
(LSMS). It draws on the four LSMS panel datasets that have interna-
tionally comparable functional difficulty questions: the Ethiopia Rural 
Socioeconomic Survey (2011/2012 and 2013/2014), the Malawi 
Integrated Household Survey (2010/2011 and 2012/2013), the 
Tanzania National Panel Survey (2010/2011 and 2012/2013), and the 
Uganda National Panel Survey (2009/2010, 2010/2011, 2011/2012). 
To my knowledge, the recent LSMS datasets collected in Ethiopia, 
Malawi, Tanzania, and Uganda are the first longitudinal datasets that 
include the recommended short questionnaire on functional difficulties 
of the Washington Group.

These surveys were implemented by each country’s national statis-
tics office, with technical support from the World Bank Development 
Economics Research Group. These datasets are nationally representative, 
except the Ethiopia Rural Socioeconomic Survey for 2011/2012, repre-
sentative of rural areas and small towns.

http://dx.doi.org/10.1057/978-1-137-53638-9_2
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In the four countries included in this study, the LSMS followed a 
stratified sample design with weights. For each household, one house-
hold informant responded to a questionnaire including a roster with 
household demographics (size number of children, age of each mem-
ber of the household), questions on household economic wellbeing 
(e.g., expenditures, living conditions, assets). In addition, within each 
household, each individual or a household respondent was asked ques-
tions about each individual’s education, health, disability, and labor 
force activities. The caregiver answered such questions on behalf of 
children. This study focuses on individual respondents aged 15+ as the 
Washington Group short set of questions was developed for this age 
group.

These datasets are novel in different ways. To my knowledge, these 
are the first longitudinal datasets that include the recommended short 
questionnaire on functional difficulties of the Washington Group 
for at least one wave.7 They thus provide internationally compa-
rable data on disability using a tool that has been tested in differ-
ent country contexts. The Washington Group short set of questions 
was included in the following surveys (waves): Ethiopia Rural 
Socioeconomic Survey (2011/2012 and 2013/2014), the Malawi 
Integrated Household Survey (2010/2011), the Tanzania National 
Panel Survey (2010/2011), and the Uganda National Panel Survey 
(2009/2010, 2010/2011). I use other waves as well that do not have 
the Washington Group questions to investigate the association between 
functional difficulties and short-term mortality (the Malawi Integrated 
Household Survey (2012/2013), the Tanzania National Panel Survey 
(2012/2013), and the Uganda National Panel Survey (2011/2012)). In 
addition, the LSMS surveys include a wide range of indicators of eco-
nomic wellbeing. For instance, it has questions on employment in farm 
and nonfarm enterprises, while many other datasets have detailed activi-
ties for farm or nonfarm activities, but rarely both. Finally, the datasets 
are internationally comparable with similar survey designs and question-
naires, and thus will be used in this study for cross-country comparisons. 
Despite these similarities, what people may understand from the ques-
tionnaire and how they reply could differ given different languages, cul-
tures, and contexts in ways that researchers cannot appreciate (Grech 
2016).

The response rates for these surveys were very high. One limitation 
though is that each survey only covers the household population in each 



3 MEASUREMENT, DATA AND COUNTRY CONTEXT  47

country. They exclude the homeless and the institutionalized population 
(i.e., people in nursing homes, psychiatric hospitals). This is problem-
atic as functional difficulties may affect the probability of living outside 
the household. Institutionalization among adults is suspected to be 
low in the four countries, but no data could be found to confirm this. 
Homelessness may be a more significant problem in its potential to affect 
functional difficulties.

Although the functional difficulty questions are worded the same way, 
there are a few differences in the questionnaires of the four countries. 
Ethiopia, Malawi, and Tanzania have the Washington Group questions 
as part of a longer health section in the questionnaire, while Uganda has 
a separate section titled ‘disability’ after the health section. Tanzania has 
a somewhat different answer scale including an additional category, no 
difficulty with assistive device as follows: 1—no difficulty, 2—no diffi-
culty with assistive devices, 3—some difficulty, 4—a lot of difficulty, and 
5—unable to do. Categories 1 and 2 were collapsed into one category 
(no difficulty) for comparability with other countries. Only in Ethiopia 
does each individual in the household consistently answer about his/her 
functional difficulties. In the other countries, it is either the individual or 
the household respondent. Finally, Ethiopia and Malawi surveys do not 
have the introductory sentence recommended in the Washington Group 
short set of questions prior to asking about functional difficulties, while 
Tanzania and Uganda surveys do.8 Although these differences between 
surveys may seem minor, such changes in question wording or in the 
placement of the questions may significantly affect the resulting estimates 
(Mathiowetz 2001).

3.3  Country Context

The four countries under study are briefly described in this section in 
terms of their overall human development, their labor markets and social 
protection programs, and their disability laws and policies.

3.3.1  Overall Human Development

Ethiopia, Malawi, Tanzania, and Uganda are some of the poorest coun-
tries in the world. Key demographic and socioeconomic information for 
the four countries are presented in Table 3.1. With varying population 
sizes, all four countries have a young population overall, with almost half 
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of the population under the age of 15. For Sub-Saharan Africa overall, 
with an expected decline in fertility and an increase in life expectancy, the 
share of adults in the total population, including older people is expected 
to increase to 72% by 2050 (UNPD 2015).

By international standards, these are economies largely reliant on agri-
culture. For instance, Malawi and Tanzania have about a third of their 
gross domestic product (GDP) coming from agriculture. Ethiopia is, 
among the four economies, the one growing the fastest with an annual 
growth rate of 10%. Ethiopia, Malawi, Tanzania, and Uganda are low-
income countries9 with gross national income (GNI) per capita ranging 
from a low of $747 in Malawi to a high of $2411 in Tanzania. The mean 
years of schooling fall between 2.4 in Ethiopia and 5.4 in Uganda, and 
life expectancy at birth is around 60 years. The information on GNI per 
capita, years of schooling and life expectancy can be considered together 

Table 3.1 Demographic and socioeconomic indicators

Sources United Nations Development Program country notes for the 2015 Human Development 
Report for GNI, Life expectancy, mean years of schooling and HDI. OPHI (2016) Country Briefings 
June 2016 for Multidimensional Poverty Headcount. World Bank Poverty and Equity data bank for 
$1.90 poverty headcount ratios. World Development Indicators database (2015) for all other indicators
Notes GNI stands for Gross National Income. $1.90 poverty headcounts are for 2010. Multidimensional 
poverty headcounts are for 2011 for Ethiopia and Uganda, 2013/14 for Malawi and 2010 for Tanzania

Ethiopia Malawi Tanzania Uganda

Total population, in millions (2015) 99.4 17.2 53.5 39
Share of population under 15 (2015) 41% 45% 45% 48%
Share of population 65 and older (2015) 3% 3% 3% 2%
Share of rural population (2015) 81% 84% 68% 84%
GDP growth rate (2015) 10% 3% 7% 5%
GDP from agriculture (2015) 42% 31% 32% 25%
Employed to total (15+) population ratio 
(2014)

79% 77% 86% 75%

GNI per capita (2014) $1428 $747 $2411 $1613
Life expectancy at birth (2014) 64.1 62.8 65 58.5
Mean years of schooling 2.4 4.3 5.1 5.4
Poverty headcount ratio $1.90 (PPP 2011) 33.5% 70.9% 46.6% 34.6%
Under 5 mortality (per 1000) (2015) 59 64 49 55
Health expenditures per capita (2014) $27 $29 $52 $52
Prevalence of HIV among 15–49 (2014) 1% 10% 5% 7%
Human Development Index (HDI) 0.442 0.445 0.521 0.483
HDI country rank 174th 173th 151th 163th
Multidimensional poverty headcount 87% 56% 66% 70%
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as part of the Human Development Index (HDI). These four countries 
have low HDIs and are at the bottom of the global HDI ranking con-
ducted for 187 countries annually by UNDP (2015). Their rankings are 
between 151th (Tanzania) and 174th (Ethiopia). Using the international 
poverty line of $1.90 a day (PPP 2011), the poverty headcount ratio 
stands at 33.5% in Ethiopia, 70.9% in Malawi, 46.6% in Tanzania, and 
34.6% in Uganda. Using the Multidimensional Poverty Index (MPI), 
poverty becomes even more common and affects a majority of the popu-
lation in the four countries. The highest percentage of poor people using 
the MPI is in Ethiopia at 87.3%. Finally, by world standards, under-five 
mortality is high at about 60, health expenditures per capita are low 
between $27 and $52 and the employed to total population ratio is high 
at 75% or higher. The prevalence of HIV is the highest in Malawi at 10% 
followed by Uganda (7%), Tanzania (5%), and Ethiopia (1%). In fact, in 
2012, HIV/AIDS was the leading cause of death in Malawi, Tanzania, 
and Uganda while lower respiratory infections were the leading cause in 
Ethiopia (WHO 2015). In addition to HIV, individuals face a high dis-
ease environment given widespread malnutrition, poor sanitation, a high 
prevalence of infectious diseases, and limited access to healthcare facilities 
(WHO 2015). Epidemics such as Ebola and Nodding diseases have also 
been experienced in recent years (Deogratius et al. 2016). The disease 
environment combined with stringent resource constraints is expected to 
have cumulative effects on survival, health deprivations, and wellbeing.

3.3.2  Labor Market and Social Protection

In all four countries, the labor market is largely informal with very lim-
ited access to formal insurance for on-the-job injuries, health, or old age. 
For health insurance, coverage is very limited. Uganda’s National Health 
Insurance scheme is still in draft form (Omona 2016). Both Ethiopia 
and Tanzania have recently introduced community-level programs to 
expand health insurance coverage: Community-Based Health Insurance 
in Ethiopia and Community Health Fund in Tanzania. These programs 
are at early stages and cover only small shares of the population (United 
Nations 2015).

Like many countries around the world and in Africa, Ethiopia, 
Malawi, Tanzania, and Uganda have developed cash transfer programs 
in the past decade or so (World Bank 2012). Malawi, Tanzania, and 
Uganda have pilot cash transfer programs (Oxford Policy Management 
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2015; World Bank 2012). Malawi’s Social Cash Transfer program 
is targeted at the ultra-poor and at labor constrained households 
(Government of Malawi 2016). Malawi also has a large Targeted Input 
Program aimed at improving agricultural productivity and a large-scale 
public works program under the Malawi Social Action Fund (UNDP 
2012). A recent evaluation shows that the public works program was not 
effective in achieving its aim of improving food security during the 2013 
lean season (Beegle et al. 2017). The Tanzania Social Action Fund has 
been a leading and growing policy initiative in the area of social protec-
tion since the early 2000s. Public works have been a major part of the 
Tanzania Social Action Fund, with further components more recently 
added, including a pilot conditional cash transfer program since 2010 
(United Nations 2015).

Uganda started a five-year pilot project in 2010/2011, the Social 
Assistance Grants for Empowerment Program (SAGE), with cash trans-
fers for older persons and vulnerable families. For the latter, vulnerability 
indicators include age, sex, orphanhood, and disability. The Washington 
Group short set of questions was used to assess disability (Schneider 
et al. 2011). The 15% of families in 14 districts with the highest vulner-
ability indicators receive SAGE (Oxford Policy Management 2015). In 
2015/2016, the program for older persons was rolled out in 20 more 
districts, with a target of covering a total of 55 districts by 2019/2020.10

In Ethiopia, the Productive Safety Net Program (PSNP), started in 
2005, is an integrated public works program for households with the so-
called able-bodied adult laborers and an unconditional cash transfer for 
those unable to work due to pregnancy, illness, or disability.11 PSNP is 
also linked to interventions to boost agricultural productivity. The objec-
tive of the PSNP is ‘to provide transfers to the food insecure popula-
tion in chronically food insecure woredas in a way that prevents asset 
depletion at the household level and creates assets at the community 
level’ (GFDRE 2004). A recent evaluation finds that participation in the 
Public Works component of the PSNP has positive albeit modest effects 
on food security (Berhane et al. 2014). An evaluation of PSNP’s target-
ing (Coll-Black et al. 2012) shows that in general it is targeted at worse 
off households based on consumption and that the cash transfer compo-
nent is targeted at households with older heads, older men, and fewer 
younger men, and female-headed households are more likely to receive 
these payments.
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Ethiopia, Malawi, Tanzania, and Uganda have grown their social 
protection systems in recent years. However, it is unclear if households 
that experience functional difficulties that lead to extra healthcare needs 
receive the necessary services or if it comes with a financial burden given 
limited access to health insurance. It is also unclear whether the social 
protection systems, with large public works programs, may be able to 
assist households with adults who are unable to work permanently or 
temporarily.

3.3.3  Disability Laws and Policies

This section describes disability laws and policies in Ethiopia, Malawi, 
Tanzania, and Uganda. The term ‘disability’ is used within the defini-
tion of the relevant law or policy, which is often as impairment or as an 
umbrella term as in the ICF (impairment, activity limitation, and partici-
pation restriction).

Information on the disability policy background in each country is 
presented in Table 3.2. All four countries aspire to improve the well-
being of persons with disabilities, as signaled by several legislations 
and policies on disability. Each country has disability included in its 
Constitution, in one aspect or another, for instance with respect to anti-
discrimination or resource allocation.12 Uganda is among the first coun-
tries worldwide to ratify the CRPD when it came into force in 2008. 
Malawi and Tanzania followed suit soon after in 2009 and Ethiopia in 
2010. The four countries also adopted national disability legislations. 
Malawi, Tanzania, and Uganda had their policies in place prior to the 
ratification of the CRPD, while Ethiopia adopted the policy two years 
after. Several paradigms started in HICs seem to have been embraced 
in these national legislations and policies. The social model of disabil-
ity seems to have been very influential in the four countries with the 
adoption of disability definitions consistent with the one in the CRPD: 
‘persons who have long-term physical, mental, intellectual or sensory 
impairments which in interaction with various barriers may hinder their 
full and effective participation in society on an equal basis with oth-
ers’ (Article 1). For instance, in Tanzania, the Persons with Disabilities 
Act of 2010 uses the following definition of a person with disability: ‘a 
person with a physical, intellectual, sensory or mental impairment and 
whose functional capacity is limited by encountering attitudinal, envi-
ronmental and institutional barriers.’ Uganda’s disability policy defines it 
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as ‘permanent’ and substantial functional limitation of daily life activities 
caused by physical, mental, or sensory impairment and environmental 
barriers resulting in limited participation.’

In addition, certain strategies widely discussed and put forward in the 
global discourse on disability and development have also been adopted 
at the national level. For example, the twin-track approach (DFID 2000) 
of both disability-targeted and mainstream policies and programs in 
disability and development is part of Malawi’s National Policy on the 
Equalization of Opportunities for Persons with Disabilities (Government 
of Malawi 2006) and Ethiopia’s National Plan of Action for Persons with 
Disabilities (MLSA 2012).

Overall, in the past decade or so, the four countries under study have 
made great strides in developing a range of disability policies and legisla-
tions for disability inclusion well in line with the CRPD and the global 
discourse around disability and human rights. Of course, there may well 
be a gap between disability policies and legislations, on the one hand, 
and implementation and the reality experienced by persons with dis-
abilities, on the other. This is a concern that some policy analysts have 
already expressed (e.g., for Tanzania, Aldersey and Rutherford Turnbull 
2011; GIZ 2016). The next three chapters attempt to investigate this 
policy–reality gap by researching empirically the socioeconomic inequali-
ties that are associated with functional difficulties.

notes

 1.  Such questions have also been included in general efforts to measure well-
being under the capability approach (Anand et al. 2005).

 2.  A similar point is made by Altman (2001) with respect to measures of 
Activities of Day Living or Instrumental Activities of Daily Living.

 3.  Mitchell et al. (2016) give a review of studies on multidimensional pov-
erty in relation to health.

 4.  In June 2001, the United Nations International Seminar on the 
Measurement of Disability recommended that principles and standard 
forms for indicators of disability be developed (Altman 2016). There was 
a broad consensus on the need for population-based measures of disabil-
ity for country use and for international comparisons. The Washington 
Group on Disability Statistics was formed to address this urgent need. 
The main purpose of the Washington Group is to promote and coor-
dinate international cooperation in the area of disability measures. 
Specifically, the Washington Group has developed a short set of questions 
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for use in censuses and national surveys in order to inform policy on 
equalization of opportunities. It also has developed an extended set of 
questions to measure disability to be used as part of population surveys or 
as supplements to special surveys (Altman 2016).

 5.  Alkire (2002a, b) reviews several such lists including John Rawls’ list of 
primary goods, Doyal and Gough’s list of needs and Martha Nussbaum’s 
list of capabilities.

 6.  Nussbaum’s (2000) list includes: 1. Life: not dying prematurely. 2. 
Bodily health: to have good health, adequate nutrition, and shelter. 3. 
Bodily integrity, including physical mobility. 4. Senses, imagination, and 
thought: including being able to use the senses, to imagine, think and 
reason. 5. Emotions: including being able to have attachments to things 
and people outside ourselves. 6. Practical reason: including being able to 
form a conception of the good. 7. Affiliation: including social interac-
tions. 8. Other species: ‘Being able to live with concern for and in rela-
tion to animals, plants and the world of nature.’ 9. Play: ‘Being able to 
laugh, to play, to enjoy recreational activities.’ 10. Control over one’s 
environment. (A) Political: including political participation; (B) Material: 
‘Being able to hold property…; having the right to seek employment on 
an equal basis as others…’.

 7.  The Nigeria General Household Survey also includes Washington Group 
questions. However, it was not included in this study due to inconsisten-
cies in age/birth year self-reports in the two waves.

 8.  The introductory sentence reads as follows: ‘Because of a physical, mental 
or emotional health condition…’.

 9.  Income country groups are as defined by the World Bank. Available at: 
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519.

 10.  For this expansion, the vulnerable families component was dropped. Only 
the senior citizens grant component (older persons) was rolled out.

 11.  I could not find from the PSNP literature how ‘disability’ is determined in 
this context.

 12.  In Uganda, Article 21 of the Constitution bans discrimination based on 
disability among other categories (gender, age, tribe). In Ethiopia, Article 
415 of the Constitution is as follows: ‘The State shall, within available 
means, allocate resources to provide rehabilitation and assistance to the 
physically and mentally disabled.’
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